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Message from the
Commissioners
The Queensland Family and Child Commission (QFCC) promotes  
the safety, wellbeing and best interests of children and young people.

Our functions include maintaining the Queensland  
Child Death Register, which holds information about 
every child who has died in Queensland since 2004.  
We analyse this information to build understanding  
that helps reduce the likelihood of future deaths.

The death of any child is a terrible tragedy. It is an 
indescribable loss to family and friends, and has  
long-term impacts reaching into the wider community.  
As Commissioners, it is our duty to ensure that we use 
every opportunity to influence work across the state  
to reduce risk and help prevent the deaths of  
Queensland children.

The Safer pathways through childhood framework 
formalises the child death prevention work we already 
undertake, and outlines our priorities for the future.  
It sets the direction of the QFCC’s child death prevention 
activities for the next 5 years. 

We are focused on promoting health equity by 
considering the factors that lead to some children 
experiencing a greater risk of premature death  
than others.

This framework explains the work we will undertake  
to address the following 4 key impact areas:

1. Improving data quality

We will continue to build our capacity to contribute  
to the knowledge base on child mortality, by improving 
data capture and quality. This includes expanding  
the breadth of data we collect, and linking to datasets 
held by other stakeholders.

2. Fostering expertise

We value the specialist knowledge we hold and will 
further develop our relationships with stakeholders  
at all levels to ensure this data reaches those who 
can put it to best use. Importantly, we will seek the 
experiences of children, young people and families 
wherever possible to guide our activities and seek  
their views on issues impacting them. An important  
part of this will be collaborating and co-designing  
with First Nations peoples.

3. Turning research into action

We will seek practical ways to use our data and 
knowledge to reduce child mortality, including by 
focusing our efforts on highlighting the effects of inequity 
on children and families. We will support initiatives that 
promote health equity and target the prevention of child 
deaths among priority populations, such as First Nations 
children, those known to the child protection and youth 
justice systems, children with disability, those who live 
in rural, remote or low socio-economic areas, and those 
under the age of 5. We will also advocate for changes  
to legislation, policy and practice to address inequities 
that place some children at higher risk.

4. Continuously improving

We will continue to actively monitor trends and patterns 
in child mortality and respond to emerging trends and 
prevention initiatives.

We are accountable to parliament and the public  
for our achievements under the Safer pathways  
through childhood framework and will report on  
its implementation and outcomes.

We are committed to using the data and expertise  
held by the QFCC to work with stakeholders to learn  
from children’s deaths. In this way, we can improve  
the safety and wellbeing of all Queensland children.

Natalie Lewis

Commissioner 
Queensland Family and Child  
Commission

Luke Twyford

Principal Commissioner 
Queensland Family and Child  
Commission
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Our role in preventing 
child deaths
We hold critical information about all child deaths in Queensland. We use  
this information to understand how deaths may be prevented in the future.

Our legislation and core business

Under Part 3 of the Family and Child Commission Act 
2014, the QFCC must maintain a register of, and report 
annually on, all child deaths in Queensland.

The Queensland Child Death Register contains 
information about all children who have died in 
Queensland since 1 January 2004. We collect information 
from a range of agencies to support our child death 
prevention functions.

We classify and analyse this information to identify 
trends and patterns in child mortality. We then share  
our data and findings to promote prevention messages 
and to inform legislation, policy and practice change  
to prevent future deaths. By monitoring changes in data 
over time, we can assess the impact of these changes.

We also conduct research (alone or in collaboration 
with others); provide access to child death data for 
people conducting genuine research;* and make 
recommendations about improvements to laws, policies 
and practices, where this may assist in preventing  
future deaths.

The QFCC undertakes many other functions to improve 
the safety and wellbeing of Queensland children.  
For example, we provide oversight of the child and  
family support system in Queensland. As part of this,  
we have conducted multiple system reviews stemming 
from child deaths and made recommendations to 
improve the child protection system that have resulted  
in positive changes.†

We also provide case review and secretariat support to 
the Queensland Child Death Review Board, which carries 
out independent system reviews of service delivery for 
those children known to the child protection system  
who have died. We evaluate the effectiveness of policies 
and practices, promote and advocate for children’s  
safety and wellbeing, and provide community education  
about systems and services to support families.

Bringing children’s rights to life

All the QFCC’s work, including the Safer pathways through 
childhood framework, is focused on upholding the 
rights of the child. This framework has been developed 
with reference to the 4 principles of the United Nations 
Convention on the Rights of the Child, namely:

•	 the right of all children to survival and development

•	 the best interest of the child as a primary consideration 
in all decisions relating to children

•	 the right for children to express their views freely  
on matters affecting them

•	 the right to enjoy all child rights without discrimination.1

The prevention activities  
we will conduct under  

this framework represent an 
opportunity for systems, services, 
communities, parents and carers  

to better uphold these rights  
and create safer environments  

for Queensland children.

*	 Under s. 28 of the Family and Child Commission Act 2014, a genuine researcher is a person with an approved application under the Public Health Act 2005, a member of  
a quality assurance committee under the Hospital and Health Boards Act 2011, or another person the Principal Commissioner considers is conducting genuine research. 

†	 These include the When a Child is Missing report; the Recommendation 28 Supplementary Review; the Review of the Blue Card and Foster Care System; Review into the 
Death of a Child Known to Child Safety and the Keeping School-Aged Children with Disability Safe. These reports are available on the QFCC website.
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Conceptual model and 
underlying principles
This framework outlines the QFCC’s approach to its legislated child death prevention 
activities for the period from 2022 to 2027.

Our mission

The Safer pathways through childhood framework  
(Safer pathways framework) provides a roadmap for our 
child death prevention activities over the next 5 years.  
It details how we will use our data and expertise on child 
deaths to uphold all children’s rights to a full life and 
health equity. We will consider factors at the individual, 
interpersonal, social, structural and historical levels 
to better support initiatives to reduce child mortality.

Each year, in consultation with stakeholders, we will 
identify specific prevention activities to address these 
priorities under an action plan.

Our model

In our work to prevent child deaths, we have adopted  
a social justice approach that focuses on achieving 
health equity.

Health is defined as a state of complete physical,  
mental and social wellbeing.2 This aligns with Aboriginal 
and Torres Strait Islander holistic concepts of health,  
which include physical, social, emotional, cultural and 
spiritual wellbeing for individuals and communities.3

Childhood is a critical time for development and learning 
– establishing the building blocks of future health  
and wellbeing. During this time, children are vulnerable, 
and their right to safety and to live free from harm must 
be protected.4

All children, no matter where they live or who they are, 
should have the same opportunities to lead a full life 
and reach their potential. This cannot occur if health 
inequities persist.

Health inequities can be defined as systematic 
differences in health status arising from the social 
conditions in which people are born, grow, and live, 
that could be avoided by reasonable means.5,6 These 
inequities have significant social and economic costs  
to individuals, communities, and societies. Importantly, 
they can be addressed through changes to government 
regulation, public policy and service delivery.*

Any measurable aspect of health that varies across 
individuals or according to socially relevant groupings 
(such as differences in mortality rates between males  
and females) can be called a ‘health difference’. 
Sometimes, this is also referred to as ‘health inequality’. 
When these differences are preventable and 
unnecessary, they are inequities.

Childhood mortality rates are key indicators of health 
inequity. They measure progress towards equity  
in children’s health, development and wellbeing.

Achieving health equity involves striving for the highest 
possible standard of health for all children, including 
by protecting their rights to be free from discrimination, 
to have an adequate standard of living, and to be 
provided with appropriate services. Equity is achieved 
by improving the health and wellbeing of those most 
disadvantaged.

The cumulative impact of life experiences and 
environmental/social factors for some population  
groups can tip the scales towards health inequity.  
Figure 1 (on page 5) shows a simple way of 
conceptualising this.

Reducing the impact of some of these factors (through 
improved services or social attitudes or funding for 
evidence-based programs and services) will reduce 
children’s chances of experiencing health inequity.

Social and structural† barriers create disadvantage  
for certain families and communities. This contributes  
to and compounds a child’s experience of adversity  
and may limit access to appropriate services to address 
any individual risk factors.

*	 See, for example, Queensland Health’s Making Tracks Together: Queensland’s Aboriginal and Torres Strait Islander Health Equity Framework which identifies eliminating 
discrimination, increasing access to health services, influencing the social determinants of health, delivering culturally safe services and partnership with First Nations 
peoples and communities as key actions to achieve First Nations health equity.

†	 We use the term ‘structural’ when we are referring to institutional and systemic practices.
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Figure 1 A model of health inequity

Figure 1 A model of health inequity
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Some population groups are more likely to experience 
these barriers than others. Our social institutions create 
structural inequalities that provide advantages for 
some while producing disadvantage for others. Factors 
such as race, ethnicity, culture, gender, employment, 
socio-economic status, disability and geography affect 
individuals’ experience of systems designed to promote 
health and wellbeing, resulting in poorer outcomes  
for some social groups.

Not all children whose lives and deaths are captured 
in the Queensland Child Death Register will have 
experienced health inequity. Not all health differences, 
including rates of mortality, are the result of structural 
inequality or social disadvantage. However, existing 
research and the QFCC’s own data indicate that many 
are affected in some way. Understanding the impact of 
health inequity, particularly among priority populations, 
is the central tenet of the Safer pathways framework.

In our work on preventing child deaths, we use a ‘socio-
ecological’ model. This is a model that recognises child 
health outcomes are influenced by historical, cultural, 
social and economic circumstances, which in turn shape 
individual behaviours and choices. A complex interplay 
of factors influences child health, safety and wellbeing. 
Any attempts to understand and modify risk factors  
and individual health choices, without considering the 
social and physical environment in which these choices 
are made, are unlikely to be effective.

Figure 2 (on page 6) outlines some of the critical factors 
that combine to affect a child’s chances of experiencing 
optimal health and wellbeing.

Importantly, socio-ecological approaches closely  
align with Aboriginal and Torres Strait Islander concepts 
of health. The health of First Nations peoples cannot  
be isolated from their political, social, economic,  
cultural and historical contexts, including the ongoing 
impacts of colonisation and disconnection from  
culture and country.7

In taking a socio-ecological approach to child death 
prevention, we intend to contribute to the evidence  
base about how factors at different levels impact  
on childhood mortality.

We will work with stakeholders to develop responses  
that include action at all levels of this model. As well as 
‘downstream’ prevention aimed at modifying individual 
behaviours, we will also look to target ‘upstream’ factors 
such as the effects of socio-economic disadvantage, 
remoteness, the availability and appropriateness of 
services, and the experience of discrimination.

A framework to guide the Queensland Family and Child Commission’s child death prevention activities, 2022–2027      5



Upstream 
prevention

Focused on changing 
the contexts in which 

children grow and 
develop to prevent 

child injury and death

Historical and cultural contexts

• Colonisation
• Land dispossession
• Stolen generations
• Racism, segregation 

and assimilation
• Religious discrimination

• Trauma and social disruption 
from conflict and persecution

• Intergenerational poverty/
welfare dependence

• Traditional knowledge 
and practices

Social, structural and political contexts

• Political and socio-economic 
climate

• Laws and regulations
• Resource allocation 

for systems and services
• Programs and initiatives

• Employment opportunities
• Citizenship or permanent residency
• Stereotyping, stigma and bias
• Oppression, racism and 

discrimination
• Media messaging

Community contexts

• Socio-economic status
• Remoteness/isolation
• Availability of culturally 

safe services
• Physical environment
• Community cohesion
• Elders and community leaders
• Collective grief and loss

• Availability of:
 – health services
 – education
 – parenting support
 – housing
 – income support
 – community safety
 – community controlled services

Interpersonal contexts

• Household composition
• Household socio-economic status
• Peer relationships 
• Parenting skills

• Family cultural identity
• Social, kin and family connections
• Family-level adversity
• Intergenerational trauma

Individual factors

• Biological and genetic factors
• Age and development
• Culture and language
• Health literacy, beliefs 

and behaviours

• Engagement with education
• Trauma
• Mental health
• Alcohol and substance use
• Risk-taking behaviour

Child injury and death

• Disease
• Injury (intentional/unintentional)
• Infant mortality

• Deaths from external causes
• Deaths from preventable 

natural causes

QFCC’s socio-ecological approach to child death prevention

Traditional approach to child death prevention

Figure 2 A socioecological model for child death prevention

Downstream 
prevention

Focused on modifying 
individual behaviours 
to prevent child injury 

and death

Figure 2	A socio-ecological model for child death prevention
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Our principles

The Safer pathways framework aims to uphold the following principles:

1 Promoting equity
We will take action to reduce the  
health inequities reflected in the 
disproportionate rates of child death  
among priority population groups.

3 Listening to the voices of children
We will centre our research and activities  
on the experiences of children and families.  
This includes collaborating with children,  
young people and families.

2 Using the evidence base
We will draw on data and research to identify 
priority areas on which to focus. These 
areas should reflect the causes of death 
that contribute most to child mortality in 
Queensland; risk factors common to multiple 
causes of death; and causes or risk factors 
most readily modifiable through changes to 
regulations, environment, policy or behaviour.

4 Upholding cultural integrity
We will uphold the principles of Aboriginal 
and Torres Strait Islander data sovereignty* by 
actively collaborating with First Nations peoples 
when undertaking research and developing 
prevention activities. This includes adhering 
to the Guidelines Framework† for working with 
Aboriginal and Torres Strait Islander Peoples  
and communities when conducting research.

5 Fostering collaboration
We will value the expertise of others and proactively seek opportunities to collaborate.

*	 ‘Indigenous data sovereignty is the right of Indigenous peoples to govern the collection, ownership and application of data about Indigenous communities, peoples, 
lands and resources’.12

†	 The Guidelines Framework comprises the National Health and Medical Research Council’s Ethical conduct in research with Aboriginal and Torres Strait Islander Peoples 
and communities and the Australian Institute of Aboriginal and Torres Strait Islander Studies’ Code of Ethics for Aboriginal and Torres Strait Islander Research.
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Parameters

The Safer pathways framework is largely concerned with 
causes of child death that are most readily prevented by 
modifying socio-cultural, environmental or behavioural 
risk factors or by improving access to timely and effective 
services. These include deaths occurring as a result of:

•	 transport incidents

•	 drowning

•	 other non-intentional injury (such as falls, burns  
or poisoning)

•	 suicide

•	 fatal assault or neglect

•	 sudden unexpected deaths in infancy*

•	 potentially avoidable deaths from conditions 
amenable to public health interventions and  
early disease management (such as infections  
and vaccine-preventable conditions).

Sadly, not all causes of child death are preventable. 
Each year, many are due to natural causes such as 
genetic conditions, congenital abnormalities or medical 
conditions that are not usually considered avoidable. 
Here, the QFCC may have a role in advocating for 
improved policy and treatment practices and increased 
research investment.

The Safer pathways framework is not intended to govern 
the business of other agencies or organisations; nor is it 
intended to represent a coordinated state-wide strategy 
for preventing death or injury.

It does not replace the data collection, analysis and 
monitoring activities we undertake in keeping the Child 
Death Register. Rather, it uses these existing processes, 
alongside advice from a range of experts, to contribute  
to the development of evidence-based solutions to 
reduce preventable child deaths.

Collaborative partnerships

All of our work is supported by collaborative stakeholder 
relationships. The QFCC values the expertise of others 
and proactively seeks to work with stakeholders 
undertaking related initiatives.

A great many experts across Queensland are actively 
working to reduce risks to children, within their various 
areas of interest. We recognise that they are often best 
placed to deliver prevention initiatives, and we will 
draw on their expertise to help inform our child death 
prevention activities.

We will work with stakeholders by sharing data, providing 
support, undertaking joint projects, and consulting when 
we identify the prevention activities we will undertake 
each year.

The QFCC values the expertise  
of others and proactively seeks  

to work with stakeholders  
undertaking related initiatives.

*	 Sudden unexpected death in infancy is a research classification rather than a cause of death. It groups together the deaths of infants who would otherwise be expected 
to thrive, yet die suddenly. Deaths falling into this category are those of infants under one year of age, sudden in nature and unexpected, where there is no immediately 
obvious cause, and the infant had no known condition likely to cause death. There is significant evidence to indicate that modifications to an infant’s sleep environment 
can help prevent these deaths.
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Our impact areas
We have identified 4 areas in which we can have the greatest impact in reducing risk 
and preventing child deaths. These impact areas form the basis for the prevention 
activities we will undertake.

Figure 3	  Safer pathways through childhood framework – impact areas

Data quality
We produce high quality data  

and contribute to improvements 
in related datasets

We work with others to improve the  
quality of child death data, and we uphold  

the principles of data sovereignty.

We continuously improve the Queensland 
Child Death Register and work with others  

to build links to other datasets.

We work to improve our understanding of 
risk factors for child death by collaborating 

with other experts in the field. 

Expertise
We value specialist knowledge and collaborate 
with expert stakeholders and the community

We raise awareness of the QFCC and how  
its Child Death Register can inform  
child death prevention initiatives.

We support staff professional development and 
encourage interest in acquiring specialist skills.

We build stakeholder relationships to share 
information and learn from other experts.

We value community expertise. We incorporate 
the experiences of children and families  

and the cultural knowledge of First Nations 
communities into our work.

Research 
into action

We seek opportunities to use our data  
and expertise to reduce child deaths

We analyse our data and use expert research  
to identify trends and patterns in child deaths.

We promote our findings and prevention 
messages widely to maximise positive 

outcomes for children and families. 

We use our findings to achieve  
improvements to services and systems  

to reduce and prevent child deaths. 

We highlight the impact of health inequity  
on population groups experiencing  

higher rates of child death.

Continuous 
improvement

We monitor data to identify emerging 
trends, system improvements and 

effective prevention initiatives

We identify trends and patterns in child 
mortality over time and help to monitor  

the impact of prevention initiatives. 

Our work is responsive to emerging trends, 
and addresses issues of concern. 

We make formal recommendations to 
government where system improvement  

is needed and monitor the effect  
of these recommendations. 

We are accountable for our work  
under the Safer pathways framework  
and report publicly on its outcomes.
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Priority populations 
and focus areas
Not all children face the same risk of death in childhood 
as others. In Queensland, particular groups of children do 
not have the same health, wellbeing and developmental 
outcomes as their more socially advantaged peers.8

Queensland children likely to be affected by health 
inequity include children known to statutory systems 
(such as child protection and youth justice), First Nations 
children, children with disability, and children living  
in remote or socio-economically disadvantaged areas.

The inequity many children and families from these 
groups experience leads to disparities in their health 
and wellbeing. These children are considered priority 
populations under the Safer pathways framework.  
Many children belong to more than one priority 
population group. For example, First Nations children are 
more likely to live in remote areas.9 This can compound 
the experience of health inequity for these children.

There are 2 groups whose experiences will be prioritised 
in all work conducted under the Safer pathways 
framework.

First Nations children

The structural inequalities experienced by First Nations 
families are profound. They stem from the legacy of 
colonisation and forced removals of children, and have 
resulted in the loss of cultural traditions, language, and 
family structure, producing intergenerational trauma.

Historical and continued marginalisation have  
contributed to higher rates of social risk factors,  
including those relevant to childhood injury and death.

First Nations children are over-represented in child 
mortality statistics, dying at 1.9 times the rate of  
non-Indigenous children.10 This over-representation  
is amplified in some categories of death. For example,  
First Nations children and young people die by suicide 
and non-intentional injury at 2.9 times the rate of 
their non-Indigenous peers.10* In addition, Aboriginal 
and Torres Strait Islander infants die suddenly and 
unexpectedly at 3 times the rate of non-Indigenous 
infants.11†

The QFCC is committed to highlighting the underlying 
causes of this over-representation and using its position 
to advocate for improved systems and services.

In implementing the Safer pathways framework, we will 
work closely with First Nations stakeholders. This is vital 
to ensuring we target the issues of greatest importance 
to community, that we do so in a respectful and culturally 
appropriate manner, and that our data adequately 
contextualises health inequity for First Nations children 
and recognises the strengths and diversity of Aboriginal 
and Torres Strait Islander communities.12

Figure 4	Over-representation of First Nations children ‡

Figure 4 Over-representation of First Nations children*
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Figure 5 Over-representation of children known to the 
child protection system

Children known to the child protection system

All causes
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*	 These figures represent average rates for the 5-year period from 2015 to 2019.

†	 For the 3-year period from 2018 to 2021.

‡	 Average over the 5-year period 2015 to 2019.10
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Children known to statutory systems

Children who are known to statutory systems are likely 
to have experienced adversity or belong to social groups 
subject to structural inequalities. It is often the nature 
of these experiences that has brought them into contact 
with these systems to begin with.

These children are at increased risk of premature death. 
QFCC data indicates that overall, children known to 
the child protection system die at 1.7 times the rate of 
all Queensland children.10* When examining external 
causes only – that is, those deaths typically considered 
avoidable – this level of over-representation rises to 
more than 4 times the mortality rate for all Queensland 
children. Children known to the child protection system 
die by suicide at 4.3 times the rate of all Queensland 
children, of fatal assault and neglect at 8.5 times the rate,  
and of drowning at 4.5 times the rate.10†

The Queensland Child Death Review Board reviews the 
deaths of children known to the child protection system 
and identifies system improvements. By focusing on 
factors contributing to health inequity for these children, 
the QFCC contributes to the knowledge base of the Child 
Death Review Board as it undertakes this important work.

The QFCC will lead work to better understand the 
experiences of children involved with the youth justice 
system prior to their death. While there is significant 
overlap with the population of children known to 
the child protection system, factors influencing the 
behaviours that lead to contact with the youth justice 
system are worthy of further investigation.

Figure 5	Over-representation of children known to the  
child protection system‡
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Other priority populations
Children with disability are at greater risk of adverse 
experiences. For example, children with disability have 
been found to be 3.5 times more likely to experience 
violence than other children. This may compound existing 
health problems and increase their risk of premature 
death.13

In Queensland, almost 40 per cent of children aged 
0–14 years live outside of major cities, with two-thirds 
of First Nations children living in regional and remote 
areas.14 Australians living in rural and remote areas have 
shorter life expectancy, higher levels of disease and 
injury, and poorer access to and use of health services 
than people living in metropolitan areas.15 The poorer 
outcomes experienced by families in rural and remote 
areas may be due to multiple factors, including social 
isolation, disadvantage related to reduced education  
and employment opportunities, and limited access to 
health and social services.15

There is considerable evidence that lower socio-
economic status during childhood is associated  
with a greater risk of experiencing premature death.10,16  
Of the 10 most disadvantaged local government areas 
in Australia, 7 are located in Queensland,17 providing 
further reason for us to focus on children living  
in socio-economically disadvantaged areas.

In addition, children under 5 years of age, while not 
necessarily at increased risk of adversity, also represent  
a priority population. This is due to their complete 
reliance on parents, carers, and the other adults  
in their lives for their care, protection and survival.

In the prevention activities we undertake, we will 
highlight where children from rural and remote and  
low socio-economic areas, children with a disability  
and children under 5 are disproportionately affected.

Disadvantage  
and inequity in 

priority populations

In acknowledging the higher rates of death and the disadvantaged social 
circumstances experienced by many families from priority populations,  
we stress that this does not imply that social groups experiencing 
disadvantage are to blame. In all efforts to highlight the social and economic 
determinants contributing to health inequity, we have recognised the 
strength of communities’ health assets – the collective resources that 
individuals and communities have at their disposal, such as knowledge, 
skills, networks, extended family and cultural identity – which reduce 
negative health outcomes and promote health and wellbeing.

Focus areas

We have identified several focus areas that have strong 
links to social disadvantage and health inequity. They 
include specific causes of child mortality, risk factors  
that contribute to deaths from several different causes, 
and underlying factors linked to broader social issues.

Figure 6 (on page 16) provides a visual representation 
of the focus areas the Safer pathways framework will 
address over the next 5 years.

Family-level adversity
One of our key priorities is to establish a clearer 
understanding of the impact of a child’s interpersonal 
context, including family-level adversity. This is the  
most readily measurable component of health inequity.

Family-level adversity refers to a range of events that can 
cause trauma to a child, such as abuse and neglect or 
growing up in a family engaged in criminal behaviour, 
misusing alcohol and substances, experiencing mental 
illness or domestic and family violence.* The cumulative 
impact of these experiences has been linked with chronic 
stress and long-term adverse outcomes.13,18,19

Exposure to adversity in childhood is a growing public 
health concern globally. Recent research has found that 
those children with 4 or more adverse experiences who 
have died were more than 22 times more likely to have 
died from avoidable and non-natural causes (such as 
injury, abuse or suicide) than of conditions that are  
not typically considered preventable.13

Since 2013, the QFCC has collected data on a range of 
indicators (mental health, domestic and family violence, 
alcohol and substance use, and others) about children 
who have died. This data indicates that over a third of 

*	 The QFCC’s concept of ‘family-level adversity’ is grounded in research relating to the impact of adverse childhood experiences (ACEs). There are 10 ACEs that have  
been demonstrated to have a cumulative impact on outcomes in later life. These are included in a broader list of stressful life events defined as ‘family-level adversity’  
by the QFCC.
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deaths have at least one of these factors present for 
either the child or their family.* Further work is required 
to expand and refine this dataset. This includes working 
with stakeholders to build our capacity to collect and 
analyse information about adverse experiences present 
in the lives of children who have died.

This will support work to create a more comprehensive 
understanding of the relationship between family-
level adversity and an increased risk of death during 
childhood.

The information collected through child death review 
and prevention processes provides a unique opportunity 
to understand the association between adverse 
experiences and childhood mortality. Such information 
may illuminate risk factors that can be addressed  
by health, social, criminal justice and other agencies 
through prevention and response measures.13

No normal 12-year-old 
is stealing cars 

if everything is okay 
at home.

Aimee
QFCC Youth Advocate

Risk-taking
Risk-taking behaviour is linked to many external 
causes of death among children, particularly those 
aged between 10 and 17.10,11 Examples of risk-taking 
behaviours include alcohol and substance misuse,  
youth offending, risky driving behaviours, risk-taking 
around water hazards, and peer-to-peer violence.

Behavioural problems, including risk-taking behaviour, 
have also been identified as an indicator of suicide risk.† 
In addition, there is value in monitoring emerging trends 
associated with the increased exposure to, and impact 
of, technology and social media.

Risk-taking may also be evident in the behaviour of 
parents, with consequences for the safety of their 
children – particularly younger children who are 
dependent on them for their care and survival. This could 
include leaving young children unsupervised in unsafe 
situations, engaging in substance use and criminal 
activity around their children, or sharing a sleep surface 
with their infant in the context of known risk factors.

The QFCC aims to understand how risk-taking presents 
across these scenarios. Doing so will require efforts to 
better define the concept of risk-taking and improve data 
collection. This includes recognising that taking risks is 
an important feature of healthy adolescent development. 
We must distinguish between what is safe, acceptable 
and ethical, and what is unsafe and unacceptable.

Taking risks is part of healthy 
adolescent development.  

We must distinguish 
between normal levels  

of risk-taking and unsafe, 
unacceptable risk-taking 

behaviour.

*	 Data relating to these characteristics has only been collected since 2013, and is only available for deaths reported to a coroner (primarily deaths from external or 
unexplained causes). Of the deaths from external and unexplained causes recorded between 2013 and 2019, 37 per cent had at least one of these characteristics noted, 
relating either to the child or their family.10

†	 In the opinion of the QFCC Youth Advocates, risk-taking in this context does not include self-harm and suicidal behaviour. They see these as help-seeking behaviours. 
QFCC’s Youth Advocates are members of its Youth Advisory Council, which provides youth perspectives, leadership and advice to the Commissioners on what is important 
to children and young people in Queensland.
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Supervision
Supervision plays a critical role in preventing child 
deaths, particularly of children under 12 years of age.

Providing guidance for parents about appropriate 
supervision is challenging, as children’s needs change 
rapidly with their developing capabilities, and risks vary 
by circumstance. Supervision is further complicated 
by the experience of social disadvantage, with families 
faced with a range of competing priorities over and above 
the regular challenges of parenting.

We plan to work towards a clearer model of supervision 
for children up to 12 years of age. We will seek to 
understand the experiences of families from a range  
of backgrounds, particularly First Nations and culturally 
and linguistically diverse families, where roles and 
responsibilities may be shared with many members  
of a family group.

Help-seeking and access to services
We aim to identify ways to improve government and  
non-government systems and services to reduce  
the level of health inequity experienced by families.  
We are interested in reviewing the circumstances in 
which families have sought the assistance of services 
prior to a child death, particularly those where timely, 
appropriate supports were not available or accessed.

Examples of where this may be relevant include help-
seeking by young people experiencing suicidal ideation,* 
parents seeking medical help for their child prior to a 
death from preventable natural causes, parents engaging 
with antenatal care (a factor known to protect against 
sudden infant death), and families seeking help prior 
to a death from assault or neglect. We will identify 
factors that may discourage or prevent help-seeking, 

particularly among priority populations, and whether 
available services are culturally safe.† As a result of our 
consultation with the QFCC’s Youth Advocates, we will 
also focus on barriers to help-seeking by young people. 
We will examine ways in which services may reach out  
to families, rather than relying on them seeking help.

Environmental hazards, product safety 
and regulation
Some of the most effective ways of addressing  
safety hazards are through regulation, design  
and safety standards. This is because they are  
less reliant on individual behaviour change  
than many other approaches.

We will consider the role of regulatory and design 
mechanisms, such as:

•	 pool fencing requirements

•	 young driver licensing

•	 improved infrastructure to provide safer routes  
for children to walk and cycle (active travel)

•	 product safety standards

•	 workplace health and safety laws.

Building capacity and monitoring trends
We have identified a range of issues on which further 
work is needed to define and record certain information 
relating to child deaths. We will prioritise data 
improvements relating to the following areas.

Identifying First Nations children
Accurately identifying First Nations peoples within 
administrative datasets has been an ongoing challenge 
in Australia, with a variety of factors producing an 
undercount of the number of Aboriginal and Torres Strait 
Islander people affected by particular social conditions.20 
The QFCC receives information from numerous sources, 
which can mean we are given conflicting information 
about whether a child and their family identified as 
Aboriginal and/or Torres Strait Islander. The QFCC will 
ensure that the process for identifying the status to use 
for reporting is as robust and culturally appropriate as 
possible. Improving the identification of First Nations 
children within the Child Death Register will facilitate  
a better understanding of the impacts of a variety  
of issues on health and wellbeing.

Self-harm  
is help-seeking,  
not risk-taking.

Grace
QFCC Youth Advocate

*	 Suicidal ideation is contemplation or preoccupation with death or suicide, ranging from fleeting thoughts to well-thought-out plans for suicide.27

†	 Cultural safety for Aboriginal and Torres Strait Islander peoples, as defined by the Department of Children, Youth Justice and Multicultural Affairs, refers to  
‘an environment that is spiritually, socially and emotionally safe, as well as physically safe for people; where there is no assault, challenge or denial of their identity,  
of who they are and what they need. It is about shared respect, shared meaning, shared knowledge and experience of learning together.’ Williams, cited in 28
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Impacts of COVID-19
The COVID-19 pandemic has had a dramatic impact 
on the lives of children and families across the globe, 
including by ‘slowing and in some cases reversing the 
gains in child health and survival achieved over the past 
two decades’.21 We need to be aware of the indirect 
effects of the pandemic and the steps governments  
have taken to manage it. These may include:

•	 mental health impacts arising from the pandemic  
and disruptions to social connections

•	 the effects of disruptions to education

•	 reduced access to face-to-face health and wellbeing 
services and/or a lack of accessibility to digital 
replacement services

•	 increased family and financial stress

•	 reduced opportunity for family, friends and services  
to monitor children’s welfare and report concerns

•	 differences in families’ ability to access vaccinations, 
testing and personal protective equipment

•	 potential for vaccine injury and long COVID.

These are emerging areas of risk and require us to build 
capacity to identify, record and report on their impacts  
on child deaths over time.

Youth suicide
The QFCC has identified a statistically significant  
increase in the rate of suicide among young people aged 
15–17 years since 2004.10 Suicide disproportionately 
affects young people known to statutory systems and 
First Nations young people. There is an urgent need 
to better understand and record factors that may be 
influencing the increase in youth suicide, such as 
adverse childhood experiences and health inequity.

We also intend to build our capacity to identify and 
record suicide contagion (where the suicide of one 
person influences the suicide of another) and suicide 
clusters (where suicides occur close together in time  
and space).22

Sudden unexpected death in infancy
Extensive research conducted on sudden unexpected 
death in infancy (SUDI) has established that, in 
contemporary western society, it is a phenomenon 
predominantly experienced by socially disadvantaged 
families. Families known to the child protection system, 
First Nations families, and families living in low socio-
economic areas are all disproportionately represented  
in SUDI statistics.

There is a clear need to identify ways to address the 
barriers these families face that prevent them adopting 
safer sleep recommendations. This should be considered 
in the context of rising costs of living and housing 
affordability, which can result in homelessness  
and overcrowding.

Formulating safer infant sleep recommendations is 
dependent on the accuracy of data collected about  
SUDI and the way in which it is analysed. There are 
growing calls within Australia and internationally to 
improve the consistency and accuracy of infant death 
certification, and of the specific causes that should  
be grouped together when analysing SUDI deaths.

The QFCC is well-placed to partner with experts  
in ongoing work in relation to SUDI.

Deaths from preventable natural causes
Social disadvantage is strongly associated with deaths 
from natural causes, particularly among the youngest 
age groups, and we will expand the data we hold about 
indicators of social disadvantage.

There is value in building our capacity to address  
those most readily preventable. This includes deaths  
as a result of infections and other conditions not 
expected to cause death.
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Safer pathways through childhood
A framework to guide the Queensland Family and Child Commission’s
child death prevention activities, 2022–27

Using our data and expertise to uphold children’s rights 
to a full life and health equity

Figure 6 Safer pathways through childhood – a visual representation
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Risk-taking
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Help-seeking and access to services
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Building capacity and monitoring trends

Family-level adversity

Focus areas

Principles

• Promoting equity
• Using the evidence base
• Listening to the voices of children

• Upholding cultural integrity
• Fostering collaboration

Socio-ecological factors

Individual factors  +  Interpersonal contexts  +  Community contexts
+  Social, structural, political contexts  +  Historical and cultural contexts

Priority populations

• First Nations children
• Children known to statutory systems
• Children with disability

• Children living in rural and remote areas
• Children living in low socio-economic areas
• Children under 5 years of age

SUDI stands for Sudden Unexpected Death in Infancy

Figure 6	Safer pathways through childhood framework – a visual representation
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Methodology for developing 
the Safer pathways framework
In developing this framework, we used the extensive data available 
through the Child Death Register, developed an evaluation methodology,  
consulted with stakeholders, and considered relevant state and  
national strategies.

Our child death data

The child death review process helps us to identify 
patterns in child deaths and reflect on what can be 
learned from the death of a child. In 2020, we conducted 
a review of trends and patterns in child mortality since 
the Child Death Register began operation in 2004  
(the Counting lives, changing patterns report). This 
provided critical findings about changes that have 
occurred over time. These findings helped generate 
issues for the Safer pathways framework.

Over the 16-year period under review (2004–2019),  
there was a statistically significant decrease in the 
annual rate of child deaths in Queensland, dropping an 
average of 3 per cent per year. Nonetheless, Queensland 
children still died at a rate of 33.1 per 100,000 children 
aged 0–17 years (2017–2019).10* Many of these deaths 
were from preventable causes, described under the 
following major groupings.

Infant mortality
Infant mortality rates are a measure of a population’s 
overall health. They provide an indication of the social, 
environmental and economic circumstances into which  
a child is born (including factors such as maternal health) 
as well as the effectiveness, availability and accessibility 
of healthcare systems.23 While infant mortality has 
declined since 2004, First Nations infants remain  
over-represented in the figures. In the 5-year period 
ending 2018, First Nations infants died at a rate of 
6.5 per 1,000 live births, compared with 3.8 per 1,000 
for non-Indigenous infants.10

Rates of unexplained infant deaths, which include 
sudden infant death syndrome (SIDS) and undetermined 
causes, also changed over time. The rate of SIDS deaths 
between 2011 and 2019 decreased by 17.4 per cent 
per year on average.10 This is statistically significant. 
Unexplained infant deaths are, in the main, considered 
preventable and are largely associated with the social 
determinants of health, as they occur more often in low 
socio-economic areas.†

Transport fatalities
Deaths in transport incidents have decreased 
dramatically over time, with the annual rate falling by  
an average of 7.9 per cent per year, from 4.7 per 100,000 
(2004–2008) to 1.7 per 100,000 (2015–2019).10 
However, they remain one of the leading external causes 
of death, particularly for older children, with risk-taking  
a key theme.

From the age of 10, risk-taking behaviours begin 
to increase, at a time when children have reduced 
supervision and increased access to a broader range  
of environments.24 As children approach adulthood  
(15–17 years), they begin to undertake adult activities 
such as driving and employment. They may also use 
alcohol and drugs. These factors can increase their 
exposure to risk, particularly in the context of transport 
incidents.24

*	 The QFCC’s most recent annual report identifies that the average rate between 2019 and 2021 was 32.9 deaths per 100,000 children aged 0–17 years.11

†	 The QFCC’s review identified that deaths from unexplained causes (primarily infant deaths) were 2.4 times higher in very low socio-economic areas.
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Drowning
Between 2004 and 2019, drowning deaths decreased 
slightly. However, children under 5 years of age remain 
most at risk.

Supervision is vital to drowning prevention. In 
82.8 per cent of drownings of children under 5 years 
during the 16-year period, the child was not actively 
supervised.10 Pool fencing forms another line of 
defence against drowning. However, 32 per cent of pool 
drownings of children under 5 (2004–2019) occurred in 
pools without any identifiable defects. In some of these 
cases, pool gates had been deliberately propped open  
or children left in the pool area unsupervised.10

Other non-intentional injury
This category groups together non-intentional deaths that 
occur too infrequently to be analysed separately, such as 
falls, being struck by falling objects, threats to breathing, 
fire and explosions, electrocution, exposure to excessive 
heat, and poisoning.

It is difficult to discern clear patterns, given the many 
different causes of death included, but prevention 
measures often include product safety and regulation. 
Examples include smoke alarm requirements for 
residential properties, child-resistant packaging for items 
such as button batteries, and product safety standards.

Suicide
Across the 16-year period reviewed by the QFCC, suicide 
was the only cause of death to have increased over time.

This increase was primarily concentrated in the 15 to 
17-year age group. Suicides in this age group increased 
significantly, from 7.4 per 100,000 children in 2004–2008 
to 10.3 per 100,000 in 2015–2019.10 First Nations 
children and those known to child protection are also 
consistently over-represented in suicide statistics.  
While Aboriginal and Torres Strait Islander children made 
up approximately 8 per cent of the child population in 
Queensland, they accounted for more than 25 per cent  
of suicides between 2004 and 2019, dying at 2.9 times 
the rate of non-Indigenous children.10‡

Fatal assault and neglect
While child deaths from assault and neglect are  
relatively rare, more than 80 per cent of these deaths 
happen within families, with the alleged perpetrator 
being a parent, carer or other family member.10 A small 
proportion (less than 20 per cent) of deaths from assault 
and neglect are perpetrated by people outside the child’s 
family. These may involve older children and can include 
peer-to-peer violence, intimate partner violence, or assault 
by a stranger or acquaintance.

‡	 During the 5-year period from 2015 to 2019.
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Evaluating the options

Drawing on the findings of the Counting lives, changing 
patterns report, we identified those issues that most 
contributed to deaths within each of these major 
groupings. We also identified a number of overarching 
priorities that cross multiple causes and categories,  
as well as some emerging areas of interest, such as  
the impacts of COVID-19.

To help determine which of these should be the 
QFCC’s focus over the next 5 years, we considered 
the following elements:

Mortality rate 
We prioritised areas of focus that stand to reduce the 
greatest number of child deaths over those affecting 
fewer children, although exceptions apply.

Priority populations 
We prioritised areas relating to causes or risk factors  
that disproportionately impact on particular cohorts  
of children, in order to address inequity leading to their 
over-representation in child deaths.

Opportunity for prevention 
We prioritised areas in which there is a clear opportunity 
for data and expertise to prevent child deaths by 
contributing to the evidence base or advocating for 
changes to laws, policies, practices or behaviours.

Existing initiatives 
Where a saturation of prevention initiatives targeting  
a priority area exists, we considered there was less need 
for our involvement, unless we identified a clear research 
or policy gap.

Impact 
We considered whether each area of focus could 
feasibly be addressed within the functions, powers and 
resourcing of the QFCC. Where this was not possible, 
we explored the possibility of collaborating with 
stakeholders.

Child rights and health equity 
We considered each focus area’s impact on child rights. 
Each priority area represents an opportunity for systems, 
services, communities, parents and carers to better 
uphold the rights of children and create healthier and 
safer environments for them to achieve health equity.

Consultation

The Safer Pathways Working Group
A working group made up of experts in child death 
prevention, oversight, evaluation, policy, advocacy, 
youth engagement, media, and the child protection and 
youth justice systems convened to evaluate each of the 
potential focus areas using our evaluation methodology. 
This process helped to identify the areas of focus we 
have included in the framework.

Youth Advocates
To ensure these prevention priority areas appropriately 
reflected concerns held by children and young people, 
the QFCC also consulted with members of its Youth 
Advisory Council (Youth Advocates). Children and young 
people are often excluded from policy processes, despite 
the unique and valuable contributions they can make.

They endorsed the focus on health equity, acknowledging 
that there are lots of factors outside of young people’s 
control that may increase their risk of death or injury.

Youth Advocates provided useful feedback on the need  
to recognise the diversity of children’s living situations; 
the impact of non-physical domestic and family 
violence; and the ongoing effects of parental separation 
and divorce – particularly the impact of Family Court 
proceedings and ongoing conflict between parents.

The Youth Advocates also provided feedback about risk-
taking. They wanted to make sure we understood that  
the presence of risk factors did not automatically mean  
a young person was engaging in risk-taking, and they felt 
strongly that self-harm and suicide attempts constituted 
help-seeking rather than risk-taking behaviour.

Help-seeking was an important topic for the Youth 
Advocates, particularly in relation to help-seeking  
by young parents, barriers to accessing mental health 
supports, and inconsistent/inadequate service 
responses to self-harm and suicide attempts.

They were eager to see young people directly engaged in 
prevention activities. Even though child death prevention 
is a sensitive topic, the Youth Advocates felt strongly that 
where young people are able to give informed consent, 
their participation in projects under the Safer pathways 
framework is vital.

A framework to guide the Queensland Family and Child Commission’s child death prevention activities, 2022–2027      19

Methodology for developing the Safer pathways framework



External stakeholders
We sought feedback from a broad range of 
government and non-government stakeholders. 
These included:

•	 stakeholders involved with collecting and 
recording data about child deaths

•	 other government agencies with responsibilities 
relating to children, or matters affecting them 
under this framework

•	 researchers and academic institutions conducting 
research into relevant topics

•	 other bodies responsible for reviewing deaths

•	 agencies concerned with the health and wellbeing  
of First Nations people.

Our stakeholders were supportive of our health 
equity approach to child death prevention, in 
particular, our use of a socio-ecological model to 
underpin this work. They agreed with the focus areas 
we have identified and provided feedback. 

Our consultation with external stakeholders has 
assisted in identifying a number of prevention 
activities and partnerships the QFCC will progress 
during its first year of implementing the Safer 
pathways framework.

Related strategies and plans

The QFCC’s Safer pathways framework fits within a 
network of state and federal strategies and plans that  
are concerned with the prevention of death or injury  
from particular causes, the reduction of health inequity, 
and the provision of improved services to children  
and families.

These include (but are not limited to):

•	 the National Injury Prevention Strategy 2020–2030

•	 the National Children’s Mental Health and Wellbeing 
Strategy

•	 the National Action Plan for the Health of Children  
and Young People: 2020–2030

•	 Safe and Supported: The national framework  
for protecting Australia’s children

•	 Making Tracks Together: Queensland’s Aboriginal  
and Torres Strait Islander Health Equity Framework

•	 Our Way: A generational strategy for Aboriginal and 
Torres Strait Islander children and families 2017–2037

•	 Every life: The Queensland Suicide Prevention Plan 
2019–29

•	 the Australian Water Safety Strategy 2030: Towards  
a nation free from drowning

•	 the Queensland Road Safety Education Blueprint.
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Next steps

A 5-year plan

Figure 6 (on page 16) sets out the focus areas we will 
address over the next 5 years and identifies which of the 
major causes of death will be covered by these topics. 

In implementing this framework we will continue to 
collaborate with a broad range of stakeholders to identify 
and co-design specific projects to target the focus areas.

This will ensure that prevention activities:

•	 represent the needs of children, families and 
communities, particularly those who are most 
vulnerable

•	 are undertaken in collaboration with relevant experts

•	 are better able to influence programs and services 
delivered to children and families.

Action plans

We will release action plans to support the 
implementation of the Safer pathways framework. 
Each of these action plans will be developed in 
collaboration with key stakeholders and will provide 
details about the specific prevention activities for  
each period.

The Safer pathways through childhood action plans  
will be available on the QFCC website.

Measuring the impact of our 
child death prevention activities

The QFCC is accountable to parliament and the public  
for our contributions to child death prevention initiatives. 
We must monitor and evaluate the impact and outcome 
of the prevention activities conducted under the Safer 
pathways framework.

To understand how best to do this, it is important to 
understand how health promotion activities operate. 
Some prevention activities act at a systemic level to 
target the underlying social conditions linked to factors 

(environmental, social, economic and behavioural) that 
increase the risk of disease and injury.* Other prevention 
activities aim to decrease risk factors and promote 
healthy behaviours in susceptible populations, thereby 
reducing death, injury and illness. These are termed 
‘primary’ prevention strategies. They occur ‘upstream’ 
at the community level and also focus on legislation 
and healthy public policy and programs to target the 
underlying social conditions that contribute to disease 
and injury. In doing so, they aim to create conditions  
that support safe, healthy choices at the family  
and individual level.

Primary prevention engages many sectors, partners,  
and settings to tackle the causes of child health inequity. 
Much of the work the QFCC is undertaking with the  
Safer pathways framework targets these upstream factors 
and aims to influence primary prevention efforts.

Measuring and demonstrating the progress of primary 
prevention is challenging, due to its complex and long-
term nature.25 We acknowledge that it may take many 
years of sustained prevention efforts across multiple 
settings before the activities under this framework  
create quantifiable reductions in mortality rates.

In addition, the many factors that influence child 
mortality (many of which are beyond any one  
agency’s control) make it difficult to demonstrate  
a causal link between any prevention initiative  
and a reduction in mortality. For example, reductions  
in rates of sudden infant death within First Nations 
families will require increased access to culturally safe  
antenatal and maternity care on country; reductions 
in maternal smoking during pregnancy; and increased 
housing accessibility and affordability to reduce 
overcrowding, which contributes to unsafe shared  
sleep environments.26

Similarly, reducing youth suicide may require 
improvements in the affordability, availability and 
accessibility of mental health services for pre-teen  
and teenage children.

Most of the child death prevention activities we 
undertake involve research and advocacy. The QFCC 
does not have a service delivery role; rather we exert 
our influence by advocating for changes to services, 
programs, policy and legislation. 

*	 Known within the research literature as primordial prevention.
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Some of the actions we will undertake over the next 
5 years are intended to build our capacity to monitor  
and report on the drivers that contribute to disparities 
 in preventable childhood mortality. Such activities, while 
integral to developing a more nuanced understanding of 
child deaths and the interventions that may be required 
to reduce them, will not directly impact on mortality rates.

Despite these challenges, each prevention activity 
outlined in our action plans will include a focus on 
monitoring impacts, outcomes and measures  
of success. This may include:

•	 making formal recommendations and monitoring  
the implementation of these

•	 conducting post-implementation reviews of the 
success of the changes made

•	 developing partnerships with agencies and 
organisations with service delivery responsibilities

•	 creating linkages to other datasets to improve our data

•	 surveying our stakeholders to determine how our 
findings have been applied in practice

•	 measuring community awareness where applicable.

We will report publicly on  
the impacts and outcomes  
of the prevention activities 

conducted under the  
Safer pathways framework  

in our annual report  
on child deaths, available  

on the QFCC website.
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