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Foreword

For more than a decade, the Australian Institute of Health
and Welfare (AIHW) has played a leading role in national
indicator development, monitoring and reporting on
children’s health, development and wellbeing. A picture

of Australia’s children 2009 is the fourth comprehensive
national statistical report on Australia’s children produced
by the AIHW. This 2009 report builds on previous

work and on work undertaken more recently on the
ministerially endorsed Children’s Headline Indicators.

The AIHW has also produced a summary, indicator-
based report, Making progress, that focused on a subset
of indicators for both children and young people.

The importance of the early childhood years in laying the

foundations for future health and wellbeing is indisputable.

Childhood, and early childhood in particular, is therefore
central to the Council of Australian Governments’
reforms to healthcare, education and in closing the gap
in Indigenous disadvantage. Information that supports a
better understanding of the key issues affecting children

and their families is critical to the success of these reforms.

This AIHW report draws together the latest
available information on child health, development
and wellbeing on a broad range of indicators,
including health status, risk and protective factors

influencing health and wellbeing, early learning and
education, family and community environments,
safety and security, and system performance.

The key message from this report is clear: most children in
Australia are faring well, but significant areas of concern
remain, together with some areas where there is just not
enough information to tell. Of particular concern are the
poorer health, developmental and wellbeing outcomes
for Indigenous children and children from remote and
low socioeconomic status areas, and Australia’s relatively
poor performance on key international indicators such
as infant mortality and teenage births. This suggests

that a great deal remains to be done to ensure that all
Australian children have the best possible start in life.

I would like to thank the National Child Information
Advisory Group for their expert advice in the development
of this report and the key national indicators, as

well as the Australian Government Department of

Health and Ageing for largely funding this report.

Penny Allbon
Director

Foreword
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Summary

A picture of Australia’s children 2009 is the fourth

in a series of national statistical reports on children
aged 0-14 years. This report provides the latest
available information on how Australia’s children are
faring according to key national indicators of health,
development and wellbeing. Drawing on the advice of
the National Child Information Advisory Group, it brings
together a broad range of indicators that cover health
status, risk and protective factors, early learning and
education, family and community environments, safety
and security, and system performance. The indicators
include ministerially endorsed Children’s Headline
Indicators, published for the first time in this report.

The report contains nearly all of the indicators

with specific relevance to children agreed by the
Council of Australian Governments for monitoring
performance under the National Healthcare
Agreement, the National Education Agreement and
the National Indigenous Reform Agreement. This
report, however, provides a broader spectrum of
indicators related to child health, development and
wellbeing (see Box 2 for the indicator framework).

KEY FINDINGS

Many Australian children are faring well, but there

is much scope for further gains, particularly among
Aboriginal and Torres Strait Islander children. The

table on the following page summarises recent
achievements and concerns, and identifies important
data gaps. This is followed by statistics on the key national
indicators presented in this report for quick reference.

The good news

o Large declines in death rates (mostly
due to a decline in injury deaths).

¢ Declines in asthma hospitalisations and
improved survival for leukaemia.

 Favourable trends in some risk and protective
factors, such as immunisation coverage, teenage
births and smoking rates among older children.

o Most children meet national physical activity
guidelines and achieve national minimum
standards for reading and numeracy.

Things to work on

« Rising rates of severe disability, diabetes
and, among 6 year olds, dental decay.

o Far too many children spend more than the
recommended time in front of a video screen
(including television and computers), are
overweight or obese, are not eating recommended
amounts of vegetables, are homeless or at risk
of homelessness, or are victims of assault.

Aboriginal and Torres Strait Islander children

o are far more likely to be disadvantaged across
a broad range of health and socioeconomic
indicators—2-3 times as likely to die, be of low
birthweight or have dental caries; 5 times as likely
to be born to teenage mothers; 8-9 times as likely
to be in the child protection system; and 24 times
as likely to be in juvenile justice supervision.

Children living in remote areas

« have higher death rates; higher rates of neural tube
defects; lower rates of cancer survival; worse dental
decay; and are less likely to meet minimum standards
for reading and numeracy, than those in major cities.
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Summary table: achievements, concerns and the unknown

Indicatorarea Achievements Areas of concern What we don’t know
Health status Infant and child mortality rates Poorer outcomes for Indigenous children in Prevalence of mental health
halved between 1986-2006 multiple areas (e.g. death rates 3 times as high) problems and disorders
Asthma hospitalisations and general Infant and under 5 child mortality compares among children
practice visits have declined unfavourably with other OECD countries
Cancer survival continues to improve, Incidence of diabetes and hospitalisations
especially for leukaemia for diabetes increasing

Prevalence of overall disability and
severe disability increasing

Healthy child Dental decay among 12 year olds decreasing  Dental decay among 6 year olds increasing How many infants are exclusively
development Almost three-quarters of children (914 Only one-third of children (914 years) meet breastfed at 4 and 6 months
years) meet physical activity guidelines guidelines for video screen viewing How many infants are

Most children do not consume read to by an adult

recommended amounts of vegetables

Learning and Most children in Year 5 meet Indigenous Year 5 students less likely to meet national ~ How many children attend early
development national minimum standards minimum standards for reading and numeracy childhood education programs
for reading and numeracy inthe 2 years before school

Social and emotional
development of children

Adverse factors Teenage births and smoking among Teenage birth rate compares unfavourably
older children have declined with other OECD countries and 5 times

Fewer children are exposed to ashigh among Indigenous women

tobacco smoke in the home One in six women smoke and 60%
consume alcohol during pregnancy

Over one-fifth of children nationally
are either overweight or obese

Families and Most parents of children rate their health One-fifth of parents have poor mental health How many children live in

communities as good, very good or excellent One-fifth of children live with a parent with disability healthy functioning families

Most households with children have
access to social support and perceive
their neighbourhood to be safe

Safety and security Injury death rates fell by almost 40% Over one-third of child deaths are preventable Prevalence of bullying in schools
over the decade 1997-2006 as they are caused by injuries vl e el il alme
Accidental drowning death rates almost Almost 20,000 children are victims and neglect and whether this
halved between 1997 and 2006 of physical or sexual assault has changed over time

Indigenous children overrepresented in child
protection system (8—9 times as high) and
juvenile justice supervision (24 times as high)

Almost 65,000 children are homeless or at risk of
homelessness, there are high unmet requests for
SAAP accommodation for families with children

System Immunisation coverage highest on Immunisation coverage at 6 years is How quality child care
performance record (93% for 2 year olds) lower than at 1 or 2 years of age should be defined

Increased neonatal hearing screening

Five-year relative survival for
leukaemia has increased

Summary
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KEY NATIONAL INDICATORS OF CHILD HEALTH, DEVELOPMENT
AND WELLBEING: QUICK REFERENCE GUIDE

How healthy are Australia’s children? Value Trend
Infant mortality per 1,000 live born infants (2006) 47 v
Mortality Sudden infant death syndrome (SIDS) deaths per 100,000 live births (2006) 24 4
Deaths per 100,000 children aged 1-14 years (2006) 13 v
Percentage of children aged 0—14 years with asthma as a long-term condition (2004—05) 12 ~
Morbidity New cases of insulin-dependent diabetes per 100,000 children aged 0—14 years (2006) 23 x
New cases of cancer per 100,000 children aged 0—14 years (2001-2005) 14
Disability Percentage of children aged 014 years with severe or profound core activity limitations (2003) 43 x
Rate of selected congenital anomalies among infants per 10,000 births (1998-2003):
neural tube defects 45
Congenital anomalies Down syndrome i
abdominal wall defects 44
orofacial clefts 17
Proportion of children aged 4—14 years with mental health problems (2004—-05) No re:lr;t”:ab'z
Mental health
entatiea Proportion of children aged 614 years with mental health disorders No recent data
(ADHD, depressive disorder, conduct disorder) (2004—05) available

How well are we promoting healthy child development?
National data

Breastfeeding Percentage of infants exclusively breastfed at 4 months of age® .
not available
Percentage of children decay-free (2002):
Dental health atage 6 years B~
atage 12 years 58 v
Mean number of decayed, missing or filled teeth (DMFT) at 12 years (2002) @ 1.0 ~
Percentage of children aged 9—14 years (2007):
Physical activity meeting the National Physical Activity Guidelines 74
not exceeding the screen time guidelines 33
. ) . . National data
Early learning Proportion of children aged < 1year old who are read to by an adult on a regular basis not available

How well are Australia’s children learning and developing?

Attending early childhood Proportion of children attending an educational program in the 2 years before Data not
education programs beginning primary school® available
- . . . ' . o . ) National data
Transition to primary school  Proportion of children entering school with basic skills for life and learning® .
not available
Attendance at primary school Attendance rate of children at primary school, per cent (Year 5) (2007) @ 85-95
Percentage of children in Year 5 who achieved at or above the national minimum standards (2008):
Literacy and numeracy reading® 91
numeracy® 923
Social and emotional Data not
Under development )
development available
What factors can affect children adversely?
Teenage births Age-specific birth rate per 1,000 15-19 year old women (2006)® 17 v
Smoking in pregnancy Proportion of women who smoked during the first 20 weeks of pregnancy® Natlona! data
not available
Alcohol use during pregnancy Percentage of women who consumed alcohol during pregnancy (2007) 60 v
Birthweight Percentage of live born infants of low birthweight (2006)® 6 ~
. . Percentage of children aged 2—12 years whose BMI score is above the international
Overweight and obesity cut-off points for ‘overweight” and ‘obese’ for their age and sex (2007) 2
Environmental Percentage of households with children aged 0—14 years where someone smokes inside (2007) 8
tobacco smoke
Tobacco use Percentage of children aged 12—14 years who are current smokers (2005) 5
Alcohol misuse Percentage of children aged 12—14 years who have engaged 26 <

in risky drinking on any one occasion (2005)
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What kind of families and communities do Australia’s children live in? Value
. I Data not
Family functioning Under development available
. TR Average weekly real equivalised disposable household income for households v
Family economic ituation with children in the 2nd and 3rd income deciles (2005-06)® 347
. . Number of children per 1,000 aged 0—14 years in out-of-home care (2008) 7 x
Children in non-parental care . . .
Percentage of children aged 017 years in grandparent families (2006—07) 0.4 v
Percentage of parents rating their health as ‘fair’ or ‘poor’ (2006) 13
Parental health status Percentage of children living with parents with disability (2003) 19
Percentage of parents with mental health problems (2006) 21
. Percentage of households with children aged 0—14 years where
Neighbourhood safety their neighbourhood is perceived as safe (2006) 86
Social capital Percentage of households with children aged 014 years where respondent was able 0 o

to get support in time of crisis from persons living outside household (2006)
How safe and secure are Australia’s children?

Age-specific death rates from all injuries for children aged 0-14 years, per 100,000 (2006)® 6 v
Road transport accident death rate for children aged 0—14 years, per 100,000 (2007) 1.6 v
Accidental drowning death rate for children aged 014 years, per 100,000 (2006) 1.0 v
Injuries Assault death rate for children aged 014 years, per 100,000 (2006—07) 0.7 ..
Injury hospitalisation rate for children aged 014 years, per 100,000 (2006—07) 1,462 v
Assault hospitalisation rate for children aged 0—14 years, per 100,000 (2006—07) 20 v
Intentional self-harm hospitalisation rate for children aged 1014 years, per 100,000 (2006—07) 4 x
School relationships Data not
and bullying P Under development available
Children aged 012 years who were the subject of a substantiation 7 v
Child abuse and neglect of a child protection notification received in 2007-08¢
Children aged 0-12 years who were the subject of care and protection orders, per 1,000 (2008) 7 x
. . Children aged 0—14 years per 100,000 who have been the victims of (2003):
(hllfiren as victims physical assault 309
of violence
sexual assault 187
Homelessness Number of accompanying children aged 0—14 years attending agencies funded under 1
the Supported Accommodation Assistance Program, per 1,000 (2006—07)
Children and crime Number of children aged 1014 years who are under juvenile 17

justice supervision, per 1,000 (2006—07)

How well is the system performing in delivering quality health, development and wellbeing actions to Australia’s children?

Proportion of children identified as requiring a hearing aid who are Data not
then fitted with a hearing aid by 6 and/or 12 months of age available

Percentage of children on the Australian Childhood Immunisation

Neonatal hearing screening

Childhood immunisation Register who are fully immunised at 2 years of age (2008)® 3
Survival of leukaemia Five-year relative survival rate for leukaemia in children aged 0—14 years (1998—2004) (per cent) 83

. . Data not
Quality of child care Under development available
Child protection Number of children aged 012 years who were the subject of a child Data not
resubstantiations protection resubstantiation in a given year, per 1,000 available

(a) Children’s Headline Indicator.

Key: V= favourable trend; X = unfavourable trend; ~ = no change or clear trend; . . = no trend data presented.

Summary







Partl
BACKGROUND

1 Introduction

The health and wellbeing of Australia’s children is at the
centre of policy making in Australia today, in recognition
that children are the key to Australia’s future. Ensuring
children get the best possible start in life is central to the
health, social inclusion and productivity agendas of the
Australian Government, with policy initiatives in these
areas drawing on the principles of early intervention

and prevention. Meeting this goal will involve reforms

in the areas of education, early childhood development,
preventive health care and housing, as well as strategies to
address economic and social disadvantage (see Box 1 for
government reforms relating to children). As the family is
the environment in which children grow up, investing in
families is essential for improving outcomes for children.

Childhood, defined in this report as 0-14 years, spans
a number of major developmental phases in life—
infancy, early childhood, ‘school age’ childhood and
early adolescence.

In recent years, the focus on early childhood development
has extended to the prenatal period, in recognition

that high-quality antenatal care, education and

support during pregnancy are essential in ensuring a
healthy start to life for infants, resulting in improved
health and developmental outcomes. Infancy and

very early childhood are crucial periods in life—child
development and experiences early in life determine
the biological pathways that affect cognition, behaviour,
capacity to learn, memory, and physical and mental
health throughout life (Mustard 2006). It follows, then,
that the early years of life (including the antenatal
period) are important in setting the foundation of
adult linguistic and social competence, coping skills,
intelligence, and physical and mental health. A safe and
nurturing family environment is particularly important
for healthy child development during this time.

Early childhood is a period when many children will face
their first major transition in life from the family home into
other environments, such as child care, early education
and full-time schooling. Transition times provide both
opportunities and potential risks. This is a crucial time

for learning, social and emotional development, social
participation, and the acquisition of literacy and numeracy
skills. It is also an important time for establishing good
health. Both the behaviour and the physical and social
environments of children during this time increase

the risk of injuries, mental health and behavioural
problems, and the development of risk factors and long-
term health conditions that persist throughout life.

Early adolescence is a period of rapid emotional, physical
and intellectual change, as children begin the transition
from childhood to adolescence. Increasing independence
during this time brings both challenges and risks. Early
adolescence is an important time for the reinforcement
of positive health and social behaviours, as behaviours

at this age are strong predictors of future behaviour.

Due to the importance of promoting the physical, social,
emotional and cognitive development of Australia’s
children at each of these developmental phases,
childhood is a matter of national priority. The benefits
of investing in children and families flow through to

the entire population, with outcomes as diverse as
greater productivity, lower burden of disease, stronger
families, and safer and more connected communities.

Timely, accurate and comprehensive information

on children’s health, development and wellbeing is
essential for monitoring the progress of Australia’s
children, and is critical for the development of evidence-
based policy. Over the last decade, the Australian
Institute of Health and Welfare (AIHW) has produced
three comprehensive national statistical reports on
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the health, development and wellbeing of Australia’s
children (in 1998, 2002 and 2005), as well as a summary,
indicator-based report on measures of progress for
children and youth, Making progress (AIHW 2008l).

This report, A picture of Australia’s children 2009, the
fourth in the series, builds on work previously undertaken
by the AIHW on the development and reporting of key
national indicators of children’s health, development

and wellbeing. It presents information for children aged
0-14 years on a broad range of indicators in the areas

of health status, risk and protective factors influencing
health and wellbeing, early learning and education,
family and community environments, safety and security,
and system performance. The indicator framework has
been broadened to include a new section on system
performance and additional indicators in the following
areas: alcohol use during pregnancy; teenage births;
congenital anomalies; neonatal hearing screening;
quality child care; transition to, and attendance at,
primary school; school relationships and bullying;
physical activity; and child protection resubstantiations.
Included as a subset of these indicators are the
ministerially endorsed Children’s Headline Indicators,
which are reported for the first time in this report.

Box 1: Government policy priorities
and reforms relating to children

At the national level, the most important policies
for early childhood and family support in the

past few years have been the development of the
National Agenda for Early Childhood, the National
Reform Agenda on Human Capital of the Council of
Australian Governments (COAG), and the Stronger
Families and Communities Strategy (2004—-2009).

The Australian Government has embarked on
a number of new initiatives relating to children.
The current policy environment has a strong
focus on early childhood development and
care, education and child protection. The Social
Inclusion Agenda and the Australian Government’s
Closing the Gap on Indigenous Disadvantage
initiative cut across a number of these areas.
Many of these reforms are being progressed
through the COAG process. Key priorities and
objectives in relation to children include:

Chapter 1 Introduction

Early childhood

- improving access to, and quality of, early
childhood education and care through improving
the affordability of child care by increasing the
child care rebate; establishing new early learning
and care centres; universal access to early
childhood education programs to all 4 year olds for
15 hours per week, for a minimum of 40 weeks per
year, by 2013; a strong national quality standard
and quality rating system; and developing a
National Early Years Learning Framework

- national rollout of the Australian
Early Development Index

« Healthy Kids Check for 4 year olds

Education

- developing and implementing a national
curriculum in key learning areas by 2011

Child protection

- developing a National framework for protecting
Australia’s children that aims to increase
coordination between governments and non-
government organisations, with a focus on
improving child protection through prevention,
early intervention and best practice strategies

Closing the gap on Indigenous
disadvantage initiative

« halving the gap in reading, writing and numeracy
achievements for children within a decade

« halving the gap in mortality rates for
children under 5 years within a decade

- ensuring access to early childhood
education for all Indigenous 4 year olds in
remote communities within 5 years

Social Inclusion Agenda

- ensuring that all Australians are able to play a
full role in all aspects of Australian life. Priorities
of particular relevance to children include
addressing the incidence and needs of jobless
and homeless families with children, delivering
effective support to children at greatest risk of
long-term disadvantage and closing the gap
in disadvantage for Indigenous children.



KEY NATIONAL INDICATORS
AND FRAMEWORK

This report is based on the key national indicators of
children’s health, development and wellbeing developed
by the AIHW in consultation with the National

Child Information Advisory Group. The key national
indicators included in this report build upon extensive
indicator development work in the areas of child health,
development and wellbeing that was undertaken for
the 2005 report A picture of Australia’s children (AIHW
2005b). At that time, the reporting framework was
broadened to include individual, family and societal
factors that influence the health, development and
wellbeing of children. This report continues to use this
broadened indicator framework, with some modifications
and refinements to the indicators and the inclusion of
additional indicators (see Box 2). A detailed description
of the process for developing the set of indicators

for A picture of Australia’s children 2009 is provided

in the bulletin Key national indicators of children’s
health, development and wellbeing (AIHW 2008;).

The key national indicators in this report overlap with the
Council of Australia Governments’ (COAG) performance
indicators in the areas of healthcare, disability, education,
affordable housing, and Indigenous reform. Of the

56 key national indicators, more than one-quarter

are the same or are similar to COAG performance
indicators. Four COAG performance indicators with
specific relevance to children are not included in the

key national indicators in this report. These are 4th year
developmental health checks, under 5 hospitalisation
rates by cause, and two indicators on antenatal care.
These indicators will be included in future AIHW reports.

Headline Indicators for children’s health,
development and wellbeing

The key national indicators presented in this report
include a subset of ministerially endorsed Headline
Indicators for children’s health, development and
wellbeing (Children’s Headline Indicators). In 2006, 19
priority areas for children’s health, development and
wellbeing were endorsed by the Australian Health
Ministers’ Conference (AHMC), the Community and
Disability Services Ministers’ Conference (CDSMC) and
the Australian Education Systems Officials Committee

(AESOC). These Headline Indicators are designed to focus
government policy attention on identified priorities for
children’s health, development and wellbeing. This will

be facilitated by the comparison of state and territory
data, and data from subpopulations of children, including
Aboriginal and Torres Strait Islander children, children
living in remote and disadvantaged areas, and children
from culturally and linguistically diverse backgrounds.

The establishment of the Headline Indicator
reporting complements the national reporting
previously undertaken by the AIHW, by presenting
jurisdictional and subpopulation data on a
selected set of identified priority indicators.

Sixteen priority areas that currently have defined
Headline Indicators are discussed at the national

level throughout the report, with Part X of the report
presenting jurisdictional data for 11 of the priority
areas where data are currently available. Further
information on the background and implementation
of the Headline Indicators can be found in Part X.

Report structure

The key national indicators, including the Children’s
Headline Indicators, have been organised into a framework
around questions considered vital to assessing the health
and wellbeing of Australian children (Box 2). These
questions form the basis of the structure of this report.

The key questions are:
» How healthy are Australia’s children?
o How well are we promoting healthy child development?
o How well are Australia’s children
learning and developing?

o What factors can affect children adversely?

o What kind of families and communities
do Australia’s children live in?

o How safe and secure are Australia’s children?

« How well is the system performing in
delivering quality health, development and
wellbeing actions to Australia’s children?

Information on demographic and family characteristics is
presented first, to provide the context for the information
that follows. In order to highlight the disparities in

health, development and wellbeing experienced among
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child subpopulations in Australia, this report includes

information on Aboriginal and Torres Strait Islander

children, and children from regional, remote and

socioeconomically disadvantaged areas (where robust data

are available). In particular, the report includes a feature

chapter on Aboriginal and Torres Strait Islander children

(Part 1X), which explores the issues affecting the health,

development and wellbeing of this population group.

Information on data gaps and data development

activities relating to children are also discussed in the

report (Part XI).

Box 2: Indicator framework for A picture of Australia’s children 2009

Mortality®

Age-specific and condition-
specific death rates

Breastfeeding®

Attending early childhood
education programs®

Children attending early

Family functioning

Under development

Injuries®

Injury mortality and
hospitalisations

How healthy are Australia’s children?

Exclusive breastfeeding of infants

childhood education programs

What factors can affect children adversely?

How safe and secure are Australia’s children?

Neonatal screening (hearing)

Morbidity

conditions

Hospitalisations and chronic

Disability

limitations

Profound or severe core activity

How well are we promoting healthy child development?
Dental health®

filled teeth

How well are Australia’s children learning and developing?

Transition to primary s

Children entering schoo
for life and learning

Family economic
situation®

Average real equivalised

Children with decayed, missing or

chool®

| with skills
each day

Teenage births® | Smoking during Alcohol use during | Low birthweight®
pregnancy® pregnancy

Age-specificbirth | Mother’s tobacco Mother’s alcohol | Babies < 2,500

rate for females smoking during consumption during | grams at birth

aged 1519 years | pregnancy pregnancy

What kind of families and communities do Australia’s children live in?

Children in non-parental
care

Children in out-of-home

disposable household care and other non-
income in the 2nd and parental care
3rd deciles

School relationships and
bullying

Under development

Childhood immunisation®

Child abuse and neglect®

Child protection

substantiations, children on

care and protection orders

Attendance at primary school®

Children attending primary school

Survival for leukaemia

Physical activity

Children meeting the National Physical

Activity Guidelines

Congenital anomalies

Selected congenital anomalies
among infants at birth

Literacy and numeracy®

adult

Overweight and Environmental Tobacco use
obesity® tobacco smoke in

the home
Children with Children in Current
acceptable/ households where | smokers
unacceptable adults smoke inside
BMI scores

Parental health status

Parents with fair or poor
health, disabilities, mental
health problems

Children as victims of
violence

Physical and sexual assault

How well is the system performing in delivering quality health, development and wellbeing actions to Australia’s children?

Quality child care

Neighbourhood safety

Proportion who perceive
their neighbourhood as
unsafe

Homelessness

Accompanying children
in SAAP

Early learning

Mental health
Mental health problems

Children who are read to by an

Social and emotional
development

Children meeting reading and | Under development
numeracy national minimum
standards

Alcohol misuse

Children engaging
in high-risk
drinking

Social capital

Children in
households that are
able to get support in
atime of crisis

Children and crime

Children under
juvenile justice
supervision

Child protection
resubstantiations

Resubstantiated claims of
child abuse and neglect

Children fitted with hearing aids
at 6 and/or 12 months

Children who are fully vaccinated | Five-year relative survival for
leukaemia

Under development

(a) Children’s Headline Indicators exist in these areas.
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2 Children in Australia: demographic overview

This chapter describes Australia’s child population in
terms of size, composition and growth as well as regional
distribution and cultural diversity. It provides a context
for exploring many issues influencing children’s health,
development and wellbeing. The size and composition of
the child population, including changing demographic
trends, is important for policy development and
planning for the provision, delivery and accessibility

of the range of services required by children, including
child care, schools, and health and welfare services.

There are a number of ways to define children, depending
on particular data collections or legal requirements. In this
report children are defined as aged 0-14 years.

CHARACTERISTICS OF CHILDREN
IN AUSTRALIA

At 30 June 2007, there were an estimated 4.1 million
children aged 0-14 years in Australia (2.1 million boys
and 2.0 million girls), representing almost one-fifth of
the total Australian population (Table 2.1). Boys made
up a slightly higher proportion of the child population
than girls (51% compared with 49%). Children aged 5-9
and 10-14 years each accounted for around one-third
of the total child population; infants and 1-4 year olds
accounted for 7% and one-quarter, respectively.

Although the number of Australian children has

been increasing over the last four decades, the child
population as a proportion of the total population has
been steadily declining due to sustained low fertility and

Table 2.1: Children in Australia, June 2007

increased life expectancy. As a result, the proportion

of children in the population has fallen from 30%

in 1958 to 19% in 2007, and is projected to fall even
further to 17% by 2038 (Figure 2.1). Despite this, the
number of children in Australia is projected to continue
to grow, from 4.1 million in 2007 to 5.2 in 2038.
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Note: Population projections (2008 onwards) are based on ABS Projection Series B. See ABS
2008l for the assumptions on which Projection Series B is based.

Sources: ABS 2008b, 2008I.

Figure 2.1: Number of children and children as a proportion of
the total Australian population, 1958-2038

Aboriginal and Torres Strait Islander
children

There were an estimated 194,200 Aboriginal and Torres
Strait Islander children in Australia in 2006, comprising
4.8% of the total child population in Australia (Table
2.2). The gender distribution of Indigenous children
was the same as for all Australian children (51% boys).

Boys Girls Children
Age group Number  Percent Number  Per cent Number  Per cent
<1year 142,137 14 134,332 13 276,469 13
1-4 years 544,932 5.2 516,621 49 1,061,553 5.0
5-9years 688,481 6.6 655,049 6.2 1,343,530 6.4
10-14 years 719,701 6.9 682,335 6.4 1,402,036 6.7
0-14 years 2,095,251 20.0 1,988,337 18.8 4,083,588 19.4

Note: Per cent refers to per cent of the total population.
Source: ABS 2008a.
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Table 2.2: Indigenous children aged 0-14 years, June 2006

Boys Girls Children
Age group Number  Percent Number  Percent Number  Percent
0—4years 32,753 49 31,673 5.0 64,426 49
5-9 years 33,335 49 31,801 49 65,136 49
1014 years 33,254 46 31,433 46 64,687 46
0-14 years 99,342 4.8 94,907 4.8 194,249 4.8

Note: Per cent refers to per cent of all Australian children of that sex and age.
Source: ABS 2008g.

In contrast to the non-Indigenous population, the
Indigenous population has a much younger age
structure (Figure 2.2). This reflects the higher birth
rate among Indigenous women compared with all
women (2.1 births compared with 1.8 in 2006), as

well as the shorter life expectancy among Indigenous
Australians. Although Indigenous children comprise a
relatively small proportion of the total Australian child
population, they represent more than one-third of the
Indigenous population (38%)—twice that of children
in the non-Indigenous Australian population (19%).

Geographical distribution of children

Almost one-third of Australian children aged 0-14 years
lived in New South Wales in 2007; a further one-
quarter and one-fifth lived in Victoria and Queensland,
respectively (Table 2.3). This is similar to the population

distribution for all Australians across the states
and territories.

Children made up the greatest proportion of the
population in the Northern Territory, accounting

for around one-quarter of the total population.

This is largely due to the high proportion of Indigenous
Australians living in the Northern Territory, and the
younger age structure of this population group.

Two-thirds of Australian children aged 0-14 years
lived in Major cities in 2006, and a further one-fifth
lived in Inner regional areas (Table 2.4). Three per cent
of children lived in Remote and very remote areas.

Although the majority of Indigenous children lived
in Major cities and Inner and Outer regional areas
(77%, or 149,400 children in 2006), they were 8 times
as likely to live in Remote and very remote areas

Age group (years)

7 6 5 4 3 2 1 0
Males (%)

Source: ABS 2008g.

75+
70-74
65-69
6064
55-59
50-54
45-49
4044
35-39
30-34
25-29
20-24
15-19
10-14
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| Non-Indigenous
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Figure 2.2: Age and sex distribution of Indigenous and non-Indigenous populations, 2006
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Table 2.3: Distribution of children across the states and territories, June 2007 %
Age group NSW Vic Qld WA SA Tas ACT NT Australia® 2
Per cent of state/territory population® 8
0-4years 6.4 6.2 6.6 6.4 5.8 6.3 6.4 83 6.3 g
5-9years 6.4 6.2 6.7 6.5 6.0 6.4 6.0 8.1 6.4 )
1014 years 6.6 6.5 7.0 6.8 6.4 6.9 6.3 7.8 6.7 é
0-14 years 19.3 18.8 20.2 19.8 18.2 19.6 18.6 241 19.4
Per cent of Australian population 0-14 years®
0-14 years 326 24.1 20.8 10.2 71 24 1.6 1.3 100.0

(a) Includes other Territories comprising Jervis Bay Territory, Christmas Island and the Cocos (Keeling) Islands.
(b) The denominator is the relevant total state/territory population.
(c) The denominator is the total Australian population aged 0—14 years.

Source: ABS 2008a.

as all Australian children (Table 2.4). Indigenous Of children born in mainly-English speaking countries,
children accounted for 38% of all children in Remote the largest proportions were from New Zealand and
and very remote areas, despite accounting for less the United Kingdom (38% and 37%, respectively).

than 5% of all children in Australia in 2006.

Table 2.4: Distribution of Indigenous children and all Refugee children

children aged 0-14 years, by remoteness, 2006 At 30 June 2008, there were 31,200 children aged

|ndigenous children All Australian children 0-14 years |IVIng in Australia who had arrived under
Number  Per cent Number  Per cent the Humanitarian Program for refugees and others

Major cites 61486 317 2673650 66.0 in refugee-like situations, accounting for almost 1%

) : T of all children. Around one-quarter of these children
Inner regional 44,125 227 842,279 20.8 . .

ol were Sudanese, and considerable proportions
Outer regiona 13782 25 #7259 103 of children were African (not further defined)
Remote 17,280 83 73,066 18 (12%), Iragi (9%) and Afghani (8%) (Table 2.5).
Very remote 27,576 14.2 44191 11
Australia(a) 194,249 100.0 4,050’445 100.0 In 2007—08, arOUnd 3,800 Chlldren aged 0-14 arrived

(&) Incudes migatory and other errores under the Humanitarian Program, similar to the
Source: ABS 2008g. number in 1998-99 (3,900), although numbers varied
considerably between these years, peaking at between
5,000 and 5,500 during 2004-05 to 2006-07.

CULTURAL AND LINGUISTIC

DIVERSITY Table 2.5: Refugee children aged 0-14 years in Australia,
by ethnicity, as at 30 June 2008

With around one-quarter of the Australian population

) o Ethnicity Number Per cent
in 2007 born overseas, Australia is one of the most Sudanese 7608 4
culturally diverse countries in the world. However, African (not further defined) 3681 18
the proportion of children aged 0-14 years born Iraqi 2,938 94
overseas is considerably lower than for the general Afghani 2,628 8.4
population—7.2% or 295,000 children in 2007 (ABS Burman 1,218 39
2008j). More than half of these children were born Bosnian/Bosniac 1,016 33
in mainly non-English-speaking countries (56%). Serbian/Serb 945 3.0
Other 9112 29.2
Of children born in mainly non-English speaking Unknown 2,044 6.6
countries, the largest groups were from India (9.4%), the Total 31,190 100.0
Philippines (6.6%), China (excluding Special Administrative Note: Sudanese includes Agaar, Bor, Dinka and Nuer/Never; Afghani includes Hazara and Pashtun;
Regions and Taiwan Province) (6.3%), Republic of South Burman includes Karen, Chin and Rohingya; Other includes other specified ethnicity, stateless, no

. specific ethnicity and none; Unknown includes inadequately described and not stated/refused.

Korea (5~1 %)' Smgapore (3-7%) and Sudan (3-7%)- Source: Australian Government Department of Immigration and Citizenship, unpublished data.
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3 Australian families

Families play a crucial role in the lives of Australian
children, as they provide the environment in which
children are cared for. Research has shown that
children brought up in stimulating and nurturing
environments have better outcomes throughout life
(McCain & Mustard 2002; Zubrick et al. 2000).

Governments also have a role in providing a supportive
environment in which families can take responsibility for
ensuring the wellbeing of family members. This includes
providing support for the development of effective
parenting and relationship skills, early intervention and
prevention for at-risk families, and support for balancing
work and family responsibilities, as well as enhancing
the economic wellbeing of vulnerable families.

Many of the social, economic and technological changes
occurring in society have direct effects on families,

and Australian families have changed markedly over

the last 30 years as a result. Changing social attitudes
towards marriage and fertility have resulted in the
increased prevalence of cohabitation, higher rates

of partnership dissolution and re-partnership, and a
trend towards parents delaying childbirth until later in
life and having fewer children (Qu & Weston 2008).

As a result of these trends, the structure and composition
of Australian families has become increasingly less

static, and many families now experience a number

of changes, such as family breakdown, re-partnership

to form a step-family and, if children are born to

the new couple, a blended family. Some children

may therefore experience a number of family

transitions before they reach adolescence, and these
changes can have significant effects on children.

With family dissolution or the re-partnering of parents,
children are faced with adjusting to new parent—child
and sibling relationships, and consequent changes in
parenting styles and discipline and disruption to family
cohesion that may lead to increased stress (Deater-
Deckard & Dunn 1999 cited in Wise 2003). Research
suggests that children undergoing these transitions

in family structure can encounter difficulties making
these adjustments and are at an increased risk of poor
mental health and overall wellbeing (Sawyer et al. 2000;
Silburn et al. 1996; Vimpani et al. 2002). Children from
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non-intact families, particularly one-parent families, may
also experience adverse developmental outcomes such
as low educational attainment, increased likelihood of
engaging in antisocial behaviour, and substance use in
adulthood (de Vaus & Gray 2003; DeLeire & Kalil 2002).

Changes in family structures do not always have negative
outcomes for children. There are many intervening

factors such as the quality of parent-child relationships,
parenting style and supervision, parental care and levels

of family discord that affect children’s vulnerability or
resilience to the effects of change. Children who have been
in a family environment of conflict or abuse may even
experience positive outcomes following the transition.

This chapter describes the characteristics of Australian
families in terms of family formation and dissolution,
and family structure.

FAMILY FORMATION AND
DISSOLUTION

The profile of Australian families has changed considerably
with regard to marriage and long-term relationships since
the 1970s. Fewer Australians are entering a registered
marriage, and those who do tend to marry at an older
age—the crude marriage rate has fallen from 7.1 to 5.5

per 1,000 population between 1988 and 2007 and the
median age at first marriage has increased by almost

4 years over this period (ABS 2008i). These lower rates

of marriage are associated with an increase in de facto
relationships, with rates more than doubling over the

last two decades (from 6% to 15% between 1986 and
2006), although it is recognised that in many cases these
couples will eventually marry (DPMC 2008). Relationship
breakdown is also more common today, partly due to

the increase in de facto relationships and the higher rate
of relationship breakdown associated with these (Qu

& Weston 2008). In terms of marriage breakdown, the
divorce rate has fallen since 2000 to 2.3 per 1,000 people—
after peaking at 4.5 per 1,000 people in 1976, following the
implementation of the Family Law Act 1975 (DPMC 2008).
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FAMILY STRUCTURE
Per cent
In line with these trends in family formation and dissolution, 05
50 W 1976

there have been corresponding changes over the past

W 2006
decade in the types of families in Australia. Between 1976 40 |

BACKGROUND

and 2006, the proportion of couple families with dependent

children has declined, while the proportions of one-parent 07
families and couples without children (including couples 20
who have no children and those whose children have left 10 4
home) have increased (Figure 3.1).
) Couple families with Couple families One-parent families
Conversely, the types of families that children are dependent children without children

living in have changed little over the decade 1997 to
2007. Most children aged 0-14 years lived in couple
families (83% in 2007) and, of these children, the vast

Source: DPMC 2008.
Figure 3.1: Change in selected family types, 1976 Census

and 2006 Census
majority lived in intact families (90%), with small
proportions living in blended families and stepfamilies
(6% and 3%, respectively). Less than 1% of children compared with 5-9 and 10-14 year olds (82% and
in couple families lived in other arrangements, such 79%, respectively). Conversely, in one-parent families a
as grandparent families or in families with foster considerably higher proportion of children were aged
children. Around one in six children lived in one- 1014 years than 0—4 years (21% and 12% respectively).

parent families (17%)—most (87%) of whom lived with

A small number of children live in adoptive families.
their mother (Table 3.1; ABS unpublished data).

In 2007-08, there were 407 adoptions of children
A higher proportion of infants and young children aged 0-14 years in Australia (includes both local
(1-4 years) lived in couple families in 2007 (88%) and intercountry adoptions) (AIHW 2009b).

Table 3.1: Children aged 0-14 years by family structure, 1997, 2003 and 2007

1997 2003 2007
Number ('000) Per cent Number ('000) Per cent Number ('000) Per cent

Couple families
0—4 years 1,088 84.2 1,043 84.0 1,133 88.3
5-9 years 1,055 80.4 1,048 80.1 1,061 819
10-14 years 1,055 81.1 1,047 78.2 1,079 78.8
Total 3,198 819 3,138 80.7 3,273 82.9
One-parent families
0—4 years 204 15.8 199 16.0 150 1.7
5-9years 258 19.6 261 19.9 235 18.1
10-14 years 246 189 292 218 290 212
Total 708 18.1 752 193 675 17.1

Lone mother families

0—-4 years 196 15.2 183 147 139 10.8

5-9years 232 17.7 234 179 200 154

10-14 years 201 154 146 109 248 18.1

Total 629 16.1 563 14.5 587 14.9

Lone father families

0—4 years 8 0.6 16 13 n 0.9

5-9years 25 19 27 21 35 2.7

1014 years 45 3.5 46 34 42 31

Total 78 2.0 89 2.3 88 22
All children 3,906 .. 3,890 .. 3,948

* Estimate has a relative standard error of 25% to 50% and should be used with caution.

Notes

1. Denominator for all percentages is all children in the relevant age group in each survey year.
2. Children in couple families include children of same-sex couples.

Source: ABS 2008h.
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HOW HEALTHY ARE AUSTRALIA'S CHILDREN?

Childhood, particularly early childhood, is a period in
which the foundations for children’s health and wellbeing
are established. During this period, children acquire a vast
range of skills and behaviours and, together with biological
factors, these early experiences have a considerable
influence on their physical and psychological health,

their behaviour and their educational achievements.

Information on patterns and trends in child health,
including which conditions represent the greatest disease
burden, whether things are improving or getting worse,
and the inequality between subpopulations within
Australia, is essential to assess the health of Australia’s
children. This information helps to shape health policy,
plan health service delivery and create strategies

for improving the health of Australia’s children.

Part Il focuses predominantly on the presence or absence
of disease, or activity and participation restrictions;
however, it is well known that health needs to be defined
more broadly. The World Health Organization (WHO)
defines health as a ‘state of complete physical, mental
and social wellbeing and not merely the absence of
disease and infirmity’ (WHO 2006). This broader view

of health is reflected in this report, with Parts ll1-VI

examining the health behaviours that place children
at either risk or protection from serious illness, as
well as the wider social, community and economic
contexts in which Australian children are growing up.

The aim of Part Il is to provide a comprehensive picture of
the health of Australia’s children using general measures
of health status. Part Il looks at the following areas:

o mortality

« chronic conditions (asthma, diabetes, cancer)

o disability

« congenital anomalies

o mental health.

In 2003, the leading broad causes of disease burden
among Australian children were mental disorders,
chronic respiratory conditions (including asthma) and

neonatal causes (Begg et al. 2007). Each of these is
discussed in Part Il.

The following table shows how children fare across
the indicators presented in Part Il, and whether
there has been any improvement over time.

Indicator Value Trend
Infant mortality rate (2006) 4.7 per 1,000 v

Mortality Sudden infant death syndrome (SIDS) rate (2006) 24 per 100,000 v
Death rate for children aged 1-14 years (2006) 13 per 100,000 4
Children aged 014 years with asthma as a long-term condition (2004-05) 12% ~

Morbidity New cases of insulin-dependent diabetes for children aged 014 years (2006) 23 per 100,000 x
New cases of cancer for children aged 014 years (2001-2005) 14 per 100,000

Disability Children aged 014 years with severe or profound core activity limitations (2003) 4.3% x
Rate of selected congenital anomalies among infants at birth (1998—2003):

. neural tube defects 4.5 per 10,000
Congen!tal Down syndrome 11 per 10,000
anomalies

abdominal wall defects 4.4per 10,000

orofacial clefts 17 per 10,000

Children aged 414 years with mental health problems (2004-05) No re(;illt":?)tlz

Mental health No recent data
Children aged 614 years with mental health disorders (ADHD, depressive disorder, conduct disorder) vailable

Key: v/ = favourable trend; X = unfavourable trend; ~ = no change or clear trend; . . = no trend data presented.
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4 Mortality

Infant and child death rates provide insight into the social and environmental conditions

in which Australia’s children grow and develop.

Death rates have halved for Australian infants and children over the last two decades.
However, rates among Indigenous children and children from remote areas remain much

higher than the national rate.

Mortality rates and causes of mortality are key
indicators of the health of a population. They not
only reflect circumstances around the time of death
but also provide insight into changes in social and
environmental conditions, medical interventions,
lifestyles and trends in underlying risk factors.

Globally, deaths of children under 5 years have reached
arecord low, falling below 10 million per year in

2006 from almost 13 million in 1990. Much of the
progress is a result of the widespread adoption of
basic health interventions, such as early and exclusive
breastfeeding, immunisation against once-common
and deadly childhood infectious diseases, and improved
nutrition (UNICEF 2007a). Australia has also shown
significant progress in reducing infant and child
deaths, particularly as a result of the work of neonatal
intensive care units, increased community awareness
of the risk factors for sudden infant death syndrome
(SIDS), and reductions in vaccine-preventable diseases
through national childhood immunisation programs.

High rates of infant and child mortality are strongly
associated with social and economic disadvantage
(Collison et al. 2007; CSDH 2008; Freemantle et al. 2006;
Marmot & Wilkinson 2006; Yu 2008). Socioeconomic
status affects infant and child survival through

a number of proximate determinants including
maternal factors (such as age, parity, birth interval),
environmental contamination, nutritional deficiency,
injury, personal preventive measures and access

to medical treatment (Mosley & Chen 2003).

Australia’s overall death rate compares well to other
OECD countries, ranking 3rd lowest out of 25 countries
in 2003 (AIHW 2008b). However, Australian children
rank in the bottom third of OECD countries for infant
and under 5 mortality, and Aboriginal and Torres

Strait Islander children experience significantly worse
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health outcomes compared to non-Indigenous children
(ABS & AIHW 2008; Leeds et al. 2007). In 2008, the
Australian Government committed to halve the gap
between Indigenous and non-Indigenous mortality
rates for 5 year olds within a decade (Rudd 2008).

Improvements in both access to quality antenatal
healthcare and maternal health through improved nutrition
and reduction in risk behaviours during pregnancy (such

as alcohol and tobacco use), as well as annual health

checks for children, may serve to reduce the risk of poor
health outcomes among Indigenous children (AHMAC
2008; AIHW 2009a; CDC 2006; Drevenstedt et al. 2008).

This chapter looks at mortality differentials and the main
causes of death of Australian infants and children.

INFANT MORTALITY

A child’s risk of death is greatest around the time of

birth and in the first year of life. The infant mortality
rate—the number of deaths of infants less than 1 year of
age in a given year, expressed per 1,000 live births in the
same year—reflects the impact of structural factors on
population health more broadly (Reidpath & Allotey 2003).

For these reasons, the infant mortality rate is used
internationally as a key measure of population and child
health and has been endorsed by the AHMC, CDSMC and the
AESOC as a Children’s Headline Indicator priority area (see
Part X for further information and state and territory data).

Headline Indicator: Mortality rate for infants less

than 1 year of age

The infant mortality rate almost halved between
1986 and 1998 (from 8.8 to 4.7 deaths per 1,000
live births), but has remained comparatively
stable to 2006 (Figure 4.1). In 2006:



¢ There were 1,262 infant deaths—a rate of 4.7
per 1,000 live births (5.3 and 4.1 for males and
females, respectively). Infant deaths comprised
1% of all deaths, but almost three-quarters
of deaths among children (0—14 years).

o Two-thirds of infant deaths occurred in the neonatal
period (first 28 days after birth), and 60% of these
occurred on the day of birth. The neonatal death rate
has declined by 40% between 1986 and 2006—from
5.4 to 3.2 per 1,000 live births, respectively.

¢ Deaths of male infants accounted for more than
half (58%) of all infant deaths. The predominance
of male deaths is related to the greater number
of male births—there are around 106 male live

Infant deaths per 1,000 live births
12
—— Males

— Females
------ Persons

0

T T T T T T T T T T T T T T T T T T T T T
1986 1988 1990 1992 1994 1996 1998 2000 2002 2004 2006
Year

Source: AIHW National Mortality Database.

Figure 4.1: Infant mortality rate, 19862006

All other conditions

Other signs, symptoms and abnormal findings ——
Sudden infant death syndrome (SIDS) ——

Congenital malformations of the circulatory system -

Other congenital anomalies —/

[ Perinatal conditions (49%) [ ] Congenital anomalies (22%)

Notes

1. RefertoTable A1.2 for ICD-10 codes.

2. Per cent refers to per cent of all infant deaths.

3. (ategories may not add to 100% due to rounding.

Source: AIHW National Mortality Database.
Figure 4.2: Leading causes of infant mortality, 2006
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births for every 100 female live births—but also
reflects the greater vulnerability of male infants to
infections and conditions related to prematurity
and development (Drevenstedt et al. 2008).

CAUSES OF INFANT DEATH

Between 1997 and 2006, the three leading causes of

infant death have remained unchanged—perinatal

conditions, congenital anomalies, and symptoms,

signs and abnormal findings (which includes SIDS).

Among infants in 2006:

B Signs, symptoms and abnormal findings (10%)

Perinatal conditions were the leading cause of death,
accounting for half of all infant deaths. Of these
perinatal conditions, one-fifth each were related to
short gestation and low birthweight, and maternal
complications during pregnancy (Figure 4.2).

Congenital anomalies accounted for around one-fifth of
all infant deaths. Of these deaths, the leading condition
was congenital malformations of the circulatory

system, accounting for 6% of all infant deaths.

Symptoms, signs and abnormal findings was the
third leading cause of death (10%), with half of
these due to SIDS.

The death rate was higher for male than for female
infants for almost all leading causes of death.

F— Disorders of short gestation and low birthweight

Fetus and newborn affected by

\ maternal complications of pregnancy

Fetus and newborn affected by complications

of placenta, cord and membranes

N\ Other perinatal conditions

Other conditions (18%)
[ |
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Sudden infant death syndrome (SIDS) « The difference in the SIDS rate was statistically

significantly higher for males than for females

SIDS refers to the sudden and unexpected death of an before 1993; however, in recent years the

infant under 1 year of age during sleep, that remains difference has not been statistically significant.

unexplained after a thorough investigation (SIDS and Kids

2004). The incidence of SIDS peaks around 2-4 months of o
Infant deaths per 100,000 live births

age, and affects more boys than girls (Moon et al. 2007). 300 -

The SIDS death rate—the number of SIDS deaths per 250 - th;ggzzﬂi:;fp?gi —— Males
100,000 live births—has been shown to decline with 200 —— Females
public education campaigns about risk factors associated N e Persons

with SIDS. Risk factors for SIDS include front and side 150+ \

sleeping positions, soft sleeping surfaces and loose 100 -

bedding, overheating, smoking and bed sharing (ABS & 50

SIDS and Kids 2003; Byard 2001; Hunt & Hauck 2006). The

reduction of SIDS deaths in Australia, since the beginning 0 1986 1988 1990 1992 1994 1996 1998 2000 2002 2004 2006
of national education campaigns in 1991, has been a major Year

public health success (Figure 4.3). However, disparities

: : : Notes
between Indigenous and non-Indigenous infants show the 1. Refer to Table A1.2-or ICD-10 codes.

potential for further reductions among Indigenous infants. 2. A comparability factor of 0.94 has been applied to years 19861996 to align ICD-9
and 1CD-10 coding practices.

It is important to note that due to differences in the S AR R

investigation and reporting of SIDS over time, the decline Figure 4.3: Trends in deaths due to sudden infant death

in SIDS deaths may not be as profound as this data syndrome, 1986-2006

indicates (ABS & SIDS and Kids 2003; Freemantle et al.
2005). This means that the number of SIDS deaths may be
higher than reported. In 2004, a consensus was reached

CHILD MORTALITY

on the definition and investigation of SIDS deaths in Child mortality is measured as the number of deaths
Australia in response to this issue (SIDS and Kids 2004). of children aged 1-14 years per 100,000 children
of the same age. Death rates among Australian

Key national indicator: Sudden infant death children are declining, but further gains are possible

syndrome (SIDS) rate for preventable causes of death such as injuries
(28% of deaths were caused by transport accidents
or other injuries between 2004 and 2006).

In 2006, among infants aged less than 1 year:

o There were 65 deaths due to SIDS—a rate of 24
deaths per 100,000 live births, and accounting Key national indicator: Death rate for children
for 5% of all infant deaths (Figure 4.3). aged 1-14 years

o Around 88% of SIDS deaths occurred in the post-
neonatal period (between 29 and 364 days after birth).
SIDS was the second leading cause of death in the

In 2006, among children aged 1-14 years:

« There were 498 deaths—a rate of 13 per

post-neonatal period after deaths due to unknown 100,000 children (15 and 12 deaths per

causes (ICD-10 codes R95 and R96—-R99, respectively). 100,000 for boys and girls, respectively).
« Males accounted for 63% of SIDS deaths. o The death rate for 1-4 year olds (21 per 100,000
children) was twice the rate for 5-9 and 10-14
Between 1986 and 2006: year olds (each 10 per 100,000 children).
« There was an 8-fold decrease in the SIDS death rate— « Boys accounted for 56% of deaths.

from 203 per 100,000 live births to 24, representing

an 88% reduction in the rate (Figure 4.3). Similar

decreases were seen for male and female infants. « Death rates halved from 30 to 13 deaths per
100,000 children, representing a 55% decrease.

Between 1986 and 2006, among children aged 1-14 years:

Chapter 4 Mortality



This is largely due to a decrease in transport
accident death rates over this period.

o The decline in death rates occurred across all three
age groups: 1-4, 5-9 and 10-14 years (56%, 52%
and 57% decline, respectively) (Figure 4.4).

o The death rate for boys decreased by a greater
amount than for girls (58%, compared with
51%, respectively); however, the rate for boys
remained between 20% and 60% higher.

Deaths per 100,000 children

50
—— T-4years
404 m— 5-9 years
4 I T 10-14 years
20
10
0

T T T T T T T T T T T T T T T T T T T T T
1986 1988 1990 1992 1994 1996 1998 2000 2002 2004 2006
Year

Source: AIHW National Mortality Database.

Figure 4.4: Death rates for children aged 1-14 years,
1986-2006

CAUSES OF CHILD DEATH

Between 1997 and 2006, the three leading causes of
child death have remained the same: injuries, cancer
and diseases of the nervous system (see Chapter 32
for further information on childhood injuries).

In 2004-2006, among children aged 1-14 years:

o The leading causes of death were injuries (37%), cancer
(17%) and diseases of the nervous system (10%)—rates
of 5.1, 2.6 and 1.4 per 100,000 children, respectively.

o Children aged 1-4 years had higher rates of injury,
cancer and diseases of the nervous system than
children aged 5-9 and 10-14 years (Figure 4.5).

o The injury death rate among boys
was 60% higher than for girls.

Injuries

All cancer

Diseases of the
nervous system

] Congenital anomalies

[ Symptoms, signs and
ill-defined conditions

Circulatory conditions

Other causes

0 5 10 15 20 25 30
Deaths per 100,000 children

Notes
1. Refer to Table A1.2 for ICD-10 codes.
2. Other causes accounted for 17% of child deaths among 1-14 year olds in 2004—2006.

Source: AIHW National Mortality Database.

Figure 4.5: Leading causes of death among children aged
1-14 years, 2004-2006

How do rates of infant and child mortality
vary across population groups?

While infant and child mortality rates are very low
nationally, these rates mask significantly higher rates

of mortality among some population groups within
Australia, in particular Indigenous children and those living
in remote areas and socioeconomically disadvantaged
areas. The higher mortality rates experienced among
these population groups are the result of a multitude of
factors, but largely reflect increased disease prevalence
due to reduced access to health care services, higher
rates of disability and behavioural risk factors, and high
levels of socioeconomic disadvantage (AIHW 2008b).

Aboriginal and Torres Strait Islander infants

and children

Closing the gap between Indigenous and non-Indigenous
mortality rates for under 5 year olds within a decade is a
key priority for the Australian Government (Rudd 2008).
In 2002-2006, based on deaths in Queensland, Western
Australia, South Australia and the Northern Territory only:

o Infant mortality rates were 3 times as high for
Indigenous infants than for non-Indigenous infants
(12.5 and 4.3 deaths per 1,000 live births, respectively).
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« Indigenous infants were significantly more likely to die How do Australia’s mortality rates for
of SIDS than non-Indigenous infants—the death rate infants and under 5 year olds compare

was 5.4 times as high as for non-Indigenous infants . .
8 8 internationally?

(106 and 20 per 100,000 live births, respectively).

« Indigenous children aged 1-14 years were 2.9 times Infant mortality
as likely to die as non-Indigenous children (39

deaths per 100,000 children compared with 13). Australia’s infant mortality rate ranked in the lowest

third of Organisation for Economic Cooperation
Refer to Part IX for further information on deaths and Development (OECD) countries in 2006 (20th
among Indigenous infants and children. out of 30 countries). With a rate of 4.7 infant deaths
per 1,000 live births in 2006, Australia performed
slightly better than the OECD average (5.2), but had
a rate 3 times as high as Iceland, the best performing
Infants and children living in Remote and very remote country (1.4), and twice as high as Luxembourg

areas had significantly higher death rates than their peers (2.5) and Japan (2.6) (OECD 2008b) (Figure 4.7).
in Major cities (Figure 4.6). This may be partly explained

Remoteness

Excluding Indigenous infant mortality, Australia
still ranked 18th among OECD countries
with a rate of 4.4 per 1,000 live births.

by the high proportion of Indigenous children living in
Remote and very remote areas (38% of all children aged
0-14 years in these areas were Indigenous in 2006),
and the higher death rates among these children.

Iceland
In 2004-2006, when comparing Remote and
e Luxembourg
very remote areas with Major cities: Japan
o Death rates among infants were almost twice as Ireland
high (8.1 and 4.4 per 1,000 live births, respectively). Australia
. United Kingdom
o Among children aged 1-14 years, death rates were 0ECD average
around 3 times as high (35 and 12 per 100,000 children). R
Infant deaths per 1,000 live births . Ganada
10 - United States
9 1 Turkey
8 |
7
6 | Deaths per 1,000 live births
5 4
4 Notes
3 | 1. Data for Canada and the United States of America are for 2005.
) 2. Based on data from 30 OECD countries, using the most recent year of available data.
1 1 Source: OECD 2008b.
0 ™ | 0 - i Figure 4.7: Infant mortality rates among selected OECD
ajor nner uter emote an .
CitIJES regional regional very remote countries, 2006
Deaths per 100,000 children 1-14 years
45 -
40 ,
35 | Mortality of under 5 year olds
;g i Australia’s child mortality rate for under 5 year
20 | olds ranked equal 21st out of 30 OECD countries in

2006. With a rate of 6 deaths per 1,000 live births,

15 A
10 Australia performed slightly better than the OECD
g | average (7). Finland and Iceland, the best performing
Major Inner Quter Remote and countries, had rates half that of Australia (both
cities regional regional very remote o
3 deaths per 1,000 live births) (WHO 2008c).

Note: See Appendix 1 Methods for explanation of remoteness areas.
Source: AIHW National Mortality Database.

Figure 4.6: Infant and child deaths by remoteness, 2004—2006
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5 Chronic conditions

Chronic conditions account for a large proportion of the burden of disease among children and
can affect normal growth and physical, social and emotional development processes.

Asthma hospitalisations and visits to general practitioners are declining and cancer survival
continues to improve; however, the incidence of Type 1 diabetes is rising.

Australia’s children continue to grow and develop in an
environment where death and communicable disease
rates are in decline. However, chronic conditions continue
to pose a significant challenge to the health and wellbeing
of Australian children. A chronic condition is an ongoing
impairment characterised by a physical or mental
condition, functional limitation, and service use or need
beyond routine care (AIHW 2007c). Chronic conditions
can disrupt the normal growth and development
processes of children either directly, or indirectly as a
result of treatment. Chronic conditions can also affect
the social and emotional development of children, for
example, through fear of stigmatisation, school absences
or inability to participate in age-appropriate activities,
and through physical pain and suffering that can
negatively affect future functioning (Dell’Api et al. 2007).

Chronic conditions can place children and their families
under social, psychological and economic pressure. The
impact depends on the severity of the condition, its
effects on daily living, and how well it can be managed
or treated. Mild to moderate asthma, for example, may
be easily managed through preventive drug treatment,
and is rarely fatal. Childhood cancer, on the other hand,
requires intensive treatment, and may result in death.

This chapter focuses on three chronic conditions affecting
Australia’s children—asthma, diabetes and cancer. These
conditions are National Health Priority Areas, due to

their impact on health, the potential to reduce their
burden and community concern. These conditions

accounted for 20% of the burden of disease among
children aged 1-14 years in 2003 (Begg et al. 2007). Other
chapters in this report relating to chronic conditions

are Chapter 6 Disability and Chapter 8 Mental health.

This chapter uses a variety of data sources, including
hospital, mortality and survey data. Please refer

to Appendix 1 and Appendix 2 for technical issues
and information regarding these sources.

HOW MANY AUSTRALIAN CHILDREN
HAVE CHRONIC CONDITIONS?

According to the 2004-05 National Health Survey
of the Australian Bureau of Statistics (ABS) (ABS
2006), among children aged 014 years:

o Forty-one per cent (1.6 million) were estimated to have
at least one long-term condition, that is, a condition
that has lasted, or is expected to last, 6 months or more.

o Boys were more likely to report a long-term
condition than girls (55% and 45%, respectively).

o Asthma was the most frequently reported long-term
condition (12%), followed by hayfever and allergic
rhinitis (8%), and undefined allergies (6%) (Figure
5.1). Asthma and allergic rhinitis both occur more
commonly in people with hypersensitivity to allergens.
Hence, people with asthma have a relatively higher
risk of also having allergic rhinitis, and vice versa.
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Note: Long-term condition is defined here as a condition that has lasted, or is expected to last,
6 months or more.

Source: AIHW analysis of ABS 2004—05 National Health Survey confidentialised unit
record file.

Figure 5.1: Most frequently reported long-term conditions in
children aged 0-14 years, 200405

Asthma

Asthma is the most common long-term condition
among Australian children. The disease is characterised
by recurrent episodes of wheeze, chest tightness, cough
and shortness of breath caused by narrowing of the
airways and obstruction to airflow (GINA 2005). The
underlying causes of asthma are still not well understood,
but environmental and lifestyle factors, as well as a
hypersensitivity to allergens, may increase the risk of
developing asthma. A number of factors can trigger
airway narrowing and asthma symptomes, including
physical activity, viral infections, irritants, cold weather,
specific allergies and certain food preservatives.

In 1999, asthma was made the sixth National Health
Priority Area. This has resulted in activities to improve
asthma management and care, and the monitoring

of asthma in Australia. The National Asthma Strategy
2006-2008 provides a framework for a collaborative
approach towards improving asthma care in Australia

(AHMC 2006). For the majority of people with asthma, the

condition can be effectively controlled with appropriate

use of preventive and relief medication, as well as avoiding

or controlling trigger factors. However, for some people,
asthma can place considerable restrictions on their
physical, social and emotional lives and their families.

n Chapter 5 Chronic conditions

Although asthma was the leading cause of disease
burden for children in Australia in 2003 (Begg et al. 2007),
deaths from asthma among children are rare (less than
five deaths of children were due to asthma in 2006).

Asthma prevalence

Key national indicator: Proportion of children aged

0-14 years with asthma as a long-term condition

According to the ABS 2004-05 National Health Survey:

o An estimated 12%, (around 451,500) of
Australian children aged 0-14 years reported
asthma as a long-term condition, similar to
that in 2001 (13%, or 527,500 children).

o The prevalence of asthma among children
was similar to the general population (10%);
however, children represented around one-fifth
of the two million Australians with asthma.

o Asthma prevalence was higher among boys (13%)
than girls (10%); however, among 15-24 year
olds this pattern is reversed, with the prevalence
for girls higher than for boys (AIHW 2007c).

o Asthma prevalence among children peaked at 10-14
years (17%) for boys and at 5-9 years (12%) for girls.

Itis difficult to accurately estimate the prevalence of
asthma in the population due to differences in how
asthma is measured, for example, by self-reported wheeze,
diagnosis by a general practitioner based on symptoms,
or a combination of symptoms and lung function tests
(GINA 2005). Despite these difficulties, there is consistent
evidence that asthma prevalence increased in the 1980s
to early 1990s among children. In recent years, data from
small-scale prevalence studies suggest that this trend has
stabilised and may be declining (ACAM 2005, 2008).

Health service use for asthma

HOSPITALISATIONS

In 2006-07, there were around 21,000 hospital
separations for asthma among children aged 0-14
years—a rate of 520 per 100,000 children (accounting
for 4% of all child hospital separations).

o The asthma hospital separation rate has declined
significantly by one-third since 1996-97—from 796
per 100,000 children to 520. The largest reduction
occurred among children aged 10-14 years (decline



of 55% for boys and 59% for girls). This decline
may indicate improvements in asthma education,
management and treatment in the community,
particularly in managing severe exacerbations.

¢ Boys accounted for almost two-thirds of
separations. The rates were of 637 per 100,000
and 397 for boys and girls, respectively.

o The highest rate for children was among those
aged 0—4 years (1,000 per 100,000 children). The
rate decreased with increasing age. However, due
to difficulties in distinguishing asthma from other
respiratory conditions such as viral respiratory illness,
asthma hospital separations among children aged less
than 5 years may be overestimated (GINA 2007).

GENERAL PRACTICE ENCOUNTERS

Asthma accounted for 4% of general practice encounters
for children aged 0-14 years in 2006-07, according

to the Bettering the Evaluation and Care of Health
(BEACH) survey. The rate of general practice encounters
for asthma among children halved between 1998-99
and 2006-07 (30 to 15 general practice encounters

per 100 population, respectively). Despite this decline,
the rate for children remained higher than for adults
aged 15 years and over in 200607 (Figure 5.2).

General practice encounters per 100 population
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Notes

1. Data collection period 1 April to 31 March.

2. Asthma classified according to International Classification of Primary Care Version 2
(ICPC-2) code R96.

3. Asthma general practice encounters per 100 population were estimated from Bettering
the Evaluation and Care of Health (BEACH) data using a method that adjusts for the
cluster (practice-based) sampling used in BEACH and incorporates post-stratification
weights to account for differences in age between the general practitioner’s sample and
the general practice population.

Source: ACAM 2008.

Figure 5.2: General practice encounters for asthma,
1998 to 2007

Diabetes

Diabetes is a chronic condition in which the body cannot
properly use its main energy source, the sugar glucose.
This is due to a relative or absolute deficiency in insulin,
a hormone produced by the pancreas. Insulin helps
glucose enter the body’s cells from the bloodstream

and then to be used by them. Diabetes is marked by an
abnormal build-up of glucose in the blood and can have
serious short- and long-term effects, including diabetic
coma, kidney failure, loss of eyesight and limbs, disability,
and premature death. People with diabetes can control
and reduce their risk of complications by ensuring that
blood glucose levels remain within the normal range.
This can be achieved through a combination of physical
activity and dietary changes. Death due to diabetes is
extremely rare among children aged 0-14 years—in

2006 there were less than five deaths from diabetes.

There are two main types of diabetes, Type 1 and
Type 2. Type 1 diabetes (also called juvenile-onset

or insulin-dependent diabetes) most often appears
during childhood or adolescence and is marked by a
complete lack of insulin, requiring insulin replacement
for survival. Type 1 diabetes is believed to be caused
by an autoimmune condition that destroys the
pancreatic cells that produce insulin; however, the
reasons for this remain unknown. Research has
suggested that the increase in the incidence of Type

1 diabetes among children has been too rapid to be
caused entirely by genetic factors and is more likely to
be related to environmental factors causing changes
in the immune system that ultimately trigger the
disease (Chong et al. 2007; Fourlanos et al. 2008).

Type 2 diabetes is the most common form of diabetes
among the Australian adult population and is marked
by reduced, or less effective, insulin (AIHW 2008b).
Type 2 diabetes is often linked to lifestyle factors, such
as obesity and physical inactivity, and occurs most
often among people older than 40 years. Although
there are no reliable national estimates on Type 2
diabetes among children, smaller studies among
children and youth suggest that Type 2 diabetes

has increased and is becoming a significant health
problem (Craig et al. 2007; McMahon et al. 2004).
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Diabetes incidence

Key national indicator: New cases of insulin-

dependent diabetes per 100,000 children aged
0-14 years

According to the National Diabetes Register in 2006,
among children aged 0-14 years with insulin-dependent
Type 1 diabetes:

o There were 916 new cases—a rate of 23 per 100,000
children, a significant increase from 2000 (19 per
100,000). This represents 155 new cases in 2006
compared with 2000.

¢ Incidence rates were similar for boys and girls (24 and
21 cases per 100,000, respectively).

o Theincidence rate increased with age, with rates over
twice as high among 10-14 year olds as 0—4 year olds

(31 per 100,000 children compared with 13) (Figure 5.3).

The National Diabetes Register recorded 150 new cases of
insulin-dependent Type 2 diabetes among children aged
0-14 years between 1999 and 2005 (AIHW: Catanzariti

et al. 2007). This is an underestimate of all new cases of
Type 2 diabetes among children as the register records
only insulin-dependent diabetes, and the majority

of Type 2 diabetes cases do not require insulin.

Incidence per 100,000 children
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Source: National Diabetes Register.

Figure 5.3: Type 1 diabetes incidence for children aged
0-14 years, 2006

Health service use for diabetes

HOSPITALISATIONS

In 2006-07, there were around 3,000 hospital
separations for diabetes among children aged
0-14 years—a rate of 75 per 100,000 children.

Chapter 5 Chronic conditions

o The rate increased for children by almost 43% since
2000-01. The increase was 53% for boys (46 to 71 per
100,000 boys) and 35% for girls (58 to 78 per 100,000
girls) (Figure 5.4).

o The rate for girls was 10% higher than for boys
in 2006-07.

o The rate increased rapidly with age, from 3 per 100,000
for 0—4 year olds to 20 and 43 for 5-9 and 10-14 year
olds, respectively.

Hospital separations per 100,000 children
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Note: Refer to Table A1.2 for ICD-10-AM codes.
Source: AIHW National Hospital Morbidity Database.

Figure 5.4: Diabetes hospital separations for children aged
0-14 years, 2000-01 to 2006—-07

Cancer

Cancer is a common term used to describe a range of
diseases in which cells become abnormal, grow in an
uncontrolled way and form a mass called a neoplasm
or tumour. Tumours can be benign (not cancerous) or
malignant (cancerous). Benign tumours do not spread
to other parts of the body, although they may interfere
with other areas of the body as they expand. A malignant
tumour is characterised by its ability to spread to
other parts of the body through a process known as
metastasis. Cancers can develop from most cell types
in the body and are usually classified according to their
organ or tissue of origin and histological features.

The risk of most cancers increases with age and most
types of cancers are uncommon in children. Cancers in
children tend to differ from those observed in adults in
appearance, site of origin and response to treatment.



Cancer causes significant morbidity and mortality for
children, and was a leading cause of death for 1-14 year
olds in 2006 (see Chapter 4). However, over the last decade,
medical advances and technological improvements in
cancer diagnosis and treatment have resulted in improved
survival and a clear decline in mortality among children,
despite the cancer incidence rate remaining unchanged.

Cancer incidence

Key national indicator: New cases of cancer

per 100,000 children aged 0-14 years

Over the period 2001-2005, among children aged
0-14 years:

e An average of 575 new cases of cancer were diagnosed
annually—a rate of 14 per 100,000 children (15
and 13 per 100,000 boys and girls, respectively).

o Over half of all new cancers (55%) were diagnosed
among boys.

o The cancer incidence rate for those aged 0-4 years
(21 per 100,000 children) was almost twice those
of children aged 5-9 years and 10-14 years (11
and 12 per 100,000, respectively) (Figure 5.5).
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Source: AIHW National Cancer Statistics Clearing House.

Figure 5.5: Most common types of new cancers among
children aged 0-14 years, 2001-2005

o The most common types of new cancer diagnosed
were lymphoid leukaemia, cancer of the brain
and myeloid leukaemia (4.3, 1.9 and 1.1 per
100,000 children, respectively) (Figure 5.5), similar
to the previous 5-year period (1996-2000).
In 2005, these cancers accounted for half of
all cancers diagnosed among children.

Health service use for cancer

HOSPITALISATIONS

There were around 6,500 hospital separations
for cancer among children aged 0-14 years in
2006—-07—a rate of 162 per 100,000 children.

o The majority of these separations were
for boys (55%), a pattern consistent with
previous years (1996-97 to 2006—07).

o Children aged 0-4 years had a separation
rate nearly twice that of 10-14 year olds (227
compared with 118 per 100,000 children,
respectively). This pattern is consistent with rates
of cancer incidence among these age groups.

o There has been little change in the cancer
hospital separation rate since 1997-98.

Cancer deaths

In 2006, there were 90 cancer deaths among children aged
0-14 years—a rate of 2.2 per 100,000 children (Table 5.1).

o This accounted for around 5% of all child deaths.
Cancer was the second leading cause of death for
children aged 1-14 years (see Chapter 4 Mortality).

o Death rates from cancer have declined by 38%
since 1997—from 3.6 per 100,000 children to
2.2 between 1997 and 2006 (Table 5.1).

o The most common cancers causing death among
children in 2006 were malignant neoplasm of
the brain (33%), lymphoid leukaemia (17%),
malignant neoplasm of the adrenal gland
(10%) and myeloid leukaemia (9%).
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Table 5.1: Cancer deaths among children aged 0-14 years, 1997-2006

1997 1998 1999

2000 2001 2002 2003 2004 2005 2006

Number 140 154 122 106 118 124 102 114 96 90
Deaths per 100,000 children 3.6 3.9 3.1 2.7 3.0 3. 2.5 2.8 24 2.2
Note: Refer to Table A1.2 for ICD-9 and ICD-10 codes.
Source: AIHW National Mortality Database.
Cancer survival Pereent
100
Survival after a diagnosis of cancer can be used to assess 90- g 1982-1986
the effectiveness of early cancer detection, access to 27;8 1 m 1998-2004
appropriate treatment services, collaboration between 60 - L
health care professionals, and ongoing medical research 50 -
and clinical trials. Relative survival is the ratio between the gg )
observed survival among a group of people with cancer 20 4
and the expected survival among the same group in the 18 .

general population. For example, a relative survival of
100% indicates that the disease has made no difference
to survival of the group over a given period. A relative
survival of less than 100% indicates that cancer did
reduce survival compared with the general population.

The 5-year relative survival among children aged 0-14
years diagnosed with cancer in 1998-2004 was:

e 79% for all cancers, an increase from 67% for those
diagnosed in 1982-1986. The gains in survival have
not been consistent across all cancers—leukaemia
survival increased by 19 percentage points since
1982-1986 (from 64% to 83%) (see also Chapter 40),
while there was no statistically significant change in
survival for cancer of the brain and central nervous
system, and bone and connective tissue (Figure 5.6)

« similar for boys and girls for all cancers

o higher for leukaemia (83%) than for cancer of the
bone and connective tissue (70%), and brain and
central nervous system (56%) (Figure 5.6).
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Brainand central ~ Boneand Leukaemia All cancers
nervous system  connective tissue
Cancer type

Note: Refer to Table A1.2 for ICD-9 and ICD-10 codes.
Source: AIHW National Cancer Statistics Clearing House.

Figure 5.6: Five-year relative survival for cancer among
children aged 0-14 years, 1982-1986 to 1998-2004

How do chronic conditions vary across
population groups?

Aboriginal and Torres Strait Islander children

o Asthma prevalence for Indigenous children was
estimated to be 14% in 2004—-05—3 percentage
points higher than for non-Indigenous children
(11%) (ABS & AIHW 2008). There are no reliable
national estimates of diabetes or cancer incidence
for Indigenous children aged 014 years.

 In 2006-07, hospital separation rates for asthma
were similar among Indigenous and non-Indigenous
children. However, diabetes and cancer hospital
separation rates were 4 and 2 times as high as for non-
Indigenous children, respectively (excludes data from
Tasmania, the Australian Capital Territory and private
hospitals in the Northern Territory) (Table 5.2).



Remoteness

o Asthma prevalence for children aged 0-14 years
was lowest in Outer regional and Remote and very
remote areas (10% combined) compared with Major
cities (11%) and Inner regional areas (14%), according
to the ABS 2004-05 National Health Survey.

o The rate of new cases of insulin-dependent Type 1
diabetes was twice as high in Major cities compared
with Remote and very remote areas (22 compared
with 11 per 100,000 children) during 1999 to 2005
(National Diabetes Register, unpublished data).

o 5-year relative survival for cancer among children
aged 0-14 years was significantly higher in Major
cities (81%) and Inner regional areas (80%) than
in Remote and very remote areas (64%).

o Hospital separation rates for asthma and cancer
were 70% and 80% higher in Major cities compared
with Remote and very remote areas, respectively;
however, there was little difference in the
diabetes hospital separation rate (Table 5.2).

Table 5.2 Hospital separations for children aged 0-14 years,
200607 (per 100,000)

Asthma Diabetes Cancer
Population group Rate Ratio Rate Ratio Rate Ratio
Indigenous status
Indigenous 559 1.0 273 40 361 2.2
Non-Indigenous 526 69 166
Remoteness
Major cities 569 17 70 10 168 1.8
Remote and veryremote 336 67 94
Socioeconomic status®
Lowest SES areas 557 12 8 14 149 08
Highest SES areas 480 59 181
All children 520 75 162

(a) See Appendix 1 Methods for explanation of socioeconomic status (SES).

Note: The ratio for hospital separation rates is calculated as Indigenous divided by non-Indigenous,

Major cities divided by Remote and very remote and lowest SES areas divided by highest SES areas.
Source: AIHW National Hospital Morbidity Database.

Socioeconomic status

o Asthma prevalence was similar among children living
in areas of lowest socioeconomic status (SES) and areas
of highest SES (9% and 10%, respectively) according
to the ABS 2004-05 National Health Survey.

o There was little difference in 5-year relative survival
for cancer between children in the lowest SES areas
compared with the highest SES areas (79% and 81%,
respectively).

 Hospital separation rates for asthma and diabetes
were higher for children living in the lowest
SES areas compared with the highest SES areas
(20% and 40% higher, respectively); however,
for cancer, hospital separation rates were 20%
lower among children living in the lowest SES
areas compared with the highest SES areas.

How does Australia perform
internationally on chronic
disease indicators?

Asthma

Australia’s prevalence of childhood asthma compares
unfavourably with other countries. According to phase
11l of the International Study of Asthma and Allergies
in Childhood, out of 37 countries, the proportion of
children aged 6-7 years with current wheeze was highest
in Costa Rica (35%) and Australia (24%) and lowest in
Indonesia (3.5%) (Pearce et al. 2007). Other countries
such as New Zealand (23%), United Kingdom (20%)
and Canada (16%) all ranked lower than Australia.

The prevalence of current wheeze among Australian
children aged 6-7 years decreased by 0.8% between
phase | (conducted in 1993) and phase Ill (2002).

Diabetes

The incidence of Type | diabetes among Australian
children aged 0-14 years is high compared with other
OECD countries. In 2003, Australia ranked 7th worst
out of the 30 OECD countries (IDF 2008). Finland had
the highest incidence of Type 1 diabetes (37 per 100,000
children), while Australia had a similar incidence to

the United Kingdom (19 and 18, respectively). Korea
had the lowest incidence of Type | diabetes (0.7).
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6 Disability

Children with disability can have diverse physical, sensory, intellectual and psychiatric
impairments, resulting in activity and participation limitations that restrict their full

involvement in society.

An estimated 8% of Australian children had a disability in 2003 and, of these, half had

profound or severe core activity limitations (4%).

Disability is a characteristic that goes beyond the
presence or absence of particular health conditions; it
relates to the way in which an individual functions in
society and is strongly influenced by environmental
factors (AIHW 2007a). As a child grows and develops,
new challenges come with each new learning and social
environment they encounter. For a child with disability,
this often means changes in the lived experience of
disability throughout childhood. The United Nations
Convention on the Rights of Persons with Disabilities
recognises disability as an evolving concept: ‘disability
results from the interaction between persons with
impairments and attitudinal and environmental barriers
that hinders their full and effective participation in
society on an equal basis with others’ (UN 2006).

Typically, the disability spectrum is measured in terms of
the level of difficulty (also expressed as need for assistance)
that a person has in performing the core activities of daily
living: self-care, mobility and communication, as well as
difficulty in other activities. Schooling is a vital aspect

of life for most children and a child’s disability might

be described in terms of both core activity limitation

and ‘schooling restriction’. Schooling restriction is

often associated with a need for special assistance and/
or equipment to participate in a mainstream class, or
attendance at special classes or a special school (AIHW
2008e). At the severe end of the disability spectrum,
there can be a need for lifelong support through
specialist services and informal or formal care.

Children with disability can have diverse physical,
sensory and/or intellectual impairments, some of which
may result in activity and participation restrictions

that restrict their full involvement in society, and

that of their carers. Disability, particularly disabilities
with physical characteristics such as birth defects

Chapter 6 Disability

(see Chapter 7 Congenital anomalies), may be evident early
in life, while others may occur as the result of an accident,
or emerge during development in childhood. Individual
variation in learning and development can complicate

the identification of disability, yet early detection, along
with intervention, has the potential to significantly reduce
disability and its impact on the person’s participation in
all aspects of life over the life span (Kornhaber et al. 2007).

In addition to difficulties for the child, childhood disability
has a significant impact on the family. Caring for a child
with disability can place substantial strain on family
relationships and is strongly associated with social and
financial disadvantage. Parental employment may be
difficult if a child requires intensive support, and financial
stress from loss of income may be compounded by costs
associated with managing disability and associated health
conditions. There may be a significant impact for siblings
if support and attention to their needs is diverted by the
caregiving commitments of their parents (AIHW 2004).
Disruption to family life may also occur due to the need
to move house due to the child’s disability or health
condition—in 2003, one in eight families with a child
with disability reported having to do so. Studies have

also found children with disability to be more vulnerable
to intra- and extra-familial abuse and neglect (Crosse et
al. 1993; Sullivan & Knutson 2000), although Australian
research in this area is limited (Chenoweth 2002).

HOW MANY AUSTRALIAN CHILDREN
HAVE A DISABILITY?

The ABS 2003 Survey of Disability, Ageing and
Carers found that around 8%, or 317,900, children
aged 0-14 years had disability (ABS 2004a):



o The prevalence of disability increased from
5.3% in 1981 to 8.3% in 2003 (AIHW 2008f).

o Boys were more likely than girls to report
disability (10% and 7%, respectively).

o The most prevalent disabilities among children
were intellectual/learning, reported for an
estimated 166,700 children (4.3%), and physical/
diverse (162,800 children or 4.2%).

o Intellectual/learning disability was the most
prevalent disability among boys (5.5%), while
physical/diverse disability was the most
prevalent among girls (3.4%) (Figure 6.1).

Per cent
6 —

5| [ Boys M Girls

Disability group

Note: Prevalence based on all reported conditions, not main disabling condition.
Source: AIHW 2007a.

Figure 6.1: Prevalence of disability in children aged
0-14 years, 2003

Children with severe disability

A person with a very high level of disability will usually
need assistance (either sometimes or always) with self-
care, mobility and/or communication. The ABS Survey
of Disability, Ageing and Carers defines this level of

disability as ‘severe or profound core activity limitation’,
hereafter shortened to ‘severe disability’. Compared with

other children, children with severe disability rely more
heavily on parents, other family members and teachers
for assistance, and many require formal intervention,
including specialist health and disability services.

Key national indicator: Proportion of children

aged 0-14 years with severe or profound core

activity limitation

e In 2003, an estimated 4.3%, or 165,300, children aged

0-14 years had severe disability (Figure 6.2). Based on

4
3
2-
14
0-

Intellectual/learning  Psychiatric Sensory/speech  Physical/diverse

2003 prevalence rates, in 2009 an estimated 168,500
children have severe disability (AIHW 2007b).

o The prevalence of severe disability in 2003 was higher
than in 1981 (age-standardised rates of 4.3% and 1.6%,
respectively). This is partially attributable to increased
reporting of long-term health conditions in childhood,
especially attention deficit hyperactivity disorder
(ADHD) and autism-related disorders (AIHW 2008f).

o While the prevalence of disability generally increases
with age, severe disability is more common among
children aged 5-14 years than among 15-24 year olds
(4.9% and 2.2%, respectively; ABS 2004a). Only for ages
55 and older does the prevalence of severe disability
exceed that of the school-age years. Communication
limitation may be particularly influential on
childhood rates of severe disability (AIHW 2005a).

Different health conditions are associated with varying
likelihood of severe disability in childhood. In 2003:

o Autism and intellectual impairment were strongly
associated with severe disability—an estimated
87% and 75% of children with these conditions
experienced severe disability, respectively.

o Epilepsy, speech difficulties, chromosomal
abnormalities (for example, Down syndrome),
hearing or middle ear disorders, and other mental
and behavioural disorders were associated with
between 50% and 75% likelihood of severe disability.

« Only 11% of children with asthma, the most
commonly reported childhood health condition,
had severe disability (AIHW 2006c).

Per cent

12+
[ Disability, no CAL

10 I Schooling restriction

] Moderate/
8- mildCAL .
Severe/
N\

6 profound CAL

Y 1l

%

N
0-4 years? 5-9 years 1014 years 0-14 years
Age group

(a) Moderate/mild estimate for 0—4 year olds has a relative standard error of 25% to 50%
and should be used with caution.
Note: CAL s core activity limitation.

Source: AIHW analysis of the ABS 2003 Survey of Disability, Ageing and Carers confidentialised
unit record file.

Figure 6.2: Disability status of children aged 0-14 years, 2003
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Disability and schooling

Almost all children aged 5-14 years with disability attend
school (97%), either a mainstream (89%) or special school
(9%). Around one-third of school students with severe
disability (that is, students who always need help with self-
care, mobility or communication) attend a special school.

Disability impacts variously on a child’s school life,
depending on a range of factors such as the nature of the
disability, school physical and social environments, and
access to support and assistance. Around 63% of school-
aged children with disability experienced difficulty at
school. Learning difficulties, difficulty fitting in socially
and communicating with others are the most commonly
reported difficulties for students with a main disability of
intellectual/learning, sensory/speech or psychiatric. For
students with physical/diverse disability, participating in
sports is the most common difficulty, followed by learning
difficulties and fitting in socially. Overall, 43% of school-
age children with disability experience learning difficulties
and 30% have difficulty fitting in socially (AIHW 2006c).
The level of schooling restriction is associated with the
type of health condition that a child with disability may
have. For example, all children aged 5-12 years with
autism had schooling restrictions, while 93% of children
with ADHD, 91% with intellectual disability and 69% with
asthma experienced schooling restrictions (AIHW 2008l).

How do rates of disability vary across
population groups?

Aboriginal and Torres Strait Islander children

Information about the prevalence and type of disability
among Indigenous children nationally is limited. The
ABS 2006 Census of Population and Housing asked
questions about the need for assistance with the core
activities of self-care, mobility and communication.
Indigenous children aged 0—14 years were 30% more
likely than non-Indigenous children to require
assistance with a core activity (ABS & AIHW 2008).

Chapter 6 Disability

The 2000-2002 Western Australian Aboriginal Child
Health Survey found that between 1.2% and 2.2% of
children aged 4 to 17 years required assistance with self-
care and more than one in four (between 25% and 29%)
were limited in one or more sensory functions (hearing,
vision or speech), or experienced pain (Zubrick et al.
2004). The high rate of communication limitation suggests
that the rate of severe disability would be much higher
than the estimate based on self-care limitation alone.

See Part IX for more information on disability among
Indigenous children.

Remoteness

The geographical distribution of children with severe
disability generally reflects that of all Australian children:
64% in Major cities; 23% in Inner regional areas and 12% in
Outer regional, remote and very remote areas combined,
according to the ABS 2003 Survey of Disability, Ageing and
Carers. This highlights the need for access to services for
families living inside and outside large population centres.

Socioeconomic status

Disability is strongly associated with socioeconomic
status, although the direction of this relationship is
unknown. It may be that poverty contributes to the
occurrence of a child’s disability, due to increased
exposure to environmental risks, lower rates of accessing
health care or maternal risk factors associated with
disability (for example, smoking or alcohol use during
pregnancy). Alternatively, it may be that the associated
costs of a child with disability, such as special aids, health
service costs, modifications to the house, and reduced
family income due to caring responsibilities, may lead to
socioeconomic disadvantage and poverty (AIHW 2004).

Based on equivalised household income quintiles, the
proportion of children with severe disability was highest
among low-income households (29%) and lowest among
high-income households (7%) in 2003 (AIHW 2005b).



7 Congenital anomalies

Congenital anomalies are a major cause of hospitalisation in infancy and childhood and a

leading cause of infant mortality in Australia.

Indigenous infants and infants from remote areas are more likely to be born with selected
congenital anomalies, particularly neural tube defects—a largely preventable condition.

A congenital anomaly, also known as a birth defect, is
either a structural, functional, chromosomal or metabolic
abnormality that is present at birth, even if not diagnosed
until months or years later (Abeywardana et al. 2007).

In Australia and internationally, congenital anomalies are
a significant health concern, usually requiring intensive
health care management, and often resulting in disability
and, in some cases, death. Congenital anomalies were
the second leading cause of infant death in Australia

in 2006 (22% of deaths) (see Chapter 4 Mortality), and
accounted for 12% of the disease burden for Australian
children aged 0-14 years in 2003 (Begg et al. 2007).

The causes of congenital anomalies are diverse, and
include genetic disorders (single gene defects and
chromosomal abnormalities) and partly genetic
disorders (multifactorial congenital malformations);
environmental factors, including agents that disturb
normal growth and development of the embryo or
fetus (such as maternal factors and prenatal behaviour);
mechanical forces that deform the fetus; vascular
accidents that disrupt the normal growth of organs and
limbs; and other, as yet unknown, causes (Christianson
et al. 2006). Czeizel (2005) estimates that around 25%
of congenital anomalies are due to genetic disorders,
around 15% are due to environmental factors, and
around 60% are complex and multifactorial in origin.

Programs aimed at reducing the prevalence or impact of
congenital anomalies include improved preconception
knowledge and behaviour; high-quality maternal

health care, including the management of labour; and
health care for infants and children with acute and
chronic disorders. Research into congenital anomalies
has identified specific risk factors for some conditions,
which has enabled public health interventions to be

put in place to address these factors where appropriate.
Interventions that have proved effective in addressing
some of the risk factors for adverse birth outcomes
include folic acid supplementation; the appropriate
management of hyperglycaemia; vaccinations for rubella,
influenza and hepatitis; antiretroviral medications to
reduce the risk of HIV transmission from mother to
child; and cessation of smoking and drinking alcohol.

This chapter looks at four congenital anomalies that

are evident at birth, and for which reliable prevalence
data are available: neural tube defects, Down syndrome,
abdominal wall defects and orofacial clefts (see Box 7.1).
These conditions contribute significantly to morbidity,
are a major cause of short- and long-term disability, and
have life-long implications for health and development.

Chapter 7 Congenital anomalies

A PICTURE OF AUSTRALIA'S CHILDREN 2009

HOW HEALTHY ARE AUSTRALIA'S CHILDREN?

PART Il




AUSTRALIAN INS

TITUTE OF HEALTH AND WELFARE

Box 7.1: Overview of selected
congenital anomalies

Neural tube defects

Neural tube defects include anencephaly, spina
bifida and encephalocele. They result from
incomplete closure of the neural tube early in
pregnancy and lead to damage of the brain or
spinal cord. Research has proven that ingestion of
folate protects against the development of neural
tube defects—the National Health and Medical
Research Council recommends 0.5mg of folic acid
supplements for women at low risk and 5mg

for women at high risk in the month preceding

conception and in the first trimester (NHMRC 2005).

Down syndrome

Down syndrome is a genetic disorder caused

by the presence of all, or part of, an extra
chromosome 21. Down syndrome is associated
with impairment of cognitive ability and physical

growth as well as a characteristic facial appearance.

Children with Down syndrome often require
lifelong care and assistance with daily activities,
and comorbid conditions are common.

Abdominal wall defects

Abdominal wall defects (includes exomphalos
and gastroschisis) are a significant cause of infant
morbidity and occur when the abdominal contents
form outside of the body. Babies with abdominal
wall defects require immediate surgery and

may require long-term care depending on their
response to treatment and the presence of other
anomalies. The prevalence of abdominal wall
defects has increased in a number of countries at
a rate that implies environmental or maternal
factors may be associated with the development
of this condition (Feldkamp et al. 2008).

Orofacial clefts

Orofacial clefts are caused by abnormal facial
development and include cleft lip and/or cleft
palate. Although able to be corrected with
surgery, babies with orofacial clefts have difficulty
feeding, particularly with breastfeeding.
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CONGENITAL ANOMALIES
IN AUSTRALIA

Data on congenital anomalies detected at birth (live
births, still births, and terminations of pregnancy at
or after 20 weeks gestation but not before 20 weeks
gestation) are collected by all jurisdictions except
the Northern Territory and are compiled into the
Australian Congenital Anomalies Monitoring System.

Key national indicator: Rate of selected congenital

anomalies among infants at birth (neural tube

defects, Down syndrome, abdominal wall defects,
orofacial clefts)

Over the 6-year period 1998-2003, the birth
rates of selected congenital anomalies were:

« 5 per 10,000 infants for neural tube defects, or
688 births (Table 7.1). Of these infants, just over
half (55%) were live births, reflecting the high
rate of still births for neural tube defects. The
prevalence of neural tube defects in Australia is
similar to or slightly higher than other developed
countries (Abeywardana & Sullivan 2008b)

e 11 per 10,000 infants for Down syndrome,
or 1,725 births. Almost 90% of infants born
with Down syndrome were live births

* 4 per 10,000 infants for abdominal wall defects, or 661
births. Around 83% of infants born with abdominal
wall defects were live births. Between 1998-2000 and

2001-2003, there was a statistically significant increase

of 20% in the birth rate for abdominal wall defects

« 17 per 10,000 infants for orofacial clefts, or
2,601 births. The majority of infants born with
orofacial clefts were live births (94%).

Due to medical advances in prenatal diagnosis
techniques, such as ultrasound and amniocentesis,
congenital anomalies are being diagnosed earlier in

pregnancy. The total prevalence for a congenital anomaly

includes terminations before 20 weeks gestational

age and estimates the prevalence of the condition
inclusive of cases terminated in early pregnancy.
However, these prevalence estimates are likely to be an
underestimate because the number of spontaneous
abortions due to congenital anomalies is unknown.
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Table 7.1: Selected congenital anomalies among infants at birth, 1998-2003 >
L
Neural Abdominal Ooﬁ
tube defects Down syndrome wall defects Orofacial clefts -
Number  Rate Number Rate Number Rate Number Rate Total births 6
Indigenous status O =
Indigenous 48 10.9 50 1.9 * 29 6.6 * m 253 43,947 é |:
Non-Indigenous 604 43 1,542 109 * 608 43 * 2,414 171 1,410,720 é g
Remoteness® ; o
Major cities 433 4.5 1,091 1n5 382 4.0 1,668 17.5 952,480 <3(
Inner and outer regional 198 49 ** 544 13.4 235 5.8 791 19.5 405,456 )
a4
Remote and very remote 30 8.5 46 13.0 ** 21 5.9 ** 72 20.3 ** 35,435 <
Live births 382 25 1,517 10.1 547 3.6 2,451 16.3 1,503,824 E
All births® 688 4.5 1,725 14 661 4.4 2,601 17.2 1,514,259 I:
* The difference between Indigenous and non-Indigenous infants was not significant at the 5% level of significance. 5
** The difference between the remoteness area indicated and Major cities was not significant at the 5% level of significance. T
(a) Based on mother’s usual place of residence.
(b) Includes live births and fetal deaths. ;
Notes o
T

1. Rate is number per 10,000 births.

2. Data exclude the Northern Territory.

3. Neural tube defects include anencephaly, spina bifida and encephalocele; abdominal wall defects include gastroschisis and exomphalos; orofacial clefts include cleft palate without cleft lip and cleft lip
with or without cleft palate.

Source: Australian Congenital Anomalies Monitoring System, unpublished data.

In 1998-2003, based on data from Victoria, South During 1998-2003:

Australia and Western Australia (includes terminations « Indigenous infants were more than twice as

due to congenital anomalies at less than 20 weeks likely as non-Indigenous infants to be born with

gestational age), the total prevalence of: neural tube defects—a congenital anomaly that

« neural tube defects was almost 3 times the is largely preventable (see Box 7.1). Birth rates
birth rate (13 and 5 per 10,000, respectively) were also 50% higher among Indigenous infants

« Down syndrome was more than twice the birth for orofacial clefts and abdominal wall defects,

rate (25 and 11 per 10,000, respectively). although the latter was not statistically significant.
Down syndrome rates were similar for Indigenous
and non-Indigenous infants (Table 7.1).

Does the rate of Congemtal anomalies « Compared with Major cities, the birth rate for neural

vary across population groups? tube defects was twice as high among infants from

. . Remote and very remote areas. Birth rates for Down
Some groups of the population, such as Indigenous . .
. . . syndrome, abdominal wall defects and orofacial clefts
Australians and those living in remote areas of Australia, o o ) .
. . . were statistically significantly higher in Inner and
are disadvantaged in terms of access to quality maternal ) . o
. outer regional areas than in Major cities (Table 7.1).
health care services, and may not have access to the

information they require about prenatal health behaviours
to reduce adverse pregnancy outcomes. These are
important factors in the development of some congenital
anomalies and may, in part, account for the higher rate of
congenital anomalies observed among these populations.
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8 Mental health

Children with mental health problems experience suffering, functional impairment, exposure
to stigma and discrimination, and increased risk of premature death.

There is a lack of recent national data on the mental health and wellbeing of children in
Australia, making it difficult to ascertain the extent to which mental health problems

affect children.

Mental health is a state of wellbeing in which
individuals can realise their abilities, can cope with

the normal stresses of life, can work productively and
fruitfully, and are able to make a contribution to their
community (WHO 2001). Conversely, mental health
problems can affect perceptions, emotions, behaviour
and social wellbeing. Mental disorders, as distinct

from mental health problems, are characterised by a
clinically recognisable set of symptoms or behaviours
that interfere substantially with social, academic or
occupational functioning (APA 1994; Sawyer et al. 2000).
Different types of mental disorders consist of a different
combination of symptoms that may differ in severity.

It is estimated that as many as 20% of children in modern
societies are affected by mental health problems and,

in Australia, mental health problems and disorders

as a broad cause group accounted for the highest

burden of disease among children in 2003 (Bayer et al.
2007; Begg et al. 2007). Children with mental health
problems experience a number of adverse outcomes,
including general suffering, functional impairment,
exposure to stigma and discrimination, and increased
risk of premature death (Patel et al. 2007).

There are a number of developmental factors that
contribute to the onset of mental illness in children,
including prenatal brain damage, genetic factors,
low intelligence, difficult temperament, poor social
skills and low self-esteem. Other contributing factors
include those within the school context, such as
bullying and failure to achieve academically; physical
or psychological trauma, such as sustaining injuries,
experiencing abuse or neglect, or loss of family; as
well as community and cultural factors such as low
socioeconomic status or discrimination (DHAC 2000).
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Parenting and family factors are also important
determinants of children’s mental health. Those identified
as increasing the risk of mental health problems in
children include the lack of a warm, positive relationship
with parents; insecure attachment between carers

and infants; harsh, inflexible or inconsistent discipline;
inadequate supervision of, and involvement with,
children; marital conflict and breakdown; and parental
psychopathology (particularly maternal depression and
high levels of parenting stress) (Sanders 2002). These
factors increase the risk of children developing major
behavioural and emotional problems, including conduct
problems, substance misuse, antisocial behaviour and
participation in delinquent activities (Sanders 2002).

A number of mental disorders first manifest in childhood
and adolescence, and many disorders that are diagnosed
in adulthood have their origins in childhood. Disorders
known as ‘impulse-control’ disorders have the earliest
typical age of onset—7-9 years for ADHD,

9-14 years for conduct disorder and 7-14 years for

some anxiety disorders (phobias and separation

anxiety disorder) (Kessler et al. 2007).

HOW MANY AUSTRALIAN CHILDREN
HAVE MENTAL HEALTH CONDITIONS?

The most recent, comprehensive national information
on the mental health and wellbeing of children comes
from the 1998 Child and Adolescent component of

the National Survey of Mental Health and Wellbeing
(Sawyer et al. 2000). This survey estimated that as many
as 14% (or around one in seven) children aged 4-14
years in Australia had mental health problems in 1998:



15% of boys and 14% of girls (AIHW analysis of 1998
Child and Adolescent component of National Survey of
Mental Health and Wellbeing unit record file). Detailed
information from this survey has been published in

the previous edition of A picture of Australia’s children
and elsewhere (AIHW 2005b; Sawyer et al. 2000). This
chapter, therefore, presents information from the ABS
2004-05 National Health Survey, and from states which
have used the Strengths and Difficulties Questionnaire.

Key national indicator: Proportion of children

aged 4-14 years with mental health problems

The ABS National Health Survey collects limited
information on mental and behavioural problems as
parent-reported long-term conditions among children.
These conditions may not have been medically diagnosed.

According to the ABS 2004-05 National Health
Survey, among children aged 4-14 years:

o An estimated 253,600 or 9% had a mental or
behavioural problem as a long-term condition.

o The most commonly reported problems were

- behavioural and emotional problems with usual
onset in childhood or adolescence (3%)

- problems of psychological development (3%)

- anxiety-related problems (2%).

The Strengths and Difficulties Questionnaire collects
information about children’s mental health and behaviour
(Goodman 2001). This questionnaire has been widely
used within Australia and has good reliability and validity.
Children are scored on each of five domains (emotional
symptoms, conduct problems, hyperactive behaviour,
peer relationships and prosocial behaviour) as ‘normal,
‘borderline’ or ‘of concern’. Children scoring ‘of concern’
are at substantial risk of developing a clinically significant
behavioural problem. The questionnaire has been used on
a representative sample of children in New South Wales
and Victoria, and has been used in Western Australia for
Indigenous and non-Indigenous children (see Part IX).

Results from the Strengths and Difficulties Questionnaire
indicate that among children aged 4-12 years:

¢ In New South Wales, 7% of children had behaviour
problems that were rated ‘of concern’ in 2005-06
(Table 8.1). Around 11% of children scored ‘of concern’
on both the emotional symptoms and hyperactivity
scales, and 9% on the conduct disorders scale.

o In Victoria, 6% of children had behaviour
problems that were rated ‘of concern’ in 2006.
Around 11% of children scored ‘of concern’ on the
hyperactivity scale, 9% on the conduct disorder
scale and 8% on the peer problems scale.

Table 8.1: Children scoring ‘of concern’ on the Strengths and
Difficulties Questionnaire, New South Wales and Victoria,
4-12 years (per cent and 95% confidence intervals)

NSW (2005-06) Vic(2006)

Per cent 95% Cl Per cent 95% Cl
Emotional symptoms 106 91-12.0 78 67-89
Conduct problems 9.0 76-104 8.6 7.5-9.7
Hyperactivity N4 99-13.0 n1  9.8-123
Peer problems 75 63-86 84 73-94
Prosocial behaviour 12 08-17 18 13-23
Total 6.6  5.4-17 56 4.7-6.5

Note: Children with missing data have been excluded from these results.
Sources: NSW Department of Health 2006, unpublished data; Victorian Child Health and
Wellbeing Survey 2006, unpublished data.

Specific mental health conditions

ADHD, depressive disorder and conduct disorder have
great significance for child and adolescent health in
Australia (Sawyer et al. 2000), with ADHD and anxiety
and depression among the leading specific causes of
the disease burden among children in 2003 (Begg et al.
2007). These conditions have implications for a child’s
psychosocial growth and development, health-care
requirements, educational and occupational attainment
and their involvement with the justice system (Bhatia

& Bhatia 2007; Eme 2007; Laurel & Wolraich 2007).

Key national indicator: Proportion of children
aged 6-14 years with mental health disorders

(attention deficit hyperactivity disorder [ADHD],
depressive disorder, conduct disorder)

As with information on the mental health and wellbeing
of children generally, there is a lack of recent national data
on the prevalence of these specific conditions among
Australian children.

Results from the 1998 Child and Adolescent component
of the National Survey of Mental Health and Wellbeing
estimated that 13% of children aged 6-14 years had ADHD
and the prevalence of conduct disorder and depressive
disorder was 3% each. The prevalence of each of these
conditions was higher among boys compared with girls,
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particularly for ADHD (18% of boys and 8% of girls)
(AIHW analysis of 1998 Child and Adolescent component
of National Survey of Mental Health and Wellbeing

unit record file). Sawyer et al. (2000) suggest that the
prevalence of ADHD could have been overestimated

in this survey, as some children reported to have

ADHD ‘may have been more appropriately diagnosed
with another disorder not included in the survey’.

How does child mental health vary across
population groups?

Access to primary health care services plays an important
role in the prevention, identification and treatment of
children experiencing mental health problems. These
services may not be equally accessible to Indigenous
children, and children in remote and socioeconomically
disadvantaged areas, due to reasons such as physical
access to services, cultural barriers and affordability.

Aboriginal and Torres Strait Islander children aged

4-14 years were statistically significantly more likely

to have a mental or behavioural problem as a long-
term condition, compared with non-Indigenous
children (13% compared with 8%), according to the

ABS 2004-05 National Aboriginal and Torres Strait
Islander Health Survey. See Part IX for more information
on mental health among Indigenous children.

HOW OFTEN DO CHILDREN ACCESS
HEALTH SERVICES FOR MENTAL
HEALTH CONDITIONS?

General practice encounters

According to the 2007-08 Bettering the Evaluation and
Care of Health (BEACH) survey of general practice activity
in Australia, there were an estimated 340,300 general
practice encounters with children aged 0-14 years where
a mental health problem was managed. Mental health-
related encounters comprised 2.2% of all general practice
encounters for children, compared with 12% for those
aged 15 years and over. The most common mental health
problems managed for children were behaviour symptom/
complaint (27%), ADHD (18%), sleep disturbance (14%)
and depression/anxiety disorder (13%) (Table 8.2).
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Table 8.2: Mental health problems managed for children aged
0-14 years, 2007-08?

Mental health problem National estimate of

managed® number of encounters®  Per cent
Behaviour symptom/complaint 93,000 273
ADHD 61,500 18.1
Sleep disturbance 48,000 141
Depression/anxiety 43,700 129
Other 94,100 27.6
Total 340,300 100.0

(a) Data collection period 1 April 2007 to 31 March 2008.

(b) Based on first recorded mental health problem managed per encounter. Mental health
problems classified according to ICPC-2 codes: behaviour symptom/complaint (P22—P23),
ADHD (P81), sleep disturbance (P06), and depression/anxiety (P01, P03, P74, P76). Other
mental health problems include all remaining P codes.

(c) The estimated number of encounters is based on the proportion of encounters in the
BEACH survey of general practice activity that are mental health-related, multiplied by
the total number of Medicare services for Non-Referred (GP) Attendances (excluding
Practice Nurse Items) for children aged 014 years as reported by Medicare Australia
(Medicare Australia 2009b).

Source: BEACH survey of general practice activity. Refer to Appendix 2 for further information.

Hospitalisations

In 2006-07, there were 6,600 hospital separations for
mental and behavioural disorders among children

aged 4—14 years—a rate of 221 per 100,000 children.

This represents 2.5% of all hospital separations for this
age group and 2.2% of all separations for mental and
behavioural disorders. Around three-quarters of the
mental and behavioural disorder separations among 4-14
year olds were same-day (that is, the patient was admitted
and discharged on the same day), compared with just
over half (55%) for all ages. The hospital separation

rate for mental and behavioural disorders has declined
from 247 per 100,000 children in 1998-99 to 221 in
2006-07—a statistically significant decrease of 11%.

The leading causes of hospital separation for
mental and behavioural disorders among
children aged 4-14 years in 2006—07 were:

¢ behavioural and emotional disorders with usual
onset in childhood and adolescence (44%),
such as conduct disorder and ADHD

 neurotic, stress-related and somatoform disorders (22%),
such as anxiety disorders and adjustment disorders

o mood disorders (9%), such as depressive disorders.



Part Il

HOW WELL ARE WE PROMOTING HEALTHY

CHILD DEVELOPMENT?

Part Il showed that there have been some key
improvements in the health of Australia’s children,
according to health status measures, such as mortality and
morbidity. It also showed that some children experience
poorer health outcomes than others in the population.
The health of children and populations is influenced

and determined by the interaction of many factors,

such as human biology, lifestyle, socioeconomic and
environmental factors, and health interventions. These
factors help to explain and predict patterns in health, and
account for why some have better or worse health than
others. The consideration of these health determinants

is key to the prevention of disease, illness and injury.

Part Ill focuses on ‘protective factors’, which promote
the positive health and development of children.
Protective health factors play an important role in
the prevention of chronic and infectious disease

both in the short and long term, resulting in better
health outcomes. Similarly, positive early learning
experiences stimulate brain development and improve
developmental and learning outcomes for children.

The aim of Part Il is to provide a comprehensive picture
on key indicators for healthy child development:

o breastfeeding

o dental health

o physical activity and nutrition

o early learning.

The factors that increase the risk of ill health in children,
commonly termed risk factors’, are discussed in Part IV.

The following table shows how children fare across the
various indicators presented in Part I, and whether
there has been any improvement over time.

Indicator Value Trend
Breastfeeding Infants exclusively breastfed at 4 months of age Natlona! data
not available
Children decay-free (2002)
9 ~
Dental health atage b years 53%
atage 12 years 58% v
Mean number of decayed, missing or filled teeth (DMFT) at 12 years (2002) 1.0 ~
Children aged 914 years (2007):
Physical activity meeting the National Physical Activity Guidelines 74%
not exceeding the screen time quidelines 33%
. . ) National data
Early learning Children aged < 1 year old who are read to by an adult on a regular basis not available

Key: v'= favourable trend; ~ = no change or clear trend; . . = no trend data presented.
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9 Breastfeeding

Breastfeeding promotes the healthy growth and development of infants and young children

and is also associated with economic benefits.

No national data are currently available on ‘exclusive’ breastfeeding of infants up to

4 or 6 months of age.

Breastfeeding is the normal way to feed infants and
isimportant in promoting the healthy growth and
development of infants and young children. Infants are
born with an immune system that is not fully developed
and breastmilk (containing mothers” antibodies) provides
the best nutritional start for infants, reducing the risk

of morbidity and mortality from infectious diseases.

There is a large volume of research on the health benefits
of breastfeeding in infancy and childhood, but it has
been difficult to establish a causal relationship. There is
convincing evidence that breastfeeding protects infants
against infectious diseases, including gastrointestinal
iliness, respiratory tract infections and middle ear
infections. Other possible benefits include a reduced
risk of SIDS, Type 1 diabetes and some childhood
cancers; however, further research is required. There is
conflicting evidence as to whether breastfeeding has

a protective effect against asthma and other allergies

in childhood (Kramer et al. 2007). There is some
evidence that having been breastfed may reduce the
incidence of high cholesterol, high blood pressure,
obesity and diabetes later in life, and improve cognitive
development (Horta et al. 2007). More exclusive and
longer periods of breastfeeding show the strongest
associations between breastfeeding, lower rates of
infant illnesses and better cognitive development .

The benefits of breastfeeding also extend to the mother.
These include quicker recovery after childbirth, reduced
risk of ovarian cancer and possible reduced risk of breast
cancer, post-menopausal hip fractures, osteoporosis

and maternal depression, although further research is
required (lp et al. 2007; Productivity Commission 2008).
Evidence is also accumulating to show that breastfeeding
improves mother—infant bonding and secure attachment
between mother and child (Allen & Hector 2005).
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Economically, the benefits of breastfeeding relate

to health-care costs, productivity and household
expenses. Where an infant is not breastfed or is
weaned prematurely, a number of studies have
found an increase in health-care costs for associated
infant illnesses (for example, gastrointestinal illness)
(Productivity Commission 2008). Productivity may
be reduced as a result of parental absences from
work due to infant illness (Le6n-Cava et al. 2002).

Breastfeeding has been endorsed by the AHMC, CDSMC
and the AESOC as a Children’s Headline Indicator
priority area (see Part X for further information).

RECOMMENDATIONS FOR
BREASTFEEDING

The WHO recommends that all infants should be
exclusively breastfed up to 6 months of age to achieve
optimal growth, development and health (WHO

2002) (see Box 9.1 for breastfeeding definitions used

in this chapter). Infants who are exclusively breastfed
up to 6 months do not show any deficits in weight

or length gain and thus there are no apparent risks
associated with recommending exclusive breastfeeding
for the first 6 months of life as a public health policy.
The Australian Dietary Guidelines for Children and
Adolescents (NHMRC 2003a) also recommend exclusive
breastfeeding until around 6 months of age, and note
that breastfeeding to 12 months and beyond has
continuing value to both infant and mother. These
recommendations are based on the nutritional, health,
social and economic benefits of breastfeeding.



Box 9.1: Definitions of breastfeeding

‘Exclusive breastfeeding’ requires that the

infant receive only breastmilk (including milk
expressed or from a wet nurse), with the exception
of oral rehydration solutions, drops or syrup
(consisting of vitamins, minerals and medicines).
This excludes non-human milk or formula.

‘Predominant breastfeeding’ requires that the
infant receive breastmilk (including milk expressed
or from a wet nurse) as the predominant source
of nourishment. The infant may also receive water
or water-based drinks, fruit juice, oral rehydration
solutions, drops or syrup (consisting of vitamins,
minerals and medicines), but not non-human milk
or formula. Predominantly breastfed may also be
referred to as ‘fully breastfed’ in some sources.

‘Complementary breastfeeding’ requires that

the infant receive breastmilk (including milk
expressed or from a wet nurse) and solid or
semi-solid food. This means that the infant may
receive any food or liquid, including non-human
milk and formula, in addition to breastmilk.
Complementary breastfeeding may also be referred
to as ‘partial breastfeeding’ in some sources.

Source: WHO 2008a.

HOW MANY AUSTRALIAN BABIES
ARE BREASTFED?

Difficulties in measurement arise in relation to the
recommendation of exclusive breastfeeding to around
6 months of age, as solids are often introduced to the
infant around this time. As such, issues around the

age of infants in any sample need to be considered
carefully in order to collect robust and policy relevant
information on exclusive breastfeeding. For this reason,

the age of 4 months has been specified for the Children’s

Headline Indicator until such a time as reliable national
data can be collected on exclusive breastfeeding ‘up to’
6 months of age (Vic DHS 2008). A further difficulty

relates to maternal long-term recall of feeding practices.

Headline Indicator: Proportion of infants

exclusively breastfed at 4 months of age

Currently, Australia has no reliable national data collection
system to effectively monitor infant feeding practices,

and the inconsistent use of definitions and terms makes

it difficult to compare studies of breastfeeding rates
(House of Representatives Standing Committee on

Health and Ageing 2007; Webb et al. 2001). Information

on breastfeeding is therefore patchy in Australia:

« Data on exclusive breastfeeding are currently available
for New South Wales, Victoria, Queensland and
Western Australia, but not at 4 months of age.

 National data are available at 4 months of age
from the Growing up in Australia: the Longitudinal
Study of Australian Children (LSAC). However,
this is for predominantly (fully) breastfed
infants, rather than exclusively breastfed.

 National data are available from the ABS 2004-05
National Health Survey, but this is for a combined
measure of exclusive or complementary breastfeeding.

Information from these data sources are presented here,
although none is currently suitable for reporting on

the Children’s Headline Indicator at the national level.
The Australian Government is planning to conduct an
Australian National Infant Feeding Survey in 2009.

Exclusively breastfed

Four Australian states have collected information
on exclusive breastfeeding; however, none collected
this information at 4 months of age. Due to
different survey methods, the results between
these states should not be directly compared.

 In Queensland, according to the 2006-2007
Infant Nutrition Project, 38% of infants were
exclusively breastfed at 2 months of age, declining
to 10% at 5 months of age. This was based on
mothers’ 24-hour recall of infant-feeding practices
(Queensland Health: Paul et al. 2007).

o Among Victorian children under 2 years in 2006,
48% were exclusively breastfed at 3 months of age,
declining to 15% at 6 months of age (Vic DHS 2006).

o In New South Wales, 18% of children aged 0—4
years were exclusively breastfed at 6 months of age
in 2005-06 (NSW Department of Health 2008).

o In Western Australia in 2006-07, 12% of children
aged 0—4 years were exclusively breastfed for
6 months or more (Wood & Daly 2007).
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Predominantly breastfed

The LSAC provides information on predominant
breastfeeding for a cohort of 5,000 infants aged
0-1 year in 2004 (AIFS 2008; see Appendix 2

for further information on the LSAC).

For this cohort, the proportion of infants predominantly
breastfed decreased from 91% at birth to 46% at 4 months
and 14% at 6 months of age (Figure 9.1). Notably, the
proportion of predominantly breastfed infants dropped
by 11 percentage points between birth and 1 week of age.

As the proportion of infants predominantly breastfed
declined with age, the proportion of infants receiving
complementary breastmilk increased. At 6 months
of age, 40% of infants were complementary
breastfed, compared with 11% at 1 month.

Per cent

100
90 | I Complementary breastfeeding

80 W Predominant breastfeeding
70
60 -
50~
40
30|
20
10

Birth 1 2 3 4 5 6
Age of infant (months)

Source: Growing up in Australia: the Longitudinal Study of Australian Children,
Waves 1and 2 (birth cohort) (AIFS 2008).

Figure 9.1: Breastfeeding practices for children aged
0-1 years, by month of age, 2004

Exclusive or complementary breastfeeding

Nationally in 2004-05, an estimated 88% of children aged
0-3 years had been breastfed at some point. However,

the proportion that are breastfed (either exclusive or
complementary) decreases as the age of the infant
increases. Of children aged 1 year in 2004-05, 86% were
reported to have been breastfed at less than 1 month of
age, but only 57% were still being breastfed at 4 months
and only half (51%) at 6 months of age (AIHW analysis of
ABS 2004-05 National Health Survey confidentialised unit
record file).

m Chapter 9 Breastfeeding

Do rates of breastfeeding vary across
population groups?

Currently, there are no national data available on exclusive
breastfeeding for Indigenous infants or infants in remote
or low socioeconomic status areas. National data on
exclusive or complementary breastfeeding and state-based
data for exclusive breastfeeding are presented here.

 Nationally, of Indigenous children aged 1 year in
2004-05 in non-remote areas, an estimated 80% were
breastfed (either exclusive or complementary) at less
than 1 month of age, dropping to 62% and 48% at 4
and 6 months of age, respectively. The corresponding
proportions for non-Indigenous infants were 88%, 58%
and 52% (AIHW analysis of ABS 2004-05 National
Aboriginal and Torres Strait Islander Health Survey).

o With regard to exclusive breastfeeding, according
to the 20002002 Western Australian Aboriginal
Child Health Survey, over half (53%) of Indigenous
infants aged less than 6 months were reported
as being exclusively breastfed, dropping to 7%
at age 6-11 months (Zubrick et al. 2004).

 According to the 2005-06 New South Wales
Population Health Survey, exclusive breastfeeding
of children at 6 months of age was statistically
significantly lower for infants with mothers

- without tertiary qualifications (13% compared
with 25% for those with tertiary qualifications)

— living in the lowest socioeconomic status
(SES) areas (11% compared with 26%
for those in the highest SES areas)

- aged younger than 25 years (9% compared with
17% for mothers aged 25 years and over) (Figure
9.2) (NSW Department of Health 2008).
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Note: See Appendix 1 Methods for explanation of SES.
Source: NSW Department of Health 2008.

Figure 9.2: Proportion of 0—4 year olds exclusively breastfed
at 6 months, New South Wales, 2005-06

Employment and breastfeeding

There is some evidence that a mother’s employment
status and number of hours worked influences the
initiation and duration of breastfeeding. Studies from
the United Kingdom and the United States have found

HOW WELL ARE WE PROMOTING HEALTHY CHILD DEVELOPMENT?

that mothers who plan on returning to work while

their infant is relatively young are less likely to start
breastfeeding than mothers who either do not return

to work, or who plan on returning to work when the
infant is older (Chatterji & Frick 2005; Hawkins et al.
2007; Noble & The ALSPAC Study Team 2001). It has also
been found that mothers who initiate breastfeeding and
return to work while the infant is young have a reduced
duration of breastfeeding (Chatterji & Frick 2005).

Australian research, based on the LSAC, found that
women not in paid employment were more likely

to breastfeed their infant at 6 months of age than
employed women (56% compared with 39% and 44%
of mothers working full and part time, respectively).
The lowest rates of breastfeeding at 6 months were
among those where the mother resumed full-time
employment before 3 months (42%) or between 3 and
6 months (39%) (Cooklin et al. 2008). Data from the
LSAC also show that the type of employment may
influence breastfeeding. Infants were more likely to be
breastfed at 6 months of age if their mother was self-
employed (58%), compared with permanent or casual
employment (45% and 49%, respectively) (AIFS 2008).
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10 Dental health

Good oral health in childhood contributes to better dental outcomes in adulthood—

less decay and the loss of fewer natural teeth.

Indigenous children and children living in Remote and very remote areas or in low
socioeconomic status areas experience significantly worse dental decay than other
children (for 6 year olds, on average, twice as many decayed teeth).

Australian children generally experience good oral
health. Good oral health throughout infancy and early
childhood can have positive effects for both children and
their parents—it enhances children’s confidence, self-
esteem, appearance, chewing ability and social activities
(Okunseri et al. 2005). It also contributes to better

dental health in adulthood, resulting in less decay and
reduced loss of natural teeth (AIHW 2005b). Conversely,
oral diseases and disorders during childhood adversely
affect children’s health and wellbeing. Untreated dental
caries facilitate abscess formation, cellulitis and the
systemic spread of disease. Poor dental health can lead to
failure to thrive and school absences that can negatively
affect school performance (Berg & Coniglio 2006). Poor
nutrition or a diet high in sugar may place children at

an increased risk of developing dental health problems
such as gum disease and dental caries (ADA 2008).

Early preventive strategies, including parental counselling
about diet (such as limiting dietary sugar intake),

oral hygiene practices (such as regular flossing and
brushing with fluoride toothpaste), appropriate use of
fluorides and avoidance of transmission of bacteria from
parents to children, all help to establish practices and
behaviours for good oral health (Berg & Coniglio 2006).

The dental health of Australia’s children has improved
substantially since the mid-1970s (AIHW 2005b).

This trend can be attributed to a number of factors,
including increased access to fluoridated toothpaste
and drinking water, improved dental hygiene, and
provision of clinical preventive services and ongoing
monitoring through the School Dental Scheme.
However, in recent years, there has been a slight
increase in tooth decay among children, which may be
related to changes in dietary patterns, including less
drinking of fluoridated mains water and increased sugar
consumption, and changes in school dental programs.
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Dental health has been endorsed by the AHMC,
CDSMC and the AESOC as a Children’s Headline
Indicator priority area (see Part X for further
information and state and territory data).

DENTAL HEALTH AMONG PRIMARY
SCHOOL CHILDREN

The number of teeth decayed, missing or extracted due
to decay, or with fillings is an indicator of oral disease

in the population and an important indicator of dental
health. The number of decayed, missing or filled teeth is
expressed as a dmft (deciduous or ‘baby’ teeth) or DMFT
(permanent teeth) score. Another indicator of dental
health is the percentage of children who are decay-free.

The data source for this chapter is the 2002 Child
Dental Health Survey, conducted by the AIHW Dental
Statistics Research Unit (see Appendix 2 Data sources).
This survey represents the only data routinely collected
by all states and territories on child dental health.

Data from the 2003-2004 survey was not available

for this report (Armfield & Brennan in press).

Children with decayed, missing or
filled teeth

Headline Indicator: Mean number of decayed,

missing or filled teeth (DMFT) among primary

school children aged 12 years

o The mean number of decayed, missing or filled teeth
for 6 year olds was 2.0 (dmft) and among 12 year olds
was 1.0 (DMFT) in 2002 (AIHW DSRU: Armfield et al.
2007). This suggests that the mean number of teeth



with caries was twice as high in deciduous (baby) teeth
as in permanent teeth. The mean number of teeth with
caries was similar among boys and girls at both ages.

¢ Mean decay experience of children aged 6 and 12 years
declined in the early to mid-1990s; however, since 1997
dental decay among 6 year olds has increased, while
among 12 year olds it has remained relatively stable
(Figure 10.1).

Mean dmft and DMFT
2.5+

20 \/\/\/
1:0— \-—\_——.—v

— 6 years (dmft)
=12 years (DMFT)

T T T T T T T T T T T T T
1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002
Year

Note: Data for NSW are excluded due to a lack of representativeness of the sample. See AIHW
DSRU: Armfield et al. 2007 for further information.

Source: Child Dental Health Survey 2002, unpublished data.

Figure 10.1: Mean number of decayed, missing or filled teeth
among children aged 6 and 12 years, 1990-2002

Children free from dental decay

Key national indicator: Proportion of children

decay-free at age 6 years and at age 12 years

According to the 2002 Child Dental Health Survey:

o Over half of all children aged 6 and 12 years were
decay-free in 2002 (53% and 58% respectively).

o The proportion of 6 year olds free from dental
decay increased from 51% to 56% between 1991
and 1996, but has since declined to 53% in 2002,
while among 12 year olds the proportion increased
from 49% to 58% between 1991 and 2002.

¢ Boys were more likely than girls to be decay-
free at age 12 (60% compared with 56%), while
among 6 year olds the proportion was similar for
boys and girls (52% and 53%, respectively).

Does dental health vary across
population groups?

While most Australian children experience good oral
health, some groups of Australian children have poorer
dental health, in particular Aboriginal and Torres Strait
Islander children and children living outside major
cities and in the most socioeconomically disadvantaged
areas. These groups of the population are at an
increased risk of poor dental health, as they are more
likely to reside in areas where drinking water is not of
optimal fluoride concentration, and the accessibility
and affordability of dental health services are critical
factors (AIHW DRSU: Jamieson et al. 2007). Poorer
outcomes for these population groups are reflected

in both the mean decayed, missing and filled teeth
scores and the proportion of children decay-free.

According to the 2002 Child Dental Health Survey:

o On average, Indigenous children had more
decayed, missing or filled teeth than their non-
Indigenous counterparts, based on data from
Victoria, Queensland, South Australia and the
Northern Territory (2.6 and 1.8 times as many for
6 and 12 year olds, respectively) (Figure 10.2).

o Children aged 6 and 12 years living in Remote and very
remote areas had, on average, 70% and 44% more teeth
with dental caries than those living in Major cities.

o Children living in the lowest socioeconomic status
(SES) areas experience worse dental decay than those
in the highest SES areas (2 and 1.5 times as many
decayed teeth for 6 and 12 year olds, respectively).

The proportion of children decay-free at age 6 years was
much lower for Indigenous children (21% compared
with 54% for non-Indigenous children); children living

in Remote and very remote areas (39% compared

with 57% for children in Major cities); and children
living in the lowest SES areas (46% compared with

66% in the highest SES areas). While this pattern was
also evident for children aged 12 years, the disparity
between the population groups was not as great.
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(a) See Appendix 1 Methods for explanation of socioeconomic status (SES).

Note: Data for NSW are excluded due to a lack of representativeness of the sample. See AIHW
DSRU: Armfield et al. 2007 for further information.

Source: Child Dental Health Survey 2002, unpublished data.

Figure 10.2: Mean number of decayed, missing or filled teeth
among children aged 6 and 12 years, 2002

How do Australia’s rates of child dental
decay compare internationally?

Australia compares favourably with other OECD countries
in the mean number of decayed, missing or filled teeth
among 12 year olds. Australia ranked 7* out of 27

OECD countries in 2002, with a mean of one decayed,
missing or filled permanent tooth (DMFT)—better

than the OECD average of 1.6 (Figure 10.3). Mean decay
experience was lowest in Germany (0.7) and also in
Denmark, Luxembourg, Netherlands and the United
Kingdom (all 0.8); and was highest in Poland (3.8).

Internationally, reductions in caries and other dental
problems have been achieved through numerous public
health measures such as community water fluoridation,
along with changed living conditions, and improved
disease management and oral hygiene (OECD 2008a).

Germany (2005)
Luxembourg (2006)
Denmark (2005)
United Kingdom (2003)
Netherlands (2002)
Australia (2002)
Ireland (2002)
United States (2004)
OECD average

New Zealand (2006)
Poland (2000)

T T T
1.5 20 25 30 35 40
Mean DMFT

Note: Based on data from 27 OECD countries.
Source: OECD 2008b.

Figure 10.3: Mean number of decayed, missing or filled teeth
(DMFT) among 12 year old children in selected OECD countries

Access to fluoridated water

Water fluoridation is an effective public health measure to
prevent dental decay, and is an equitable way to achieve
community-wide exposure to the caries prevention
effects of fluoride. Fluoride can help to reduce half the
number of cavities an individual will develop in their
life, as it makes the enamel of the tooth more resistant
to the acid attacks of plaque bacteria. It reduces dental
disease, loss of teeth, time away from work or school,
and anaesthesia-related risks associated with dental
treatment (ADA 20071; US DHHS 1991). The prevalence
of tooth decay is lower in areas where fluoride is
naturally present in the water supply or where fluoride
has been added (AIHW DSRU: Armfield et al. 2007).

Most children (over two-thirds) live in areas with access

to fluoridated water, but there are some parts of Australia
without fluoride in the public water supply. In Queensland,
only 4.9% of children have access to optimum fluoride
concentrations in the public water supply, compared

with over 80% in most other jurisdictions (except for
Victoria where the proportion is 74%) (Table 10.1).

In 2007, the Queensland Government committed

to providing more than 90% of Queenslanders with
fluoridated water supply by 2012 (Qld DPC 2008).

Table 10.1: Proportion of children aged 0-14 years residing in areas with optimum® fluoride concentration in the mains water, 2001

NSW Vic Qld WA

SA Tas ACT NT Australia

Per cent 89.2 735 49 88.9

80.6 94.1 100.0 80.8 68.4

(a) = 0.7 parts per million (ppm) except Darwin, NT, where 0.6 ppm is considered optimal.
Source: Armfield 2006.
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11 Physical activity and nutrition

Regular physical activity and good nutrition reduces cardiovascular risk factors, such as
overweight, high blood pressure and Type 2 diabetes, and improves the psychosocial

wellbeing of children.

The majority (74%) of children aged 9-14 years met the physical activity guidelines; however,
only one-third met the screen time guidelines. Very few children aged 4-13 years consumed
the recommended serves of vegetables; 50-60% met the recommendations for fruit.

Physical activity and good nutrition have many benefits
for children’s health and wellbeing and are important in
maintaining good health. Regular physical activity and
good nutrition reduces cardiovascular risk in its own right
and also improves levels of cardiovascular risk factors such
as overweight, high blood pressure and Type 2 diabetes;
protects against some forms of cancer; and strengthens
the musculoskeletal system (AIHW 2008b; NHMRC
2003b; Okely et al. 2008). Physical activity also improves
children’s psychosocial wellbeing by reducing symptoms of
depression, stress and anxiety, and through improvements
in self-confidence, self-esteem, energy levels, sleep

quality and ability to concentrate (Hills et al. 2007).

Physical activity can include any activity that requires
children to expend energy, including sports, domestic
duties or simply playing. A child’s participation in
physical activity is shaped by individual preferences,
in combination with cultural and family influences,
and can be affected by the presence of disease or
disability. It can also be influenced by environmental
factors such as climate and the availability of suitable
spaces and other resources for exercise or play.

Good nutrition is important in supporting the rapid
growth and development that occurs during childhood.
As with physical activity, children’s eating choices are
shaped by individual preferences, as well as cultural

and family influences. For young children, diet is

largely determined by their parents; however, children
take on greater responsibility for their own food
choices as they grow older. It is therefore important

to establish healthy eating patterns at young ages.

Physical activity and nutrition are critical factors

in determining a person’s body weight. If energy
intake (via food and drink) is not balanced by energy
expenditure (via activity and internal body functions)
on a sustained basis, the excess food energy is stored
as body fat. Physical inactivity and poor nutrition
may be important contributors to the rising levels

of obesity in the general population (AIHW 2008b;
see also Chapter 22 Overweight and obesity).

PHYSICAL ACTIVITY AMONG
AUSTRALIAN CHILDREN

In Australia, National Physical Activity Guidelines have
been developed around the intensity, duration and
frequency of physical activity that is necessary to obtain
health benefits for children and youth. These guidelines
recommend at least 60 minutes, and up to several hours,
of moderate to vigorous physical activity (for example, a
brisk walk or a game of netball or football), every day of
the week for children aged 5-18 years (DoHA 2004). This is
consistent with research showing that the health benefits
of physical activity are often linked to the intensity at
which an activity is performed (Ortega et al. 2008).

The guidelines also recommend that children not exceed
more than 2 hours of non-educational screen time (for
example, watching movies or playing computer games)
per day. Evidence suggests that children who engage in
more than 2 hours of screen time per day are more likely
to be overweight; be less physically active; drink more
sugary drinks; snack on foods high in sugar, salt and

fat; and have fewer social interactions (CSIRO 2009).
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The National Physical Activity Guidelines (including

screen time guidelines) can be interpreted in a
number of different ways, which results in a range

of prevalence estimates depending on the method
used (see Box 11.1). Each method has strengths and
limitations; however, the ‘child x day’ method has been
recommended as the preferred method, as it accounts
for the characteristics of the randomly selected day
(weather conditions, out-of-school activities) and
compliance with the guidelines (Olds et al. 2007).

Box 11.1: Method:s for calculating physical
activity prevalence estimates from the
2007 Australian National Children’s
Nutrition and Physical Activity Survey

All days method: Children are considered
compliant if they met the guidelines on all 4 days.

Most days method: Children are considered
compliant if they met the guidelines on at least
3 of the 4 days.

Four-day average method: Children are
considered compliant to the moderate to vigorous
physical activity guidelines if their activity,
averaged over 4 days, was greater than or equal
to 60 minutes per day; compliant to screen
guidelines if their average daily screen time was
less than or equal to 120 minutes per day; and
compliant to both if both thresholds were met.

Child x day method: Prevalence was calculated
as the probability that a randomly chosen

child on a randomly chosen day would meet
the guidelines. To calculate this prevalence
estimate, it is simply a matter of calculating the
proportion of all days that meet the guideline.

Source: Olds et al. 2007.

Key national indicator: Proportion of children

meeting the National Physical Activity Guidelines

and not exceeding the screen time guidelines

According to the 2007 Australian National Children’s
Nutrition and Physical Activity Survey, among children
aged 9-14 years, using the preferred ‘child x day’ method:

o The majority (74%) of children met the National
Physical Activity Guidelines for moderate to
vigorous physical activity (that is, at least 60
minutes of recommended activity) (Table 11.1).
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o Only one-third of children met the guidelines for
screen time use (that is, not exceeding 2 hours of
non-educational screen time).

» Boys were more likely to meet the guidelines for
physical activity, whereas girls were more likely to
meet the guidelines for screen time.

Table 11.1: Children aged 9-14 years meeting National
Physical Activity Guidelines, 2007 (per cent)

Physical activity Screen time®

Boys Girls Children  Boys Girls Children

All days method 37 299 370 49 85 6.7
Most days method 723 56.8 64.8 145 239 191
4 day average method 92.2 816 87.0 177 276 22.5
Child x day method 785 689 73.8 287 384 334

() For screen time, compliance with the National Physical Activity Guidelines was defined as less
than 2 hours of any screen time outside school hours.

Note: See Box 11.1 for a definition of the methods used to interpret the guidelines.

Source: 2007 Australian National Children’s Nutrition and Physical Activity Survey,
unpublished data.

NUTRITION AMONG AUSTRALIAN
CHILDREN

The Dietary Guidelines for Children and Adolescents in
Australia provide dietary recommendations for 4—18
year olds (NHMRC 2003b). Children and adolescents are
encouraged to eat plenty of vegetables, legumes, fruit
and cereals; to include lean meat, fish, poultry, milk,
yoghurt, cheese and/or alternatives in their diet; and to
drink plenty of water. A healthy diet should also be low

in saturated fat and salt, and contain only moderate
amounts of sugar. In regards to the consumption of fruit
and vegetables, the Guidelines recommend the following:

o 4-7 years: 1 serve of fruit and 2 serves of vegetables
o 8-11years: 1 serve of fruit and 3 serves of vegetables

o 12-18 years: 3 serves of fruit and 4 serves of vegetables.

Information on children meeting the guidelines are
available from the 2007 Australian National Children’s
Nutrition and Physical Activity Survey; however,

this survey collected data for different age groups to
those on which the guidelines are based. This meant
that the guidelines were interpreted differently for
reporting these age ranges (see DoHA 2008).
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Table 11.2: Children aged 4-13 years meeting daily Dietary Guidelines, 2007 (per cent)

4-8years 9-13 years
Boys Girls Children Boys Girls  Children
Fruit > 1-3 serves (excluding juice) 63 59 61 50 52 51
> 1-3 serves (including juice) 95 92 923 89 91 90
Vegetables > 2-4 serves (excluding potatoes) 4 1 3 2 2 2
> 2—4serves (including potatoes) 22 22 22 17 1 14

Source: 2007 Australian National Children’s Nutrition and Physical Activity Survey (DoHA 2008).

According to the 2007 Australian National Children’s
Nutrition and Physical Activity Survey:

PART Il

o Over 60% of children aged 4-8 years and
around half of children aged 9-13 years met
the recommendations for daily serves of fruit

(excluding juice). This increased to 93% and 90%
respectively with the inclusion of juice (Table 11.2).

e Only a very small proportion of children met the
recommendations for daily serves of vegetables
(excluding potatoes)—3% of 4—8 year olds and 2%
9-13 year olds. Even with the inclusion of potatoes, the
proportions remained low (22% and 14%, respectively).

HOW WELL ARE WE PROMOTING HEALTHY CHILD DEVELOPMENT?
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12 Early learning

The early years are important for the acquisition of a range of skills across all
developmental domains, including the foundations for literacy. Shared book
reading contributes to the development of literacy skills and is the most

important activity for later success in reading.

No national data are available on infants being read to by an adult.

The years from birth to age five are a critical period of
development, as learning that occurs during this time
has a lasting impact on health, future learning and life
success. Learning involves many aspects of a child’s
functioning, including language development, literacy
acquisition, cognitive processes, emotional development,
self-regulation and problem-solving skills (CCCH 2008b).
Research shows that early brain development in the first
years of life lays the foundation for critical connections
in language development. Early literacy activities, such
as reading, rhyming, singing and storytelling, within the
first few years of life are therefore crucial in stimulating
early brain development (CCCH 2008a; Ravi 2007).

The Australian Government has formed a consortium
of early childhood experts to develop a national Early
Years Learning Framework. The framework will describe
the broad parameters, principles and outcomes required
to support and enhance children’s learning from birth
to 5 years of age, as well as their transition to school.
The framework will have specific emphasis on play-
based learning, communication and language (including
early literacy and numeracy) as well as personal,
emotional and social development. The framework

will be implemented in July 2009 (DEEWR 2008b).

THE IMPORTANCE OF SHARED
READING

A child starts learning at birth, and the amount and quality
of early language activities that children are exposed to

is a key factor in early literacy success, particularly the
development of the linguistic skills that are necessary for
reading. Learning to read is a lengthy process that begins
very early in children’s development and affects wellbeing
throughout life. If a child cannot read, their academic
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achievement at school and vocational achievement upon
leaving school can be adversely affected (Lyon 1999).

Strong predictors of children’s early literacy success
are parent’s literacy and socioeconomic status, the
number of books in the home and shared reading.
In fact, studies have suggested that reading aloud
to children is the single most important activity
for building the knowledge required for eventual
success in reading (Huebner & Meltzoff 2005).

The benefits of reading aloud to young children

include the processing and acquisition of language and
encouragement of phonological awareness; acquainting
children with written language and the conventions of
print; and providing opportunities for infants to begin to
develop positive dispositions towards reading (CCCH &
The Smith Family 2004; Klass et al. 2003; Makin 2006).

The frequency and length of reading sessions are
important factors in language development. An evaluation
of the Early Head Start program in the United States found
that the frequency of reading to children was associated
with children’s vocabulary and cognitive ability at 14, 24
and 36 months of age, and also at later ages. Further, the
more that mothers read to their children, the greater the
gains—by age 3, children whose mothers had read to
them daily during the preceding 2 years had significantly
elevated language and cognitive scores (Raikes et al. 2006).

In recognition of the importance of developing early
literacy skills, a number of book-based programs have
been implemented in various countries to encourage
early book reading to infants: Let’s Read, Better
Beginnings (Australia), Bookstart (UK), and Reach
Out and Read (USA). These programs, which utilise

a combination of book giveaways, parental guidance
and baby story time sessions, have been found to have
a positive effect on children (Vic DEECD 2006).



HOW MANY INFANTS ARE READ
TO BY AN ADULT?

Key national indicator: Proportion of children
aged < 1 year old who are read to by an adult on

a regular basis

This indicator requires further consultation and research
to identify and clarify the measurement components.
Measurement difficulties arise in the use of the term
‘regular’. Some studies have defined ‘regular’ as being
read to at least 3 times per week; however, further
specification is possible. For example, on at least 3 separate
days or on 3 separate occasions, as children may be read
to more than once per day. The effects of frequency

and duration of book reading on child outcomes in
terms of language development, literacy and early brain
development in general have not been determined.

A further difficulty with the indicator surrounds

the use of the term ‘adult’, which may exclude being
read to by siblings. Parents may also report what
they perceive to be socially desirable responses on
reading to children, or may have difficulty accurately
recalling how often they read to their child.

There are no national data available on infants
read to by an adult; however, data for Victoria are
available from the 2006 Victorian Child Health

and Wellbeing Survey. This survey asked parents of
children aged 6 months to 12 years how often they,
or another family member, read to children from

a book in the previous week (Vic DHS 2007a).

The survey found that for children in Victoria
aged 6 months to less than one year in 2006:

« half were read to on 6 or 7 days in the preceding week
« around one-fifth each were read to on 1-2 days and
3-5 days

o almost one in ten (9%) were not read to at all
in the preceding week, although this estimate
should be interpreted with caution as it has a high
relative standard error (between 25 and 50%).

Although no national data are available for infants, data
are available for 2-3 year olds read to by a parent, or
another adult family member, from the Growing up

in Australia: the Longitudinal Study of Australian
Children (LSAC).

According to the LSAC, more than half (58%) of

2-3 year olds were read to most days (6 or 7) in the
preceding week. A further 22% and 13% of children
were read to on 3-5 days and 1 or 2 days, respectively;
7% were not read to at all in the previous week.

When asked how long their children were read to,

the majority (61%) of parents reported that children
were read to for 6-15 minutes per sitting. Very few
children did not like being read to at all, or were

read to for greater than 40 minutes (Figure 12.1).

Per cent
50
40 |
30 -
20 -|
104

0 _

Childdoes <5 6-10 11-15  16-20 2140 > 40
not like being
read to

Number of minutes

Source: Growing up in Australia: the Longitudinal Study of Australian Children, Wave 2
(birth cohort), unpublished data.

Figure 12.1: Length of time children aged 2-3 years read to
by an adult family member, 2006-07
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Part |V

HOW WELL ARE AUSTRALIA'S CHILDREN
LEARNING AND DEVELOPING?

A child’s learning and development is integral to their
overall health and wellbeing, as well as the future
productive capacity of society. Current government
priorities are geared towards developing an early
childhood development strategy which focuses on
ensuring that all 4 year old children have access to early
childhood education programs in the year before full-
time schooling. Attendance at early childhood education
programs has been found to have beneficial effects on a
child’s readiness for school and their ability to transition
to full-time schooling, particularly among disadvantaged
children. Transition to primary school is also affected by
other factors such as child health, family characteristics,
and the home and community environment.

Successful educational outcomes during the primary
school years and beyond are affected by a number
of factors, including school attendance and the
successful acquisition of literacy and numeracy skills.

Indicator

Attending early childhood

education programs beginning primary school

Proportion of children attending an educational program in the 2 years before

The early childhood years are also crucial for social
and emotional development which encompasses a
broad range of skills that children need to develop
in order to succeed at school, and in life generally.

The aim of Part IV is to provide a picture of children’s
development with regards to early learning, the primary
school years, and their overall social and emotional
development. Key indicators addressed are:

o attending early childhood education programs
e transition to primary school

o attendance at primary school

o literacy and numeracy

« social and emotional development.

The following table shows how children fare across
the various indicators presented in Part IV.

Value Trend

Data not available

Transition to primary school

Proportion of children entering school with basic skills for life and learning

National data

not available
Attendance at primary school Attendance rate of children at primary school (Year 5) (2007) 85-95%
Proportion of children in Year 5 who achieved at or above the national minimum
standards (2008)
Literacy and numeracy .. reading 91%
... numeracy 93%

Social and emotional

development Under development

Data not available

Key: . . = no trend data presented.
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13 Attendance at early childhood

education programs

Attendance at high-quality early childhood educational programs contributes to optimal child
development, including cognitive development and successful transition to primary school.

National data are not available on children attending an early educational program in the

2 years before beginning primary school.

Many Australian children have access to formal early
learning programs through attendance at child care

or preschool. Preschool is a planned education and
developmental program for children in the year (or
sometimes 2 years) before they begin full-time primary
education. The program is planned and delivered

by a university-qualified early childhood teacher.

Attendance at early childhood educational programs is
considered to have a number of benefits, including better
intellectual development and independence, sociability
and concentration, language and cognitive development,
and preparation for the successful transition to formal
schooling. It is also associated with a lower incidence

of personal and social problems in later life, such as
school dropout, welfare dependency, unemployment
and criminal behaviour (Gorey 2001). The quality of early
childhood education has an important effect on child
outcomes—high-quality preschooling, including staff
with higher qualifications, is related to better intellectual
and social/behavioural development (Harrington 2008).

Preschool programs may be especially positive in the
lives of children from disadvantaged backgrounds,
where children may not be receiving the stimulation
they require from the home environment. The Effective
Provision of Pre-School Education study, which followed
the developmental progress of over 3,000 preschool
children across England, found that the increased risk of
antisocial or worried behaviour among disadvantaged
children at school entry can be reduced by high-quality
preschool care at 3 and 4 years of age (Sylva et al. 2003).
Studies in the United States have shown that children
from low socioeconomic backgrounds attending
focused, high-quality early education programs also
have improved long-term outcomes. Campbell and
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colleagues (2002) found that these children achieved high
levels of emotional, intellectual and social development
at age 21 and, in a separate study, Schweinhart and
colleagues (2005) identified better performance over

a range of outcomes, including education, economic
performance, family relationships and health, at age 40
from the High/Scope Perry Preschool Program. Investing
in good-quality preschool provision is therefore likely

to be an effective means of developing children’s social
competency and emotional health (Boyd et al. 2005),
and may narrow existing gaps in academic achievement,
particularly among disadvantaged populations.

Attending early childhood education programs

has been endorsed by the AHMC, CDSMC and the
AESOC as a Children’s Headline Indicator priority area
(see Part X for further information). The Council of
Australian Governments (COAG) has also committed
to providing universal access to early childhood
education programs to all 4 year olds for 15 hours per
week, for a minimum of 40 weeks per year, by 2013;
with a particular focus on Indigenous 4 year olds in
remote Indigenous communities (DEEWR 2008e).

HOW MANY CHILDREN ATTEND AN
EARLY EDUCATIONAL PROGRAM?

Itis difficult to estimate the number of children who
participate in formal early childhood education programs
in the years before the first year of primary schooling due
to the varied nature of children’s services throughout
Australia and differences in data collection between
states and territories. Currently, no comprehensive,
national, comparable collection of information on early
childhood education programs exists in Australia.



Preschool has various names in different Australian
states and territories, including kindergarten, child-
parent centres, and pre-primary. The age at which a
child attends primary school differs between states
and territories, and therefore the age at which a
child attends an early childhood education program
may also differ. Participation in early childhood
education programs is usually for children in the
year before school (generally 4 year olds), although
it is open to 3 year olds in some jurisdictions.

Development of a Children’s Services National
Minimum Data Set (CSNMDS) has been completed
with the publication of the final report in February
2007 (NCSIMG 2007). The CSNMDS, endorsed by

the Community and Disability Services Ministers’
Advisory Council (CDSMAC) in 2006, aims to provide
nationally comparable and comprehensive data about
the provision of child care and preschool services
including information about the children who use the
services, the service providers and their workers. The
AIHW has examined the feasibility of implementing the
CSNMDS and found that most states and territories
have not incorporated the CSNMDS data items into
their collections due primarily to cost and feasibility
issues. However, all jurisdictions felt that the data
items in the CSNMDS would be a useful start if there
was an agreement to establish a national collection.

The AIHW and the ABS are currently working together
to develop national data standards for the performance
indicators of the National Partnership Agreement

on Early Childhood Education. Data standards in the
CSNMDS will be used as the basis for this work.

Headline Indicator: Proportion of children attending
an educational program in the 2 years prior to

beginning primary school

Information on children aged 3—4 years attending
preschool or long day care is presented here, in the
absence of available data to address the Headline
Indicator of attendance at an educational program
in the 2 years before beginning primary school.

The ABS Child Care Survey, a population-based survey,

is one of a number of sources of information on children
attending early childhood educational programs across
Australia. The major benefit of this survey is that it
captures both government and private child care and
preschool services. However, it has a number of limitations:

o The survey may undercount the number of
children attending preschool due to differences
in terminology and starting age of preschool
in different states and territories.

o Data are reported by parents and may be
affected by their ability to accurately recall or
identify the type of setting or learning program
in which children are participating.

o The term ‘preschool’, as used in the survey,
encompasses a number of learning environments other
than state-based preschools, but may not include
all educational programs in long day care centres
and other settings. While the ABS 2008 Childhood
Education and Care Survey (not available for this report)
will enable improved identification of these, it remains
subject to the other limitations of the 2005 survey.

Data presented here give a broad indication of the
number of children attending early educational
programs planned and delivered by a university-
qualified early childhood teacher, as well as a range of
other structured programs across the various settings.
However, it will overestimate the number of children
attending an early childhood educational program.

According to the ABS 2005 Child Care Survey:

« In the survey reference week, 68% of children aged
3-4 years (343,100 children) attended preschool
or a long day care centre—attendance at either
preschool or long day care was greater for 4 year
olds (80%) than for 3 year olds (56%) (Figure 13.1).

« A higher proportion of 3 and 4 year olds attended
preschool or long day care than in 1999. Attendance
increased by around one-quarter in both settings
for 4 year olds, whereas attendance by 3 year
olds increased in long day care (40% increase),
but decreased in preschool (14% decrease).

o The most common reasons given by parents for using
preschool or long day care were work-related (including
work, looking for work and work-related study or
training) (34%), to prepare child for school (23%) and
because it was considered beneficial for the child (21%).

o Children in couple-parent families were more likely
to attend preschool (43%) than children in one-
parent families (31%). However, the reverse was true
for long day care centres, (40% of children in one-
parent families compared with 31% of children in
couple families). These patterns may be explained
by one-parent families requiring the longer hours
of operation provided by long day care centres.
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Note: The sum of children attending preschool and long day care will add to more than the
total, as children may attend both preschool and long day care. Totals presented here count
children attending both preschool and long day care once only.

Source: AIHW analysis of ABS 1999, 2002 and 2005 Child Care Survey confidentialised unit
record file.

Figure 13.1: Trends in preschool and long day care
attendance, 1999 to 2005

Educational programs in long day
care centres

The Australian Government Census of Child Care
Services collects information on children in Australian
Government-approved and supported child care services
who attend a preschool program run by a qualified

early childhood teacher in long day care services.
According to the 2006 Census of Child Care Services:

« Nearly half (48%) of long day care services offered a
preschool program. Two-thirds of these programs were
provided in-house, 28% of services took children to a
preschool and 5% of services offered both an
in-house program and took children to a preschool.

« Of the 186,000 children in an Australian Government-
supported long day care service, 62% of children
aged 3-4 years attended a long day care service that
offered a preschool program (DEEWR 2008a).
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DO ALL CHILDREN ACCESS EARLY
EDUCATIONAL PROGRAMS EQUALLY?

There were substantial differences in children’s attendance
at preschool and/or long day care by geographical
remoteness in 2005, particularly for 3 year olds. However,
as the ABS Child Care Survey excludes those living in

very remote areas, this information does not provide a

full picture on children accessing programs in remote
Australia. According to the ABS 2005 Child Care Survey:

« Attendance at preschool increases with remoteness
for 4 year olds (from 60% in Major cities to 69%
in Outer regional and remote areas combined),
but declines considerably for 3 year olds (22%
in Major cities and 8% in Outer regional and
remote areas combined) (Figure 13.2).

+ Long day care attendance for 3 year olds was
higher in Major cities than in Outer regional and
remote areas combined (43% compared with 26%),
while there was no clear pattern for 4 year olds.
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Note: Very remote areas were excluded from the survey.
Source: AIHW analysis of ABS 2005 Child Care Survey confidentialised unit record file.

Figure 13.2: Children attending preschool or long day care by
remoteness, 2005
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14 Transition to primary school

Children entering school with basic skills for life and learning have higher levels of
social competence and academic achievement, increasing their likelihood of achieving
their full potential.

Based on data from 60 communities, one-quarter of children were developmentally
vulnerable in one or more developmental areas of the Australian Early Development
Index in 2004-2007. National data will be available in the future.

Children entering school with basic skills for life and environments and experiences that support the healthy E
learning are more likely to experience a successful development of children (Farrar et al. 2007). Dockett and (-4
transition to primary school. Schooling transition Perry (2007) discuss three dimensions of school readiness: E
issues relate to emotional competence, capacity for a child’s readiness for school; the school’s readiness

engagement with others and resilience in meeting the for children; and family and community supports and

demands of schooling. Children who make a successful services that contribute to the child’s readiness.

transition to school have higher levels of social
. 8 . . Factors that affect the school readiness of children
competence and academic achievement compared with o ) ) ]
. . . . . at individual, family and community levels include

those who experience difficulty making this transition

(Shepard & Smith 1989). Conversely, children who
enter school not yet ready for school-based learning

socioeconomic status; child health; family characteristics
such as family type, parental education and mental health;

. . the home and community environment; and participation
have lower levels of academic achievement, and are ) .
) i in a quality preschool program (Farrar et al. 2007). A
at an increased risk of teenage parenthood, mental
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o o o number of studies, including the Effective Provision of
health problems, committing criminal activity and . } . .

Pre-School Education study in the United Kingdom
poorer employment outcomes (Farrar et al. 2007). . ) .
and the High/Scope Perry Preschool Program in the United

Issues around the transition to full-time primary school States, have demonstrated the effectiveness of high-

for children are discussed under a number of conceptual quality, targeted preschool programs in reducing the
theories, including readiness for learning and readiness effects of social disadvantage, developing children’s

for school. Readiness to learn refers to the level of social competency and emotional health, and preparing
development at which a child is ready to undertake the children for a successful transition to formal schooling
learning of specific materials; readiness for school refers (Boyd et al. 2005; Sylva et al. 2003; see also Chapter 13
to the level of development at which a child can fulfil Attendance at early childhood education programs).

schooling requirements and understand the curriculum. . .
Transition to primary school has been endorsed by

the AHMC, CDSMC and the AESOC as a Children’s
Headline Indicator priority area (see Part X for more

School readiness can be described in terms of age,
stage of development, a demonstrated set of skills, or

relationships and interactions (Dockett & Perry 2007). In . . . o .
. . ! information). In addition, COAG has initiated a series of
most countries school entry is based solely on age—in )
. reforms to early childhood development through the
Australia some states offer school entry as early as 4 . ) L .
. Productivity Agenda, including increasing access to,
years and 7 months. Recently, the understanding of what . ’ . . .
. . and improving the quality of, early childhood education
constitutes school readiness has been broadened from ’ . . )
. . . programs and early learning experiences in child care.
focusing on these child factors, such as age or specific i )
These reforms are being progressed with the states and

skills and competencies, to shared responsibilities of o
territories through the COAG process (COAG 2008a).

families, schools and communities in providing the
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CHILDREN ENTERING SCHOOL
WITH BASIC SKILLS FOR LIFE
AND LEARNING

There is currently no nationally consistent system

for assessing children’s readiness for a successful
transition to school; however, the Australian
Government has committed to the national
implementation of the Australian Early Development
Index (AEDI), commencing in 2009. COAG has also
endorsed the AEDI as a national progress measure

of early childhood development in Australia.

The AED], a population measure of children’s
development, collects information on five developmental
domains: physical health and wellbeing; social
competence; emotional maturity; language and
cognitive skills; and communication skills and general
knowledge of children at school entry (see also Part

Xl and Appendix 2 for more information). The AEDI
provides information on early childhood development,
including how prepared children are to make the
successful transition to school, and provides insight into
the effects that communities and social environments
have on children’s outcomes. The AEDI has the potential
to measure progress over time in improving early
childhood development outcomes. Between 2004 and
2007, the AEDI was implemented in 60 communities
across Australia, and surveyed 37,420 children.

Headline Indicator: Proportion of children entering

school with basic skills for life and learning

For each of the five developmental domains on the AEDI,
‘cut-off’ scores are developed below which children are
considered to be developmentally vulnerable or ‘at risk’.
Children scoring below these cut-offs demonstrate a
much lower than average ability in the skills measured

in that domain. Cut-off scores are also developed to
identify children who are performing well, meaning that
they demonstrate above-average ability in that domain.

Between 2004 and 2007, in the 60 communities
in which the AEDI was implemented:

o The majority of children (two-thirds) were
performing well on one or more domains,
and almost half (47%) were performing well
on two or more domains (Figure 14.1).

Chapter 14 Transition to primary school

o One-quarter of children surveyed were
developmentally vulnerable on one or more
developmental domains. These children may have
difficulty making a successful transition to school.

o About 13% of children were developmentally
vulnerable on two or more developmental
domains. These children are considered to be
at particularly high risk developmentally.

Per cent
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Note: Weighted to Socio-Economic Indexes for Areas (SEIFA). See Appendix 1 Methods for
further information on SEIFA.

Source: AEDI Communities data 2004—2007, CCCH and the Telethon Institute for Child Health
Research, unpublished data.

Figure 14.1: Children developmentally vulnerable and
performing well on AEDI domains, 2004—2007

How do children from disadvantaged
backgrounds perform on the AEDI?

Children from socioeconomically disadvantaged
backgrounds generally do not perform as well
academically as other children. High-quality, targeted
preschool programs have been shown to reduce

the effects of social disadvantage, and may narrow
these existing gaps in academic achievement. The
development of socially and culturally appropriate
processes and programs is important for the success
of transition programs for any child or group of
children (Dockett & Perry 2007; Perry et al. 2007).

Between 2004 and 2007, in the 60 communities

in which the AEDI was implemented, children in
the lowest socioeconomic status (SES) areas were
twice as likely to be developmentally vulnerable on
one or more domains of the AEDI as those in the
highest SES areas. However, in the highest SES areas,
there were still 15% of children developmentally
vulnerable on one or more domains (Figure 14.2).
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Source: AEDI Communities data 2004—2007, CCCH and the Telethon Institute for Child Health
Research, unpublished data.

Figure 14.2: Children developmentally vulnerable on one or
more AEDI domains by socioeconomic status, 2004—2007
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15 Attendance at primary school

Attendance at primary school is a key national education goal, as children who are absent
from school miss out on critical stages of development and are less likely to achieve

educational and life success.

In 2007, the attendance rate across the states and territories for Year 5 students was
between 85% and 95%. Indigenous students generally had a lower attendance rate

than non-Indigenous students.

Primary school provides the first compulsory educational
experience for Australian children, and regular school
attendance is critical to successful student outcomes.
School attendance helps children develop the basic
building blocks for learning and educational attainment,
and social skills, such as friendship building, teamwork,
communication skills and healthy self-esteem. Regular
attendance and participation in schooling is therefore

an important factor in educational and life success.
However, children who are regularly absent from school
are at risk of missing out on these critical stages of
educational development and may experience long-
term difficulties with their learning, which may result

in fewer educational and employment opportunities.
Absenteeism can also exacerbate issues of low self-esteem,
social isolation and dissatisfaction (Vic DHS 2007b).

The importance of all children attending primary school
is not restricted to Australia or developed countries,
but is increasingly being recognised worldwide as a
crucial factor in children’s development and wellbeing.
Achievement of universal primary education (that

is, enrolment, attendance and completion) has

been identified as one of the eight United Nations
Millennium Development Goals (UNICEF 2009).

A child’s health affects whether or not they attend
school, and their ability to learn and participate in
school activities (MCEETYA 2001). A high proportion of
Indigenous children experience chronic health problems,
such as middle ear infection and nutritional deficiencies,
which negatively affects their school attendance

and learning outcomes (ABS & AIHW 2005). Further,
Indigenous students have higher rates of absenteeism
and suspension, and lower retention rates than non-
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Indigenous students (Bourke et al. 2000), which limits their
future life choices and ability to achieve their full potential.
Increasing attendance at primary school for disadvantaged
populations, particularly for Indigenous children, will

help to reduce the considerable gap that currently exists

in academic achievement between population groups
within Australia. The Western Australian Aboriginal

Child Health Survey has shown a direct relationship
between the number of days absent from school

and academic performance (Zubrick et al. 2006).

Attendance at primary school has been endorsed by the
AHMC, CDSMC and the AESOC as a Children’s Headline
Indicator priority area (see Part X for further information).

HOW OFTEN DO CHILDREN ATTEND
PRIMARY SCHOOL?

School attendance is commonly measured in either of
two ways: it can be determined using enrolments (that is,
the children who have registered with a school) and by
attendance (the children who are actually going to school).
This chapter focuses on children who are attending school,
as distinct from those who are enrolled, as enrolment at
school does not necessarily reflect the child’s attendance.

Data for this chapter are drawn from the National report
on schooling in Australia 2007 (MCEET YA 2009). This is
relatively new information, and there is still some variation
in how the information is collected between states and
territories, and school sectors. Attendance data are
available by year level and state and territory for each
school sector (government, Catholic or independent).

The data cannot currently be aggregated beyond this
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level, and therefore the attendance of Year 5 students has Do rates of school attendance vary

been selected as the focus for this chapter, in line with for Aboriginal and Torres Strait
data presented in Chapter 16 Literacy and numeracy.

Islander children?
Headline Indicator: Attendance rate of children School attendance among Aboriginal and Torres
at primary school Strait Islander students is of particular concern. In

2007, Indigenous Year 5 students generally had lower

There was little variation in attendance across years 1 to 7

attendance rates than non-Indigenous students. For

within each school sector and state or territory. Boys and example, in the government school sector (where

girls had similar rates of attendance in government schools about 89% of Indigenous Year 5 students were enrolled)

for these year levels, as was generally the case in Catholic the difference between the Indigenous and non-

schools. More variation between the sexes was seen in the Indigenous attendance rates for the majority of the

independent school sector, with boys more often having
a higher attendance rate than girls (MCEETYA 2009).

states and territories was between 5 and 7 percentage

points. Further information on school attendance

In 2007, for Year 5 students the attendance rate ranged among Indigenous students is provided in Part IX.

between 85% and 95%:

PART IV

o Excluding the Northern Territory, the attendance
rate across the states and remaining territory and
across the three school sectors (government, Catholic
and independent) was 90% or above (Figure 15.1).

o The lowest attendance rates were reported for the
Northern Territory (85% for government schools,
89% for Catholic schools and 91% for independent
schools). This is likely to be related to the high
proportion of Indigenous Year 5 students in the
Northern Territory (41% compared with 1-7% in the

HOW WELL ARE AUSTRALIA'S CHILDREN LEARNING AND DEVELOPING?

other states and territories; ABS National Schools
Statistics Collection, unpublished data), who have
lower rates of school attendance (MCEET YA 2009).

Per cent
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Note: In 2007, 69% of Year 5 students were enrolled in government schools, 19% in Catholic
schools and 11% in independent schools (ABS 2008m).

Source: MCEETYA 2009.

Figure 15.1: Average attendance rate of children in Year 5, by
state and territory and school sector, 2007
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16 Literacy and numeracy

A national education goal is for every child leaving primary school to be numerate and
able to read, write and spell at an appropriate level.

In 2008, 91% of Year 5 students met the national minimum standards for reading and
93% for numeracy, with proportions substantially lower among Indigenous students

and students living in remote parts of Australia.

Just as language development in early childhood lays

the foundation for formal education, literacy and
numeracy skills acquired in the schooling years are the
building blocks for further educational attainment, social
development and employment. A national education goal
is for every child leaving primary school to be numerate
and able to read, write and spell at an appropriate level.

Literacy means more than just being able to read and
write—literacy is integrally related to learning in all
areas of the curriculum and enables individuals to
develop knowledge and understanding. Numeracy is
also central to many areas of education, and also life
outside of school. It allows problems to be analysed
and solved, is important in many types of employment,
and helps people manage their day to day lives.

A number of factors are associated with children’s level of
literacy and numeracy, including the home environment
and engagement with the school environment. In the
home, the number of books available, the amount of
time parents spend discussing books with their child, the
presence of study aids (desk, computer and dictionary)
and the educational attainment of parents have been
associated with literacy and numeracy levels. Although
children from low-income families are more likely to
have problems that interfere with learning outcomes,
the relationship between socioeconomic disadvantage
and educational outcomes can be mediated by the
home environment—with access to reading materials
and parental encouragement to read at home, students
from disadvantaged backgrounds have been found

to outperform students with relative socioeconomic
advantage but lower levels of reading engagement

(Clark & Akerman 2006; Farrar et al. 2007; OECD

2002). In terms of the school environment, children
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who engage in school activities and express positive
feelings towards school are more likely to have higher
educational aspirations, grades and retention to Year 12.

In 2008, the Australian Government established the
National Curriculum Board to develop a national
curriculum for students from kindergarten to Year
12, initially with a focus on English, mathematics,

the sciences and history. The national curriculum is
expected to be developed by 2010 and implemented
in all states and territories from 2011. One of the aims
of the board is to produce a continuum of learning

in literacy and numeracy as students progress in
their schooling (National Curriculum Board 2009).

Literacy and numeracy have been endorsed by the AHMC,
CDSMC and the AESOC as Children’s Headline Indicator
priority areas (see Part X for further information and state
and territory data), and are consistent with the COAG
Performance Measure to ‘increase the proportion of young
people meeting basic literacy and numeracy standards,
and improve overall levels of achievement’ (COAG 2006).

NATIONAL LITERACY AND
NUMERACY MINIMUM STANDARDS

National minimum standards have been developed for
reading, writing, spelling, language conventions (grammar
and punctuation) and numeracy for students in years 3,
5,7 and 9. Students who achieve the minimum standards
have demonstrated at least the basic understanding
required for their year level. In 2008, the first National
Assessment Program—Literacy and Numeracy (NAPLAN)
tests were conducted. For the first time, students in

each state and territory sat the same tests, allowing the



consistent assessment of students across Australia. Thereis ¢ Among Year 3 students, 92% met the reading and

now a common and continuous reporting scale used for all 95% met the numeracy minimum standards; the

students in years 3, 5, 7 and 9, which provides considerably corresponding proportions among Year 7 students were

more information about student achievement than
was previously available (MCEETYA 2008b).

This chapter presents reading and numeracy results
for students in years 3, 5 and 7—results are expressed
in terms of the percentage of students who met

the national minimum standard. Although data are
collected for children in years 3, 5, 7 and 9, the Year 5
results have been identified as the most appropriate to
report for this Headline Indicator. By Year 5, students
have had an opportunity to build on the outcomes

achieved in Year 3 and are able to demonstrate progress

across several years of schooling. Year 3 is considered
to be too early to reliably reflect the influence of
early interventions on students’ outcomes.

Headline Indicators:

Proportion of children in Year 5 achieving at or
above the national minimum standards for reading

Proportion of children in Year 5 achieving at or above

the national minimum standards for numeracy

In 2008:

¢ Most Year 5 students met the minimum standards
for reading (91%) and numeracy (93%) (Table 16.1).

« A higher proportion of girls in Year 5 achieved the
minimum standard for reading: 93% compared
with 89% of boys. The poorer performance of boys
in reading has been attributed to a tendency for
boys to be less interested and engaged in reading
activities. It is also thought that boys are less
likely to be encouraged to read and more likely to
experience anxiety about reading (Malloy & Botzakis
2005). No statistically significant difference was
seen between the proportion of Year 5 boys and
girls who met the numeracy minimum standard.

94% and 95%. Again, a higher proportion of girls met
the reading minimum standard in both Year 3 and Year
7; however, there was little or no statistically significant
difference between boys and girls for numeracy.

The introduction of a new assessment system (the
NAPLAN) in 2008 meant that data could not be
compared with results from previous years. For the
period 2001-2007, the proportion of Year 5 students
meeting the reading and numeracy benchmarks remained
much the same (ranging from 88% to 90% for reading

and 89% to 91% for numeracy) (MCEET YA 2008c).

How do population groups vary
in meeting reading and numeracy
minimum standards?

Some groups of students do not perform as well
against the national reading and numeracy minimum
standards. In particular, Indigenous students, children
living in remote areas and children whose parents

were not in paid work or who had lower levels of
educational attainment often did not achieve the same
educational outcomes as other Australian children.
These groups are also more likely to leave school early
(ABS 2006b; Lamb et al. 2000; MCEET YA 2008b).

In 2008, for Year 5 students:

o Indigenous students were less likely to have achieved
the reading and numeracy minimum standards—63%
and 69% respectively; 28 and 24 percentage points
lower than for all students (Figure 16.1; see also Part IX).

 Students in Remote and Very remote areas were less
likely to meet the reading and numeracy minimum
standards than those in Metropolitan areas—for
reading 80% and 46% of students respectively,

Table 16.1: Students in years 3, 5 and 7 achieving at or above the national reading and numeracy minimum standards, 2008 (per cent)

Boys Girls Children
Reading Numeracy Reading Numeracy Reading Numeracy
Year 3 90.3 94.6 94.1 95.5 92.1 95.0
Year5 89.3 92.8 * 92.8 92.5 * 91.0 92.7
Year7 92.8 954 * 95.6 95.3 * 94.2 95.4

* The difference between boys and girls at the same year level is not statistically significant at the 5% level of significance.

Source: MCEETYA 2008b.
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compared with 92% of students in Metropolitan areas.

For numeracy, the corresponding proportions were
83% and 54%, compared with 94% (Figure 16.1). These
patterns may be influenced by the high proportion
of Indigenous students in Remote and Very remote
areas, and the poorer performance of these students.

The proportion of students with a language
background other than English who met the
minimum standards was similar to that for
all students for reading and numeracy.

A smaller proportion of students whose parents
had not been in paid work in the previous 12
months met the minimum standards (75% for
reading and 79% for numeracy compared with 91%
and 93% of all Year 5 students, respectively).

Students of parents with the lowest levels of educational
attainment were less likely to achieve the minimum
standards (80% for reading and 83% for numeracy)—16
and 14 percentage points lower, respectively, compared
with students of parents with the highest level of
educational attainment (Figure 16.1; MCEETYA 2008b).

How does Australia perform
internationally in reading,
mathematics and science?

Internationally, awareness of the social and economic
consequences of underachievement in literacy and
numeracy has highlighted the importance of monitoring
these core educational outcomes (OECD 2007; UN
2005). Internationally comparable literacy and numeracy
benchmark data are not available for primary school-
aged students; however, data are available from the
Programme for International Student Assessment (PISA)
surveys on proficiency in reading, mathematics and
science among 15 year old students. In 2006, 30 OECD
countries and 27 partner countries participated.

PISA results show that in 2006, among
the 30 OECD countries:

o Australia’s mean scores for reading (513),
mathematics (520) and science (527) were
significantly higher than the PISA-reported
OECD averages (492, 498 and 500, respectively).
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students metro very remote not in paid parental remote
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Notes

1. LBOTE is language background other than English.

2. Remoteness classified according to the MCEETYA Schools Geographic Location Classification scale.
3. Parents who were not in paid work in the previous 12 months. Note that parental occupation was not stated for 49% of students.
4. ‘Lowest parental education’refers to those parents who completed schooling to Year 11 or equivalent or below. Note that parental education was not stated for 47% of students.

Source: MCEETYA 2008b.

Figure 16.1: Proportion of students achieving at or above national minimum reading and numeracy standards, Year 5 students,

2008 (per cent and 95% confidence intervals)
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In 2006, among all participating countries, Australia
was statistically significantly outperformed by:

« five countries for reading; an increase from 2003 when
two countries outperformed Australia. In 2006 the two
top-performing countries were Korea and Finland

« eight countries for mathematics; seven countries
outperformed Australia in 2003. In 2006 the two top-
performing countries were Chinese Taipei and Finland

« three countries for science (Finland, Hong Kong—China
and Canada); in 2003 the comparable number was
four countries (Thomson & De Bortoli 2008).

While Australia generally performs well, some groups
of Australian students performed more poorly. The
2006 PISA results showed a wide gap in academic
achievement between Australia’s Indigenous and non-

PART IV

Indigenous students, with very little improvement since
PISA was first conducted in 2000. In 2006, the average
performance of Australia’s Indigenous students placed
them two and a half years behind Australia’s non-
Indigenous students (Thomson & De Bortoli 2008).

HOW WELL ARE AUSTRALIA'S CHILDREN LEARNING AND DEVELOPING?
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17 Social and emotional development

The consequences of poor social and emotional development include poor academic
performance, persistent physical aggression, mental health issues, adolescent delinquency

and antisocial behaviour.

No national data are currently available on social and emotional development due to

definition and measurement difficulties.

A child’s ability to learn and function as a contributing
member of society is influenced by their social

and emotional development. Social and emotional
development encompasses a number of skills that
children need to develop in order to succeed at school,
and in life in general. These include the ability to identify
and understand one’s feelings, accurately read and
comprehend emotional states in others, manage strong
emotions and their expression, regulate one’s behaviour,
develop empathy for others, and establish and sustain
relationships. These skills form the basis for self-regulation,
enabling children to withstand impulses, maintain

focus and undertake tasks regardless of competing
interests (Boyd et al. 2005). Where social and emotional
development is limited, this can result in poor academic
performance, relationship problems, mental health issues,
persistent physical aggression, adolescent delinquency and
antisocial behaviour (Aviles et al. 2006; Boyd et al. 2005).

A child’s social and emotional development is an interplay
between biological and environmental factors (Vimpani et
al. 2002). These factors can either increase the likelihood
of poor developmental outcomes (referred to as ‘risk
factors’) or strengthen a child’s response to such risks
(referred to as ‘protective factors’). Examples of risk factors
include disability, social isolation, domestic violence

and substance abuse, while protective factors include a
warm and supportive relationship between the child and
parent or carer, and secure, stable care (Goldfeld 2007;
Raising Children Network 2006a). Differences in social

and emotional development may also result from a child’s
inborn temperament, cultural influences, behaviours
modelled by adults, and the opportunities provided for
social interaction (Raising Children Network 2006b).
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The early childhood years are a crucial time for social and
emotional development, as brain development in the first
5 years of life lays the foundations for cognition, behaviour,
learning capacity, memory and coping skills. Many of the
components of social and emotional development are
similar to the concepts discussed in Chapter 14 Transition
to primary school, which focuses on children entering
school with the basic skills for life and learning, including
social and emotional competence. However, social and
emotional development is broader than this and continues
throughout life—it is about gaining the strength and
capacity to lead a full and productive life, and having the
resilience to deal with change and unpredictability, a much
broader concept than just successful transition to school.

MEASURING SOCIAL AND
EMOTIONAL DEVELOPMENT

As discussed, social and emotional development is
determined by how well children can manage their
feelings, understand others’ feelings and interact positively
with others. These concepts are difficult to measure in
national surveys. Furthermore, as social and emotional
development is a progressive process, measuring
satisfactory development will depend on understanding
what is normal achievement at a particular age.

Key national indicator: Under development

Given the difficulty in defining and measuring social and
emotional development, there is currently no defined
indicator, nor national-level data that describe the social
and emotional development of Australian children.



The Australian Early Development Index (AEDI)
collects information on two domains which are
measures of social and emotional development: social
competence and emotional maturity (see Chapter 14
Transition to primary school and Appendix 2 for more
information on the AEDI). Information is collected

at school entry, as this is the first opportunity to
collect information systematically on children. As the
Australian Government has committed to the national
implementation of the AEDI commencing in 2009, the
AEDI could potentially address a social and emotional

development indicator at the national level in the future.

The Growing up in Australia: the Longitudinal Study

of Australian Children (LSAC) collects information on
children’s development across three domains—physical,
social and emotional functioning, and learning—
considered to be the major components of current
wellbeing and future capability to be a successful
participant in society (Wake et al. 2008; see Appendix

2 for more information on the LSAC). The domain of
interest here is the social and emotional functioning
domain. The social-emotional outcomes measure in the
LSAC includes social competence (pro-social behaviour
and problems with peers), internalising (displaying
negative emotional states such as nervousness, worry),
and externalising (hyperactivity, problem behaviours
when interacting with others). It is not possible to make
claims about the performance of the overall sample of
infants or children; furthermore, the LSAC sample is
not truly nationally representative. For example, it has a
greater proportion of post-secondary-educated mothers
than in the national population. Consequently, the
LSAC can not be used to address a national indicator.

How does social and emotional development
vary across population groups?

Although the LSAC can not be used to report

on the indicator at the national level, it can be
used for comparisons of subgroups of the sample
relative to each other (see Wake et al. 2008:16).
Statistically significant differences on the social and
emotional functioning domain for the infant and
child cohorts are discussed here—higher scores
indicate better social-emotional outcomes.

On average, infants who lived in homes where
a language other than English was spoken had
lower scores than those in homes where only
English was spoken (Wake et al. 2008).

More differences were found among the child cohort
than the infant cohort. Among children aged 4-5
years, on average, scores were higher among girls,
children whose mothers had higher education (tertiary
and Year 12 completion), children whose parents

had a higher occupational class and income, and
children in the highest SES areas. Scores were lower

on average among Indigenous children, children

whose main language was not English and children in
financially stressed households (Wake et al. 2008).
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PartV

WHAT FACTORS CAN AFFECT
CHILDREN ADVERSELY?

Part Il of this report looked at health status measures, The following topics are therefore discussed in
such as mortality, morbidity and disability, and showed Part V:
that while many Australian children experience relatively « teenage births

good health, some experience considerably worse King i
» smoking in pregnanc
health than others in the population. Part IIl of the ginpree Y

report has discussed the positive factors that influence * alcohol use in pregnancy
health, in particular those that promote healthy child  birthweight
development, such as breastfeeding, good dental health, « overweight and obesity

physical activity and early learning experiences. . .
« environmental tobacco smoke in the home

Part V will focus on factors which increase the risk of « tobacco use

ill heath in children. Childhood, including the prenatal .
o . . S « alcohol misuse.

period, is a time of rapid development during which it is

critical to establish good health, positive health behaviours The following table shows how children fare across the
and overall wellbeing. During these times it is important various indicators presented in Part V, and whether

to reduce the factors that adversely affect the health of there has been any improvement over time.

children and to promote factors that enhance health.

Indicator Value Trend
Teenage births Age-specific birth rate for 15-19 year old women (2006) 17 per 1,000 v
Smoking in pregnancy Women who smoked during the first 20 weeks of pregnancy National data not available

Alcohol use in pregnancy ~ Women who consumed alcohol during pregnancy (2007) 60% v
Birthweight Live born infants of low birthweight (2006) 6% ~

Children aged 2-12 years whose BMI score is above the international cut-off points for

. . 0
Overweight and obesity ‘overweight” and ‘obese’ for their age and sex (2007) 2%
Enwrorrmental tobacco Households with children aged 014 years where someone smokes inside (2007) 8% v
smoke in the home

Tobacco use Children aged 1214 years who are current smokers (2005) 5% v
Alcohol use Children aged 1214 years who have engaged in risky drinking on any one occasion 26% x

(in the last week) (2005)

Key: v/ = favourable trend; X = unfavourable trend; ~ = no change or clear trend; . . = no trend data presented.
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18 Teenage births

Teenage motherhood poses significant long-term risks, including poorer health, educational
and economic outcomes, for both mother and child.

In 2006, 11,900 babies were born to teenage mothers, or 5% of all births. For teenagers, the birth
rate was 5 times as high among Indigenous girls, and those living in remote areas of Australia.

Teenage motherhood, particularly at younger ages,

can pose significant long-terms risks to both mother
and child. Teenage mothers often delay having their
pregnancy confirmed and/or seeking antenatal care, and
are more likely to engage in risky behaviour, including
smoking and drinking alcohol during pregnancy (see
Chapter 19 and Chapter 20). Consequently, teenage
mothers face increased risk of miscarriage, preterm
delivery, low birthweight and other complications of
pregnancy and birth, and perinatal mortality (WHQW
2008). Perinatal mortality is highest among infants of
teenage mothers (perinatal deaths include fetal deaths
of at least 20 weeks gestation or 400 grams in weight,

up to babies aged less than 28 days). Infants born to
teenage mothers are at an increased risk of infection,
chemical dependence (due to maternal substance abuse)
and SIDS (Malamitsi-Puchner & Boutsikou 2006).

Parenthood during the teenage years often means
interrupted schooling, a high risk of lone parenthood,
greater dependence on government assistance, increased
problems in engaging with the labour market, and
poverty (Sleebos 2003). As a result, many young mothers
are unable to meet the financial and emotional needs

of their babies. These negative consequences can affect
the health, educational and economic futures of children
born to teenage parents, as well as the parents themselves
(Sleebos 2003). Children born to teenage mothers develop
more behavioural problems, tend to be more impulsive
than children of older mothers and are more likely to be
born into, and continue to live in, social and economic
disadvantage (Ambert 2006). Children of teenage mothers
have a higher likelihood of becoming a teenage parent
themselves (Felice & Feinstein 1999 cited in Pursche 2007).
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A number of factors are associated with teenage birth
including family history of teenage pregnancy, sexual
abuse in childhood, unstable housing arrangements, poor
school attendance and performance, socioeconomic
disadvantage, absence of a father figure, living in rural and
remote areas, and being Indigenous (Slowinski 20071). While
not all teenage births result in negative outcomes for
mother and child, the circumstances that often contribute
to teenage birth mean that many young mothers do

not receive the support they need during and after

the birth. There is also the question of whether certain
groups of young women have adequate support to avoid
unintended pregnancy. Knowledge about reproductive
matters and access to contraception are important
factors in preventing unintended teenage pregnancies.

Teenage births has been endorsed by the AHMC, CDSMC
and the AESOC as a Children’s Headline Indicator priority
area (see Part X for further information and state and
territory data).

HOW MANY AUSTRALIAN CHILDREN
ARE BORN TO TEENAGE MOTHERS?

The teenage birth rate, that is, the number of babies

born to teenage mothers, is expressed as the number

of live births per 1,000 female population aged 15-19
years. There are few births to mothers under the age of
15 years in Australia—these births are included in the
numerator. Data on births to teenage mothers is available
from the AIHW National Perinatal Data Collection.
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The teenage birth rate is distinct from the teenage Do teenage birth rates vary across

pregnancy rate. The birth rate includes only live births population groups?

and is therefore lower than the pregnancy rate, which

o~
Z
]
)
i
would include terminations and stillbirths. The teenage Teenage births are more common among Indigenous 8
birth rate is reported in this chapter to emphasise the Australians, and among mothers from remote <
relationship between early life experiences and their areas. Research suggests that limited access to E
longer term effects on child health and wellbeing. family planning information and services may Ooﬁ
contribute to relatively high numbers of teenage -
Headline Indicator: Age-specific birth births in rural communities (Pursche 2007). :—_)
rate for 15-19 year old women —
In 2006: O
e
In 2006: o The Indigenous teenage birth rate was 5 times o
« Around 11,900 infants were born to teenage the non-Indigenous rate—80 births per 1,000, <Z(
mothers—a rate of 17 live births per 1,000 compared with 15 for non-Indigenous teenagers 6
females aged 15-19 years. Births to teenage (Figure 18.2). See Part IX for further information. 2
mothers accounted for 4.5% of all live births. o The teenage birth rate increased with increasing O
« Of teenagers who gave birth, 82% remoteness, with teenage girls in Remote and very O
were first-time mothers. remote areas being 5 times as likely to give birth as their <
eers in Major cities (63 per 1,000 compared with 13). =
o The declining trend observed in teenage births P / ©p P ) < lz
since the mid 1990s, when the rate was 22 per o There was no statistically significant difference in g o
1,000 females aged 15-19 years, appears to have teenage birth rates between those in the lowest E
stabilised from 2003 onwards at 17 (Figure 18.1). and highest socioeconomic status (SES) areas

(based on the mother’s usual place of residence).
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Source: AIHW National Perinatal Data Collection.

Figure 18.1: Teenage birth rate, Australia, 1991 to 2006
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(a) See Appendix 1 Methods for explanation of socioeconomic status (SES).
Note: Remoteness and SES based on mothers’ usual place of residence.
Source: AIHW National Perinatal Data Collection.

Figure 18.2: Teenage births by population groups, 2006

Chapter 18 Teenage births
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How do Australia’s teenage birth rates
compare internationally?

Australia’s teenage birth rate ranked 20th out of 30 OECD
countries in 2002 (Figure 18.3). At 18 births per 1,000
teenage females, the Australian rate was higher than the
OECD average (17) and substantially higher than Korea
(2.7), Switzerland (5.5) and Japan (6.2), the best performing
OECD countries. Teenage birth rates were highest in
Mexico (51), Turkey (49) and the United States (43).

Korea
Switzerland
Japan

OECD average
Australia
(anada

New Zealand
United Kingdom
United States
Turkey
Mexico

Births per 1,000 females aged 15-19 years

Notes
1. Data for Turkey and United Kingdom based on data for 1998 and 2000, respectively.
2. Based on data from 30 OECD countries, using the most recent year of available data.

Source: OECD 2009.
Figure 18.3: Teenage births among selected OECD countries,
2002
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19 Smoking in pregnancy

Smoking in pregnancy is an important modifiable risk factor for low birthweight, preterm birth,
placental complications and perinatal mortality.

In 2006, one in six women smoked at any time during pregnancy, with rates at least twice
as high among Indigenous women, those living in remote areas and those living in the most

socioeconomically disadvantaged areas.

Smoking during pregnancy is a significant risk factor
for the mother and her unborn baby. Tobacco smoke
interferes with normal fetal development by restricting
oxygen flow through the placenta and exposing the
developing fetus to numerous toxins. This increases the
risk of spontaneous abortion and ectopic pregnancy,
and can result in health problems for the newborn,
including low birthweight, intrauterine growth
restriction, prematurity, placental complications, birth
defects, lung function abnormalities and respiratory
symptoms, and perinatal mortality (Jauniaux &

Burton 2007; Julvez et al. 2007; Milner et al. 2007).

Low birthweight and short gestation are the most
common short-term problems for infants whose
mothers smoked in pregnancy, and are associated with
increased perinatal morbidity and mortality, as well

as adverse health outcomes throughout life (see also
Chapter 21 Birthweight). Lower levels of exposure to
cigarette smoke are associated with improved health
outcomes for infants—reducing cigarette smoking to
eight cigarettes a day significantly improves birthweight,
while quitting smoking within the first 20 weeks of
pregnancy results in birthweight similar to that of
infants of non-smoking mothers (Chan & Sullivan
2008; Hoff et al. 2007). Conversely, mothers who
smoked more than 10 cigarettes a day have infants of
significantly lower birthweight (Chan & Sullivan 2008).

The effects of smoking during pregnancy are not
restricted to the perinatal period but persist into
infancy and childhood. Smoking during pregnancy
has been found to be associated with SIDS and
childhood conditions such as asthma, obesity,
lowered cognitive development and psychological
problems (Button et al. 2007; Julvez et al. 2007).

A number of maternal characteristics are associated with
smoking in pregnancy. Rates of smoking in pregnancy
are higher among teenage mothers, lone mothers,
Aboriginal and Torres Strait Islander mothers, and
mothers with lower levels of educational attainment
and of low socioeconomic status (Laws et al. 2006).
Women continue to smoke during pregnancy for many
reasons such as addiction, and social and economic
pressures, as well as the lack of understanding of the
consequences of smoking during pregnancy (Hoff

et al. 2007; OBGYN & Reproduction Week 2008).

Smoking in pregnancy has been endorsed by the AHMC,
CDSMC and the AESOC as a Children’s Headline Indicator
priority area (see Part X for further information).

HOW MANY PREGNANT WOMEN
SMOKE IN AUSTRALIA?

Headline Indicator: Proportion of women who

smoked during the first 20 weeks of pregnancy

Smoking in the first 20 weeks of pregnancy is the
endorsed Children’s Headline Indicator. Currently,
only South Australia collects suitable data for

this indicator. A standard data element has been
developed and it is expected that nationally consistent
data on smoking during the first 20 weeks of
pregnancy will be collected from 1 January 2010.

In the interim of national data being available on smoking
in the first 20 weeks of pregnancy, this chapter reports

on the proportion of women who smoke at any time
during pregnancy, using data from the AIHW National
Perinatal Data Collection (see Appendix 2 Data sources).

Chapter 19 Smoking in pregnancy

WHAT FACTORS CAN AFFECT CHILDREN ADVERSELY?

PART V
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In 2006, excluding data for Victoria: In 2006, excluding data for Victoria:

¢ One in six (17%) women who gave birth o More than half (52%) of Indigenous mothers
reported smoking during pregnancy, and the reported smoking during pregnancy—more than
rate has remained fairly stable since 2001. 3 times the rate of non-Indigenous mothers (16%)

« Smoking in pregnancy was most common among (Figure 19.2) (see Part IX for further information).

teenage mothers (42%), and decreased with increasing o Mothers in Remote and very remote areas
maternal age to between 11% and 12% among were more than twice as likely to have smoked
mothers aged 30 years and over (Figure 19.1). during pregnancy compared with mothers in

« Infants whose mothers smoked during pregnancy Major cities (32% and 13%, respectively).

were twice as likely to be of low birthweight (11% » Mothers in the lowest socioeconomic status
compared with 5% for those who did not smoke) (SES) areas were over twice as likely to have
and 60% more likely to be pre-term at less than smoked during pregnancy than those in the
37 weeks than mothers who did not smoke. highest SES areas (27% and 6%, respectively).
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Note: Mother’s tobacco smoking status during pregnancy is self-reported. =
Sources: Laws & Hilder 2008; AIHW National Perinatal Data Collection, unpublished data. ?
Figure 19.1: Women who smoked during pregnancy, by age of

mother, 2006 T T T T T T 1
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HOW dO es Smoking in pregnancy vary (a) See Appendix 1Methoc'ls for expl.anatlon of socioeconomic status (SES). ‘
Note: Remoteness and socioeconomic status based on mother’s usual place of residence.

acCross population groups? Sources: Laws & Hilder 2008; AIHW National Perinatal Data Collection, unpublished data.

Figure 19.2: Women who smoked during pregnancy, by

There are a number of reasons why rates of smoking population group, 2006

in pregnancy may vary between population groups

such as Aboriginal and Torres Strait Islander mothers,

and mothers from remote and socioeconomically
disadvantaged areas. These include access to high-quality
maternal health services, which are less readily available
to these population 