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To The Committee,
Outline of Opposed Amendments

| oppose the following guiding principles being proposed in the Education
(General Provisions) and Other Legislation Amendment Bill 2024

1. Enforcing Home Educators to use ACARA or one of the government's
approved education programs to provide a high-quality education.
2. The use of gender-neutral language.

First Concerns - Consultation Process

Before looking at these points individually, | would like to raise some concerns
about the consultation process that has occurred between Home Education
stakeholders and government departments. It seems to me, from the lack of public
square discourse, that the home school community has been left out of a discussion
that will affect them more than it will anyone else.

After reading the proposed bill amendments and the government’'s Home
Education Research Insight Report, November 2022? | was left wondering whether
policy makers actually read the latter report or at least its Executive Summary on page
2. It details the reasons why families have chosen to Home Educate their children,
and the pursuit of a high-quality education with flexibility and personalised student
approaches was clearly front and centre. How is it that the need for ACARA to be
enforced has sprung up? That's why the announcement of this bill has come as a
complete shock to the home school community. The recommendation seems at
odds with the claim? that key stakeholders were consulted and listened to. Do home
educators have voices? And are they being heard by our government
representatives?

Discussion of Opposed Amendments

1. | oppose Enforcing Home Educators to use ACARA or one of the
government's approved education programs to provide a high-quality
education.

' See https://documents.parliament.qgld.gov.au/com/EETSC-5CF2/EGPOLAB202-
6E5C/Department%200f%20Education,%2014%20March%202024.pdf

2 See https://education.gld.gov.au/schools-and-educators/other-education/Documents/research-
insight-report.pdf

3 The Bill claims that: 37. To ensure diverse interests were represented, the consultation stages targeted
key education stakeholders, government departments and statutory agencies, parents of children
registered or provisionally registered for home education in Queensland (Stage One) and home education
representative groups (Stages One and Two), early childhood sector bodies, legal and disability advocacy
agencies and where appropriate, young people. Home Schoolers were not consulted on these changes
prior to or after the Bill was announced. See the Bill in question.




To say that a high-quality education is comparable with ACARA is to say that
all children currently within the classroom school system are thriving under this
instruction. And yet, this is not the case for multiple students. Many are struggling
under the pressure and weight of ACARA's timeline, content, and demands, both
students and teachers.

To equate a high-quality education with ACARA is to say that current home
school families not using ACARA are failing their children in the education they
deliver. This is a slap in the face to many of us who work tirelessly and passionately
to stretch the minds and characters of our children. The decision to home school is
not a fickle one. Many are in the business of executing a far higher-quality education
than ACARA could ever achieve.

After watching the first briefing of the proposed bill on March 18, | was
interested to hear that the decision to implement ACARA was strongly influenced by
the Child Death Annual Report 2022-2023%. After reading the report of a young
person committing suicide, who was allegedly registered to home school, I must say
| was confused to read the outcome and recommendations that proceeded from the
investigation.

Here is a summary of the events leading up to the young person'’s suicide
death as recorded in the report on page 15.

- Young Person was diagnosed with multiple mental health conditions.

- Young Person had history of ideation.

- Young Person was a client of Child and Youth Mental Health Services.

- Young Person’s home was unhygienic and neglectful.

- Young Person spent three weeks in adolescent mental health Unit in Hospital.

- Child Safety were contacted during this time.

- The Young Person’s case was referred to the Suspected Child Abuse and
Neglect (SCAN) team.

- Young Person expressed dissatisfaction with Home Education.

- Case was reported to Department of Education’s Youth Engagement Service.

- The child was released from hospital and successfully committed suicide two
weeks later.

- Atthe time of death, Child Safety had not yet commenced an Investigation and
Assessment of the child protection concerns.

- At the time of death, The Department of Education’s Youth Engagement
Service had not yet been initiated.

The report goes on to make the following conclusion and recommendation:

4 See https://documents.parliament.qld.gov.au/tp/2024/5724T347-DB90.pdf



Page 15

The young person’s experiences led the Board to consider the regulatory
oversight of, and support for, children registered for home education in
Queensland.

Page 18

As a result of its review of other jurisdictions, the Board wrote to the Director-
General of Education advising of concerns about the apparent lack of powers
and oversight in Queensland’s jurisdiction. This included the inability to
undertake home visits, to _sight or speak to the child registered for home
education, _or to engage with child protection authorities and previous
schools to assess suitability for home education.

Based on the report, at the time of death this young person was known by five
different government departments (Child and Youth Mental Health Services, a mental
health Unit in Hospital, Child Safety, Suspected Child Abuse and Neglect (SCAN)
team, and Department of Education’s Youth Engagement Service).  The
recommendation of the board as a result of this young person’s death concludes that
more oversight is needed in the homeschool community in order that home visits,
sighting and speaking with children registered for home education, and the ability
to contact child protective authorities can be upheld. My question is, was not all of
this done, and more, for the young person in mention? In my mind it makes no sense
to say that more oversight is needed to ensure something that already happened,
happens. What is clear is that there was a child who was very sick, and who at least a
few government bodies failed to follow up on in time.

The more bizarre yet is that the DoE representative in the March 18 public
briefing uses this recommendation from the above report to say that ACARA should
be enforced. How does that make any sense? Could ACARA have saved the young
person’s life? It is a tragedy that such a young life was lost, and investigations into
that home must be conducted, along with any other home of a child known by so
many differing government departments. This goes for both home and classroom
educated children. However, how any of this relates to the need for more oversight,
and ACARA to become the headmaster of what a high-quality education is, is just
incomprehensible.

What is wrong with the current oversight that the Home Education Unit
government department is already providing? Do they not have referral power to
child protective services should a family continually fail to show how they are
providing a high-quality education? It is my understanding that the HEU think that
most home school families are doing a great job educating their children. It seems



to me that the current regulations in place are suffice, though the HEU could use
some more staff and a pay rise to keep up with home school inflation.

Another claim made at the briefing on March 18, 2024 suggested that
requiring Home Educators to use an approved education program will help with
consistency and continuity of learning should a child move between home school
and classroom settings. As well as ACARA, Steiner and Montessori were also
mentioned as approved educational programs, but if a child moved between a
Steiner/Montessori school and an ACARA school they would experience some
inconsistency and discontinuity in their learning too. Why are Steiner/Montessori
schools not being held to ACARA too? Switching from the current HEU regulation
and oversight does nothing but add unnecessary burdens to parents already
delivering a tailor-made high-quality education.

This leads to my second point about why | oppose the enforcing of ACARA on
home educators. Not even experienced Teachers believe ACARA equates to a high
-quality education. Based on the Home Education Research Insight Report Nov 2022,
20% of registered home school parents are qualified teachers, with a further 11%
having taught in the past, and 15% of parents having worked in a school in another
role. That is 46% of registered home educators have experience in schools, have left
these schools, and have little desire to use ACARA as their model for how to provide
a high-quality education. If ACARA were worthy of such boast, would not these
experienced teachers and school workers be using it already and willingly?

My own experience led my husband and | to transfer our children from the
classroom setting to home education. We had one child who earnestly needed to
be extended in his learning, and another child who just could not keep up with the
pace of the classroom. It was clear that they each had different, personalised needs.
Many years later, both these children (plus a subsequent sibling) are flourishing in
their education, all with the absence of ACARA. We work hard to create a learning
program for our children that expands their understanding of the world and their
place in it. We have access to some of the world’s best curriculums and learning
platforms. And we have the flexibility to tweak and change what needs to be
changed for each of our children’s individual needs. Our children are well on their
way to being prepared for a post school life, whether that be in university, TAFE, the
workforce, socially, or simply as responsible and virtuous members of society.

2. |strongly oppose modernising removing the use of gendered language.

How can a place of education remove from language what has been known
and accepted for the whole of human history until most recently? If we want to give
children a high-quality education, we should not ignore the history of gender. If
people want to call themselves by different names, then so be it, but we should not



be changing our legislation from what has been true both verbally and in writing for

millennia.

In Summary

| oppose:

1. Enforcing Home Educators to use ACARA or one of the government's
approved education programs to provide a high-quality education.

The recommendation for more oversight from the Child Death Report
is illogical.

The reasoning to use such a recommendation is illogical.

Continuity of learning would not work between current approved
education programs (Steiner and Montessori) so why do individualised
and personalised plans made by parents require a higher level of
continuity?

Not even experienced teachers and school workers believe that
ACARA equates to a high-quality education.

We are already providing a high-quality education where our children’s
best interest, safety and well-being are at the heart of why and how we
homeschool.

2. The use of gender-neutral language.

The language is not broken, but something is.
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Reference: TF23/714 — DOC23/3525
21 October 2023

The Honourable Yvette D'Ath MP

Attorney-General and Minister for Justice

Minister for the Prevention of Domestic and Family Violence
GPO Box 149

BRISBANE QLD 4001

Dear Attorney-General

In accordance with section 29) of the Family and Child Commission Act 2014, | am pleased to provide for presentation
to the Parliament the 2022—23 Annual Report for the Queensland Child Death Review Board.

In 2022—23 the Child Death Review Board reviewed the deaths of 60 children. This Annual Report details the key
system issues identified in those child death reviews and offers the Child Death Review Board’s insights and

recommendations to improve the system.

The Child Death Review Board has focused on opportunities to strengthen service delivery in the areas of
safeguarding children registered for home education, youth justice, improving responses to the needs of First
Nations communities, creating safety for children of parents with problematic alcohol and drug use and increasing
visibility of children and young people in the context of coercion and parental deception.

We also include our monitoring of the 16 recommendations made in the prior two years.

Yours sincerely

2 Tz

Luke Twyford
Chairperson
Child Death Review Board
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Message from the Chair

All Queensland children should be loved, respected and have their rights upheld. Each year,
too many children known to the child protection system die or suffer serious physical injuries.

The loss of any child has long-lasting impacts on family, friends, communities and the professionals who provided
support to the child and their family. The Queensland Child Death Review Board (the Board) seeks to honour the lives
of children and young people by ensuring that we conduct respectful reviews aimed at preventing future loss of life.

This year, the Board has reviewed the cases of 60 deceased children. From the lives of these 60 young
Queenslanders, we have considered the ways in which government services and the community interacted with the
young person and their family.

Within this report we have outlined the lives of the young people whose cases we have reviewed. While the Board
has seen many examples of great practice which held at its core the safety, wellbeing and voice of children, young
people and their families, some opportunities for system improvement stood out. From our review and discussions,
the Board has identified five areas where it believes that more action is needed. These are set out in this report and
cover the issues of:

* assessing the safety of children who are registered for home education

* reappraising the response to youth crime and the purpose of youth justice

* improving research on the needs of First Nations communities

* strengthening child safety practice in response to parental substance and methamphetamine use

® increasing system visibility of children and young people in the context of coercion and parental deception.

| am hopeful that the delivery of this report, with the details of the cases across these five areas leads to internal
consternation and action within and across Government.

This is the third Annual Report of the Child Death Review Board. It represents the last for several Non-government
Board members who are appointed to three-year-terms. | would like to specifically thank Deputy Chair Professor
Jody Currie and members Bruce Morcombe, Professor Jeanine Young, Margie Kruger and Shanna Quinn for the time
they served on the Board. Reviewing the case details of child deaths is not something that can be done lightly and
each of these members made profound and significant contributions during their time on the Board. | also thank
the government representatives and the Board’s staff for their ongoing role in reviewing child deaths to identify
opportunities for continuous improvement in systems, legislation, policies and practices.

Yours sincerely

F s

Luke Twyford
Chairperson
Child Death Review Board
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Introduction

The Child Death Review Board (the Board) is responsible for conducting system reviews following the death of a
child known to the child protection system. The Board undertakes reviews to identify opportunities for system
improvements and to make recommendations about the changes needed to keep children safe.

The Board was established on 1 July 2020 and has the power to make and monitor recommendations and publicly
report on the outcomes of child death reviews.

Queensland’s child death review process is two-tiered. Government agencies that were involved with a child in
the 12 months prior to their death undertake an internal agency review of their service delivery to the child. These
reviews are provided to the Board for its consideration and to inform its recommendations about whole of system
improvement and child death prevention.

This report has been prepared under section 29) of the Family and Child Commission Act 2014. It describes the
work of the Board in 2022-23 in carrying out its reviews and other functions under Part 3A of the Family and Child
Commission Act 2014 and the Board’s Procedural Guidelines.

Chapter 1 provides an overview of key characteristics of the 60 children and young
people reviewed in the reporting period. It looks at the causes of death of the children,
basic demographics and cultural status.

O

Chapters 2 to 6 discuss the key themes and service system issues identified by the

Board in 2022—23. These chapters also share relevant case studies and research projects
that were undertaken by the Board, and the recommendations the Board made for the
reporting period. The key themes and service system issues explored in this report are:

Assessing the safety of children who are registered for home education.

Reappraising the response to youth crime and the purpose of youth justice.

Improving research on the needs of First Nations communities.

Strengthening child safety practice in response to parental substance and
methamphetamine use.

Increasing system visibility of children and young people in the context of coercion and
parental deception.

Chapter 7 revisits the recommendations that were made in the previous two annual
reports and provides an update on the implementation of these recommendations.
The chapter presents a summary of key actions, practice reform and changes that the
responsible agencies have reported for the years 2020—21 and 2021—22.

Chapter 8 considers issues relating to the governance of the Board.

©
®
®
®
®
@
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Cases reviewed
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Cases reviewed by the Board in 2022-23

In 2022—23 the Board received a total of 72 notices of
child deaths known to the child protection system and
completed reviews of 60 cases. To complete these 60

reviews, the Board assessed 197 agency reviews.

Completing the review of 60 cases is an increase of five
cases compared to the 2020—21 and 2021—22 years
when 55 cases were reviewed. The increase in cases
reviewed by the Board reflects an increase in the total
number of child deaths known to the child protection
system during the same reporting period.>*

In the financial year 2022—23, 72 children died who

had been known to the child protection system in the

12 months prior to their deaths. This is the second year
that the Board has not reviewed as many cases as it has
received. Consequently, there are 68 cases awaiting
review by the Board. |deally, it takes less than 12 months
to review a case (reflecting the legislated six month
period for agencies to review their own service delivery,
and a further six months for the Board to review the
agency findings and identify broader system issues).

After the Board receives all agency review reports
and supporting information for a case, a three-tier
categorisation framework is utilised to determine the
terms of reference and depth of analysis required for
each review.3

80
70

60

2020-21
[l Total number of child deaths

The categorisation framework is based on the extent

to which systemic learnings and opportunities can

be identified from a case, with those categorised to a
Level 3 presenting the most significant opportunities
for improvements and requiring in-depth review by the
Board. Level 2 reviews are primarily focused on practice
improvements, where agencies might have correctly
identified areas of improvement in their own reviews.
Level 1 cases contain minimal opportunities for learning
or child death prevention mechanisms. Cases across
all three levels of reviews are monitored to identify
recurring issues and trends.

To improve its efficiency and impact, in 2022—23 the
Board agreed that matters may be included in a themed
collective review. This means that when deemed
appropriate by the Chair, matters will be grouped into
similar themes and considered together to highlight
opportunities for system improvement and child death
prevention. This can lead to further collaboration

with subject matter experts and ongoing information
exchange to support the making and monitoring of
recommendations.

Graph 1: Number of child deaths known to the Queensland child
protection system and reviewed by the Board by year, 2020-21 to
2022-23%

& 72
60
s 55 55
50
40
30
20
10
0

2021-22
I nNumber of child deaths reviewed by the Board

2022-23

1 The Queensland Family and Child Commission (QFCC) 2023, Annual Report: Deaths of children and young people 2022—23.

2 Seventy-two child deaths were known to the child protection system in the 2022—23 reporting period.

3 For further information, see the Child Death R
Guidelines-version-1.4-August-2023. pdf for accessibility

Board Procedural Guidelines, https: //www.cdrb.qld.gov.au/wp- content/uploads/2023/09/Procedural-

4 In its first year of operation, the Board reviewed two additional cases that had previously been reviewed by the former Child Death Review Panel, due
to new information becoming known.
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Demographics

In 2022-23, the Board considered the deaths of

60

children

32

non-Indigenous (53%)
(11 female / 21 male)

The number of deaths reviewed in each age group

under 1 year 1-4 years

12

20%_

10 Aboriginal or Torres 7 Aboriginal or Torres

Strait Islander Strait Islander
15 Non-Indigenous 5 Non-Indigenous

5-9 years 10-14 years 15-17 years

9

15%
3 Aboriginal or Torres 3 Aboriginal or Torres 5 Aboriginal or Torres
Strait Islander Strait Islander Strait Islander
4 Non-Indigenous 4 Non-Indigenous 4 Non-Indigenous
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Category of deaths reviewed by the Board

2
3% fatal assault
and neglect

26

5% drowning

24

40%

natural causes

10

17% cause of
death pending

Sudden Unexpected Death in Infancy®

11 (18%) deaths fell within the SUDI research
classification (g Aboriginal or Torres Strait Islander [/ 7
Non-Indigenous)

Care circumstances

49 (82%) were living with family or friends or
independently at the time of their death

10 (16%) were in foster or kinship care oron a
permanent guardianship order®

1 (2%) was in residential care

30/0
external causes
7% unexplained
(SIDS and Undetermined)

8% suicide
3 male 60% [ 2 female 0%
1 (5-9 years) 20% / 4 (15-17 years) 0%
1 Indigenous 20% [ 4 Non-Indigenous 80%

6

10% other
non-intentional
injury

6

10% transport

related

Agency reviews considered by the Board
(197)

60 The Department of Child Safety, Seniors and
Disability Services (Child Safety)

95 Queensland Health?

18 The Department of Education (Education)

12 The Queensland Police Service

6 The Department of Youth Justice, Employment, Small
Business and Training (Youth Justice)

6 The Director of Child Protection Litigation (DCPL)

Case Review Classification

Level 1 28 (47%)
Level 2 17 (28%)
Level 3 15 (25%)

5 This is a research classification rather than a cause of death where an infant dies suddenly, usually during their sleep, and with no immediate

obvious cause.

6 One child was in hospital at the time of their death with a plan to place them with approved foster or kin carers upon discharge.

7 The higher number of review reports from Queensland Health (compared to the number of child deaths) is reflective of multiple Hospital and Health

Services undertaking reviews for some children.

1"



Figure 2: Characteristics from the Board case reviews forthe period 1
July 2020 to 30 June 2023.

Case Characteristics 2020-23

Since its inception in July 2020, the Board has recorded
the number of cases where select characteristics

were noted by the Board. Four characteristics were
recorded across a total of 170 cases: family court
involvement, presence of domestic and family violence,
methamphetamine use and housing instability.®

Family court involvement 22 12.94%
DFV presence 118 69.41%
Methamphetamine use 56 32.04%
Housing instability I 50 I 2_9.[_,1%

Table 1: Characteristics from the Board case reviews for the period 1 July
2020 to 30 June 2023.

This reporting shows the high prevalence of domestic
and family violence across cases, and the co-occurrence
of multiple safety risks in the families within the
Board's remit.

Child Death Review Board
Annual Report 2022-23

Housing
instability

8 For the purposes of this report, housing instability includes homelessness (sleeping rough and couch surfing), multiple families sharing a single dwelling
for non-cultural reasons, financial insecurity regarding housing costs, and incidents where women were left without stable accommeodation in the context of
domestic and family violence.




Summary of recommendations

Recommendation 1

Recommendation 4

Assessing the safety of children who are registered for
home education

The Board recommends the Department of Education:

1.1 Initiate a regular process of data sharing with the
Queensland Police Service and the Department
of Child Safety, Seniors and Disability Services to
identify home-schooling students who may benefit
from in-school support services.

1.2 Pursues legislative changes to strengthen oversight
of children registered for home education in
Queensland, with a focus on upholding the child’s
rights, best interests, safety and wellbeing at all
stages of a child’s home education.

Improving research on the needs of First Nations
communities

The Board recommends the Queensland Government
strengthens its policies and commits to ensuring that
research seeking to understand the needs of First
Nations families is designed, procured, coordinated and
conducted involving First Nations professionals.

Recommendation 2

Reappraising the response to youth crime and the
purpose of youth justice

The Board recommends the Department of Youth Justice,
Employment, Small Business and Training:

2.1 Takes immediate action to articulate Queensland’s
Detention Operating Model, and Government
commits to publishing this model.

2.2 Produce a workforce strategy for Queensland youth
detention centres for immediate effect, and for
inclusion into the Detention Operating Model for
Queensland’s new detention centres.

Recommendation 5

Strengthening child safety practice in response to parental
substance and methamphetamine use

The Board recommends the Queensland Government
invests in a practice guide that will support frontline
practitioners in their risk assessments of children whose
parents’ substance use is problematic. This practice
guide should cover:

* clear definitions of the thresholds for intervention
types
o aframework of identifiable markers of risks

¢ the safety planning mechanisms and wraparound
services that must be implemented to ensure a child’s
safety.

Recommendation 3

Reappraising the response to youth crime and the
purpose of youth justice

The Board recommends the Queensland Government:

3.1 Immediately fund and introduce improved reporting
on youth detainees time out of cells (in alignment
with the Report on Government Services reporting
that already occurs for adults) and agree to champion
this measure for inclusion in nationally consistent
reporting with other jurisdictions.

3.2 Commission the Board to utilise its review process
to review a sample of cases of young people on
the Serious Repeat Offender Index and advise
Government on the common system issues and
opportunities to prevent and reduce reoffending for
young people in this cohort.

Recommendation 6

Assisting workers to recognise and respond to parental
deception

The Board recommends the Queensland Government
invest in measures to help frontline practitioners across
agencies identify and respond to attempts at parental
deception in the context of domestic and family violence
(the frontline practitioners involved should include child
protection, health services, education, law enforcement,
courts staff and secondary services).
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Assessing the safety of children who
are registered for home education

Home educationin
Queensland

Under the Education (General Provisions) Act 2006,
home education is a legally recognised alternative to
school enrolment in Queensland.

In 2022—23, the Board considered the case of a child
who was homeschooled. This young person was
diagnosed with multiple mental health conditions and
had a history of suicidal ideation and self-harm.

The young person was a client of Child and Youth
Mental Health Services (CYMHS) and presented as
highly anxious, scared and suicidal during a home visit
by CYMHS. The young person’s living environment was
considered unhygienic and there were worries their
basic care needs were not being met. The young person
was subsequently admitted to an adolescent mental
health unit in hospital, where they remained for three
weeks, and Child Safety was notified of concerns about
the young person’s living situation and the impact on
their health, functioning, mental health, and sense

of connectedness to others. The young person’s case
was referred to the Suspected Child Abuse and Neglect
(SCAN) team.?

While in hospital, the young person expressed to a
school Guidance Officer that they felt worried about
their missing out on education and wished to return
to school. They reported feeling socially isolated and
not being actively engaged in their home education
program during the six months prior to their death.
The young person was referred to the Department of
Education’s Youth Engagement Service for further
support to re-engage with schooling or an alternative
education program.

After the young person was discharged from hospital,
there were further suicide attempts and the young
person died two weeks later. Child Safety had not

yet commenced an Investigation and Assessment of
the child protection concerns and the Department of
Education’s Youth Engagement Service had not yet been
initiated at the time of the young person’s death.

The young person’s experiences led the Board to
consider the regulatory oversight of, and support for,
children registered for home education in Queensland.

9 The purpose of the SCAN team system is to enable a coordinated response to the protection needs of children. See: hitps://cspm.csyw. gld.gov. au/
procedures/investigate-and-assess/consider-a-suspected-child-abuse-and-neglect-feam
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The growth of home education

In recent years, home education has become an increasingly popular option for learning in Queensland. As of 5
August 2022, 8,461 students were registered for home education in Queensland, an increase of 69% from the 5,008
students registered in 2021 (see Graph 2). By comparison, only 722 students were registered for home education in
Queensland in 2011.
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Graph 2: Students registered for home education 2018—2022 in Queensland

The Department of Education will publicly release the August 2023 census data for home education registrations in
late 2023. The Board has been informed that home education registrations in 2023 are likely to have continued on a
growth trajectory.

Home education application ® s responsive to the changing needs of the child as

indicated by the short and long term educational

p rocess and personal goals
* has regard to the age, ability, aptitude and
In Queensland, a parent must apply for and be granted development of the child concerned
registration to educate their child at home. ¢ is conducted in an environment conducive to
The registration process consists of documentation learning
submission and review. Applications for registration * isresponsive to the child’s need for social
must provide a summary of the educational program development
to be used or learning philosophy to be followed. The ¢ utilises suitable and relevant teaching strategies to
application must satisfy the Home Education Unit that deliver the educational program to the child

the home-educated child will receive a high-quality
education.’® The guiding principles for assessment of a
high-quality education are detailed as follows:

s engages the child in a range of rich and varied
learning experiences

¢ jssupported by sufficient and appropriate
resources; and

Standard conditions of
registration for home

* yuses strategies for monitoring educational progress.

If the Chief Executive is satisfied the standard

Ed ucationin Quee nSla nd conditions of registration will be complied with,
registration is granted and a certificate of registration
The education program should show evidence of a high- and notice is issued to the parent.»

quality education that:

10 Department of Education 2020, Home education in Queensland procedure. Accessed 14 December 2022. https://ppr.ged.qld.gov. au/attachment/
home-education-in-gueensland-procedure.pdf

11 |bid.




Once a child is registered for home education in
Queensland, the parent is legally responsible for
providing the child with a high-quality education.
Compliance with the standard conditions of registration
is monitored via an annual self-report of the child’s
educational progress. If the parent does not report as
required or if the chief executive is not satisfied with the
educational progress of the child, a show cause notice
is issued to the parent to demonstrate within 30 days
why the registration should not be cancelled.*=

Home education regulation
in other Australian states
and territories

The Board compared the regulatory frameworks for home
education across Australia (see summary at Table 2). It
considered Queensland’s regulatory powers to be more
limited than most. Most notably, Queensland does not
have the ability to undertake home visits or to request
contact with a child where there may be concerns about
a parent meeting the child’s educational needs. Home
Education Unit staff do not sight or speak to the child
being registered for home education, nor do they visit
the residence where education will usually take place.
Moreover, there is no legislated requirement to speak to
the parent or registered teacher who will be undertaking
home education.

The regulatory frameworks in some other states appear
to enable a more robust assessment of registrations
and a child’s educational progress, while also giving
more explicit attention to the registered child’s rights,
best interests, and wellbeing. For example:

» South Australia’s regulatory body may consult
with the Department for Child Protection and other
agencies/professionals about a home education
application. The information obtained may
determine that home education is not in the child’s
best interest and therefore a home education
exemption may be refused or revoked on these
grounds.s

® |n South Australia, the Principal of the child’s most
recent school is notified of the intention to home
educate a child and invited to provide relevant
information to support the assessment of an
exemption for home education.®

12 Ibid.
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® |n Victoria, there is explicit consideration of the
child’s rights: When assessing your application, we
consider all the relevant rights of the child. This is
done in accordance with Victoria’s Charter of Human
Rights and Responsibilities.

* |n Western Australia, Home Education Moderators
may request to meet the child as it is reasonably
necessary to enable them to evaluate the home
education program and the child’s educational
progress.:¢

¢ |n New South Wales, Authorised Persons conduct
a home visit to review the current and/or proposed
educational program for the child. Authorised
Persons are mandatory reporters. Mandatory
reporters have a legislated obligation to report
to Family and Community Services if they have
reasonable grounds to suspect that a child is at risk
of significant harm.7

As a result of its review of other jurisdictions, the Board
wrote to the Director-General of Education advising

of concerns about the apparent lack of powers and
oversight in Queensland’s jurisdiction. This included
the inability to undertake home visits, to sight or speak
to the child registered for home education, or to engage
with child protection authorities and previous schools
to assess suitability for home education.

To explore this issue further, the Board requested
that the Queensland Family and Child Commission
(QFCQ) lead a system review into the regulation of
home education in high-risk home environments in
Queensland. This project seeks to work with agencies
fo match data to identify the number of children in
home education living in high-risk home environments
(including those with concerning child protection and
domestic and family violence histories).** The QFCC

is now working with the Department of Education to
develop a cross-agency reference group to collect and
link this data. The Department of Child Safety, Seniors
and Disability Services and the Queensland Police
Service are partners in this project. Information about
this review has been included in the QFCC 2023—24
Oversight Forward Workplan.*

13 Government of South Australia, Department for Education 2023, Guide to Home Education in South Australia: Information for families considering
applying for exemption from school attendance, 6. https: //www.education.sa.gov.au/sites/default/files/ guide-to-home-education-in-south-

australia. pdf
14 Ibid., 21.

15 Victorian Registration and Qualifications Authority 2022, Registering for home education. Accessed 14 December 2022. https: [/ www.vrga.vic.gov.

au/home/Pages/hsregister.aspx

16 Government of Western Australia, Department of Education 2020, Home Education Procedures. Accessed 14 December 2022. https: // www.

education.wa.edu.au/web/policies/- /home-education-procedures

17 New South Wales Government 2019, Registration for Home Schooling: Authorised Persons Handbook, 10. Accessed 14 December 2022.

https://educationstandards.nsw.edu.au/wps/wcm/ connect/460a8280-ff57-402f-89 e1-3835adabb8g1/authorised-persons-handbook.

pdf?MOD=A]PERES &CVID=

18 Taken from an unpublished QFCC Terms of Reference document provided to the Board.
19 See QFCC 2023-2024 Oversight Forward Workplan. https://www.gfcc.gld.gov. au/sector/ monitoring-and-reviewing-systems/oversight




State or Registration Chrld

Department of Education —

Education (General

Documentation review

Home Education Unit Provisions) Act 2006 only

NSW NSW Education Standards | Education Act 1000 Documentation review | Yes Yes
Authority and home visit

VIC Victorian Registration and | Education and Training Documentation review = No Possible
Qualifications Authority Reform Act 2006 only

WA Department of Education — | School Education Act Documentation review | Yes Yes
Home Education 1999 and home visit
Moderators

SA Department of Education — | Education and Children’s Documentation review Yes Yes
Home Education Unit Services Act 2019 and home visit

TAS Office of the Education Education Act 2016 Documentation review  Yes Possible
Registrar and registration visit

NT Department of Education Education Act 2015 Documentation review | No Possible

only
ACT ACT Government — Home Education Act 2004 Documentation review = No No

Education Team

and video conference

Table 2: Comparison on home education regulatory frameworks across Australian states and territories

Actions taken by the
Department of Education

The Department of Education has also advised that
it has recently undertaken a review of the Education
(General Provisions) Act 2006. This has included a
re-examination of the provisions relating to home
education. Key issues raised through this review
related to opportunities to enhance the regulation of
home education and streamline aspects of the home
education registration process. The outcomes of this
review are yet to be made public.

In 2022, the Department of Education commissioned
research to better understand the factors that influence
a family’s decision to home educate their child/ren. The
research, involving 565 parents or guardians registered
(or previously registered) for home education in
Queensland, found the following factors were key:

* 3 belief that home education provides a better
learning environment for their child/ren

* the ability to provide more personal, flexible and
individual learning at the child’s pace

» educational philosophy, faith or personal beliefs of
the parent

» the ability to better support a child’s health or
disability needs

* concerns about negative influences on the child or
bullying

* COVID-19 related issues, including worries about

transmission or alternatively a positive experience
during lockdowns/isolation.

Two thirds of the parents or guardians advised in the
survey the children they were educating at home had
a disability or health issue. Most commonly, these
were children who were neurodivergent (e.g., Autism,
Attention Deficit Hyperactivity Disorder), or had
social emotional or behavioural difficulties, learning
disabilities or mental health issues.

Wellbeing supports for
children registered for home
education

School-based leamning environments afford children
a level of informal monitoring, social connection, and
access to wellbeing support. For children enrolled

in state schools, the Department of Education’s
Supporting students’ mental health and wellbeing
procedure outlines specific responsibilities for school
staff, guidance officers and principals. This includes:

* huilding staff capability to support the mental
health and social and emotional wellbeing of all
students

¢ huilding capacity for mental health promotion and
intervention by linking with local agencies and
health providers—including key local specialist
mental health services such as the Child and Youth
Mental Health Service (CYMHS) and headspace
centre

¢ ensuring schools have clear processes for referring
children to internal and external supports

* ensuring school prevention and postvention
response plans are developed and available.

20 Department of Education 2022, Home Education Unit: Parent with child/ren registered for home education research insight report. Accessed 28
September 2023. https://education.qld.gov.au/schools-and-educators/other-education/Documents/research-insi ght-report.pdf




State and non-state schools can also engage Ed-LinQ*
to facilitate early access to mental health advice.

The risk and benefit of school attendance was further
demonstrated by research the QFCC undertookin a
small sample review of commonalities in child and
family trajectories of cases considered by the Board,
Lessons from the life-story timelines of 20 Queensland
children who have died. The review highlighted the
protective factors that engagement in education can
bring to the lives of children and young people, and
conversely, that school disengagement often coincided
with children and young people’s display of increasingly
complex behaviours.?

The QFCC report found that all school-aged children
who died by suicide had disengaged from education
and learning; children were either totally absent from
school or were attending for administrative supports
only and that disengagement from school can lead to

a breakdown of social connections and create barriers
to accessing additional supports to manage health

and wellbeing. Of the eight school aged children in this
sample who died by suicide, five children died within 12
months of disengagement from school.

The high rates of suicide within the school aged,
disengaged cohort reflects the need for robust mental
health and wellbeing supports to be integrated when
risk of school disengagement is first identified.

Children registered for home education are completely
reliant on their parents or caregivers for their educative,
social, health and wellbeing needs. While most children
who are home educated will have these needs met,
there is a risk that others become invisible to society
and their needs go unmet.

In consulting with Government departments on the
proposed recommendation, the Board was advised
that this issue is also significant for children who are
enrolled in schools of distance education, noting that
enrolments in distance education are also increasing at
a significant rate. Children who participate in distance
education are also isolated from protective factors that
attendance at a physical school can provide. While
these students do have periodic access to a teacher
virtually, there is a potential for these students to

be exposed to similar risks as their peers in home
education.

Child Death Review Board
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Concluding comments

The number and rate of children registered for home
education in Queensland continues to rise. These
children require oversight mechanisms to ensure
their safety, including social development and overall
wellbeing, are protected.

The Board holds concern that:

* the existing regulatory system for home education
in Queensland lacks necessary rigour, powers, and
accountability in relation to registration processes
to ensure that a child’s educative, social, health and
wellbeing needs are considered, monitored, and
upheld throughout the course of their home education

® there is currently an absence ofthe child’s views and
wishes captured and considered throughout a child’s
home education registration

e there is a lack of visibility of the children registered for
home education. For example, there is no legislative
requirement to conduct regular home visits or hold
discussions with children or parents/educators.

Recommendation 1

Assessing the safety of children who are
registered for home education

The Department of Education:

1.1 initiate a regular process of data sharing
with the Queensland Police Service and
the Department of Child Safety, Seniors
and Disability Services to identify home-
schooling students who may benefit from
in-school support services; and

1.2 pursues legislative changes to strengthen
oversight of children registered for home
education in Queensland, with a focus on
upholding the child’s rights, best interests,
safety and wellbeing at all stages of a child’s
home education.

21 The Ed-LinQ Program was established in 2009 to improve linkages and service integration between the education sector (Department of Education,
Catholic Education, and Independent Schools), primary care, community and mental health sectors to support the early detection and collaborative
care of school-aged children and young people at risk of — or experiencing — mental health problems or mental illness. See htips: //www.childrens.

health.qld.gov.au/service-statewide-ed-ling-program/

22 The QFCC 2023, Lessons from the life-story timelines of 30 Queensland children who have died: A small sample review of commonalities in child
and family trajectories considered at the Child Death Review Board. Accessed 28 September. https: /www.qfcc.gld.gov.au/sector/ monitoring-and-
reviewing-systems/lessons-from-life-story-timelines-of-30-children-who-have-died
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Reappraising the response to youth
crime and the purpose of youth justice

Over the 2022—23 period, the Board discussed the
deaths of six young people who were known to both the
child protection and youth justice systems. All six were
boys, and four were Indigenous Australians.

Two of these cases drew the Board’s attention to an in-
depth exploration of the youth justice system. One boy
identified as Aboriginal, and the other as Aboriginal and
Torres Strait Islander. The boys had extensive contact
with Youth Justice, which included periods of time spent
in youth detention. The stories of these boys are set out
below to bring awareness of the circumstances of some
of the young people who are known to the Queensland
youth justice system.

Common circumstances in
life of the two boys involved
in Youth Justice

The stories of these two boys feature experiences

of in-utero exposure to violence, alcohol and illicit
substances, chronic child abuse and neglect, periods
in care, and separations and disconnection from
family. Furthermore, the boys had poor educational
engagement, attainment, and subsequently left
school early; they experienced cognitive and language
impairments (unrecognised until adolescence), mental
iliness, substance use, associations and friendships
with antisocial (and highly visible) peer groups,
ongoing contact with police from an early age, criminal
offending, and periods in detention.

Both boys, though not related, shared similar
challenges and trajectories in their short lives. Both
were the second child born to young mothers (first
child born at 16 and 17 years) and were exposed to
substances in-utero. Both were raised by extended
family members under family arrangements, as their
mothers were unable to meet their care and protection
needs. This was due to concerns which included
exposure to domestic and family violence, problematic
substance use, criminal offending, and mental health
issues. Their fathers were absent from their lives.
Consequently, Child Safety had significant involvement
in the lives of both boys. However, there was no ongoing
intervention because they were in the care of kin.

Their families found it hard to manage these behaviours
and as a result both boys experienced instability as
they moved between family members. One was returned

to the care of his mother at age 11 for the first time since
being an infant, and the other was moved between

his cultural mother and cultural aunts (and possibly
cultural grandmother) across towns with significant
distance across Queensland. Despite these challenges,
the records do not show evidence of support being
provided to the extended families to help with the care
of either child.

Themes of parental rejection and disconnection from
family and culture were significant for both boys. For
one boy, his paternal family had chosen not to have
any contact with him and the records state that he felt
rejected because of this. As he identified as Indigenous
on his paternal side, this formed a barrier for connecting
with his cultural identity. He also experienced rejection
by his mother, who in the weeks prior to his death had
relinquished her care of him and blamed him for the
problems in the family. The other boy equally had a
mostly absent relationship with his mother, while his
father had chosen not to be involved in his life at all.
As an adolescent, the boy disclosed that his transient
childhood resulted in him feeling disconnected.

Against this shared background of complex trauma,
abuse and neglect, family dysfunction, disrupted
attachments, parental rejection, and disconnection,
both boys sought to find connection and meaning
through peer groups who carried with them a negative
influence, contributing to their entry into the youth
justice system and detention.

In early adolescence, both boys began displaying

more challenging and complex behaviours. This
included criminal offending (property, stealing and
motor vehicle offences), anti-social and dysregulated
behaviours, disengagement from school, substance
use (alcohol, illicit drugs, and chroming), self-harm and
suicidal behaviours. These behaviours brought both

to the attention of Police and Youth Justice, ultimately
resulting in significant periods in detention.

Despite the youth justice system existing to try and
help young people address the disadvantage and
circumstances that contribute to offending, the system
appeared ineffective at achieving improvements in
safety and wellbeing for either boy. Arguably, their
experiences in detention served to cause further
trauma, disconnection, and hopelessness.
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Boy 1

One boy became known to Police and Youth Justice at the age of 11 due to property-related, theft, and fraud
offences. His offending behaviours continued until his death, leading to eight separate periods of detention
and multiple youth justice orders. This boy had a history of suicidal ideation, self-harming, and suicidal
behaviours. Between 2017 and 2020, there were nine Suicide Risk Alerts.

The boy's engagement with education during this period was sporadic, with some limited attendance. His
enrolment ultimately ended due to his threatening behaviours and periods in custody. He was enrolled with
schooling while in the detention centre, but his engagement was interrupted by the significant periods of
separation.

The boy disclosed regular substance use in the community, which included alcohol, cannabis, MDMA and
methamphetamines. Attempts were made to refer him to the Adolescent Forensic Mental Health Service for
support around his substance use; however, he declined the referral.

In the year before he died, this boy's offending and high-risk behaviours continued. Despite curfews and

the conditions of multiple statutory youth justice orders, he was frequently identified by Police engaging in
anti-social and criminal behaviours, and was the subject of 25 court appearances, resulting in four separate
periads in youth detention. He spent a total of nine nights in Police watchhouses and 128 nights in detention
during the year of his death.

Boy 2

This boy’s household consisted mainly of family members who are known to Youth Justice and Queensland
Police, and records indicate he “...was unable to identify any family members or peers that may have a
positive impact on him”. Af age 13, he disengaged from school and had his first contact with the youth
justice system for minor offending behaviour. During this time the boy was sexually assaulted in a public
place on more than one occasion. Both his offending and substance-use (including methamphetamine use)
significantly increased at this time. From this point he demonstrated an escalation in anti-social behaviour,
resulting in regular contact with Youth Justice. This included episodes of community-based supervision, and
four admissions to youth detention. His charges included stealing, fraud, receiving stolen property, unlawful
use of motor vehicles, possession of a knife in a public place, entering premises with intent, and dangerous
driving. There are reports he made several suicide attempts around this time also.

While in detention, Boy 2 was verified as having a mild intellectual disability, a moderate to severe delay in
receptive language and a mild delay in expressive language. Due to demonstrated impulsivity and attention
difficulties, he was suspected to have attention deficit hyperactivity disorder (ADHD). He was not formally
diagnosed, and he was unwilling to engage in an assessment for a NDIS referral.

Boy 2 disclosed he engaged in alcohol use, sniffing/chroming, cannabis, and methamphetamine use prior
to entering detention. He declined ongoing support to help him manage his substance use, identifying he
intended to return to substance use upon his release from detention.
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Figure 4: Timeline of system touchpoints for Boy 1
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In its 2021—22 Annual Report, the Board reported on a cohort of children and young people with complex needs who
display challenging behaviours—such as substance use, use of violence, criminal offending and suicidal ideation or
attempts. Among this cohort of children and young people (aged 12—17 years), the Board identified several common
features in many of their life trajectories, including:

¢ disengagement from, or limited engagement with, education or school

* use of illicit substances

* regular contact with the Queensland Police regarding offending behaviours or involvement with Youth Justice
services

* unstable housing, with many not living with their families or frequently leaving their family home

# significant child protection involvement from a young age, mostly due to reports about their families’ experiences
of domestic and family violence, parental substance use, physical harm or neglect

* while several had suspected or confirmed intellectual disabilities and mental illnesses by the time they became
involved with statutory Child Safety and Youth Justice services, there were distinct gaps in assessments and
service delivery when their behaviours first emerged in early childhood.®

These factors are also reflected in the below figure.

Child | Child | Child | Child | Child | Child | Child | Child | Child | Child | Child | Child

_ 2
Child protection concerns
(from young age)

School disengagement or
low attendance

Substance use

Poor mental health or
suicidal behaviours

Diagnosed or suspected
intellectual disability

Current child protection
intervention

Current youth justice
intervention

Contact with youth justice
services

Contact with police

Risk-taking behaviours
relevant to death incident

Figure 6: Common features in the life trajectories of a cohort of 12 children and young people (aged 12—17 years) identified by the Board

The Australian Institute of Health and Welfare (AIHW) notes avoidable deaths are those that can be prevented when
timely and effective healthcare is provided, including by interventions that are targeted at the population-level.=
The deaths of the two boys were recorded as suicide and drug overdose. Both deaths were preventable, and the
Board sought to understand how contact with the youth justice system was both an indicator of broader risk, and an
opportunity to address risk, in the lives of Queensland children.

23 Child Death Review Board 2022, Annual Report 2021-22.

24 The Australia Institute of Health and Welfare (AIHW) 2018, Aboriginal and Torres Strait Islander adolescent and youth health and wellbeing 2018,
111. Accessed 28 September 2023. https: //www.alhw.gov.au/reports/indigenous-australians/atsi-adolescent-youth-health-wellbeing-2018/
contents/summary




Children in Youth Justice in Queensland

In Queensland, youth justice services and detention
centres are established under the Youth Justice Act 1992
(the Act). The Act recognises the importance of services
designed to rehabilitate and reintegrate children and
young people who have offended. The youth justice
system exists to reduce criminal offending by young
people, to improve community safety, and to provide
opportunities for young people to turn their lives around
and live productively in the community.®

Queensland locks up more children than any other
State and leads the nation for the number of nights
ouryoung people spend in custody. Queensland
children and young people comprise 21.7% of the
national population of people who are aged 10—17-years
but represent 66.1% of the national population of
10—17-year-olds under youth justice supervision. On an
average day in 2022, 267 Queensland young people
aged 10—17 years were in youth justice custody, 256
were in a youth detention centre and 227 spent time in
a youth detention centre on unsentenced detention.=¢
During 2021—22, Queensland had the second highest
rate of young people in youth justice custody on

an average day (4.8 per 10,000) and the second
highest rate of young people under community-based
supervision on an average day (16.6 per 10,000) behind
the Northern Territory.?

During 2021—22, Queensland children spent the most
nights in custody (100,425 total), followed by 68,172
total custody nights in New South Wales and 44,129
total custody nights in Victoria. As such, more than a
third of the national nights in custody were served by
Queensland children.>®
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Of the young people completing a period of
unsentenced custody in 2021—22, 60% completed a
period of 30 nights or longer (62% for First Nations
young people and 56% for non-Indigenous young
people).® Across the cohort of Queensland young
people in the youth justice system, First Nations
children were significantly over-represented. On

an average day in 2021—22, in Queensland 64% of
10—17-year-olds under youth justice supervision
and 66% in detention identified as Aboriginal or
Torres Strait Islander (compared to 7% of the general
population).

Indigenous young people aged 10—17 are 21 times mors
likely than non-Indigenous young people to be under
youth justice supervision (175 per 10,000 compared
with 8.2 per 10,000) and 23 times more likely to be in
detention than their non-Indigenous peers.

The high degree of commonalities in the cases reviewed
by the Board where youth justice involvement existed
caused the Board to consider key themes and outcomes
that may improve the protection of our young people. In
conducting this work, the Board has chosen to present
its discussion and findings against four areas of note.
These are:

1. improving the social and emotional wellbeing of
young people to prevent crime and save lives

2. poor educational engagement amongst children in
the youth justice system.

3. the impacts and effectiveness of the current youth
detention model.

4. over-representation of First Nations children in the
youth justice system.

Graph 3: A comparison across Australian jurisdictions of the rate

of young people aged 10—17 per 10,000 in community-based
supervision and youth justice detention (2021-22).Source: Productivity
Commission, 2023 Table 17A.15°
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25 Queensland Government 2022, Basics of youth detention. Accessed on 28 May 2023 https:  www.gld.gov.au/law/sentencing-prisons-and-
probation/young-offenders-and-the-justice-system/youth-detention/about-youth-detention/basics-of-youth-detention

26 Department of Youth Justice, Employment, Small Business and Training (Youth Justice) 2023, Community supervision, unsentenced custody and clf

custody, unpublished data request.

27 The AIHW, 2022, Youth justice in Australia 2021—22. Accessed 5 October 2023. hittps: [/ www.alhw.gov.au/reports/vouth-justice/youth-justice-in-
australia-2021-22/contents/summary

28 Youth Justice 2023, Unsentenced custody and Indigenous status, unpublished data request.

2g Ibid.

30 Australia Government, Productivity Commission 2023, Report on government services 2023: Youth justice services, Table 17A.1. https: //www.pc.goy.
au/ongoing/report-on-govemment-services/2023/ community-services/youth-justice




Improving the social and
emotional wellbeing of
young people to prevent
crime and save lives

In Queensland, the Working Together Changing the
Story: Youth justice Strateqgy 2019—2023 (the Youth
Justice Strategy) acknowledges that prevention
programs — such as those that improve parenting,
strengthen community, support families at risk, address
mental illness, disability and substance use and
respond to childhood delay and education problems —
are not only effective but are extremely cost-effective.s
The cases reviewed by the Board highlight the tragic
outcomes when service systems do not prioritise
prevention and early intervention to promote the safety,
health and wellbeing of at-risk children and young
people.

Intervene early is the first of the ‘four pillars’
recommended by Mr Bob Atkinson A0 APM in his
Report on Youth Justice, delivered to the Queensland
Government at the conclusion of his independent
review into the Queensland Youth Justice System in June
2018. The ‘four pillars’ were adopted by the Government
and underpin the Youth Justice Strategy. The four pillars
of the Youth Justice Strategy are:

1. Intervene early

2. Keep children out of court

3. Keep children out of custody
4. Reduce re-offending.

Very early in the lives of two young people reviewed by
the Board (arguably from in-utero), it was apparent their
parents and families would need additional support

to help meet their needs. Both children were exposed
to disadvantage and multiple adverse childhood
experiences. They and their extended families were left
to navigate these challenges largely on their own. It
was only after the impacts of their experiences became
behaviourally challenging that the service system
became more involved. By this stage, the response was
often punitive and in reaction to their offending or anti-
social behaviours.

There were multiple missed opportunities for targeted
early intervention to support the boys and their
families in their infancy and childhood, to prevent their
escalation into the child protection and youth justice
systems. This included:
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Screening and diagnosis of Foetal Alcohol Spectrum
Disorder — Both boys’ mothers were known to have
used alcohol to excess during their respective
pregnancies, with agency records identifying the
possibility of Foetal Alcohol Spectrum Disorder
(FASD) for both. Despite these worries, no formal
exploration of these concerns manifested in the
records. Appropriate screening and diagnosis of
FASD provides opportunity for multi-disciplinary
support and early interventions for children and
their families. This is particularly important given
young people with FASD are over-represented in
youth justice settings and are at increased risk for
mental health issues including suicidality.>®

Trauma-informed support for informal family care
arrangements — Both boys experienced neglect,
physical and emotional abuse in their parents’ care.
Following child safety interventions and periods

of detention, both boys were returned to family

care arrangements with very limited supportora
trauma-informed response.’There is little evidence
of Child Safety considering the carers’ ability and
willingness to protect and meet the boys’ safety
and wellbeing needs and it appeared that there was
reliance on Youth Justice services to do this.

Early identification and response to speech and
language disorders — Both boys were identified as
having language disorders during their admissions
to youth detention. Boy 1 was diagnosed with a
mild developmental language disorder and Boy 2
was diagnosed with a severe receptive language
delay and mild expressive language delay. Boy 2’s
verbal 1Q was found to be extremely low and he was
verified with a mild intellectual impairment. These
language difficulties and intellectual impairment
were likely evident well before their diagnosis

in youth detention. Given the noted correlation
between oral language competence in early life and
the risk for engagement in anti-social behaviours

in adolescence, early identification of speech and
language delays in early childhood education or
school settings, with therapy and targeted supports,
must be a priority for the service system.s+

Supporting mental health and wellbeing in
childhood - At seven years old, Boy 1 was referred
to mental health support by a paediatrician

after exhibiting self-harming behaviours (self-
strangulation), anti-social behaviours and
socialisation issues. It was reported his family

was provided with community-based support
information to meet his needs. These behaviours
were a significant red-flag and opportunity for more
specific trauma-informed and culturally appropriate
therapy.

31 Queensland Government, Department of Child Safety, Youth Justice and Multicultural Affairs (Child Safety) 2019, Werking Together: Changing the
Story, 8. https: //www.cyjma.qld.gov.au/resources/dcsyw/youth-justice/reform/strategy.pdf

32 Mclean 5 2022, Foetal Alcohol Spectrum Disorder (FASD): An update on policy and practice in Australia, Australian Institute of Family Studies.
https://faifs.gov.au/resources/policy-and-practice-papers/fetal-alcohol-spectrum-disorder-fasd-update-policy-and

33 The only evidence of ‘support’ identified in ICMS records (page 257) provider to the Board was checking that maternal grandmother had sufficient
food to be caring for the children (four of mother’s children in her care as of February 2021), subsequent provision of food vouchers and a phone call

after Police had attended the home in response to a fight between the children.

34 Snow P & Powell M 2012, Youth (in)justice: Oral language competence in early life and risk for engagement in antisocial behaviour in adolescence’,
Trends & issues in crime and criminal justice, 435. Australian Institute of Criminology. https: //www.aic.gov.au/publications/tandi/tandig3g




Without appropriate efforts to engage with families,
early diagnosis and early intervention, the system is
incapable of appropriately supporting children and
providing the remedial services they need to achieve
their potential. Since the early 2000s, compelling
evidence has emerged about the ways in which the
social determinants of health (SDH) explain disparities
in health outcomes between groups within society.
Research has established that those who experience
social, economic, political, and environmental
disadvantages are more likely to experience poorer
health outcomes. Within the realm of justice,
McCausland and Baldry note that the majority of
prisoners in Australia come from highly disadvantaged
backgrounds.’ In 2020—2021, 10—17-year-olds from the
lowest socioeconomic areas were five times more likely
to be under youth justice supervision than those from
the highest socioeconomic areas.

In 2022, a total of 1,605 young offenders were surveyed
in the Youth Justice Census. Of these, it is estimated that:

* ;5% had disengaged from education, training or
employment

* 53% had experienced or been impacted by domestic
and family violence

* 30% had been living in unstable and/or unsuitable
accommaodation

* 27% had at least one parent who spent time in adult
custody

* 10% had an active child protection order

* 27% had a disability (diagnosed or suspected),
including 17% who had a cognitive or intellectual
disability

* 33% had a least one mental health and/or
behavioural disorder (diagnosed or suspected).’®

Itis clear that there is some level of predictability to
the young people who will come into contact with the
Queensland Youth Justice system, and that holistic
family support services are likely to be a more effective
crime prevention strategy than current ‘tough on crime’
approaches.

It is the responsibility... of adults, not
vulnerable young people themselves,
to ensure that a risky start in life does
not result in social marginalisation and
offending.»

Transactional justice responses

To address youth crime and change youth offending,
we must understand the root causes and motivations
that are present in the young people’s lives and tailor
our responses to be effective. When considering the
cases involving youth justice contacts, the Board noted
that the individualised and risk-focused models used
within our systems are narrow, issue-specific, siloed,
and fail to capture the complexity of the drivers of social
and emotional wellbeing for children, young people,
and families. Youth justice is a highly transactional
system; its services primarily and predominantly attach
to an episode of offending and a court matter. Youth
justice services are therefore transactional, or episodic,
often leading to superficial, time-limited exchanges.
This is counter to the evidence of what works, which is
relational or relational-based interactions that have a
longer-term, more personal, and deeper engagement
with the young person.

The cases of two young people highlight the system’s
focus on risk and deficit (health & illness/criminogenic/
child protection) and how each system can take a
transactional approach to ‘delivering its statutory
process’. While much was known about the problems
and difficulties faced by these young people, it was

not apparent that any system had accountability for
understanding and addressing the root cause issues
present in these boys’ lives.

In the Board’s attempts to understand and make sense
of the constellation of factors contributing to the deaths
of the boys, it identified that different foci, theories, and
frameworks are used within each service system.

35 McCausland R & Baldry E 2023, “‘Who does Australia lock up? The social determinants of justice’, International Journal for Crime, justice and Social

Democracy. https://www.crimejusticejournal.com/article/view/2504

36 Child Safety 2023, Youth justice census summary statewide. Accessed 28 September 2023. hitps://www.cyjma.qld.gov.au/ resources/dcsyw/youth-

justice/resources/census-summary-statewide. pdf

37 Snow P & Powell M 2012, “Youth (in)justice: Oral language competence in early life and risk for engagement in antisocial behaviour in adolescence’,
Trends & issues in crime and criminal justice, 435. Australian Institute of Criminology. https://www.aic.gov.au/publications/tandi/tandi43s




* Youth Justice, Youth Level of Service/Case
Management Inventory (YLS/CMI) and Criminogenic
Risk — The YLS/CMI is a risk/needs tool based
on the ‘big four’ criminogenic factors and more
broadly the ‘central eight’ criminogenic factors
in predicting offending and re-offending to assist
in case planning. The ‘big four’ are antisocial
attitudes and cognitions, antisocial peers, history of
antisocial behaviour and an antisocial personality
pattern. The ‘central eight’ adds problematic
family circumstances, problems at school or work,
problems with leisure activities and substance use.

¢ Child Safety: Structured Decision Making, Child
Strengths and Needs (SDM CSN) — The SDM CSN is a
tool to assess across 12 individual domains to assist
in case planning. These are behaviour, emotional
wellbeing, alcohol and drug use, family of origin
relationships, peer relationships, cultural identity,
physical health, child development, education or
employment, preparation for independent living,
relationships with carer family or with residential
placement, and an option to add a unique identified
strength.

* Queensland Health, Mental Health Services:
Biopsychosocial Assessment — The biopsychosocial
model grew from dissatisfaction with traditional
and sometimes reductionist biomedical approaches
to health and illness.>® The biopsychosocial
model recognises that illness and health are
the result of an interaction between biological,
psychological, and social factors. In the context of
Queensland mental health services, anecdotally,
the consideration of biological and psychological
factors predominates. Social factors beyond
the individual’s personal social context and
participation, like the structural and systemic
barriers faced by First Nations peoples, are not as
well integrated into assessments and intervention
plans as considerations for the individual.

* Adverse Childhood Experiences (ACE) — The original
Adverse Childhood Experiences (ACE) study was
conducted at Kaiser Permanente (California) from
1995 to 1997. Seven categories of adverse childhood
experiences were examined: psychological,
physical, or sexual abuse; violence against mother;
or living with household members who used
substances problematically, were mentally ill or
suicidal, or ever imprisoned. The researchers found
a strong graded relationship between the breadth of
exposure to abuse or household dysfunction during
childhood and multiple risk factors for several of the
leading causes of death in adults.3® More recently,
‘ACE scores’ are available to be used as assessment
tools.s
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It is tempting to remain focused on individual risk
factors and illness models, particularly because
suicide and overdose deaths are often considered

in the realm of health and healthcare. While valid
and valuable, these frameworks guide practitioners
toward individualistic and risk-based approaches to
understanding and intervening. For example, it could
be concluded that with timely access to quality drug
detoxification and rehabilitation services, one boy
would not have died from an overdose; or with earlier
treatment of mental ill health the other would not have
died from suicide. While possibly not untrue, these
conclusions infer ‘drug abuse’ and ‘mental illness’

as the causes of the boys’ deaths, and this would not
present the truth of their life and the broader social,
political, and cultural contexts in which they lived.

In Table 3, Boy 1 and Boy 2"s experiences are mapped
against social and emotional wellbeing domains. This
demonstrates the significant risks that impacted them
across their life spans.

38 Wade D and Halligan P 2017, ‘The biopsychosocial model of illness: A model whose time has come’, Clinical Rehabilitation, 31(8).

39 Felitti V], Anda RF, Nordenberg D, Williamson DF, Spitz AM, Edwards V, Koss MP, Marks S 1998. ‘Relationship of Childhood Abuse and Household
Dysfunction to Many of the Leading Causes of Death in Adults: The Adverse Childhood Experiences (ACE) Study’, American Journal of Preventive

Medicine, 14(s), 245-258.

40 National Centre for Injury Prevention and Control, Division of Violence Prevention 2021, About the CDC-Kaiser ACE Study. Accessed 29 September
2023. https: J/'www.cdc.gov /violenceprevention/aces/about. htm##:~:text=The%20CDC%2D Kalser%zoPemanente%%zoadverse, two%2owaves%20
of%e20data%zocollection.




Boy 1

® Substance use (methamphetamine use from age
13, alcohol, marijuana, MDMA)

* Enjoyed fishing, basketball, football and
computer games.

Boy 2

® Substance use (methamphetamine, alcohol);

consumption rapidly increased following experiencing
sexual assault/s

¢ Enjoyed playing football.

® In utero exposure to alcohol and maternal stress
domestic and family violence

* Mild language disorder

* Ppssible FASD — late recognition

* Low self-esteem

* Poor emotional regulation and problem-solving
skills

* School disengagement from 14 years

* Self-reported feelings of anxiety

* Self-harm, suicidal behaviours and suicide
attempts

¢ Anti-social behaviours from age 11 resulting
in nine periods in youth detention. Ongoing

offending behaviours and contact with Police and
Y] from age 11 until the days before his death.

In utero exposure to alcohol, illicit substances, and
maternal stress domestic and family violence

Behavioural concerns through childhood that family
found difficult to understand/manage

Overall, very poor engagement with education from
Prep Year onwards; 10 school enrolments

Cognitive and language impairments (intellectual
disability and speech and language disorder) — late
recognition of same

Possible ADHD — late recognition
Possible FASD — late recognition

Received mental health support for self-harming and
behavioural concerns

Victim of sexual assault/s when aged 14
Suicide attempts reported

Antisocial/pro-criminal attitudes with multiple
subsequent convictions

Help-rejecting
Withdrawn, isolating, possibly depressed in the
months post exit from detention.

Table 3: Boy 1 and Boy 2’s experiences mapped against domains of social and emotional wellbeing

Criminogenic responses to young offenders show an issue-specific mindset and target single events, rather

than considering a holistic response that utilises both the strengths and developmental needs of children and
young people. The punishments and sanctions given to young people must have context and relevance to their
circumstances if they are to be effective. Narrowly focused, risk-based and issue-specific responses to youth justice
within key government agencies represents a collective failure to prevent youth crime and to rehabilitate young

offenders.

Table 4 provides a summary of Boy 1 and Boy 2's interactions with the Youth Justice system in the twelve months prior
to their death.
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Boy 1 Boy 2
¢ Held in watchhouses four times, for a combined nine * Two court appearances
nights ® One admission to detention (of a total of six
* Arrested and/or charged 10 times admissions in his lifetime)
* 2r court appearances including 19 adjournments, e Subject to three statutory orders, including:
nine appearances resulting in custody and 15 — two Probationary Orders

HEsa o s — one Court Diversion Referral.

* Four admissions to detention (of a total eight
admissions in his lifetime)

* Subject to ten statutory orders, including:
— Two Reprimands,
— One Community Service Order
— Three Conditional Release Orders

— One Supervised Release Order paired with one
Detention Order,

— One Probation Order
— One Restorative Justice Order
* Subject to a Conditional Bail Program.*

Table 4: Boy 1 and Boy 2's interactions with the youth system in the twelve months prior to their death

For Queensland to make a difference to protect the community, change young people’s offending behaviour and
prevent crime, it must recognise the factors contributing to offending, and preventing each individual’s behaviour
change. Our collective response across government should be to prioritise a system of engagement with young
people that builds and maintains relationships, trust, and understanding, and provides hope and opportunity.
Transactional justice responses foryoung people that leave them in the same life circumstance are unlikely to lead to
significant change.

44 Conditional Bail Program targets young people who the court believes are unlikely to comply with bail, by engaging them in program activities,
which become a condition of their bail undertaking.




Poor educational engagement amongst children in the youth
justice system

School disengagement is a known risk factor for a young person’s entry into the youth justice system. The 2021 Youth
Justice Census identified that 52% of the 1642 young offenders surveyed were disengaged from education, training,

or employment.*

The school enrolment records for the two young people highlights the challenges they experienced in terms of
movements between family members and subsequently their schools, sporadic attendance, behavioural challenges,
and lack of engagement with schooling, training or employment.

Enrolments

Behaviour

Attendance

Suspensions

Verifications

Enrolment status
at time of death

Boy 1

15 school enrolments:
* two state primary schools
& four state high schools

* eight Education and Training Centre
(in detention centre)

* one non-state school

Decline in school functioning, and disruptive
and anti-social behaviour from age 11.

Poor engagement in learning in high school.

Attended school programs in detention
however significantly impacted by lockdowns
and separations.

Two recorded

Mild developmental language disorder.

Not verified until after school
disengagement.

Not engaged in education, training, or
employment.

Table 5: Summary of school enrolments and education issues for Boy 1 and Boy 2

Boy 2

Ten school enrolments:

¢ three state primary schools
¢ three state high schools
¢ one flexi-school

* three Education and Training Centre
(in detention centre)

Self-harming and anti-social behaviours, and
socialisation issues from age seven. Non-
compliance and withdrawal from age 13.

Attendance at school from Prep onwards,
sporadic. No school attendance in
community post age 13 years.

Attended school programs in detention,
though engagement limited at times.

One recorded

Cognitive and language impairments
(intellectual disability and speech and
language disorder).

Not verified until after school
disengagement.

Not engaged in education, training, or
employment.

Both yvoung people went through their schooling without their challenging behaviours being explored from a
developmental perspective. The result was that their language and learning difficulties remained unaddressed during
their schooling, likely contributing to behavioural escalations, increasing frustration, disconnection, and ultimate
disengagement from schooling.

45 The QFCC 2023, Policy Submission: Strengthening Community Safety Bill 2023. hitps://www.qfcc.qld. gov.au/sites/default/files/2023-02/QFCC%20
Submisslon%2oto%z20Strengthening%20Community%2o0Safety%20Bill. pdf
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Boys with unidentified language difficulties who display disruptive and uncooperative

tendencies in the classroom will, of course, be identified as ‘behaviour problems’ rather

than as at-risk for unidentified language impairment and their management thereafter

typically reflects this characterisation.

Keeping all children engaged academically has significance for health and wellbeing

at a community level and it is vital that educators position their work within a broader

public health context.«

Another key factor observed was the use of
suspensions by schools in response to difficult
behaviours. School suspension is recognised as
contributing to academic failure, dropout, and a range
of negative behavioural outcomes, including violent
and antisocial behaviour and tobacco use.# It also
increases the risk of young people who are marginalised
and excluded entering the youth justice system and
eventually adult incarceration.4® Suspended students
can become alienated from school, impacting what for
many disadvantaged and vulnerable students is a key
protective factor in their lives. This was again shown in
the QFCC research mapping the life trajectories of 30
Queensland children published this year.#

The current model of youth
detention

The Government recognises the youth justice system
must ensure the young people in detention are provided
with health, rehabilitation services and programs, are
supported to develop education and vocational skills
and are assisted to transition effectively back into their
families and communities, and to adulthood.>®

Both boys’ experiences in youth detention was far
from this ideal — either in terms of their life outcomes,
or community safety. One boy served his periods

of detention at Cleveland Youth Detention Centre
(Townsville) while the other served his time at West
Moreton Detention Centre (Brisbane).

Collectively, Boy 1 and Boy 2 spent a combined 600
days in detention during their lifetimes. Boy 1 had eight
admissions for a total of 217 days, while Boy 2 had six
admissions for a total of 383 days. Table 6 provides the
number and duration of each of their admissions.

I T T

Admission 1 11 1
Admission 2 6 4
Admission 3 28 50
Admission 4 44 25
Admission g 20 80
Admission 6 23 159
Admission 7 27 -
Admission 8 217 -
Total 376 319

Table 6: number and duration in days of Boy 1 and Boy 2’s admission to
youth detention.

During these repeated entries into detention, the boys
received health, education and wellbeing services,

and case management that was otherwise missingin
their external world. The effectiveness of these services
however was hampered by low and changing staffing
numbers in the facilities, frequent periods of separation
and an operating culture within detention centres that
did not contribute to sustained behaviour change.

46 Snow P & Powell M 2012, “Youth (in)justice: Oral language competence in early life and risk for engagement in antisocial behaviour in adolescence’,
Trends & issues in crime and criminal jusfice, 435. Australian Institute of Criminology. https://www.alc.gov.au/publications/tandi/tandis3s

47 Hemphill 5, Broderick D, Heerde ] 2017, ‘Positive associations between school suspension and student problem behaviour: Recent Australian
findings’, Trends & issues in crime and criminal justice, 531. Australian Institute of Criminology. https://www.alc.gov.au/publications/tandi/tandi531

48 Snow P & Powell M 2012, “Youth (in)justice: Oral language competence in early life and risk for engagement in antisocial behaviour in adolescence’,
Trends & issues in crime and criminal justice, 435. Australian Institute of Criminology. https://www.alc.gov.au/publications/tandi/tandisg3s

49The Queensland Family and Child Commission 2023, Lessons from the life-story timelines of 30 Queensland children who have died: A small sample
review of commonalities in child and family trajectories considered at the Child Death Review Board. Accessed 28 September 2023. Lessons from the

life-story timelines of 30 Queensland children who have died (gfcc.qld. gov.au)

50 Queensland Government, Child Safety 2019, Working Together: Changing the Story. https://www.dcssds.qld.gov.au/resources/dcsyw/youth-
Justice/reform/strate gy. pdf




Youth detention centres, in their current design and operation, have proven to be ineffective

in addressing the root cause of offending, evidenced by the high rates of repeat offending.

Youth detention centres are highly expensive to operate and maintain, and persistent

workforce pressures can contribute to sub-optimal outcomes for children.s

Youth Justice recognised in its review of Boy 1 that
detention centres manage young people with high
levels of complexity, with many young people entering
detention with significant mental health, disability,
psychiatric and social disorders. Their offending
behaviours are symptomatic of the significant trauma
and disadvantage experienced in their lives.

The records of a young person’s time in custody largely
show the transactional exchanges with the system. This
includes records of incidents, separations, and service
events — such as attendance for medical assessment or
treatment. What is not apparent in the records for the
boys at this time was the long-term planning for their
life and re-entry into the Queensland community with
prosocial intent.

One boy experienced incidents of bullying and
victimisation from other young people while in
detention. Records show he was spat on by other
young people, punched in the head, had water thrown
on him and was bullied because of his size. Records
show this boy requested to move cells because he
feels he is being bullied ...[and]... that he is sick of the
sexualised behaviours and inappropriate comment/s]
by some of the other young people in the unit.>*> When
he considered that this move was not actioned quickly
enough, he tried to flood his cell and his access to
water was turned off. He reported spending additional
time in his cell by choice because he felt unsafe.

Both boys' time in detention (in the year prior to their
deaths) was significantly impacted by extended periods
of separation. In the Queensland context, separation
is defined as placing a young person in a locked room
by themselves for a purpose defined in section 21

of the Youth Justice Regulation 2016.% International
human rights prohibit the use of solitary confinement
on children and young people. 3¢ The United Nations
defines solitary confinement as the confinement

of prisoners for 22 hours or more a day without
meaningful human contact. 5

51 The Queensland Family and Child Commission 2023, Policy Submission: Strengthening Community Safety Bill 2023, 9. https://www.gfcc.gld.gov.
au/sites/default/files/ 2023- 02/ QFCC%20SubmissionY%z20to%z205trengthening%%2o0Community%z2oSafetyloz0Bill.pdf

52 Youth Justice records provided to the Board, Attachment 5 — Client records for Boy 1, 5214.

53 Youth Justice 2023, Youth Detention cenire operational policy: YD-3-8 Youth detention - Separation. Unpublished document provided to the Board.

54 The United Nations, Office of the High Commissioner for Human Rights 1990, United Nations Rules for the Protection of Juveniles Deprived of their
Liberty, Rule 67: “All disciplinary measures constituting cruel, inhuman or degrading treatment shall be strictly prohibited, including corporal
punishment, placementin a dark cell, closed or solitary confinement or any other punishment that may compromise the physical or mental health
of the juvenile concerned...”. See hitps: //www.ohchr.org/en/instruments-mechanisms/instruments/united-nations-rules-protection-juveniles-

deprived-their-liberty

55 The United Nations, Office on Drugs and Crime 2015, United Nations Standard Minimum Rules for the Treatment of Prisoners (Nelson Mandela
Rules), Rule 44. See page 14 of https: //www.unodc.org/documents/justice-and-prison-reform/Nelson Mandela Rules-E-ebook. pdf
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We cannot dismiss our obligation to provide quality education, health, disability and other
universal supports and services because a young person has committed an offence.s

During a routine day in detention, young people are locked in their cell between 7.30pm and 7.30am — known as a 12-
hour overnight lockdown. Youth detention operational procedure specifies routine overnight lockdowns are excluded
from the total count of hours of continued separation.

Both boys experienced periods of separation during the day in addition to and often adjoining the 12-hour overnight
lockdown. Boy 2 was confined to his cell for more than 22 hours of the day (cumulative and including the 12-hour
overnight lockdown period) on 55 of the days he was in detention. On 22 days, he was in his cell for more than

23 hours. The Youth Justice report identified three occurrences of Boy 2 spending 24 consecutive hours in his cell
without a break and a further consecutive period of 31 hours and nine minutes.s

Table 7 outlines the additional hours of separation experienced by both boys. Youth Justice reports these separations
were undertaken in line with current youth detention centre policy and procedures.>®

In the twelve Total hours in Hours spent Additional Total time spent | Percentage of
months priorto | detention in separation time spent in in separation their time in
their death: during the separation detention spent
12 hour daily in separation
overnight
lockdowns
Boy1 3,072 hours 1,536 hours 875 hours and 2,411 hoursand  78.51%
128 days) 57 minutes 57 minutes
Boy 2 4,920 hours 2,460 hours 208 hours and 2,668 and 41 54.24%
205 days) 41 minutes minutes

Table 7: Additional in-cell separation time experienced by Boy 1 and Boy 2 in the 12 months prior to death.

Critically, extended separations significantly impacted Boy 2's access to education, therapeutic and cultural
programs, social and leisure activities, exercise, fresh air, and sunlight. Youth Justice noted separation periods
directly led to Boy 2 having limited ability to engage in criminogenic programs during his time remanded.>® While the
number and length of separations experienced by Boy 1 were not as significant, he too had his programs, education
and activities interrupted by staff shortages and separations.

These separations were for a variety of reasons, including in response to incidents, for staff meetings, and at the
young people’s own request, but predominantly there was significant separation due to staff shortages. It was noted
for the separation in Cleveland Youth Detention Centre authorised on 17 July 2021 there were 23 detention youth
worker positions vacant, and eight detention youth workers reported as “did not work”.° Staff shortages of between
ten and 23 detention youth workers were a common occurrence during the boys’ admissions.

Periods of separation, isolation, or solitary confinement can impact a child’s health and wellbeing in severe,
long-term and irreversible ways.%* Many of the children and young people in detention have experienced a life of
significant disadvantage and marginalisation, with many being the victims of abuse and neglect. Being confined in

a cell for extended periods of time, without interaction with peers, family, culture, and support networks creates an
environment of re-traumatisation. Research has shown pre-existing mental health problems are likely exacerbated by
experiences during incarceration, such as isolation, boredom and victimisation.*

56 The QFCC 2022, Yarning for Change. https: J/ www.afccqld.gov.au/sites/default/files/2022-11/Yarning%z2ofor%2oChange.pdf

57 Phone records (page 15) provided by Youth Justice to the Board suggest Boy 1 made five phone calls during this period, the longest g minutes in
duration, which suggests records of separation on this occasion were not accurate.

58 Youth Justice records provided to the Board, System and Practice Review for Boy 1, 35.
59 Ibid., 14.
60 Youth Justice records provided to the Board, Attachment 1 — Client Records for Boy 1, 6602.

61 Baldry E & Cunneen C 2019, ‘Locking up kids damages their mental health and sets them up for more disadvantage. Is this what we want?, The I
Conversation. Accessed 5 October 2023. hitps://theconversation.com/locking-up-kids-damages-their-mental-health-and-sets-them-up-for-more-
disadvantage-is-this-what-we-want-1176 74 T

62 Dudgeon P 2022, Locking up kids has serious mental health impacts and contributes to further reoffending. Accessed 2g September 2023, https:&
www.uwa.edu.au/news/Article/2022/November/Locking-up-kids-has- serious-mental-health-impacts-and-contributes-to-further- reoffending




As children are still in the crucial stages of developing socially, psychologically, and
neurologically, there are serious risks of solitary confinement causing long-term
psychiatric and developmental harm.s

As First Nations adolescents, separation and solitary confinement likely had additional and compounding impacts.
The Royal Commission and Board of Inquiry into the Protection and Detention of Children in the Northern Territory
recognised the psychological effects of isolation can be amplified for First Nations children and young people due
to their specific cultural needs.® Furthermore the 1991 Royal Commission report found solitary confinement causes
“extreme anxiety” and has a particularly detrimental impact on Aboriginal and Torres Strait Islander prisoners, many
of whom are already separated from family, kin, and community.=

The practice of detention that these boys experienced were more likely to increase,
rather than address, feelings of hopelessness, worthlessness and low self-esteem.

Separation is counter-productive: rather than improving behaviour, it creates problems with reintegration and fails
to address the underlying causes of behaviour.t® Both boys experienced heightened emotions and behaviours as a
direct result of extended periods of separations and the associated reduction in access to activities and programs.
Youth Justice identified 17 Incident Reports recorded in relation to Boy 1’s behaviours during the review period. One
recorded that he “appeared extremely agitated and it was clear that [he] was frustrated being in the unit and with
minimal activities”.®” Records relating to Boy 2 identify multiple behavioural escalations where he voiced separation
periods were a precipitating factorin his behaviours:

* [n December 2020, Boy 2 was verbally abusive and kicking the cell door. He said he was triggered by frustration
about when he would be let out.

* |n March 2021, Boy 2 verbally abused staff because he was not allowed out of his cell.

* |nJuly 2021, Boy 2 threw a cup around the room as he did not want to go back to his cell. This was in response to
being asked to return to his cell after 51 minutes out for day.

* Alsoin July 2021, Boy 2 was assessed as part of a Suicide Risk Assessment. He identified his main emotions as
boredom and frustration.

* [n August 2021, Boy 2 armed himself with a broom. Post-incident, Boy 2 voiced he had not wanted to return to
Continuous Cell Occupancy (the young people had only been out of their rooms for one hour and 12 minutes of
the day). Some of Boy 2’s personal belongings were confiscated in response to the incident. He requested their
return the following day, and was denied, resulting in another behavioural incident.

A number of behavioural incidents were noted for Boy 2 over his four admissions. Like Boy 1, there is a trend with the
number of behavioural incidents increasing as his time locked in his cell per day increased. Figures 4 and 5 outlines
the system touchpoints for each boy and illustrates this trend.

One of the boys was charged with criminal offences relating to incidents in youth detention and the police
watchhouse, including common assault and wilful damage. Youth detention is intended to be a place of
rehabilitation. Responding to behavioural incidents in custody with criminal charges further punishes young people
who are being triggered by isolation and denial of pro-social services.

63 Ibid.
64 Royal Commission into the Protection and Detention of Children in the Northern Territory, ‘Isolation’, Volume 24, 285. hittps://www.
royalcommission.gov.au/system/files/ 2020-09/Volume%202A. pdf

65 Human Rights Watch 2020, “He’s Never Coming Back”: People with Disabilities Dying in Western Australia’s Prisons. Accessed 29 September 2023.
https://www.hrw.org/report/ 2020/09/ 15/hes-never-coming-back/people-disabilities- dying-western-australias-prisons

66 British Medical Association 2021, Solitary confinement and children and young people. Accessed 29 September 2023. hitps: // www.bma.org.uk/
advice-and-support/ethics/working-in-detention-settings/solitary-confinement-and-children-and-young-people

67 Youth Justice records provided to the Board, Attachment 1 — Client Records for Boy 1, 278.




The Youth Justice Department acknowledged the flow
on effects of extended separation in its report to the
Board, including:

* escalated behaviours

* fractured relationships and breakdown of
therapeutic alliances

* reduced compliance and commitment to programs

* additional workload placed on staff in a therapeutic
position required to support young people

* lack of privacy due to speaking with young people
through their doors.s

Children and young people need a youth justice

system that can provide trauma-informed responses

to address their underlying beliefs and behaviours.
Instead, we have a system that can too easily fall into
providing a negative cycle of more punitive practices
and escalating behaviours that trap young people into
anti-social and risk-taking behaviours that led to a cycle
of incarceration.

In 2018, the British Medical Association (BMA),

the Roval College of Paediatrics and Child Health
(RCPCH), and the Royal College of Psychiatrists
(RCPSYCH)*® published a joint position statement on
solitary confinement of children and young people.
In agreement with international organisations such
as the United Nations Committee on the Rights of the
Child, the European Committee for the Prevention of
Torture, and the United Nation’s Special Rapporteur
on Torture, the statement condemned the practice
for its serious risks of causing long-term psychiatric
and developmental harm and exposed the practice as
counter-productive, as it fails to address underlying
causes [of youth crime] and creates problems with
reintegration.

Across Australia each jurisdiction’s youth justice
system uses terms such as ‘separation’, ‘lockdown’,
‘confinement’ and ‘segregation’ to explain times when
young people are confined to their cells. No jurisdiction
acknowledges it uses ‘solitary confinement’. The Board
recognises that there are times when safety drives
operation — this may include times when young people
are ‘isolated’ due to the threat they pose to others;

or alternatively when young people are ‘isolated’ for
their protection from others. These two instances

are distinct from the use of ‘isolation’ to manage the
overall safety of a centre because there is insufficient
staffing — including using ‘lockdowns’ when staff are
having lunch, or when insufficient recruitment has
occurred. Labelling each of these situations with the
same word, and then failing to properly record and

68 Ibid., 13.
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report on the instances and solutions should not be
acceptable. Youth Justice centres across Australia,
including Queensland, claim that there are system
limitations impacting the accurate and more nuanced
reporting of lockdown periods. This limitation does not
apply to adult corrections — which transparently report
into a national data base on detained adults “time

out of cell”. The Board joins calls made by Australia’s
Childrens Commissioners and Guardians to: “ensure
that the Report on Government Services (17 Youth Justice
services) at least includes jurisdictional data about “time
out-of-cells (average hours per day)” as currently is done
for Adult Corrections (8 Corrective services)”.

Exits from detention as
a measure of success of
detention

Boy 1 and Boy 2 left detention on eight occasions and
six occasions respectively. The time between Boy 2’s
last exit from detention was less than five months. Boy 1
died 20 days after his last exit from detention.

Data released in 2022 indicates that for the 12-month
period ending 30 June 2021, over 0o% of young people
that completed a detention period in Queensland
committed another offence in the 12 months following
their release.™ The cases of these two boys, and the
data confirm that the current model of youth detention
is failing to meet its goal to “rehabilitate and reintegrate
children and young people who have offended” and

to “reduce criminal offending by young people, to
improve community safety, and to provide opportunities
foryoung people to turn their lives around and live
productively in the community” .7

It is not acceptable for any system to fail in its intent
so significantly. It highlights that our current model of
detention is not working as intended.

Following the Royal Commission into the Detention and
Protection of Children in the Northern Territory, the
Northern Territory Government committed to a public
articulation of its Youth Justice model, philosophy,
standards and service requirements. Following
significant community input and co-design the ‘Model
of Care in Detention’ was published. The model of care
is publicly available with an associated Evaluation
Plan.7

The Northern Territory Detention Model of Care is built
around the needs of young people. It consists of three
parts:

69 The British Medical Association (BMA) is a registered trade union for doctors, the Royal College of Paediatrics and Child Health (RCPCH) is the
professional body for paediatricians, and the Royal College of Psychiatrists is the main professional organisation of psychiatrists in the United Kingdom

UK.

70 Queensland Pariament 2022, Question on Notice No. 1270. https: //documents.parliament.qld.gov.au/tableoffice/

gquestionsanswers/ 2022/ 1270-2022.pdf

71 Queensland Government 2022, Basics of youth detention, accessed on 28 May 2023 hitps: /www.aqld.gov.au/law/sentencing-prisons-and-

probation/young-offenders-and-the-justice-system/youth-detention/about-youth-detention/basics-of-youth-detention

72 The Northern Territory Government, Department of Territory Families, Housing and Communities 2023, Youth Detention Centres Model of Care.
Accessed 5 October 2023. https://tfhc. nt. gov. au/youth-ustice /youth-detention-centres/ model-of- care




1. An operating philosophy based on six core
principles.

2. An organisational framework that articulates the
resources that will be employed to bring the model
of care to life, translating the operating philosophy
into the service model.

3. Aservice model that defines service standards for
each element: connected to culture, family and
community, connected to support, connected to
opportunity and safe and secure.

The publicly available model articulates key youth justice
service standards including how:

* the clear philosophy directly shapes the
organisational design and service model features —
from which infrastructure design is then derived

* young people being ‘connected to opportunity’
and ‘connected to culture, family and community’
whilst in detention is the overarching aim of critical
importance

* g standard day for detainees occurs, including a
commitment to 13 hours of unlock time per day,
and how this is linked to a published evaluation
and monitoring framework including independent
oversight

* detention occurs within a broader continuum of
Youth Justice service delivery with an emphasis on
family focused interventions that address the life
circumstances of young people

* 3 dedicated emphasis on the people that are
employed and operate within the facilities meet key
competencies aligned to the Youth Justice philosophy
— covering their skills, capabilities and motivations
(with nine ‘personal attributes” providing a standard
for all staffing decisions)

* clear expectations on detention centres to have
partnerships that mean they are part of the
community service delivery landscape where support
and relationships follow young people back into
community to provide enhanced ‘through care’ and
long-term case management

* an understanding of the importance in separating
relational and procedural security, as well as positive
behaviour support, in the context of physical and
dynamic security — so that safety is not delivered
through increasingly punitive and counterproductive
responses.

There is no comparable public document available

in Queensland, with detention centre operations

and broader Youth Justice services operating undera
myriad of laws, policies, procedures, frameworks and
commitments.

There is significant opportunity for Queensland to
make advancements in its response to youth offending
behaviours and crime if it were to define its operating
model more holistically and transparently — including
the connections between the various services that

young people such as the two boys experience. A clearly
articulated purpose statement for the state that flows
into tangible and pragmatic operating guides, role
descriptions, procedures and training across multiple
systems is necessary.

Other matters

Commencement of the Inspector of
Detention Services Act 2022

On 1 July 2023, the Inspector of Detention Services Act
2022 (IDS Act) and the Inspector of Detention Services
Regulation 2023 commenced. Staff from the Office of the
Queensland Ombudsman has committed to supporting
the Inspector’s functions under the IDS Act. The IDS
Act seeks to improve detention services with a focus

on promoting the humane treatment of detainees and
prevention of harm. The IDS Act sets out a framework
for review of detention services, inspection of places of
detention and independent and transparent reporting.
This preventative focus will examine the systems and
the lived experiences of people detained. Specific IDS
functions include:

e jnspecting places of detention in Queensland,
including youth detention centres, adult prisons and
watch-houses

e preparing and publishing standards for inspections

* reporting to the Legislative Assembly on
inspection visits and making recommendations for
improvement.73

Staffing pressures

The cases reviewed by the Board highlight the significant
challenges detention centres face in attracting and
retaining the staff required to function in accordance with
current policies and procedures. Staff shortages directly
led to isolation and treatment that ran counter to the
objectives and principles of the Youth Justice and Human
Rights Acts. The two boys were denied the opportunity
for a rehabilitative and transformative experience in
detention. Instead, their experiences are likely to have
caused further harm and impacted their physical and
social and emotional wellbeing.

The Queensland Government has committed to building
two new youth detention centres — one in Caims and
another in Southeast Queensland. It is important for the
system to consider how staffing issues will be overcome
to ensure young people receive youth detention services
that are vastly improved from their current quality.

The Board considers that a clearer articulation of the role
and purpose of the youth justice workforce is required to
ensure Queensland attracts, supports and retains valued
employees that can make tangible positive differences
to the lives of young people. Workforce reform is needed
that values key capabilities l