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Dear Commissioner Lawrie 

Thank you for the opportunity to provide a written submission to your inquiry into the 
application of the Aboriginal and Torres Strait Islander Child Placement Principle (the 
principle) in the removal and placement of Aboriginal children in out-of-home care. 
The Child Death and Serious Injury Review Committee (the Committee) is committed 
to improving the safety and wellbeing of children and young people in South 
Australia. It does this by collecting information about the circumstances and factors 
that contribute to child deaths in South Australia, analysing and reviewing this 
information, making recommendations and monitoring the implementation of those 
recommendations. 
Aboriginal children and young people are over-represented in the deaths of children 
and young people in South Australia. The Committee’s submission and 
recommendations relate to our review of the circumstances of death for Aboriginal 
children and young people who died while in the care of the state between 2005 and 
the present. It was written in close collaboration with the Committee’s Oversight and 
Advocacy Authority for Aboriginal Children and Young People (the Authority) which 
reviews the deaths of Aboriginal children and young people informed by cultural 
knowledge in a culturally safe and appropriate way. The Authority makes 
recommendations to be considered by the Committee.  
The submission includes recommendations to be considered by the Commissioner. 
The Committee acknowledges that the recommendations do not include or make 
comment about how they may be operationalised. The Committee has, however, 
made recommendations based on some important underlying principles that aim to 
improve the social and wellbeing outcomes for Aboriginal children and young people. 
The Committee considers that even small improvements will be relatively important 
and worthwhile, given the scale of the problem, and that improvements will only 
come where Aboriginal voices and experiences are heard and incorporated in a 
response. 
Pursuant to Section 62 of the Children and Young People (Oversight and Advocacy 
Bodies) Act 2016 SA (the Act), the Committee also attaches a de-identified in-depth 
review into the death of an Aboriginal young person. This information is included to 
highlight some of the complexities that existed in this young person’s life relevant to 
the application of the principle. Pursuant to Section 66 of the Act, please do not 

mailto:cdsirc@sa.gov.au
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divulge or communicate this part of the submission further (e.g. do not make this part 
public). Please also note that this particular case was not considered by the 
Oversight and Advocacy Authority for Aboriginal Children and Young People, as the 
review was completed before the Authority was established last year. 
Thank you in advance for considering the Committee’s submission and I look forward 
to reading the findings of your inquiry. 
 
Yours sincerely 
 
 
 
 
Jane Abbey SC 
Chair 
Child Death and Serious Injury Review Committee 
28/02/2023 
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Acknowledgements 

The Committee acknowledges that it meets and works on Kaurna land.   

The death of a child or young person is tragic and the Committee recognises the 

impact it can have on a family and all the people who have cared for or supported that 

child in some way. The Committee recognises the importance of looking at what can 

be learned and changed to prevent the same kind of death from happening again.  
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The Committee and the Authority 

Child Death and Serious Injury Review Committee (CDSIRC) 

The intent of the Committee is to improve the safety and wellbeing of children and 

young people in South Australia. It does this by collecting information about the 

circumstances and causes of all child deaths in South Australia, analysing and 

reviewing this information, making recommendations to relevant agencies, and 

monitoring the implementation of those recommendations. The Committee reviews 

specific cases of child death, and from time to time also reviews and analyses 

information about serious injuries.  

Oversight and Advocacy Authority for Aboriginal Children and 
Young People - CDSIRC 

Aboriginal children and young people are over-represented in the deaths of children 

and young people in South Australia. In 2020, the death rate was over two times higher 

than their non-Aboriginal peers. The Committee’s in-depth reviews of Aboriginal child 

deaths have shown that their lives were complex and that there were many factors 

contributing to that complexity. 

To support the Committee to better understand this complexity, it established the 

Oversight and Advocacy Authority for Aboriginal Children and Young People (the 

Authority). Eight Aboriginal leaders and thinkers were appointed to the Authority in 

August 2022 to review deaths and service delivery through the lens of their cultural 

knowledge and in a culturally safe and appropriate way. An important part of this work 

is the development of guidelines that will ensure reviews of the deaths of Aboriginal 

children and young people are culturally informed. The Authority advises the 

Committee about what is needed to make system changes and how best to advocate 

for those changes to respect, honour and acknowledge the lives of Aboriginal children 

and young people, Aboriginal community and culture. 

This submission has been developed by the Committee in close collaboration with the 

Authority. 
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Scope of this submission 

The Committee notes that the inquiry will examine the application of the Aboriginal and 

Torres Strait Islander Child Placement Principle (the principle), including systemic 

barriers to its application and its five pillars of prevention, participation, placement, 

partnership and connection, as they relate to the: 

1. removal of Aboriginal children (including the provision of support to family and 

kin prior to removal and for reunification) 

2. placement of Aboriginal children once removed (including connection with 

family, community and culture). 

The Committee’s comments about the principle relate to the second of these issues, 

the placement of Aboriginal children once removed, and focus on the application of the 

principle through the review of the circumstances of death for Aboriginal children and 

young people who died while in the care of the state between 2005 and the present. 

The Committee commenced its collection of information about the deaths of all children 

and young people in South Australia in 2005 and its database holds records for 

nineteen Aboriginal children and young people who died while in state care. These 

children ranged in age from 1 month to 17 years. Two were aged between 1 and 11 

months, five were between 1 and 4 years, three were between 5 and 9 years, four 

were between 10 and 14 years and five were between 15 and 17 years. Fifteen (80%) 

of these children and young people were male. 

This submission focusses on two groups of deaths:  

 nine children and young people who died due to chronic conditions and/or 

health conditions associated with their disabilities, and  

 seven young people who died from external causes (not natural causes), 

including transport crashes, misadventure (e.g. accidental overdose, falls) 

and suicide.  

The Committee acknowledges the deaths of a further three children in state care that 

occurred in the same time period but were not part of the above review.  These were: 

 an infant who died in hospital and was placed under guardianship days prior 

to their death 

 a child who died in the care of kin but their cause of death is still ‘pending’ 

 a child who died by misadventure whose Aboriginal cultural identity could 
not be confirmed.  
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Key findings and recommendations 

Following the review of these two groups of deaths (see the more detailed findings 

below in Appendix 1), the Committee concluded the following: 

The principle at the forefront of decision-making 

The Aboriginal and Torres Strait Islander Child Placement Principle (the principle) 

provides an important framework by which decisions for the placement of Aboriginal 

children and young people into state care can be made. In the cases reviewed by the 

Committee, however, there were often circumstances that made the application of the 

principle difficult. For example, placement choices for Aboriginal children and young 

people with a disability were extremely limited because of the intensity or location of 

support the child required. In other cases when placements broke down the choices for 

the next placement became fewer and the application of the principle became harder to 

maintain or did not appear to be revisited. This sometimes led to young people self-

placing and consideration given to the child protection service revoking the care order 

due to non-compliance.  

In other cases, connection to family and culture was limited to contact with 

family/parents and if that was not possible seemed limited by a lack of guidance for 

carers about what the child or young person needed. 

RECOMMENDATION ONE: To ensure the best placement outcomes for 
Aboriginal children and young people, decision-making for Aboriginal 
children and young people in state care needs to be led by the Aboriginal 
community and the child’s family.  

RECOMMENDATION TWO: To ensure the best placement outcomes for 
Aboriginal children and young people, services need to keep the principle at 
the forefront of decision-making throughout the period of care by 
implementing a regular system of review and reflective practice. 

The importance of ‘cultural safety’ 

According to Gollan and Stacey’s 2021 report, Australian Evaluation Society First 

Nations Cultural Safety Framework, a culturally safe environment is created when: 
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Aboriginal and Torres Strait Islander people’s presence is welcomed and 
respected, experiences are believed and validated, cultures are connected and 
valued, knowledge and skills are recognised and supported, advice is listened to 
and acted upon and do not experience racism in any form. 

The Committee found that the operation of the principle cannot be successful without 

fundamental change to the ways in which the needs of Aboriginal children and young 

people, and their families, are conceptualised and met. This includes acknowledging 

that what makes state care ‘culturally safe’ may be different from one child and their 

family to the next.  It also requires an acknowledgement that children and their families 

may be suspicious of state-based services. It is only through the provision of culturally 

safe services delivered by trusted and culturally safe agencies – that are located within 

communities and are resourced to act in ways that build on the strengths of Aboriginal 

culture and connection – that placement in state care can be considered a life-affirming 

and not a life-limiting choice for Aboriginal children and young people.  

RECOMMENDATION THREE: Culturally safe responses and care will ensure 
that Aboriginal children and young people have an enduring connection to 
kinship, culture and communities, and are actively engaged in cultural life. 

RECOMMENDATION FOUR: Placements must be kept accountable by a 
recognised Aboriginal cultural authority that is considered culturally safe for 
each child or young person. The Aboriginal authority must be satisfied with 
the level of resourcing to undertake this crucial role. This also means there 
must be depth of choice and expertise in the agencies and organisations 
providing those services.   

RECOMMENDATION FIVE: Intensive early intervention services that are 
culturally appropriate must include practices and workforce strategies where 
the recognised Aboriginal cultural authority is leading decision-making in all 
stages of child protection assessments, interventions and placements to 
ensure cultural safety and culturally led decision-making. 

RECOMMENDATION SIX: Children and young people will have access to an 
independent and trusted Aboriginal advocate who will facilitate their voice 
and visibility in decision-making about their lives. The Aboriginal advocate 
will ensure their enduring connection to kinship, culture and communities, 
and active engagement in cultural life. 
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Culturally driven early intervention 

Above all, this review highlighted the complexity of these children’s lives and the need 

to address systemic issues for Aboriginal people in South Australia to prevent 

Aboriginal children and young people entering state care in the first place (see 

Appendix 2 as an example of this complexity). This requires culturally appropriate 

responses to their needs when they first encounter child protection services. These 

needs will be best understood by the Aboriginal community and the child’s family. The 

approach needs to be built around a recognition of the State’s treatment of Aboriginal 

families where parents may be traumatised by their own experiences, intergenerational 

poverty and despair, and loss of traditional beliefs, practices and language. 

Approaches also need to be built around a context of higher rates of significant health 

and social problems including mental health, the effects of alcohol and drug abuse, 

domestic violence and relatives over-extended as carers.  

RECOMMENDATION SEVEN: The complex lives and experiences of children 
and young people who come to the attention of child protection requires the 
co-ordination of many agencies.  Co-ordination of these services must be 
inclusive of kinship, community and culture.  

RECOMMENDATION EIGHT: A recognised independent Aboriginal cultural 
authority is best placed to do this. Its role needs to be clearly defined and 
endorsed by an Aboriginal-led decision-making process. 
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Appendix 1 Detailed findings and comments 

As mentioned above, the Committee’s review of the deaths of Aboriginal children and 

young people focussed on the deaths of nine Aboriginal children and young people 

with disability and seven Aboriginal young people that died of external causes. The 

Committee considered these deaths in relation to the Aboriginal and Torres Strait 

Islander Child Protection Principle’s (the principle) five pillars of prevention, 

participation, placement, partnership and connection as they relate to the placement of 

Aboriginal children once removed (including connection with family, community and 

culture). 

The deaths of nine Aboriginal children and young people 
with disability 

Nine children died from conditions associated with their disabilities. Seven had lived 

with disabilities associated with neurodegenerative disorders, genetic conditions or 

birth defects, and two had severe disabilities associated with acquired brain injuries. 

These children and young people ranged in age from under one to 14 years. Five were 

in the care of non-Aboriginal foster carers, three were in residential care and one child 

was in the care of non-Aboriginal kin.   

The efforts made to attain the goals of the principle through the application of the five 

pillars were not consistent, bearing in mind that child protection practices may have 

changed over the 17 years during which these deaths occurred, but the records 

available gave some insight into the ways in which they were applied in relation to 

these children.  

The Committee’s comments are: 

Prevention 

 Two of these children acquired brain injuries following a deliberate act by 

another person while in the family’s care.  

 The importance of culturally driven early intervention is highlighted when 

considering the complexity in their lives and that their deaths occurred 

within the context of violence while in the family’s care. 
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Participation 

 Some of these children were born with or acquired, life-limiting health 

conditions. When this was known, the best ways in which participation was 

practised was the involvement of the child’s family (usually the mother 

and/or father) in palliative care, end-of-life planning and funeral 

arrangements.   

 When these issues did not involve family, there was confusion and mis-

understanding between non-Aboriginal foster carers and the child’s family 

when cultural ways of doing things were not understood.   

 In other cases the circumstances of the child’s removal made contact with 

immediate family impossible/unsafe. 

Placement 

 The most consistent issue that drove placement choices for these children 

and young people was their high care needs. These needs were the over-

riding consideration in terms of placement decisions and the best interests 

of the child or young person were frequently couched in terms of meeting 

their high and complex care needs.  

 For example, one child remained in hospital for over two years until suitable 

carers, who were willing to be trained in the management of the child’s high 

care needs, were found. Aboriginal services such as Aboriginal Family 

Support Services were sometimes engaged to assist in the challenging task 

of finding Aboriginal carers for these children. Despite their best efforts, 

because of the children’s high and complex needs, they were invariably 

placed with non-Aboriginal carers. 

Partnership 

 In some cases there were references to family members agreeing to the 

decisions about placement. For example, when the non-Aboriginal carers 

decided to move from another state to South Australia there was reference 

to ‘X’s mother agreeing that this was in the best interests of X (given the 

high care needs). The distance involved made connection with the child’s 

family impossible to maintain. 
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Connection 

 Efforts to maintain and support connection to family, community, culture and 

Country were not well documented. There did not appear to be any 

particular guidelines or requirements with regard to how these connections 

should be maintained and the maintenance of contact appeared to be 

reliant on the efforts of individual workers. 

 Connection was usually seen as the arrangement of visits between the child 

and family. Depending on the circumstances of the guardianship, these 

were sometimes in the hospital, in the district office, or in the carer’s home.  

It was usually the case that the family were expected to come to the child, 

given the high needs of these children. This could raise problems at times; 

for example, visits by family members to one child ceased when the 

department stopped funding transport costs because the ‘parents spent the 

money on other things’. If parents/family were interstate, these connections 

were lost.  

 It was also found that attempts to connect were most often aimed at the 

connection to family and/or connection via provision of educational 

resources to non-Aboriginal carers.  

 Connection to ‘community’ did not seem to be part of efforts when contact 

with the immediate family was considered to be impossible or unsafe.  

In a number of cases we saw evidence of significant efforts to find suitable placements, 

to secure them, and to make them work. However, if children had high and complex 

needs, the choices were extremely limited because of the intensity of support the child 

required. Some placements broke down because carers could not maintain the round 

the clock care needed. Other placements broke down when respite care was not agile 

enough, flexible enough or simply not sufficient. If placements broke down multiple 

times, then the choices for the next placement became fewer and fewer and 

consideration of the placement principles was overwhelmed by the necessity of finding 

a suitably trained, and willing carer. 

The deaths of seven Aboriginal young people 

Between 2005 and the present, the Committee has documented the deaths of seven 

young Aboriginal people who died from various external causes while in the care of the 

state. These young people ranged in age from 13 years to nearly 18 years. Six were 
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male and five were ‘dual involved’, having at some time been involved with the juvenile 

justice system. 

At least three young people had very little or no contact with the department in the 

weeks or months before their death and at least one was actively avoiding contact with 

the department – to the extent that the department had considered revoking the 

guardianship order as there was concern that attempts to avoid contact were further 

endangering the young person’s safety. 

Prior to their death, three young people had been placed in the care of extended family 

but at the time of their death were ‘self-placing’. One young person was in a supported 

living arrangement, one in residential care and one in a commercial care arrangement 

– both of the latter children with a rotational roster of carers. 

For these young people, whose vulnerability was associated with intergenerational 

trauma, the challenges of walking in two worlds and their experiences of cumulative 

harm, neglect and abuse, placement was not easy to find and the stability of 

placements was easily disrupted or broken – especially if both the young person and 

the carer(s) were not well supported.  

As a result, all these young people had multiple placements during the course of their 

guardianship. It was difficult to ascertain the efforts made to achieve the goals of the 

principle for each placement and the Committee bears in mind that child protection 

practices may have changed over the 17 years that these deaths occurred.   

However, the same pattern was observed for these young people as for children with 

disability: as placements broke down, the choices for the next placement became 

fewer and the application of the principle became harder to maintain. 

The Committee’s comments are: 

Prevention 

 The importance of culturally driven early intervention is highlighted when 

considering the complexity in the lives of these young people and that their 

deaths often occurred within the context of risk-taking and disengagement, 

or active avoidance of, support services. 

 Prevention is where the most work needs to be done to try to ameliorate 

harm, build connection and prevent the need for placement in state care. 
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 The elements that form the basis for the principle should be used to inform 

any decision made about the safety and wellbeing of Aboriginal children 

when they come to the attention of the child protection system, not just 

when they enter the care of the state. 

Participation  

 There can never be enough importance placed on the need to ensure the 

child or young person is included in decision-making about their lives.   

 This becomes difficult when the agency that seeks their views is also the 

agency that is imposing state care on them. Several young people who 

chose to ‘protect themselves’ from the perceived interference of that agency 

minimised or actively avoiding contact with them. In these situations, even 

with the best-intentioned work on the part of the practitioner, the willing 

participation of the young person becomes challenging.  

Placement  

 Regardless of whether the principle was used to guide decision-making 

about placement, the circumstances of these deaths suggest that these 

efforts failed because: 

o the final placement for 3 young people was said to be with family or 

extended family, however all three young people had drifted away from 

these placements and were self-placing at the time of their death 

o the circumstances of death for two young people in residential care 

suggested that placement with rotational carers should never be 

considered a long-term option for Aboriginal children as the likelihood of 

their carers sharing and understanding their culture and meeting their 

needs are remarkably low. 

Partnership  

 The lives of these children were complex, both before and during their 

placement into state care. Their family histories provided evidence of 

intergenerational trauma and parents did not have the capacity to provide 

for their needs. One or both parents of two young people had themselves 

been in state care during their lives. 
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 When families cannot manage, communities and community agencies need 

the strength and capacity to support and care for children and young 

people. This cannot be an informal process but one where the rights and 

responsibilities for the care of children whose families cannot care for them 

are ceded to communities and community agencies who are perceived by 

the child and their family to be trusted allies. 

Connection 

 We observed a similar view of connection as with children and young 

people with disability – that it is visualised literally as contact – phone calls, 

or visits with family, in most cases just mother, father and/or siblings. At the 

beginning of guardianship, or a particular placement, efforts might be put 

into sustaining visits between the young person and their family and 

community. We rarely found a case where these links were maintained over 

the long term.   

 If attempts at connection were tried, it appeared to rely on the efforts of 

individual workers. The inconsistencies in this practice suggested to us that 

there was no practice guidance, nor monitoring of the ways in which 

connection was conceived or fostered.  

 The formalisation of contact into arranged visits in places could well be 

seen by the young person and family members as culturally 

unsafe/uncomfortable and, as mentioned previously, associated with the 

agency imposing state care on them.    

 This is not to say that these young people did not want contact with family, 

but records showed that they would seek that contact on their own terms.  
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Appendix 2  A review into the death of an 
Aboriginal young person 

Section 62 of the Children and Young People (Oversight and Advocacy Bodies) Act 

2016 permits the sharing of information between the Commissioner for Aboriginal 

Children and Young People and the Committee if it is believed that the provision of the 

information would assist the recipient to perform her official functions relating to the 

health, safety and welfare of a class of children or young people. 

Under Section 62 the Committee releases a de-identified review into the death of an 

Aboriginal young person, and pursuant to the confidentiality provisions under Section 

66 of the Act.  

This young person’s death occurred in 2009 and a review was undertaken by a non-

Aboriginal person. This death has not been reviewed by the Oversight and Advocacy 

Authority for Aboriginal Children and Young People – Child Death and Serious Injury 

Review Committee, as the Authority has been recently established. The Committee 

submits this review to highlight the following: 

 the impact of a complex family history 

 the circumstances leading to self-placement choices 

 the tensions of ‘walking in two worlds’ 

 evidence of service activity but very little in terms of outcomes 

 the absence of the young person’s voice and views 

 the need for connection with family and the difficulties that posed. 

The conclusions and recommendations drawn from this review highlight that work 

needs to occur that leads to a deeper understanding of connection based on Aboriginal 

ways of knowing, being and doing. This is a lifelong and continuous journey, not 

something that can be started, fostered or maintained by the simple conceptualisation 

of connection as ‘family visits’. 
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