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The birth rate for 15-19 year olds in WA and SA is around 21 per 1,000,112,113 with rates much higher 
for Indigenous females.19 The abortion rate for 15-19 year olds in 2005 in WA was 21 per 1,000, 
giving a pregnancy rate of 42 per 1,000.113 While there is evidence to indicate that school sex 
and relationship education (SRE) programs improve knowledge of sexual health,114 there is a wide 
gap between knowledge of sexual health and delaying sexual initiation, safer-sex practices and 
pregnancy prevention.115-123

Adolescents often delay practising contraception for up to a year after becoming sexually active124 

and around a third of teenagers do not use any contraception the first time they have sex125 or at 
their most recent intercourse.126 There is a high failure rate of individual contraceptive methods 
indicating the need for increasing the use of dual contraceptive methods in order to prevent 
conception and the transmission of STIs. The use of both condoms and a female method of 
contraception however is not generally promoted or widely understood and practised in Australia.127

There is increasing recognition that programs focusing only on the sexual antecedents have limited 
success in preventing unplanned adolescent pregnancy.128,129 The evidence clearly highlights the 
need to adopt a range of strategies, in addition to SRE programs, targeting non-sexual factors such 
as individual and peer characteristics, family, school, and community features including strategies 
aimed at delaying initiation of sexual activity and enhancing life choices.127,128
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Road Safety and Driver Behaviour
Motor vehicle accidents were the main cause of death for children and youth up to 23 years of age 
(54% of deaths in young people 17-23 years of age and 48% for Indigenous youth of the same ages). 
Alcohol and illicit drugs were present in 49% of non-Indigenous motor vehicle deaths and in 58% of 
Indigenous motor vehicle deaths. Over 50% of all alcohol-related crash victims are between 15-24 
years of age129 and almost one-third of all alcohol-related hospital admissions for assault injuries are 
in this age group.130

Sun Protection
Australia has the highest rate of non-melanoma skin cancer (NMSC) in the world131,132 with the 
incidence rate reported to be 1,000-2,000 per 100,000 per year131. The rate of NMSC has been 
increasing worldwide since the 1960s due to in part to increased sun exposure through changes in 
behaviour and depletion of the ozone layer.131 Around 374,000 Australians are treated for NMSCs 
each year, almost 9,000 are diagnosed with melanoma each year and more than 1,400 die each 
year.132 In Australia and New Zealand, malignant melanoma ranks as the fourth most common 
cancer.131 

Parental sun protection behaviours directly impact on the adoption of sun protection measures by 
children and young people. Adolescents, however, are recognised as having a low rate of using sun 
protection.135 Primary prevention of sun exposure and intense intermittent sun exposure in children 
and young people are key strategies to reduce the rates of NMSC and malignant melanoma.131,133,134
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Strategies

Self-Management

	 Support the integration of tailored self-management with medical management that is 
developmentally and culturally appropriate for children, youth and their families, especially 
for Indigenous, CaLD and socially and economically disadvantaged groups.

	 Support alternative approaches to improving appropriate participation in self-management by 
children, youth and their families, including:

	 Targeted and appropriate social marketing and health promotion

	 Self help and internet-based resources

	 Telephone counselling

	 Mentoring and peer-based support.

	 Encourage greater participation by health care professionals in formal self-management 
education and training to support children, youth and their families to engage in self-care.

Health-Related and Risk-Taking Behaviours

	 Support prevention programs that aim to prevent the uptake of adverse health-related and 
risk-taking behaviours in children and youth, including alcohol, tobacco and illicit drug use, 
risky sexual practices, risky driving behaviours and prolonged exposure to the sun.

	 Develop mentoring programs for high-risk adolescents with the aim of reducing risky alcohol, 
tobacco and illicit drug use, behaviour problems, and risky sexual practices, and enhancing 
school attendance and achievement.

	 Support measures to identify children and youth at high risk of engaging in intentional self-
harm and attempted suicide, especially Indigenous, socially and economically disadvantaged 
groups and refugees from war-torn countries, and provide culturally appropriate support and 
acute interventions.

	 Support a range of strategies to promote safe sex practices targeting both sexual and non-
sexual factors such as individual and peer characteristics, family, school, and community 
features, and strategies aimed at delaying initiation of sexual activity and enhancing life 
choices.

	 Promote advanced driving skills training programs through high schools.

	 Support family-focused and community-focused (including schools, sport and recreation 
and outdoor employment) strategies that increase awareness of responsible sun protection 
behaviours, and early uptake of sun protection behaviours by children and youth. 
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Improve the health and wellbeing of specific 
population groups through improved access and 
cultural sensitivity.

Priorities
Over the past fifty years there have been major demographic, social, and economic changes in 
Australia that have had a significant impact on the lives of Australian children and their families, 
often constructing systematic barriers which limit the capacity of individuals to live healthy lives. 
One significant barrier is the unacceptably high level of inequality within Australia. The OECD 
measure of inequality places Australia 15th out of 26 nations, indicating greater income inequality 
within Australia than in the majority of OECD countries.38

Improvements in the health of Australians during the 20th century have not been experienced 
equally by all members of society and in some areas the disparities have been expanding.135 People 
from disadvantaged backgrounds have more risk factors present in their life and are significantly 
more likely to experience poor health, to engage in risk-taking behaviours, and are less likely to use 
preventative health care services in favour of GP services, than more affluent members of society.

Indigenous
Social, cultural, and economic differences impact on the health of Aboriginal people. Overall, the 
health of Aboriginal and Torres Strait Islander children is much worse than for other Australian 
children, with higher rates of hospitalisation among Indigenous children a measure of this.17 The 
rate of hospitalisation of Indigenous infants is 1.7 times that of non-Indigenous infants and for 
children 1-14 years it is 1.4 times higher. 
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This data clearly indicates that we would need to spend around 40% to 70% more on health care for 
Indigenous children compared with non-Indigenous children in order to reflect the discrepancies 
in health and wellbeing and address Indigenous health disadvantage. Currently though, health 
care expenditure for Aboriginal and Torres Strait Islander peoples is only 18% higher than for other 
Australians136 and at this level of funding we have not been able to reduce the disparity in health 
status. 

A serious commitment for increased funding directed at prevention and early intervention programs 
and early treatment services is required.137

Socially and Economically Disadvantaged
Children and young people raised in socially and economically disadvantaged families are often 
exposed to a myriad of risk factors such as insufficient or sub-optimal food, poor quality housing, 
and a lack of timely health care. They are less likely to finish high school and to be gainfully 
employed, and more likely to suffer from health and mental health problems and be involved in 
criminal activities and antisocial behaviour.64

In Australia, the mortality rate of infants living in the most disadvantaged 20% of society was twice 
that of the least disadvantaged 20% while for Indigenous infants the rate was three times that of 
other Australian infants.19 The greatest difference in rates was for injuries and poisoning with a rate 
of 18.5 deaths per 100,000 Indigenous children 1-14 years compared with 7.3 per 100,000 for other 
Australian children in the same age group.19 

Culturally and Linguistically Diverse 
Based on 1996 Australian Bureau of Statistics estimates, 29.3% of Western Australia’s population was 
born overseas (23.3% nationally). Those from non-english speaking backgrounds (NESB) constitute 
less than half of these. There is diversity within this group and the clusters of same language 
speaking groups are small and many. While most from English speaking backgrounds are from the 
United Kingdom, some 5% with varied cultural backgrounds come from other areas such as the 
African and South American continents. Not included in these statistics are those people who are 
Australian born but who identify with the culture and/or language of another country.138

The determinants of health status for people from Culturally and Linguistically Diverse (CaLD) 
backgrounds are a complex interaction of factors. These include historical exposure to disease  
(e.g. tuberculosis or malaria), communication (language barriers and English proficiency), cultural 
norms and attitudes to health issues, employment status, gender, family and community contacts, 
service utilisation and environmental factors.138
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Refugee Children and Youth
Children and young people make up a significant proportion of the humanitarian refugee intake 
in Australia and New Zealand and are arguably the most vulnerable subgroup. The health needs 
of refugee children and young people have been well documented and include high rates of 
preventable conditions including psychosocial morbidity and sequelae, due to poor access to health 
services. Of particular concern are those children and young people who are ‘unaccompanied 
minors’, who lack the protection and support of their families.139

Despite complex health needs in refugee children and young people, service delivery is fragmented 
and there are many barriers to providing the most effective health care. There are wide local 
variations in the health care provided, and preventive activities known to be highly effective, 
such as immunisation and early detection of infectious disease, are not routinely offered. Health 
care delivery is further complicated by the shifting responsibility between state and federal 
governments, and government and non-government organisations.139
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Strategies
	 Provide culturally and linguistically competent child and youth health services across the 

continuum of child and youth health care, with particular emphasis on:

	 Patient and parent support services

	 Child protection and safety services

	F amily and domestic violence intervention

	 Acute and chronic care services.

	 Advocate for improved access to services for disadvantaged groups of children and youth, 
particularly for Indigenous, CaLD, socially and economically disadvantaged, and children and 
youth living in rural and remote regions of Western Australia.

	 Develop strategies and policies to improve access to transport for Indigenous, CaLD and 
socio-economically-disadvantaged children and youth and their families to attend outpatient 
services in the metropolitan area.

	 Promote the use of video conferencing by health specialists for the provision of prevention, 
early intervention, and treatment services to people living in rural and remote regions of 
Western Australia.

	 Increase the number of culturally appropriate video conferencing services targeting the 
health needs of Indigenous children and youth living in rural and remote regions of Western 
Australia that provide prevention, early intervention, and treatment services.

	 Develop policies and guidelines that assist in transforming existing mainstream health 
promotion, and perinatal and early childhood intervention and prevention services so 
that they are more accessible and culturally appropriate for Indigenous, CaLD, and socio-
economically disadvantaged children and youth and their families.

	 Encourage the involvement of Indigenous, CaLD and socially and economically disadvantaged 
community members in the development of culturally and linguistically responsive child and 
youth health policy.

	 Encourage the involvement of Indigenous, CaLD and socially and economically disadvantaged 
community members in the planning and design of child and youth health services.

	F urther raise the awareness of the particular health needs of refugee children and youth and 
improve methods to address these across the continuum of care. 
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Improve child and youth health and wellbeing by 
improving child and youth health service provision

Priorities
The Framework recognises that although the determinants of health and health-related behaviours 
have significant influence on child and youth health and wellbeing, health service provision and 
usage also affects the health outcomes of children and youth. In order to improve the quality of 
child and youth health, attention must also focus on improving health service delivery. In order to 
address this, a number of approaches must be utilised. 

Integration and Coordination of Services
One such approach is through the integration and coordination of services. A coordinated and 
integrated approach across the continuum of child and youth health care will ensure the seamless 
and effective provision of care using integrated care pathways and innovative models of care.  

It is well recognised that there is considerable fragmentation within health systems, increasing 
complexity of patient care, and a lack of focus on population health. The concept of community-
based integrated care re-orientates the focus of health systems back to the core health goals in 
which the aim of the health system is to support and maintain health. 

An example model of community based integrated care based upon coordination and cooperation 
and driven by community health needs has been developed in The Netherlands. This model enhances 
community participation through qualitative research with patients to determine their health care 
experiences and satisfaction to inform the development of the health care system with the aim of 
promoting a more coordinated health care service and ultimately a more positive patient journey.140

Integrated care pathways are also increasingly being used as a tool to coordinate patient care 
in Australia, the United Kingdom, and the USA.141 The aim of these integrated care pathways 
is to improve patient care and health outcomes through increased coordination and reduced 
fragmentation of care142. Integrated care pathways are based on the evidence, and attempt to focus 
not only on ‘what should be done’ but also identify ‘who should do it, when, and where’ taking into 
account the organisation of the health care delivery process as experienced by the patient. 

The National Pathways Association (1998) has published a working definition of integrated care 
pathways, also known as coordinated care pathways, care maps, or anticipated recovery pathways 
following consultation with its membership:

“An integrated care pathway determines locally agreed, multi-disciplinary practice based on 
guidelines and evidence, where available, for a specific patient/client group. It forms all, 
or part of, the clinical record, documents the care given and facilitates the evaluation of 
outcomes for continuous quality improvement.”141 

In essence, integrated care pathways are structured, multi-disciplinary care plans. The aim of 
having a care plan is to improve multi-disciplinary communication and collaboration, promote 
standards of practice, reduce length of hospital stay and care costs, and enhance systematic 
collection of data to enable auditing and evaluation of clinical practice.141,143 
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The implementation of integrated care pathways enables the health care system to be redesigned 
to focus on patient groups and/or diseases. This encourages active management of the whole care 
process. This has been termed ‘community-based integrated health care’.140

Collaborative and Flexible Partnership Approach
Efforts to improve the health and wellbeing of children and youth may be enhanced by a 
collaborative and flexible partnership approach to health care delivery. This should involve a 
commitment to developing new partnerships among all child and youth health providers, which 
actively engage government and non-government organisations, the private business sector, 
communities, families, and children and youth. Existing partnerships also need to be strengthened 
and enhanced.

The emphasis on a whole of Government, multi-disciplinary approach to planning and development 
of child and youth health services and the promotion of healthy environments is underpinned by 
partnership development with patients, parents and consumers. The Department of Health will 
have a primary focus on health gains in these partnerships, but the partner organisations may have 
additional objectives of which government agencies must be aware.6

It is well documented that population health is influenced by policies from sectors outside the 
health sphere, while in turn the health and wellbeing of the population impacts on the goals of 
other sectors and the economic prosperity of the community. As such, policy makers both within and 
outside of health should consider how their decisions, policies, and actions are likely to impact on 
the health and wellbeing of the population.6
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The United Kingdom Government, for example, has established a requirement that government 
agencies must form partnerships and make a clear commitment to work collaboratively in 
order to be eligible to access government sources of funding.144 Partnerships are recognised as 
critical to achieving objectives but it is recognised that they encounter many obstacles, which 
often overwhelm them. In order to assist partnerships in achieving their objectives, a set of key 
ingredients for success have been identified:

	 Clear, shared objectives defined at the outset

	 A realistic plan and timetable for reaching these objectives

	 Commitment from the partners to take the partnership’s work into account within their 
mainstream activities

	 A clear framework of responsibilities and accountability

	 A high level of trust between partners

	 Realistic ways of measuring the partnership’s achievements.

Formation of the WA Health Health Networks across the clinical disciplines is an example of state 
level efforts to improve the integration and coordination of clinical services through improved 
communication between service providers and other stakeholders, and by collaborating across 
area health service and institutional boundaries. The strategic role of the Health Networks is to 
provide advice and direction on where and how services should be delivered encompassing service 
planning and the development of policies and protocols including new models of care, which will 
subsequently influence the priorities on how resources are allocated across the system.145

Workforce Development
The delivery of high-quality health services for children and youth requires a highly skilled and 
knowledgeable workforce. The importance of addressing workforce issues and the need to enhance 
and sustain the current level of quality of the WA Health workforce has been detailed in the WA 
Health Healthy Workforce Strategic Framework 2006 - 2016.146 There is an urgent need to increase 
the numbers of health professionals in the health system in order to meet the continuing growth 
of health services across the state. The key workforce issues for WA are workforce supply and 
distribution, workforce design, workforce skill development, workforce data and planning and 
workplace culture and environment.  

The Healthy Workforce Strategic Framework 2006 - 2016 should be viewed as complementary to 
the Framework as it identifies a comprehensive range of strategies relevant to the child and youth 
health workforce, including:

	 Development of education and training frameworks

	 Attraction and retention initiatives

	 More effective utilisation of workforce resources including the development of new models of 
care

	 The need to identify and implement work redesign opportunities and initiatives

	 Initiatives to improve the clarity of roles

	 A broadening of approaches to address the particular issues of health services in rural and 
remote Western Australia

	 Regulation and recognition of Aboriginal and Torres Strait Islander health workers

	 The need to provide positive workplace cultures

	 Developing leadership and change management skills in staff

	 Engaging staff on workforce reform and implementation and promoting a balance between 
work and life for all staff.146
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The specialist nature of child health services necessitates continued post-graduate education 
and training of health staff in order to maintain staff skills and to increase the effectiveness and 
efficiency of the health workforce to deliver innovative programs and treatment. Hence there is a 
clear recognition in the Healthy Workforce Strategic Framework 2006 - 2016 of the need to invest 
in workforce development and training to develop partnerships with the higher education and 
vocational education and training systems to promote flexibility in education and training.146

Integrated workforce planning frameworks and workforce modelling systems are also identified as 
key strategies in the Healthy Workforce Strategic Framework 2006 - 2016.146 Integrated workforce 
data collection and analysis needs to be developed across the WA child and youth health sector in 
order to provide the evidence base for workforce planning initiatives and monitoring and evaluation 
of these initiatives. In order to increase the use of health outcomes and health services data and 
promote monitoring and evaluation of services and programs, a wide range of health staff, including 
policy officers, will need to have the knowledge and skills to work with this information. 

Workplace culture and environment such as stability of the work situation, social support, decision 
latitude, work loads, resource availability and psychosocial work factors impact on staff stress 
levels, health, mental health and wellbeing, absenteeism and the quality of patient care.147-152 
Prevention of staff burnout, absenteeism, and turnover can be achieved through the provision 
of mentoring programs, organisational engagement and intervention strategies,147,153 improved 
leadership and management practices and appropriate staffing levels.152 WA Health has commenced 
addressing these issues through work life balance initiatives aimed at providing a flexible and 
responsive workplace, which enables employees to balance work and family responsibilities and 
promote a positive work environment.
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Strategies

Integration and Coordination of Services

	 Support qualitative research with children and youth and their families to inform the 
development of improved health care services and coordination of service delivery.

	 Identify common and/or costly treatment and clinical outcomes associated with frequent 
child and youth presentation and/or hospital admission or increased in-patient stay, such as 
perforated appendicitis, and establish clinical care pathways. 

	 Promote these clinical care pathways to primary care providers including general 
practitioners, emergency care physicians and paediatricians located at hospitals outside of all 
hospitals caring for children, including in rural regions.

	 Develop models of care that streamline the patient journey across services, especially in 
transition from paediatric to adult health services, public to private hospitals (and vice 
versa), and between hospital and community-based government and non-government 
services.

	 Promote the co-location of service providers working with children and youth, such as general 
practitioners, child development, mental health, community health, private hospital and 
other non-government services in order to facilitate greater cooperation.

	 Promote the co-location of population health, non-government services, and community 
development programs such as playgroups, childcare and parenting programs to increase ease 
of access.

	 Promote joint appointments for health professionals working with children and youth across 
public and private hospitals and other government and non-government health services.

	 Promote hospital-community service interfaces such as ambulatory care services.

	 Promote the requirements for hospitals to have separate areas for child and youth health 
care, including in-patient and emergency services.

	 Where feasible and appropriate, extend health services into youth settings and promote a 
youth focus.

Collaborative and Flexible Partnership Approach

	 Develop links and partnerships across government and non-government agencies to enable the 
development of policies, early identification procedures, and programs to address the health 
and developmental needs of children and youth coming into contact with service providers 
from other sectors. Key agencies include agencies both within the health system, other 
government, and non-government agencies:

	 Child and Adolescent Health Service

	 Western Australian Health Networks

	 Mental Health Services, including child and adolescent and adult mental health services

	 Drug and Alcohol Office

	 Justice Department

	 Department of Education and Training

	 Office of Aboriginal Health

	 Aboriginal Health Council of Western Australia

	 Disability Services Commission

	 Department of Child Protection
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	 Department for Communities

	 Department of Immigration and Multicultural Affairs

	 Telethon Institute for Child Health Research

	 Private Hospitals

	 Non-government community health services

	 General Practitioners

	 Promote coordination and cooperation between all child and youth health care service 
providers.

	 Develop links and partnerships across all WA Health Health Networks to ensure specific issues 
pertaining to child and youth health are prioritised and addressed at all levels within the 
health system.

	 Promote recognition within government and non-government service providers outside the 
health sector, including those providing services to adults, of the health and development 
needs of children and adolescents exposed to high-risk situations and environments.

	 Promote child and youth health representation on committees working on legislative issues, 
which have an impact on child and youth health.

	 Develop links between families and paediatric and palliative and supportive care programs 
and strategies to support families to care for children who have a chronic health condition in 
their home.

Workforce Development
	 Promote workforce planning and research looking at job expectations, attraction and 

retention of staff for hospital-based and community-based child and youth health services.  

	 Promote or develop policy and frameworks that:

	 Support clinical, nursing, and allied health placements in child and youth health services in 
both the public and private sectors

	 Aim to increase the number of Aboriginal health professionals and Aboriginal health 
workers undertaking specialist training in child and adolescent health

	 Increase recruitment and retention of staff and improve education and training for the 
rural and remote child and youth health workforce, particularly for staff working with 
Indigenous people

	 Identify gaps and priority areas in the current continuing education and training programs 
and improve the accessibility of quality education programs to enhance workforce 
development in relation to child and youth health.

	 Develop programs to educate hospital staff, primary care providers, and general practitioners 
about child and youth health.

	 Promote development of youth friendly services across the community by offering training in 
adolescent medicine skills to general practitioners, community nurses and school health staff. 

	 Develop statewide training programs around priorities in child and youth health, for relevant 
public and private hospital staff, emergency department staff, general practitioners and child 
and community health staff.

	 Develop information, education, and training packages on issues relating to child and youth 
health and development particularly for staff working in the mental health, alcohol and other 
drugs, and child protection.

	 Develop the role of paediatric nurse practitioners in hospitals currently unable to provide a 
sufficient level of paediatric physicians.
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	 Develop education and employment policies and procedures, in conjunction with human 
resources and professional organisations, to support qualified health workers re-entering the 
child and youth health workforce.

	 Expand post-graduate education and training to increase the number of qualified medical, 
nursing, allied health workers and Aboriginal health workers entering the child and youth 
health workforce. 

	 Strengthen the focus on issues pertaining to child and youth health in the undergraduate 
and postgraduate education and training sectors, particularly university schools of medicine, 
nursing, and allied health, and increase the number of students undertaking postgraduate 
training in these areas.

	 Develop programs to educate professionals working outside the health sector who work with 
children and youth either directly or through contact with their parents about child and youth 
health.
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Appendix
Appendix 1: WA Child and Youth Health Network Advisory Group Membership

Name Area

A/Professor David Forbes Co-lead, WA Child and Youth Health Network

Dr Gervase Chaney Co-lead, WA Child and Youth Health Network

Dr John Boulton Senior Regional Paediatrician, Kimberley Health Service

Ms Anne Bourke
Executive Director, Nursing and Patient Support Services, Child 
and Adolescent Health Service

Ms Geraldine Carlton* Executive Director, Rockingham Peel Group

Ms Kate Gatti Area Director of Population Health, WA Country Health Service

Dr Bret Hart Public Health Physician, North Metropolitan Area Health Service

A/Professor Colleen Hayward*
Aboriginal Health Researcher, Telethon Institute for Child Health 
Research

Dr Brad Jongeling*
Developmental and General Paediatrician, Joondalup Child 
Development Centre

Mr Colin Kikiros*
Chair Paediatric Surgery Clinical Care Unit, Princess Margaret 
Hospital

Dr Alan Leeb GP Representative, Division of General Practice

Ms Libby Lloyd* Head of Department, Social Work, Princess Margaret Hospital

Ms Jennifer Mace Head of Department, Social Work, Princess Margaret Hospital

Mr Patrick Marwick
Clinical Director, North Metropolitan Area Health Service, Child 
and Adolescent Mental Health Services

Ms Anne McKenzie Consumer Representative, Health Consumers’ Council of WA

Ms Paulina Montibeler GP Liaison Officer, Osborne Division of General Practice

Mr Mark Morrissey Executive Director, Child and Adolescent Health Service

Ms Colleen O’Leary* Project Officer, WA Child and Youth Health Network

Ms Sue Peter
Nursing Director, Ambulatory Care, Paediatric Medicine Clinical 
Care Unit, Princess Margaret Hospital

A/Professor Trevor Parry
Developmental Paediatrician, Board Member NIFTey Australia 
and WA Chair

Ms Elizabeth Prime Director of Nursing, Joondalup Health Campus

Dr Desiree Silva* Consultant Paediatrician, Joondalup Health Campus

Prof Karen Simmer*
Medical Director of Neonatology Clinical Care, King Edward 
Memorial Hospital and Princess Margaret Hospital

Prof Fiona Stanley Director, Telethon Institute for Child Health Research

Dr Judy Straton*
Director, Child and Adolescent Community Health Policy Unit 
(Statewide), Child and Adolescent Health Service

Ms Melissa Vernon* Area Director of Population Health, WA Country Health Services

Ms Judy Walsh Clinical Services Manager, State Child Development Centre

Dr Geoffrey Williamson
Director, Clinical Services, Rockingham/Kwinana District 
Hospital

* Denotes past Member
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