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closed until problems were rectified. In this survey,
none of the pools required closure. 5.
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parameters of water quality, an emphasis will be place
Modest improvements have occurred in some chemica®n chlorine and pH levels, as these are considered t

levels for parameters of water quality in swimming 9reatest risk to public health if not maintained
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and Youthas a basis for the plariHigh priority’ health
issues were ascertained by analysing information on:

prevalence

severity of a condition

community concern for the issue
efficacy of available interventions.
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This article describes how the first Child and Youth Report METHODS
Card for the Central Sydney Area Health Service (CSAHS) ] )

was developed. The purpose of the Report Card is tolO €stablish the Report Card, it was necessary
contribute to the improvement of child and youth health determine the information that would be useful to includg
outcomes through supporting service planning by In order to build on the work undertaken for the
providing regular information on the status of child and Strategic Plan—and to improve our understanding

youth health in CSAHS to managers, planners, healthindicators—Mahmic, Alperstein and Ward undertoo

professionals and other relevant stakeholders in child andt Survey of 36 national and international ‘experts’ i
youth health. child and youth health (unpublished data). ‘Experts

were health professionals who had expertise in bo
child health and public health. The response rate w

BACKGROUND
Over the past decade there has been an increased focu7s2 per cent (26 respondents).

nationally and internationally on useful ways of A questionnaire requested the experts to rate t
monitoring child and youth health for the purpose of importance of monitoring 135 health, social an
informing service planning® The emphasis is moving educational issues for the population as a whole a
from using information that is available and easy to for the socioeconomically disadvantaged, and also
collect for routine reporting, to information that is more rate how frequently the data should be collecte

helpful to service planning and service delivery, and (annually or every five years, etc.). The list of 135

for monitoring health outcomes.

The Strategic Plailealth Gain for Children and Youth
in Central Sydneynarked a first attempt in the CSAHS
to determine priority issues for children and ycuth.

used thédealth Goals and Targets for Australian Children

issues was developed from the Strategic Plan as w
as from the national and international literature on th
monitoring of child health and indicators. The
responses were analysed for agreement by the expé
at two levels of concordance—75 per cent and 90 p
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TABLE 1 SUMMARY OF INDICATORS RATED AS ESSENTIALTO COLLECT FORTHE WHOLE POPULATION,

AND FOR THE SOCIOECONOMICALLY DISADVANTAGED, AT 75 PER CENT AGREEMENT

Indicators Essential for the Essential for the
population as a whole socioeconomically disadvantaged
INFANTS (0-1 years) No. (%) No. (%)
Mortality
Infant 26 (100) 21(81)
Perinatal 25 (96) 21 (81)
Sudden Infant Death Syndrome 25 (96) -
Unintentional injury 24 (92) 20 (77)
Drowning 23(88) -
Traffic related 23 (88) -
Morbidity, Disability and Developmental
Physical abuse 26 (100) 21 (81)
Pertussis cases 25 (96) 20 (77)
Sexual abuse 24 (92) -
Birth defects (overall) 24 (92) -
Prematurity 23 (88) 21 (81)
Unintentional injury 23 (88) -
Low birthweight 23 (88) 23 (88)
Neural tube defects 23 (88) -
Measles 23 (88) -
Haemophilus influenza type B 23 (88) -
Traffic-related injuries 22 (85) -
Breastfeeding at three months 22 (85) 20 (77)
Burns and scalds 21 (81) -
Congenital rubella 21 (81) -
Falls 20 (77) -
Neglect 20 (77) -
CHILDREN (1-9 years)
Mortality
Unintentional injury 25 (96) 21 (81)
Poisoning 25 (96) -
Drowning 24 (92) -
Traffic related 24 (92) 20 (77)
Falls 22 (85) -
Morbidity, Disability and Developmental
Physical abuse 26 (100) 21 (81)
Sexual abuse 25 (96) 20 (77)
Measles 24 (92) 20 (77)
Pertussis 24 (92) -
Fully immunised at age two years 24 (92) 20 (77)
Unintentional injury 23 (88) -
Fully immunised at school entry 23 (88) 20 (77)
Traffic-related injuries 22 (85) -
Poisoning 21 (81) -
Disability (all cases) 21 (81) -
Burns and scalds 20 (77) -
Emotional abuse 20 (77) -
Neglect 20 (77) -
ADOLESCENTS (10-18 years)
Mortality
Unintentional injury 26 (100) 20 (77)
Suicide 26 (100) -
Traffic related 25 (96) 20 (77)
Poisoning 23 (88) -
Morbidity, Disability and Developmental
Unintentional injury (all cases) 24 (92) -
Tobacco consumption rates 24 (92) 20 (77)
Alcohol consumption rates 23 (88) -
Sexually Transmitted Diseases 23 (88) -
HIV-AIDS 23 (88) -
Self-inflicted injuries 22 (85) -
Disability (all cases) 22 (85) -
Teenage births 22 (85) -
Physical abuse 22 (85) -
Sexual abuse 22 (85) -
Traffic-related injuries 21 (81) -
Other substance abuse 20 (77) 20 (77)
SOCIAL AND EDUCATION
Families below poverty line 24 (92) 23 (88)
High school retention rate 24 (92) 24 (92)
Children in foster care 23 (88) 21 (81)
Unemployment rate 23 (88) 23 (88)
Youths in juvenile justice 22 (85) 23 (88)
Overall homeless rate 21 (81) -
Youth homeless rate 21 (81) 20 (77)
Family homeless rate 20 (77) -
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TABLE 2

SUMMARY OF HEALTH STATUS OF CHILDREN ANDYOUTH IN CSAHS COMPARED TO NSW

Health goal or target Rate compared to NSW Rate compared to NSW Rate compared to NSW
Red tabl Worse Similar Better
educe preventable
remature mortalit @@@ @@ @@@@@@
P y Perinatal mortality Infant mortality (+) SIDS deaths
Falls deaths Burns deaths (+) Drowning deaths
Poisoning deaths Total unintentional deaths
Traffic deaths
AIDS deaths
Suicide 10-19
Red the effect of Worse Similar Better
educe the effect o
disabil B OO O©OOOOOOOO
4 Asthma hospitalisations Low birth-weight (-) Neural tube defects
Traffic-related injury Prematurity (-) Birth defects overall

Drowning hospitalisations

Unintentional injury
hospitalisations

Burns hospitalisations

Falls hospitalisations

Poisons hospitalisations

Sensorineural hearing loss

Red the effect of Worse Similar Better
educe the effect o @O C

vaccine-preventable @ .

disease Measles (+) Pertussis

Influenza type B (+)
Immunisation Coverage (+)

Reduce the effect of Worse Similar Better
u
conditions occurring in ®®®® ©©© ©©© o
adulthood that have their Male smoking prevalence Dental disease (-) Maternal smoking in
origins in childhood or Hepatitis C 15-19 years Syphilis 0-19 years (-) pregnancy
adolescence Hepatitis B 0-19 years Breastfeeding at discharge from Female smoking prevalence
Gonorrhoea 0-19 years hospital (-) AIDS
Enh famil d ial Worse Similar Better
nhance family and social
functioning @@@@ @@@@ )
Self harm 10-14 Divorce (-) Teenage births
Homelessness Youth unemployment (-) Self harm 15-19
Youth crime Child abuse and neglect (-)
High school retention Basic skills test
performance (-)
TOTAL SCORE worse 13 & similar 14 & Better 20 ©

cent. The results were collated using both the 75 perTo establish ways that we could best present t

e

cent and 90 per cent levels of concordance that thenformation to suit a wide readership, we reviewed a range

information was important to collect for the population of local, national and international reports monitorin
as a whole and the socioeconomically disadvantagedchild health!-

and the 75 per cent level of concordance for how
frequently the data should be collected.

Finally, a draft of a near complete version of the Repart
Card was evaluated using a semi-structured, qualitative,

The feasibility of collecting information from a range self-administered questionnaire. The questionnaire wps

of sources was assessed by reviewing sources of healtbistributed to local service planners and managers of
information and consulting with other sectors sectors involved. The questionnaire covered content,
including housing, education, community services, format to be used for data presentation, and the poten
juvenile justice, NSW Roads and Traffic Authority and use of the various sections of the Report Card.
Australian Hearing Services. Representatives from

Aboriginal and some Non-English Speaking Background rResyLTs

(NESB)_groupg in the health sector were also con.s_ullted toAt the 75 per cent level of agreement, 64 indicators we
ascertain the importance and the cultural sensitivity of

reporting certain tvoes of information rated as essential to monitor for the population as a whg
P 9 yp ' and 25 indicator were rated as essential to monitor for t
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TABLE 3

TWO EXAMPLESTO ILLUSTRATE THE USE OF INDICATORS FORTARGET SETTING AND SERVICE PLANNING

Health Indicator Data Current Current  Current level  Current level Target Future Past Relevant
Issue Source Level Level Aboriginal & OSB or LSAH 2003 trend trend  programs
CSAHS NSW Torres Strait not English required
Islander
Antenatal
Maternal % MDC (1998) Overseas
smoking mothers (HOIST) N=591, N=16881; N(5y)=204 born
in that Epidemiol-  8.9% 19.7% 53.4% N(5y)=975
preg- smoked ogy and 6.1%
nancy during Surveil-
rate preg- lance
nancy Branch,
NSW Dept.
of Health

Youth—Workforce

Traffic- Rate of NSW (1998)

related traffic- Provisional N=479 N=6362

injuries related Road 43.2/ 35.6/
injury by Traffic 10000 10000
age Accident

group (0— Database,
20 years) Road and
(and road Traffic
user type) Authority,
and n per NSW

year

socioeconomically disadvantaged group (Table 1). Ate Section Two included graphs and tables of the

the 90 per cent level of agreement, experts rated 24 health and social issues, presented by life stage: t
indicators as essential to monitor for the population as is, antenatal, birth, pre-school, primary school t
a whole, compared with only one indicator for the youth—workforce, comparing CSAHS and NSW.

socioeconomically disadvantaged group—high schoole Section Three (Table 3) presented indicators in th

retention rate (Table 1). In relation to periodicity of data  |ife stage format and in such a manner as to facilitate

collection at the 75 per cent level of concordance, annual target setting and service planning.
collection was nominated for nearly all of the indicators
except breast feeding at three months where only 46 pe
cent supported collecting this information.

nformation was presented on sub-populations ¢
Aboriginal and Torres Strait Islander, and some ethn
groups, and by local government authority (LGA) wher
The following criteria were used to discern what was possible, depending on the availability of informatio
included on the Report Card: and the population numbers. Where numerator d

* 75 per cent agreement by experts that the issue wad'cr® small, we presented five-year mean rates.

important to collect for the general population; The Report Card described the intended periodicity
* ‘high priority’ issues from the CSAHS ‘Strategic Plan’; data collection (Table 4). Approximately half the

* state or national child health priorities; indicators could be collected annually, since they wef

part of regular statewide data collections. However, abg

* issues where recent developments had changed th A ! ]
20 per cent of the indicators will be available throug

opportunity for health gain (for example, where new
technology has improved early detection for

congenital sensorineural hearing 10ss). cent of indicators would only be available by initiating

specific research or surveillance (Table 4).
We divided the Report Card into three sections, using the

framework of the Health Goals and Targets for Australian | N€ré was a sixty per cent (19 of 32) response rate
Children and Youth: the evaluation survey. Seventeen respondents we

the NSW Child Health Survey. Approximately 30 per

nat
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from the health sector. Several managers commented

* Section One included a comparison of the healthpositively on the Report Card as a ‘great refereng
status of children and youth in CSAHS with NSW document’, providing an ‘overview of youth issues’
using theHealth Goals and Targets for Australian established ‘a baseline of health status from which
Children and YoutHramework (Table 2). measure improvements’ and as a document ‘useful
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TABLE 4

PERIODICITY OF COLLECTION AND PUBLICATION OF DATA BY HEALTH ISSUE

Health Issues

Annually About every five years

Child Health Survey

Antenatal
Tobacco smoking in pregnancy

O

Birth

Low birthweight
Prematurity

Perinatal mortality

Infant mortality

SIDS behaviours

SIDS rate

Neural tube defects

Birth defects (overall)
Breastfeeding

Exposure to smoking at home
Early childhood—pre-school
Sensorineural hearing loss
Measles

Pertussis

Influenza type B
Immunisation Coverage
Drowning

Asthma

Inactivity

Ooooogd [ | O Oooog

O

Primary School

Immunisation coverage
Emotional-behavioural problems
Dental disease

Unintentional injury

Burns

Falls

Poisoning

Exposure to harmful ultraviolet light

|-

Youth—Workforce
Traffic-related injury
Tobacco consumption
Hazardous alcohol use
Regular condom use
Teenage births

AIDS

Hepatitis C

Hepatitis B

Syphilis

Gonorrhoea
Depression

Self harm

Suicide

|

OoOooo

Whole of life

Home ownership by family type
Overcrowded housing (public)
Domestic violence rates

Social support

Social capital

SOCIAL, EDUCATIONAL AND ECONOMIC ISSUES

Birth—Preschool-Early childhood

Divorce

Child abuse or neglect

Types of out of home care placements
Number placed in out of home care
Attendance pre-school—child care
Primary School

Basic skills levels

Absence levels

English language proficiency by ethnicity

Oooo

Youth—workforce

High school retention

Post compulsory school age transition
Homelessness

Youth labour force status

Youth occupational profile

Youth unemployment

Youth crime

Oooo

OoOdo
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planning service delivery’. They found the most useful ® privacy of information;

section to be Section 2. Suggested changes were te |ack of reliable information on people 0-20 year
provide more breakdown of information by sub- at the area health service level.

groups and regions, and to invest in ways to make the

Report Card more user friendly, such as providing Managers and planners from other sectors and non-health

summaries of each section. Recommended indicators,orfgan'St,at'c}ns wertlat' vlery posmvet about coI.Itat!n
to include in future Report Cards included social 'Normation from muitiple sources onto one monitorin

capital, local data collections and service delivery data.SYStem. However, it was difficult to manage dat

Changes were made where possible to improve thecollection from the wide range of organisations, due {o

presentation of the Report Card and to investigate othendata availability, da@a gggregation and t_he need to conf[ ct
information sources. Recommendations for future @ ange of people within the same organisation to negotiate
Report Cards were developed. release of data.

It is expected that as more population-based child health
DISCUSSION information becomes available through improved

The i that lected for inclusion in the R monitoring and stronger ties with other sectors, a range|of
€ Issues thal were selected for inclusion in the .eponcurrently unreported indicators can be presented.
Card represent a combination of a comprehensive view of

child and youth population health, opportunities for CONCLUSION

health gain, child health priorities, expert opinion and s was the first Child and Youth Report Card for CSAHS.
relevance to service planning. As such, it will be refined and modified over time. The

Overall, the unpublished research by Mahmic, Alperstein deyelopment of the Report Card was a valuable e>§erci o
which not only brought together a range of previously

and Ward revealed an unexpected disparity between . ) .

expert ratings of indicators as essential to monitor for theunrelated |nformat|on Sources into the one report, k.)Ut also

general population, compared to the low socioeconomichas tge Ipote_nnal th Lg;gforc; the Er?‘cesl,sh of ev_ldence—

sub-group. The method used to ascertain expert opinio ased planning ot chiid an youth healt services n

meant that experts relied more on personal opinion rather SAHS, and improved inter-agency collaboration.

than published literature to rate important indicators. ReFERENCES
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