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Introduction 
 
The current COVID-19 pandemic has caused enormous disruption to the lives and livelihoods of millions 
of Australians. The current COVID-19 pandemic has caused enormous disruption to the lives and 
livelihoods of millions of Australians.  Globally, it is a disaster of massive proportions. While the early 
signs are that Australia has been effective in ‘flattening the curve’, social distancing policies are expected 
to have a devastating effect on the economy. In response, the Commonwealth Government has put in 
place an extraordinary range of social assistance measures such as enhanced social security payments, 
free childcare and other measures with broad bipartisan support. As discussion begins to pivot to 
economic recovery, the Australian Government has asserted that COVID related social assistance 
programs are temporary and that there would be a ‘snap back’ to pre-existing systems after the 
pandemic. 

This paper argues that ‘snapping back’ will fail to deliver the economic or social conditions to support 
Australia’s recovery from the pandemic through a discussion of the particular needs of children and 
families. In short, while most Australian children are developing well, a sizeable percentage have 
remained ‘developmentally vulnerable’. Pre-COVID policy settings had failed to address the conditions 
that produced those vulnerabilities. As the Prime Minister has repeatedly emphasised in his comments 
on education, there is a distinct window of opportunity to ensure that we support child development by 
ensuring that the conditions are in place to support children to thrive.  In economic terms, if we want to 
benefit from the human capital in Australia’s children and young people we need to ensure that the policy 
settings are in place. We cannot and should not ‘snap back’. 

It is now widely known that inequities based on race, class, gender and other social factors exert a strong 
influence on the impact disasters have on different groups of people1,2,3,4. In global terms, disasters have 
also been recognised and leveraged as opportunities for change and improvement and, in some cases, 
are even considered as a ‘helpful interruption’ to previously unchallenged inadequate policies and 
practices5,6. There is an opportunity to emerge from COVID as a stronger nation if we take the opportunity 
to consider the most strategic investments that will ensure the wellbeing of people and a strong 
economy. The focus of this paper is to explore how we might be able to ‘build back better’ in the recovery 
phase following the current pandemic. It is not a comprehensive proposal for reform, but a contribution 
to a broader conversation.  The Benevolent Society is a supporting partner of the Every Child Campaign 
– a national coalition of organisations and individuals united in their belief that the best national 
foundation any country can have is healthy, safe, well-educated children and young people who are 
confident in themselves and their future. In discussions about the policy settings for COVID recovery, 
children and young people must be a central priority. 

The objectives of this brief paper is three-fold: (a) to briefly review some of the key challenges facing 
Australian children and families in the pre-COVID-19 context; (b) to put forward a set of key principles to 
guide recovery efforts; and (c) to propose recommendations that are aimed to address challenges as part 
of the post-COVID-19 recovery phase.   
 

                                                      
1 Williams, B. D., & Webb, G. R. (2020). Social Vulnerability and Disaster: Understanding the Perspectives of Practitioners. Disasters, n/a(n/a). 
2 Domingue, S. J., & Emrich, C. T. (2019). Social Vulnerability and Procedural Equity: Exploring the Distribution of Disaster Aid Across Counties in the United 
States. The American Review of Public Administration, 49(8), 897-913.   
3 Hamideh, S., & Rongerude, J. (2018). Social vulnerability and participation in disaster recovery decisions: public housing in Galveston after Hurricane Ike. 
Natural Hazards, 93(3), 1629-1648.   
4 Peacock, W. G., Van Zandt, S., Zhang, Y., & Highfield, W. E. (2014). Inequities in long-term housing recovery after disasters. Journal of the American 
Planning Association, 80(4), 356-371.   
5 Fernandez, G., & Ahmed, I. (2019). ‘Build back better’ approach to disaster recovery: Research trends since 2006. Progress in Disaster Science, 1, 100003.   
6 Mulligan, M., Ahmed, I., Shaw, J., Mercer, D., & Nadarajah, Y. (2012). Lessons for long-term social recovery following the 2004 tsunami: Community, 
livelihoods, tourism and housing. Environmental Hazards, 11(1), 38-51.   
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Summary of key challenges facing Australia’s  
children and families 
 
Despite the fact that Australia has such a well-developed system of public and social services, there is still 
clearly room for improvement. This is demonstrated in the following ways:   

• Aboriginal and Torres Strait Islander children continue to face significant disadvantage across a range 
of domains relevant to their rights and wellbeing, including in health and education, discrimination, 
exposure to family violence, and overrepresentation in child protection and youth justice systems. 
This overall disadvantage has roots in past government policies and practices, and the continued 
legacy of intergenerational trauma and disadvantage that these policies created.   

• The latest Poverty in Australia report released by the Australian Council of Social Service (ACOSS) and 
the University of New South Wales (UNSW) indicates that more than one in eight adults and one in six 
children live below the poverty line in Australia7. Of particular concern, the report notes that child 
poverty has consistently been higher than overall poverty, ranging from 18 per cent to 16 per cent 
over the past decade and now sits at 17.7 per cent – 774,000 children under the age of 15 or more 
than one in six children.   

• Overall in Australia in 2018, 21.7% of children in their first year of full-time school were 
developmentally vulnerable on one or more domain(s) of the AEDC. In each domain measured, less 
than 10 per cent of children were developmentally vulnerable. The proportion of Aboriginal and Torres 
Strait Islander children who are ‘on track’, i.e. not considered developmentally vulnerable, has 
increased with 35.2 per cent on track on five domains in 2018, compared to 33.7 per cent in 2015 and 
31.9 per cent in 20128.   

• In 2013–14, 1 in 10 children scored in the ‘of concern’ range of the Strengths and Difficulties 
Questionnaire (SDQ). The proportion of children who scored in the range ‘of concern’ increased with 
age.  While 7.3% of 4–6 year olds were classified as ‘abnormal’ this increased to 11.7% of 7–9 year 
olds and 12% of 10–12 year olds. Boys were more likely to score in the range ‘of concern’ than girls 
(12.7% and 7.7% respectively)9.   

• Australia falls below the OECD averages for enrolment in early childhood education and care (ECEC).  
Only 15% of three-year-olds in Australia participate in a pre-primary education program compared 
with the OECD average of 68.6%10.   

• In June 2017, there were around 339,000 jobless families with dependants, accounting for 11% of all 
families with dependants. In 2017, an estimated 576,900 children aged 0-14 years were living in 
jobless families11.   

• The rate of children receiving child protection services in Australia continues to rise. In 2017-18, 
around 158,600 – or 1 in 35 – children received child protection services (investigation, care and 
protection order and/or were in out-of-home care). Aboriginal and Torres Strait Islander children were 
8 times as likely as non-Indigenous children to have received child protection services. Between 2013–

                                                      
7 Davidson, P., Saunders, P., Bradbury, B., & Wong, M. (2020). Poverty in Australia 2020: Part 1, Overview. ACOSS/UNSW Poverty and Inequality Partnership 
Report No. 3. Sydney: Australian Council of Social Service.   
8 Department of Education and Training. (2019). Australian Early Development Census 2018. Canberra.  
9 AIHW. (2018). Children’s Headline Indicators. Available at https://www.aihw.gov.au/reports/children-youth/childrens-headline-indicators/contents/18-
social-emotional-wellbeing 
10 Pascoe, S. and Brennan, D. (2017). Lifting Our Game: Report of the Review to Achieve Educational Excellence in Australian Schools through Early Childhood 
Interventions, Victorian Government, Melbourne.   
11 ABS (Australian Bureau of Statistics). (2017). Labour Force, Australia: Labour Force Status and Other Characteristics of Families. Cat. No. 6224.0.55.001. 
Canberra.   

https://www.aihw.gov.au/reports/children-youth/childrens-headline-indicators/contents/18-social-emotional-wellbeing
https://www.aihw.gov.au/reports/children-youth/childrens-headline-indicators/contents/18-social-emotional-wellbeing
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14 and 2017–18, the rate of children who were the subjects of substantiations rose from 7.2 to 8.5 
per 1,000 children12.   

• At 30 June 2018 there were 45,756 children in OOHC in Australia with 68% of these children in care 
for two years or longer13. In 2016-17, the rate of children in OOHC in Australia was 8.7 per 1,000 
children14. This contrasts with a rate of 6.2 in England15 and 5.9 in the USA16 during the same period.  
Moreover, the number of children in OOHC in Australia grew by 18% between 2012 and 2017. The 
growth rate is not due to higher rates of admission to care relative to other countries. Indeed, over 
the last five years the rate of admission to OOHC has grown by two percent annually, which is in line 
with international norms. Rather, Australia has a high rate of children who remain in care for long 
periods of time. This is due in part to adoption from OOHC being relatively uncommon in Australia in 
contrast to comparable countries such as the UK and USA.   

• In 2017-18, nearly 3 in 10 clients presenting to Specialist Homelessness Services were aged under 18 
(29% or over 83,000). 1 in 6 were children under the age of 10 (17% or more than 47,700 clients)17.   

• Infant and congenital conditions accounted for most of the total burden of disease in children aged 
under 5. Nearly three-quarters (72%) of the total burden in this age group were experienced by 
infants. Among children aged 1–4, other mental disorders (for example, sleep disorders and 
separation anxiety), asthma and other gastrointestinal infections were the causes contributing the 
most burden. Among children aged 5–14, asthma was the leading cause of burden, closely followed 
by anxiety disorders. Suicide and self-inflicted injuries and anxiety disorders were the leading causes 
of burden in young people aged 15–2418. Aboriginal and Torres Strait Islander children aged 4–17 
accounted for 19.2% of all child deaths due to suicide between 2007–1519.   

The numbers of children in poverty is a particular concern. A recent robust analysis of data from the 
Longitudinal Study of Australian Children (LSAC) provides evidence that children who experience poverty 
at some time in their childhood are likely to have poorer cognitive and social outcomes, are more likely 
to be obese and are also likely to have lower levels of general health. The proportion of children who had 
SDQ scores indicating a risk of clinically significant problems was substantially higher among those who 
had experienced poverty at some time during childhood. For example, 27 per cent of children who had 
been in persistent poverty until the age of 8 to 9 had SDQ total scores that indicate a risk of clinically 
significant problems, compared to only 8 per cent of children who had never experienced poverty20.   

 
 
  

                                                      
12 AIHW. (2019). Child Protection Australia 2017-18. Canberra, AIHW.   
13 Steering Committee for the Review of Government Service Provision (SCRGSP) (2019). Report on Government Services 2018. Canberra: Productivity 
Commission.   
14 AIHW. (2018). Child protection Australia 2016–17. Child welfare series no. 68. Cat. no. CWS 63. Canberra: AIHW 
15 Department of Education (2017) Children looked after in England (including adoption), 2017-2018. DoE, London.   
16 US Department of Health and Human Services (2017). The AFCARS Report, no. 24., Adoption and Foster Care Analysis and Reporting System (AFCARS) FY 
2016 data at October 2017.   
17 AIHW. (2019). Specialist Homelessness Services Annual Report 2017–18. Cat. No. HOU 299. Canberra, AIHW.  
18 AIHW 2018. Australia’s Health 2018. Australia’s health series No. 16. Cat. No. AUS 221. Canberra: AIHW.   
19 Australian Human Rights Commission. (2019). Children’s Rights in Australia: A scorecard. Canberra: AHRC. 
20 Warren, D. (2017). Low Income and Poverty Dynamics: Implications for Child Outcomes. Social Policy Research Paper No. 47. Canberra: Commonwealth of 
Australia (Department of Social Services). 
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Principles to guide recovery efforts  
 

In the light of these challenges identified above, it is proposed that the following five principles should 
be used to guide recovery efforts for post-COVID-19 pandemic.   

1. Adopting a ‘build back better’ approach to recovery 

2. Adopting a population health approach 

3. Within that approach, applying proportionate universalism 

4. Ensuring appropriate institutional and governance arrangements are in place 

5. Employing evidenced-based responses and paying attention to implementation issues.   

 
Principle 1: Adopting a ‘build back better’ approach to recovery 
 
Since 2006, ‘build back better’ (BBB) has become the mantra of post-disaster reconstruction and recovery 
programs.  BBB includes efforts to prevent re-creating or exacerbating pre-disaster vulnerabilities in the 
process of recovery21. By strategically embracing and optimising institutional, financial, political, and 
human opportunities, positive externalities can arise from disasters, which can lead to safer and more 
resilient communities. 

One of the most widely used frameworks for BBB has been developed by Mannakkara and Wilkinson at 
the University of Auckland22. They conceptualized BBB as a three-pronged approach to reconstruction 
and recovery that includes indicators for disaster risk reduction (DRR), community recovery, and effective 
implementation. Each of these three components is underpinned by a set of principles. Mannakkara & 
Wilkinson observe that the focus on reconstruction of the built environment and of the economy often 
overshadows social and psychological recovery, prompting them to propose a set of modified BBB 
principles for social recovery under two categories, community support and community involvement23.   

Principle 2: Adopting a population health approach 
 
For well over a decade now there have consistent calls to adopt a population or public health approach, 
particularly in the child welfare/protection arena but also more broadly to child wellbeing24,25,26,27,28.  
There are three inter-related, core conceptual components that are fundamental to a population health 
approach: (a) a focus on population-level health and outcomes; (b) a focus on the social determinants of 
health and outcomes; and (c) a focus on the continuum of policies, programs and interventions required.  
These three core components are inter-related as indicated in Figure 1 below.   

                                                      
21 Mulligan, M., Ahmed, I., Shaw, J., Mercer, D., & Nadarajah, Y. (2012). Lessons for long-term social recovery following the 2004 tsunami: Community, 
livelihoods, tourism and housing. Environmental Hazards, 11(1), 38-51.   
22 Mannakkara, S., & Wilkinson, S. (2014). Re-conceptualising ‘Building Back Better’ to improve post-disaster recovery. International Journal of Managing 
Projects in Business, 7(3), 327-341.   
23 Mannakkara, S., & Wilkinson, S. J. (2015). Supporting post-disaster social recovery to build back better. International Journal of Disaster Resilience in the 
Built Environment, 6(2), 126-139.   
24 Scott, D. (2006). Towards a public health model of child protection in Australia. Communities, Children and Families Australia, 1(1), 9.   
25 O'Donnell, M., Scott, D., & Stanley, F. (2008). Child abuse and neglect — is it time for a public health approach? Australian and New Zealand Journal of 
Public Health, 32(4), 325-330.   
26 Higgins, D. J. (2014). A public health approach to enhancing safe and supportive family environments for children. Family Matters (96), 39-52.   
27 Scott, D., Lonne, B., & Higgins, D. (2016). Public health models for preventing child maltreatment: Applications from the field of injury prevention. 
Trauma, Violence, & Abuse, 17(4), 408-419.   
28 Herrenkohl, T. I. (2019). Cross-System Collaboration and Engagement of the Public Health Model to Promote the Well-Being of Children and Families. 
Journal of the Society for Social Work and Research, 10(3), 319-332.   
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Figure 1: A framework for understanding a population health approach29 
 

 
 
 
 
 
 
 
 

 

Within this framework, population health is defined as:   

 

… health outcomes and their distribution in a population. These outcomes 
are achieved by patterns of health determinants (such as medical care, 
public health, socioeconomic status, physical environment, individual the 
life course produced by policies and interventions at the individual and 
population levels.  Although some determinants are more amenable to 
change by policies and interventions30 … 

 

The importance of taking a social determinants perspective is that it focuses attention on the full extent 
of the causes of social gradients in people’s health and developmental outcomes (especially for 
children)31. Such an approach aids in the identification of specific strategies to reduce health and 
developmental inequities. It allows for a simultaneous focus on programs and services aimed at the 
individual or micro level whilst also remaining focused on interventions and reforms that will have an 
impact on the key institutions, social systems and public policies that fundamentally drive health and 
social inequities32,33.   

In particular, a social determinants approach highlights the importance of government action on the non-
health issues which drive inequitable outcomes34,35,36 and the need for changes in how governments goes 
about addressing inequities such as adopting ‘joined-up government’ strategies37 or intersectoral 
collaboration38. There is a strong consensus arising from the social determinants literature, both 

                                                      
29 From Kindig, D. A. (2007). Understanding population health terminology. The Milbank Quarterly, 85(1), p. 141.   
30 Kindig, (2007). Ibid, p. 141 
31 Goldfeld, et al (2018). Op Cit.   
32 Goldfeld, et al (2019). Op Cit.   
33 Lantz, P. M. (2019). The Medicalization of Population Health: Who Will Stay Upstream? The Milbank Quarterly, 97(1), 36-39.   
34 Carey, G., & Crammond, B. (2015). Systems change for the social determinants of health. BMC Public Health, 15(1), 662.   
35 Sherlaw, W., Harpet, C., Heritage, Z., & Raude, J. (2018). Improving Health and Tackling Health Inequities Through the Non-health Sector. In E. B. Fisher 
(Ed.), Principles and Concepts of Behavioral Medicine: A Global Handbook (pp. 415-469). New York: Springer.   
36 Carey, G., & Friel, S. (2015). Understanding the Role of Public Administration in Implementing Action on the Social Determinants of Health and Health 
Inequities. International Journal of Health Policy and Management, 4(12), 795-798.   
37 Carey, G., Crammond, B., & Keast, R. (2014). Creating change in government to address the social determinants of health: How can efforts be improved? 
BMC Public Health, 14(1), 1087.   
38 Fisher, M., Baum, F. E., MacDougall, C., Newman, L., McDermott, D., & Phillips, C. (2016). Intersectoral action on SDH and equity in Australian health 
policy. Health Promotion International, 32(6), 953-963.   

Health outcomes and 
distribution in a population 

Patterns of health determinants 
over the life course 

Policies & interventions at the 
individual and social levels 
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international and domestic, that a critical focus to address inequities is through early childhood 
development initiatives.   

Principle 3: Proportionate universalism 
 
The notion of proportionate universalism came to prominence through the Marmot review of health 
inequalities in England post-2010:   
 

Many of the social policies implemented to address inequalities over recent 
years have been targeted at the most disadvantaged groups or areas. In our 
recommendations we propose actions of sufficient scale and intensity to be 
universal but also proportionately targeted to reduce the steepness of the 
gradient. We call this proportionate universalism (original emphasis)39. 

 
Despite the clear health focus emanating from the Marmot Review, it will be seen that the idea of 
proportionate universalism can also be applied to other areas of social policy. For example, the European 
Commission has noted in relation to child poverty:   

 

The most successful strategies in addressing child poverty have proved to be 
those underpinned by policies improving the well-being of all children, 
whilst giving careful consideration to children in particularly vulnerable 
situations40.   

 
In general, the term has been defined as ‘universal action with a proportionate (or targeted) element 
tailored to the level of ‘disadvantage’ experienced by different groups’41.   

 
Principle 4: Ensuring appropriate institutional and governance 
arrangements 
 
A key issue for recovery is to ensure the optimal governance and institutional mechanisms are in place in 
a way that facilitates community involvement42. This also involves ensuring there are clear funding 
mechanisms in place to support the recovery phase43. Attention to the governance and institutional 
arrangements also highlights the importance of ensuring appropriate accountability measures are in 
place. This will require that there are sufficient data and information systems established to measure the 
reach, impact and service system performance in terms of outcomes for children and families, especially 
for those with particular vulnerabilities. These information and monitoring systems are important in 

                                                      
39 Marmot, M., Allen, J., Goldblatt, P., Boyce, T., McNeish, D., Grady, M., & Geddes, I. (2010). Fair Socety, Healthy Lives (The Marmot Review): Strategic 
Review of Health Inequalities in England Post-2010. University College London, London (p. 41).   
40 European Commission. (2013). Commission Recommendation of 20 Februarry 2013: 'Investing in Children: Breaking the cycle of disadvantage'. Official 
Journal of the European Union. 2013/112/EU, Brussels.   
41 Carey, G., & Crammond, B. (2017). A glossary of policy frameworks: The many forms of ‘universalism’ and policy ‘targeting’. Journal of Epidemiology and 
Community Health, 71(3), 303-307 (p. 3).   
42 Mannakkara, S., & Wilkinson, S. (2016). Selecting an institutional mechanism for Building Back Better: Lessons from Victorian bushfires recovery. 
International Journal of Disaster Risk Reduction, 19, 273-279.   
43 Macaskill, K., & Guthrie, P. (2018). Funding mechanisms for disaster recovery: can we afford to build back better? Procedia engineering, 212, 451-458.   
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terms of addressing what has become known as the ‘inverse care law’ – those families with the greatest 
needs are the least able to access health and social support services44,45,46.   

It has also been noted that previous efforts in disaster recovery have paid too little attention to local 
community input and involvement in recovery efforts47. It is essential that local community members 
have a strong say in the design and delivery of programs and services to meet their needs at a local level. 
Although programs may be rolled-out at a national level, there needs to be the capacity and flexibility to 
tailor responses to meet local and regional needs.   

 
Principle 5: Employing evidenced-based responses and paying 
attention to implementation issues 
 
Any responses in the recovery phase need to be evidenced based and they also need to be supported by 
effective implementation mechanisms. Evidence-based programs will be useful to the extent they 
produce benefits to individuals on a socially significant scale. It is clear the combination of effective 
programs and effective implementation methods is required to assure consistent uses of programs and 
reliable benefits to children and families48,49. A formula for successful roll-out of evidenced based 
programs in human services can be expressed in the following way: 
 

Effective interventions x effective implementation = improved outcomes 
 

Without either of those components on the left-hand side of the equation, intended outcomes will not 
be achieved. The key point is that, not only do we need evidenced-based service and program responses, 
we also need effective implementation support to ensure those responses are delivered in a way that 
maximise effectiveness.   

  

                                                      
44 Hart, J. T. (1971). The inverse care law. The Lancet, 297(7696), 405-412.   
45 Rahman, F. R., Maharaj, V., Yates, R., Beeley, C., Moore, I., Rose, A., & Counsell, A. (2014). Addressing the inverse care law: the role of community 
paediatric services. Perspectives in public health, 134(2), 85-92.   
46 Mackenzie, M., Reid, M., Turner, F., Wang, Y., Clarke, J., Sridharan, S., . . . O'Donnell, C. (2012). Reaching the Hard-to-Reach: Conceptual Puzzles and 
Challenges for Policy and Practice. Journal of Social Policy, 41(3), 511-532.   
47 Clinton, W. J. (2006). Lessons learned from tsunami recovery: Key propositions for building back better. New York: Office of the UN Secretary-General's 
Special Envoy for Tsunami Recovery.   
48 Fixsen, D., Blase, K., Metz, A., & Van Dyke, M. (2013). Statewide Implementation of Evidence-Based Programs. Exceptional Children, 79(3), 213-230.   
49 Fixsen, D. L., & Ogden, T. (2014). Facing the Challenges of Implementation. Zeitschrift für Psychologie, 222(1), 1-3.   
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Recommendations to address challenges as  
part of the post-COVID-19 recovery phase 
 
As indicted earlier, the evidence is clear that those experiencing social vulnerability are most affected 
and find it harder to recover following catastrophic events. Also indicated earlier, pre-COVID-19, there 
are vast proportions of children and families who are facing significant challenges in terms of 
development and wellbeing. In order to address this differential and to stop it becoming more acute 
following the COVID-19 disaster, new approaches to service systems are required to seriously address 
the challenges identified. The principles outlined above could be used to inform new approaches to 
service systems. Table 1 below provides a brief summary of the implications of these principles for service 
systems.  
 

 Table 1: Implications of principles for service systems 

Principle Implications 

1. Build back better 
Identify areas of structural reform that will build the personal and 
institutional capacity to bounce back from disasters (such as secure 
housing, reductions in the number of vulnerable children).   

2. Population health 
approach 

Take an integrated approach to population health across welfare, housing, 
education (to address the social determinants) that also takes account of 
the life-course.   

3. Proportionate 
universalism 

Make sure our policy setting addresses the needs of all children and 
introduce extra supports for those who need it.   

4. Institutional and 
governance 
arrangements 

Involve people in decisions that affect them and their communities.   

5. Evidenced-based 
responses x 
implementation 

New responses for children and families need to be evidenced-based and 
provided with sufficient implementation support and guidance.   

 
In order to respond to the challenges facing Australian children and families identified earlier and to 
ensure fairness and equity in the recovery phase following COVID-19, a large-scale programmatic 
response is required, consistent with the broad principles above. It is proposed that a new joint 
Commonwealth/State program be established – Integrated Child and Family Centres (ICFC) program. 
The integrated nature of the proposed ICFC program would seek to bring together services across health, 
housing, child safety, education and employment. Previous COAG agreements provide a model and 
precedent for how this can be achieved (such as the 2009 ‘Investing in the Early Years – A National Early 
Childhood Development Strategy’). 

Key components of the proposed ICFC program could include the following:   

• Early Childhood Education and Care (ECEC) services: It is now increasingly recognised that early 
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childhood is a critical stage of development50,51. Children’s development in these years in known to 
have significant and lasting impacts on their later physical, social and emotional health, as well as 
academic achievement and employment. Children who score below the 10th percentile in one or 
more domains of the Australian Early Development Census (AEDC) at age five were more likely to be 
in the bottom 20% of students’ scores on the National Assessment Program–Literacy and Numeracy 
(NAPLAN) assessments at grade 3,5 and 752. The evidence is also clear that it makes good economic 
sense to invest in the early years53. The proposed ICFC program would maintain universal access to 
preschool and kindergarten programs.   

• Nurse home visiting: The proposed ICFC program would provide a nurse home visiting program for all 
new mothers and families.  There are now well-proven, Australian developed home visiting programs 
that have demonstrated effectiveness particularly for families experiencing adversity54,55,56.   

• Parenting programs: The quality of parenting children receive has a major influence on their 
development, well-being, and life opportunities. Of all the potentially modifiable influences that can 
be targeted through preventive interventions, none are more important than the quality of parenting 
children experience. Prevention interventions targeting parenting should be widely used to promote 
positive developmental outcomes for children. The Australian developed Triple P parenting program 
has demonstrated effectiveness across a range of settings, and its effectiveness for Indigenous families 
is being investigated. 

• Family support: The provision of general family support would be an important complement to other 
services offered through the proposed Integrated Child and Family Centres. The family support 
component would play a key role in providing concrete support for families needing it57 

There are a number of promising models and programs of service infrastructure for children and families 
that are similar to the proposed ICFC program.  Two programs are set out in Appendix 1.   

 

  

                                                      
50 Moore, T., Arefadib, N., Deery, A., & West, S. (2017). The First Thousand Days: An Evidence Paper. Centre for Community Child Health, Murdock Children's 
Research Institute: Parkville, Victoria.   
51 NSW Ministry of Health. (2019). The First 2000 days (Conception to Age 5) Framework. An evidenced-based platform for the NSW Health sector which 
supports children and their families to have healthy and fulfilling lives. North Sydney.   
52 Brinkman, S., Gregory, T., Harris, J., Hart, B., Blackmore, S., & Janus, M. (2013). Associations Between the Early Development Instrument at Age 5, and 
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Conclusion 
 

The national and global responses to COVID-19 are still in their infancy. Current projections suggest a 
significant medium-term downturn for the Australian economy based on our exposure to international 
markets. Policy settings for recovery need to recognise that the challenge before us involves both threats 
and opportunities. Investing in the infrastructure to enable children and young people to develop well is 
a nation building commitment that will set us up to emerge from COVID-19 stronger and more resilient. 

This paper has been intended as a contribution to a broader conversation. Many of the conditions that 
support the wellbeing of children - housing, family income, healthcare, strong families – will support the 
lives and livelihoods of all Australians. There is, however, a very specific window of opportunity for very 
young children – in the first 2000 days – that demands a particular call on our attention. We know what 
children need to thrive and we also know that the sudden economic downturn and social distancing 
measures place real pressures on the ability of families. The time to act is now to ensure that the 
conditions are in place for children to develop well. 

We welcome a dialogue across sectors and communities about how we can build back better.   
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Appendix 1  
Models of new service infrastructure for children and families 
There are a number of promising models and programs of service infrastructure for children and families 
that are similar to the proposed ICFC program. Two model are (a) the Tasmania’s Child and family centres 
and (b) the Healthy Child Programme in the UK.   

Tasmania’s Child and family centres58,59 

 
In the Australian state of Tasmania, child and family centres (Centres) were adopted in 2009 as a whole-
of-government initiative to provide a single entry point to early childhood services (ECS) for families of 
children from pregnancy to age five. Central to the Centre model is a concerted whole-of-government 
pro-equity approach to addressing systematic barriers to access and participation in ECS and 
parent/family support services.   

Centres offer universal services (e.g. Child Health and Parenting Service), progressive universal services 
(e.g. Launching into Learning), targeted services (e.g. nurse home visiting for first-time young parents) 
and specialist services (e.g. Disability Services); services for parents (e.g. counselling, Vocational 
Education and Training); as well as services and supports tailored to the specific needs of a community. 
Services are available on an appointment and drop-in basis. Working with families at the Centres is guided 
by the five best-practice principles stated in the Early Years Learning Framework for Australia. These 
principles are (1) secure, respectful and reciprocal relationships, (2) partnerships, (3) high expectations 
and equity, (4) respect for diversity and (5) ongoing learning and reflective practice60.   

Centres aim to create and maintain strong partnerships with service providers and families through 
shared training and learning opportunities (e.g. Family Partnership Model61) and ‘Working Together 
Agreements’. Centres have developed their own Working Together Agreement that guides the way 
Centre communities work together62.   

From 2011 to 2014, 12 Centres opened across Tasmania.  Each Centre has two paid staff, a Centre leader 
and a Community Inclusion Worker.  Services and supports in the Centres are provided by government 
(such as Child Health and Parenting Service, Launching into Learning), non-government organizations 
(such as playgroups, childcare) and by the community (for example toddler’s haircuts, garden 
maintenance).  The Centres are a Whole of Government initiative, and the Tasmanian Department of 
Education is the lead agency for the Centres.   

Centres’ vision is that all Tasmanian children have the best possible start in life.  The four priority areas 
for the Centres are:   

1. to provide high quality learning, health and wellbeing programmes that support children and 
families to learn and thrive; 

2. to build each community’s sense of belonging with their Centre as a place of importance; 

3. to create and maintain strong and flexible partnerships between everyone involved in each Centre’s 
community; 

                                                      
58 Taylor, C. L., Jose, K., van de Lageweg, W. I., & Christensen, D. (2017). Tasmania’s child and family centres: A place-based early childhood services model 
for families and children from pregnancy to age five. Early Child Development and Care, 187(10), 1496-1510 
59 Jose, K., Christensen, D., van de Lageweg, W. I., & Taylor, C. (2019). Tasmania’s child and family centres building parenting capability: a mixed methods 
study. Early Child Development and Care, 189(14), 2360-2369.   
60 Department of Education Employment and Workplace Relations for the Council of Australian Governments (DEEWR). (2009). Belonging, being and 
becoming: The early years learning framework for Australia. Canberra: DEEWR. 
61 Davis,H., & Day, C. (2010). Working in partnership with parents (2nd ed.). London: Pearson.   
62 McDonald, M., OByrne, M., & Prichard, P. (2015). Using the family partnership model to engage communities: Lessons from Tasmanian child and family 
centres. Melbourne: Centre for Community Child Health at the Murdoch Children’s Research Centre and the Royal Children's Hospital.   
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4. to develop tools that will show the difference the Centres are making to the lives of children, their 
families, support services and the community63. 

A preliminary examination of the impact of the Centres on parents’ confidence and competence. Centre 
users reported a slightly lower overall sense of parenting competence than non-users. There was no 
difference between Centre users and non-users in how they felt overall as a parent. Compared to non-
Centre users, Centre users were more likely to report that ECS helped them develop new parenting skills.  
Centres supported parenting practices through a range of formal (parenting courses) and informal (role 
modelling) strategies. Centre users indicated that the combination of formal and informal parenting 
supports worked together to assist them build new parenting skills. The Centre model and partnership 
approach facilitates the development of positive parenting practices64.   

The Healthy Child Programme (UK) 
 
One of the most expansive expositions of propionate universalism comes from the body of research 
undertaken on the health visiting program in England and other countries in the UK. Largely, this research 
has tended to be very practice focused and quasi-evaluative with a key concern to be on how to improve 
the nature of these services65,66,67,68,69.   

In 2009, the UK Government launched the universal Healthy Child Programme (HCP) with the aim of 
improving outcomes and reducing inequalities through a combination of universal provision and targeted 
support. The HCP is central to the delivery of the universal offer of prevention and early intervention 
services for children and families in England. Following the reforms instituted by the Health and Social 
Care Act 2012, in October 2015 local authorities assumed full responsibility from NHS England for 
commissioning public health services for children up to the age of five, including the HCP.   

The HCP comprises child health promotion, child health surveillance, screening, immunisations, child 
development reviews, prevention and early intervention to improve outcomes for children and reduce 
inequalities. The universal reach of HCP is intended to ensure that all children are offered five mandated 
health reviews by the health visiting service, which provides an opportunity to both support all families 
to give their children the best start and identify children and families who are most at risk of poor 
outcomes. The health visiting service supports parents to identify the most appropriate level of support 
for their individual needs. Health visitors provide leadership for delivery of the HCP and work with 
partners to deliver a comprehensive programme of support.   

Health visitors are registered nurses/midwives who have additional training in community public health 
nursing. The English health visiting service has been organised through a system described as the ‘4-5-6 
model’70,71 whereby there are four different levels of service provision, five mandated elements of health 
checks and six areas of intended impact72. The different levels of service provision (or service ‘offer’) 
include community level provision (whereby the needs of local communities are understood and a 

                                                      
63 Department of Education Tasmania. (2015). Tasmania’s child and family centres strategic plan 2015–2017. 
64 Jose, K., Christensen, D., van de Lageweg, W. I., & Taylor, C. (2019). Tasmania’s child and family centres building parenting capability: a mixed methods 
study. Early Child Development and Care, 189(14), 2360-2369.   
65 Cowley, S., Whittaker, K., Malone, M., Donetto, S., Grigulis, A., & Maben, J. (2015). Why health visiting? Examining the potential public health benefits 
from health visiting practice within a universal service: A narrative review of the literature. International Journal of Nursing Studies, 52(1), 465-480.   
66 Donetto, S., & Maben, J. (2015). ‘These places are like a godsend’: a qualitative analysis of parents' experiences of health visiting outside the home and of 
children's centres services. Health Expectations, 18(6), 2559-2569.   
67 Cowley, S., Whittaker, K., Malone, M., Donetto, S., Grigulis, A., & Maben, J. (2018a). What makes health visiting successful—or not? 1. Universality. 
Journal of Health Visiting, 6(7), 352-360. 
68 Cowley, S., Malone, M., Whittaker, K., Donetto, S., Grigulis, A., & Maben, J. (2018b). What makes health visiting successful—or not? 2. The service 
journey. Journal of Health Visiting, 6(8), 404-412.   
69 Whittaker, K. A., Malone, M., Cowley, S., Grigulis, A., Nicholson, C., & Maben, J. (2017). Making a difference for children and families: An appreciative 
inquiry of health visitor values and why they start and stay in post. Health & social care in the community, 25(2), 338-348.   
70 Public Health England. (2018). Best Start in life and beyond: Improving public health outcomes for children young people and families. Guidance to support 
the commissioning of the Healthy Child Programme 0 - 19. Health Visiting and School Nursing Services. London.   
71 Cowley, et al., (2018a), op cit. p353.   
72 Public Health England. (2016). Best Start in life and beyond: Improving public health outcomes for children young people and families. Guidance to support 
the commissioning of the Healthy Child Programme 0 - 19. Health Visiting and School Nursing Services. London.   
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directory of services to meet those needs is in place), universal level services with additional provision to 
target families with specific needs as they arise.  Universal plus is about indicative prevention to address 
early identified needs such as postnatal depression or other illnesses. Universal partnership plus refers 
to work with families facing more complex issues and where other health or social services may be 
involved. Across each level of service provision, it is intended that health visiting services form part of the 
high intensity multi-agency services for families where there are ‘safeguarding’ and child protection 
concerns.   

A recent UK House of Commons inquiry73 identified a number of problems and issues with HCP.  These 
included the following:   

• The principle of proportionate universalism is supposed to guide the provision of the mix of universal 
and targeted provision that comprises the landscape of services covering the period from conception 
to age 2 in England.  In practice, however, these services are neither delivered nor commissioned in 
accordance with this principle – the Healthy Child Programme was described as ‘inadequate and 
unbalanced’ in implementation of existing services and variations in targeted services available locally.   

• There was variable implementation of both the statutory and non-statutory aspects of the HCP across 
the country.  Legislation requires 5 health visitor family checks to be carried out on a mandatory basis.  
These reviews are an important engagement point with families.  They allow trained professionals to 
assess child development, identify any potential problems and refer families for targeted support.  
There is substantial regional variation in terms of the percentage of completed health visitor 
assessments whereby up to 65% of families were not formally seeing a health visitor at all after their 
baby was aged six to eight weeks.   

• In 2011, the Government introduced a plan in England to increase the number of health visitors, but 
despite the focused investment, there was a failure to achieve the aimed increase; there has been 
overall only a 1.7% increase since May 2010.   

• There are currently too few health visitors and many have too many families on their caseload.  The 
inquiry heard that local authorities should work towards their health visitors having caseload size not 
exceeding 250 children per health visitor or a maximum ratio of 1:100 in more deprived areas.   

• The last mandated visit by a health visitor in the HCP is at 2–2½ years, at which time the health visitor 
reviews the child’s development.  In areas of high disadvantage around 50% of children do not reach 
a good level of development by age 5 in which they are deemed ready to start school (school 
readiness).  Introducing additional checks delivered by health visitors after age 3 to assess school 
readiness, in order to identify children likely to need extra support, may help to identify children who 
may be off course for reaching this level of development.   

• Women who had a midwife or health visitor they know and trust were more likely to report domestic 
violence, mental health issues or a personal history of adverse childhood experiences.  The 
multidisciplinary team was seen as often working in siloes, and there was inadequate communication 
between people, teams, and IT systems.  The HCP should have an increased focus on continuity of 
care, should include the explicit objective that so far as possible a family will see the same midwife 
and the same health visitor at each appointment or visit.   

• Adverse childhood experiences such as maltreatment, domestic violence, parental imprisonment and 
poor mental health contribute approximately equally to increasing the risk of ill health.  Preventing 
adverse childhood experiences must be the core priority for interventions in first 1000 days, with 
targeted support for parents and children at risk of ACEs needing to be a key part of the approach.   

 

                                                      
73 Health and Social Care Committee (2019). First 1000 days of life: Thirteenth Report of Session 2017–19. House of Commons, London.   


