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This publication is  
available as a booklet and 
a PDF file on the website 
www.education.vic.gov.au/
mchservice. It provides new 
Maternal and Child Health 
Service guidelines and 
replaces the Maternal and 
Child Health Resource Guide 
September 2006. Please 
discard or archive your 
previous resource guide 
and replace it with these 
guidelines.

1.1 Updated information 
Information on the following topics has been included or updated to reflect program 
changes:

 • Section 5: MCH Service – page 14

 • Key Ages and Stages Activity Framework – page 16

 • Healthy Kids Check Initiative – page 26

 • Continuity of Care communication protocol – page 27

 • Section 9: Performance measures and targets – 29

 • Section 11: Additional resources – page 37

 • Appendix 1: Responding to concerns about children or young people – page 38

 • Appendix 2: Child abuse and neglect – page 40

 • Appendix 7: Using the Child Health Record for children in out-of-home care – page 60

1.2 Contacting Department of Education 
and Early Childhood Development
The Department of Education and Early Childhood Development (DEECD or ‘the 
Department’) has a central office in Melbourne. There are nine DEECD regions 
throughout the state, four metropolitan and five regional. Each region has at least 
one departmental office; some have more than one office, depending on the size of 
the region.

Each regional office has a Program and Service Adviser (PASA) who is appointed to 
support funded organisations and programs, including the Maternal and Child Health 
Service (MCH). Part of the PASAs role is to actively assist with the implementation of 
the Key Ages and Stages Activity (KAS) Framework (discussed in Section 5).

MCH Coordinators are encouraged to maintain regular contact with their regional 
PASA. All enquiries should be directed to the regional office applicable to the location 
of the MCH Service. Contact phone numbers for regional DEECD offices are listed 
below, and further details are available on the website http://www.education.vic.gov.
au/about/structure/regions

1. Quick upfront information 
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Table 1.1: DEECD regional office addresses and phone numbers

DEECD Regional Office Address Phone number

Eastern Metropolitan Region Level 3, 295 Springvale Road,  
Glen Waverley 3150

9265 2400

Northern Metropolitan Region 145 Smith Street, Fitzroy 3065 9412 5333

Western Metropolitan Region PO Box 224, Footscray 3011 9275 7000

Southern Metropolitan Region 33 Princes Highway,  
Dandenong 3175

9213 2111

Barwon South West Region PO Box 2086, Geelong 3220 5225 1000

Gippsland Region PO Box 381, Moe 3825 5127 0400

Grampians Region 109 Armstrong Street North, 
Ballarat 3350

5337 8444

Hume Region PO Box 403, Benalla 3672 5761 2100

Loddon Mallee Region PO Box 442, Bendigo 3552 5440 3111

If your regional PASA is unavailable, please contact the MCH Team in the Office  
for Children and Portfolio Coordination, DEECD on 1300 791 423 or via email at  
mch@edumail.vic.gov.au.

1.3 Maternal and Child Health program 
changes
The central office of the Department is responsible for driving improvements in the 
MCH Service in partnership with the Municipal Association of Victoria (MAV) and local 
government. 

Recent changes to the MCH Service include:

 • implementation of the revised KAS Activity Framework, including the training of the 
MCH workforce in the new components of the Framework and development of MCH 
Service Practice Guidelines 2009

 • review of the MCH Service Program Standards

1.4 Key dates
Important dates are:

 • MCH Nurses Conference – biannually in February and October 

 • MCH Leaders Workshop – annually in March

 • MCH Enhanced Workshop – annually in July. 
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This edition of the Maternal and Child Health Service Guidelines applies from 
February 2011 to February 2013 and updates the MCH Program Resource Guide 
September 2006. 

2. Introduction

These guidelines have 
been developed to inform 
MCH service providers of 
the policies, procedures, 
funding criteria and data 
collection requirements for 
the MCH Service. They also 
provide information and 
resources to support the 
delivery of the MCH Service.
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3.1 Providing a universal service and 
reducing disadvantage
The Victorian Government has a strong policy agenda that commits to investing in 
the early years and reducing the effects of disadvantage on childhood development. 
These policy directions recognise that quality early childhood experiences, the home 
environment, access to health services and participation in learning and care programs 
such as the MCH program all directly influence a child’s health and development. 

Research shows that quality early childhood programs can improve a child’s emotional 
wellbeing, their future performance at school and their life experience. This is 
particularly true for children experiencing disadvantage. Active participation in early 
childhood programs such as maternal and child health services can foster positive 
learning and development and lessen or eliminate the effects of disadvantage before 
they become entrenched.

The Victorian MCH Service is a universal service available for all families with children 
from birth to school age through a schedule of consultations at key ages and stages, 
and other activities including parent groups. Additional support is also available 
through the Enhanced MCH Service, which responds to disadvantaged children 
and families. Both the Universal MCH Service and the Enhanced MCH Service are 
supported by the 24-hour MCH Line. 

The MCH Service provides a schedule of contacts and activities for all families, with 
an emphasis on prevention, health promotion, early detection, and intervention where 
necessary. In addition, the MCH Service provides a universal platform that can: 

 • help to identify children and families who require further assessment, intervention, 
referral and/or support 

 • bring families together, foster social networks, support playgroups and strengthen 
local community connections 

 • deliver other services and supports, such as family support services and immunisation 
programs.

3.2 Providing a comprehensive, 
coordinated family-centred service 
system
An integrated system of early childhood services capable of responding to the 
emerging and changing needs of children and their families in a local community 
setting is imperative to achieving better outcomes for children. Such a system 
will engender communities that are more child and family friendly while providing 
comprehensive and outcomes for children.

3. Policy context
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The MCH Service is part of the broader service system that builds on the 
identification of individual, family and community needs at a local level. MCH 
Services may be part of a local service network that includes general practitioners, 
kindergarten and child care services, Indigenous organisations, early childhood 
intervention services, parenting and family services, school nursing services, child 
protection services, and specialist services such as those addressing disability, drug 
and alcohol abuse, mental illness and family violence issues. Linkages with other 
initiatives and networks, including Best Start, Family Support Innovation Projects, 
Neighbourhood Renewal and Primary Care Partnerships may further enhance the 
capacity of services to support families.

MCH service providers have the flexibility to design innovative service models that 
support service integration and collaboration while maintaining the universal nature of 
the service. Strategies that promote service integration include co-locating services, 
establishing interdisciplinary teams, sharing protocols and using common assessment 
frameworks and referral tools, as well as joint service delivery. 

3.3 National frameworks
In 2007 the Commonwealth Government set out a comprehensive plan to make the 
early years a national priority. This plan involves reforms to early childhood education 
and care, and a greater focus on early childhood development. Two major initiatives 
have been agreed to:

 • The National Early Childhood Development Strategy – Investing in the Early Years

 • National Partnership Agreement of Indigenous Early Childhood Development. 

The National Early Childhood Development Strategy – Investing in the Early Years
The Council of Australian Governments (COAG) has developed The National Early 
Childhood Development Strategy – Investing in the Early Years. The strategy’s vision 
is that ‘by 2020 all children have the best start in life to create a better future for 
themselves and for the nation’.

The strategy contains an outcomes framework and outlines characteristics of effective 
early childhood services. It identifies a number of specific reform priorities: 

 • Strengthen universal maternal, child and family health services.

 • Support vulnerable children.

 • Improve early childhood infrastructure.

 • Build parent and community understanding of the importance of early childhood 
development.

 • Strengthen the workforce across early childhood development and family support 
services.

 • Build better information and a solid evidence base. 
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National Partnership Agreement of Indigenous Early Childhood Development
The National Partnership Agreement of Indigenous Early Childhood Development 
brings together three key strategies to improve services and outcomes for Indigenous 
children and their families: 

 • integration of early childhood services through the development of children and  
family centres 

 • increased access to antenatal care, pre-pregnancy and teenage sexual and 
reproductive health 

 • increased access to and use of MCH services by Indigenous families.

3.4 Dardee Boorai: the Victorian Charter 
of Safety and Wellbeing for Aboriginal 
Children and Young People
Dardee Boorai: the Victorian Charter of Safety and Wellbeing for Aboriginal Children 
and Young People (Dardee Boorai) is an Aboriginal community and Victorian 
government commitment to give Aboriginal children and young people every 
opportunity to thrive and achieve their full potential in life. 

Dardee Boorai affirms the strength and resilience of Victoria’s Aboriginal culture, 
communities and families. A central commitment is the provision of an equitable, 
culturally competent service system that welcomes and supports children and young 
people and their families. 

Further information about Dardee Boorai is available at www.eduweb.vic.gov.au/
edulibrary/public/govrel/Policy/thecharter/DardeeBooraicharter.pdf

3.5 Legislative frameworks
The Child Wellbeing and Safety Act 2005
The Child Wellbeing and Safety Act 2005 guides the operation of the Child Safety 
Commissioner, the Victorian Children’s Council and the Children’s Services 
Coordination Board. This Act sets out principles that should be used for guidance in 
the development and provision of government, government-funded and community 
services for children and their families. 

The Act also sets out requirements regarding the birth notification. The Act stipulates 
that the birth notification is to be forwarded by maternity services to the chief 
executive officer of the local government area where the mother resides, within 48 
hours of the child being born. It is then the responsibility of the executive officer to 
forward the birth notice to the relevant MCH nurse, who contacts the mother and 
invites her to access the MCH Service. 
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The Children, Youth and Families Act 2005
The core of the Children, Youth and Families Act 2005 places children’s best interests 
at the heart of all decision-making and service delivery relating to vulnerable children, 
young people and their families. While the Act is targeted at family support, child 
protection and out-of-home care services, these principles have resonance for the 
broader health and community services infrastructure, including MCH Services, early 
childhood services, schools and health services.

These Acts enable two possible responses with regard to ensuring the wellbeing  
of children:

 • an early intervention response – Child FIRST teams

 • a child protection response.

For important information regarding referral and/or reporting of a child or unborn 
child that may be at risk of harm, refer to Appendix 1: Responding to concerns about 
children or young people, and Appendix 2: Child abuse and neglect. 

Charter of Human Rights
The Victorian Charter of Human Rights and Responsibilities Act 2006 (the Charter) 
articulates the human freedoms, rights and responsibilities that are now enshrined 
in Victorian law. The Charter contains 20 rights that reflect four basic principles: 
Freedom, Respect, Equality and Dignity.

Since 1 January 2008, all Victorian government departments and public authorities 
have been required to act compatibly with the Charter and take human rights into 
account when making decisions, providing advice or services, or taking action in 
their day-to-day work. The Charter has an important role in protecting and promoting 
human rights and helping to create a fairer society that reduces disadvantage and 
respects diversity.

Organisations are expected to develop policies and programs that are consistent with 
the Charter’s principles. 

Further information about the Charter can be found at www.justice.vic.gov.au/
humanrights/



12 Maternal and Child Health Guidelines

4.1 Department of Education and Early 
Childhood Development and local 
government agreements 
Maternal and Child Health services are provided through a partnership between 
DEECD and local government. 

In May 2008 the Victorian State–Local Government Agreement (VSLGA) was signed 
by the Victorian Government and the Municipal Association of Victoria (MAV), the 
legislated peak body for local government in Victoria. The VSLGA sets out agreed 
principles to guide relations between state and local government, and acknowledges 
the key role of local government in improving coordination and strategic planning of 
government services at the local level.

The key areas of agreement relate to:

 • governance 

 • provision of services

 • principles of agreement

 • funding

 • projects

 • communication strategy

 • mechanisms for review.

In August 2009 the MAV and the Department signed a Memorandum of Understanding 
(MOU), a formal partnership agreement that articulates the commitment of each to a 
collaborative and cooperative approach to the planning and delivery of early childhood 
services. The MOU agreed to principles to guide the partnership between state and 
local government for the planning, funding and provision of the MCH Service. The MOU 
is intended to supplement the VSLGA and builds on the previous MOU. The current 
agreement concludes in June 2012.

The Municipal Association of Victoria and Office for Children and Portfolio 
Coordination Partnership Working Group was established to support state and local 
government planning and service delivery in early childhood services, including 
an annual Early Years Forum. The Working Group collaborates on a number of joint 
projects concerning the early years, including:

 • the MCH Service KAS Framework 

 • kindergarten participation and access, including the Council of Australian 
Governments’ commitment to increase the minimum number of kindergarten  
hours to 15 hours per week

 • the Council of Australian Governments’ commitment to new early learning and  
care centres

4. Local government partnership
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 • the rollout of the state’s Children’s Capital Funding Program

 • the National Quality Framework for Early Childhood Education and Care,  
including the National Early Years Learning Framework

 • workforce planning and development.

4.2 Municipal Early Years Plans
Municipal Early Years Plans are local area plans designed to provide a strategic 
direction for the development and coordination of education, care and health 
programs, activities and other local developments that impact on children 0–6 years 
and their families. All councils have undertaken this early years planning process, 
which considers the specific needs of the municipality. In most cases MEYPs include, 
but are not limited to, services that are funded and/or delivered by councils, and might 
include information regarding MCH services in the council area.

For more information on Municipal Early Years Plans, go to www.mav.asn.au/hs/
familychildren/meyp, contact your local council or visit your local council’s website.
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The service provides a comprehensive and focused approach for the promotion, prevention 
and early detection of the physical, emotional or social factors affecting young children and 
their families, and intervention where appropriate. 

5.1 Quality, access and inclusiveness 
A vision, mission, goal, principles and program standards guide MCH Service provision 
to ensure that the service provides a high standard of care to Victorian families.

Vision
All Victorian children and their families will have the opportunity to optimise their 
health, development and wellbeing during the period of a child’s life from birth to 
school age.

Mission
To engage with all families in Victoria with children from birth to school age, to 
take into account their strengths and vulnerabilities, and to provide timely contact 
and ongoing primary health care in order to improve their health, development and 
wellbeing.

Goal
To promote healthy outcomes for children and their families, providing a 
comprehensive and focused approach to managing the physical, emotional and social 
factors affecting families in contemporary communities.

Principles
Consultation and participation 
Consultation with, and participation of families is integral to the service. Services will 
be informed by, and seek to meet, the needs of young children and their families.

Access and availability 
All families with young children should be able to readily access information, services 
and resources that are appropriate for and useful to them.

Primacy of prevention 
Preventing harm or damage is preferable to repairing it later. Early detection of risk 
factors is required, as well as intervention where appropriate.

Capacity building 
Promotion of resilience and capacity is preferable to allowing problems to undermine 
health or autonomy.

Equity 
All children should be able to grow up actively learning, healthy, sociable and safe, 
irrespective of their family circumstances and background.

Family-centred 
The identification and management of child and family needs requires a family-centred 
approach that focuses on strengths.

Diversity 
The diversity of Victorian families should be recognised and valued.

The Maternal and Child 
Health Service is a free, 
universal primary health 
service for all Victorian 
families with children 
from birth to school age. 
The service is provided in 
partnership with the MAV, 
local government and 
DEECD, and aims to promote 
healthy outcomes for 
children and their families. 

5. The Maternal and Child 
Health Service
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Inclusion 
Inclusive practices are essential for all children to get the best start, irrespective of 
their family circumstances, differing abilities and background.

Partnership
Quality services are achieved through integrated service delivery and partnerships 
with families and early childhood and specialist services.

Quality
All families with young children must be confident of the quality of information, 
services and resources provided to them.

Evidence and knowledge
Policies, programs and practice are based on the best evidence and knowledge 
available.

Evolution of services 
Programs and services will continue to evolve to meet needs in a changing 
environment.

Continuously improving and adding value to services 
Sustained and improved services for families and children promote better outcomes 
for children and their families.

Program standards
1. The Maternal and Child Health Service provides universal access to its services for 
Victorian children from birth to school age and their families.

2. The Maternal and Child Health Service promotes optimal health and development 
outcomes for children from birth to school age through a focus on the child, mother 
and family.

3. The Maternal and Child Health Service builds partnerships with families and 
communities, and collaborates and integrates with other services and organisations.

4. The Maternal and Child Health Service is delivered by a competent and professional 
workforce.

5. The Maternal and Child Health Service, supported by local government or the 
governing authority, provides a responsive and accountable service for the child, 
mother and family through effective governance and management.

6. The Maternal and Child Health Service delivers a quality and safe service.



16 Maternal and Child Health Guidelines

5.2 Components of the Maternal and Child 
Health Service 
There are three components of the MCH Service: 

 • the Universal MCH Service

 • the Enhanced MCH Service

 • the MCH Line. 

5.2.1 Universal Maternal and Child Health Service
The Universal MCH Service delivers a free, universally accessible statewide service for 
all families with children aged from birth to school age. The Service supports families 
and their children with an emphasis on parenting, prevention and health promotion, 
developmental assessment, early detection and referral and social support. In 
addition, the MCH Service provides a universal platform that can: 

 • help to identify children and families who require further assessment, intervention, 
referral and/or support 

 • bring families together, foster social networks, support playgroups and strengthen 
local community connections

 • deliver other services and supports, such as family support services and 
immunisation.

Key Ages and Stages Activity Framework 
The Universal MCH Services undertake ten KAS consultations. The KAS consultations 
are a schedule of contacts for all children and their families from birth to school entry. 
They include an initial home visit, and consultations at 2, 4 and 8 weeks; 4, 8, 12 and 
18 months; and 2 and 3.5 years of age.

In 2007–08 the Office for Children within DEECD piloted and evaluated a new KAS 
Activity Framework with four local government authorities. The revised framework 
has now been implemented statewide. It introduces a new approach to the 10 
consultations provided to parents and children by the Universal MCH Service.  
The framework: 

 • comprises three key components: monitoring; promotion of health and development; 
and intervention 

 • identifies the core activities for the 10 universal consultations that the MCH Service 
should offer to all Victorian children and their families

 • is intended to be complemented by opportunistic activity by MCH nurses,  
on the basis of their clinical judgment and in response to parental concerns 

 • provides evidence-based written health information consistent with the health 
promotion activities listed in the Framework at each Key Age and Stage consultation.

Appendixes 3 and 4 contain the KAS Activity Framework and health promotion 
activities for each key age and stage.
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Additional consultations and a range of other activities are available via a flexible 
funding model for those families who require further support. Additional consultations 
can include telephone consultations, group sessions and a range of other activities.

Flexible service capacity 
Models that promote ease of access for families to the MCH Service may be required to 
engage families who underutilise the service. Additional consultations and a range of 
other activities are available for these families via a flexible funding model. There are a 
number of categories of flexible service capacity activities. 

Additional consultations
Each KAS consultation is only recorded once, at the completion of the assessment.  
If the assessment takes two consultations, the first consultation is recorded as 
an additional consultation and the second consultation is recorded as the KAS 
consultation.

If a child is brought back to undertake a Brigance screen after the KAS consultation is 
completed, this consultation is recorded as an additional consultation.

Consultations in addition to the 10 KAS consultations are recorded as part of the  
flexible component.

Telephone consultations
The provision of advice and support to families over the telephone regarding the health 
and wellbeing of the child or family are also considered an aspect of flexible funding. 
This does not include administrative phone calls such as appointments and general 
enquiries. The Universal MCH Service funding includes an administrative component 
that incorporates phone enquiries and appointments associated with the 10 KAS 
consultations.

Group sessions 
Group sessions include parent groups inclusive of, but not limited to, first-time parents. 
First-Time Parent Group sessions are a required activity within this component. Other 
group sessions may be tailored for teenage parents, particular cultural communities, 
working parents or fathers, as appropriate. Parent groups should provide health 
education, build parenting capacity, offer parenting support and foster community 
connections. 

Community strengthening activities 
Engaging and building community capacity may include organising volunteer programs 
to support socially isolated parents, contributing to parenting programs conducted 
by neighbourhood houses or community health services, or arranging for groups of 
parents such as those from a particular cultural group to meet independently from the 
MCH Service.

MCH Practice Guidelines 
Guidelines were written and distributed in 2009 to support the implementation of  
the revised KAS Framework. These are provided at KAS training and are available  
at www.education.vic.gov.au/mchservice
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Child Health Record 
The Child Health Record is a record given to parents of all newborn babies at their 
place of birth. It is a communication package providing parents and professionals, 
including the MCH nurse, with child health information, a record of a child’s health data 
and surveillance activities including immunisation, significant illnesses through life, 
and charts for mapping growth. Carbonised sheets for duplicate and triplicate copies 
are included in the record in order that child health professionals have access to a copy 
of the recorded information.

The Child Health Record is currently being revised.

For information governing the handing and disposal of the centre-based child health 
record, refer to Appendix 5: Information Privacy Act 2000 and Health Records Act 
2001, and Appendix 6: Disposal of Maternal and Child Health records. 

For information regarding the use of the record for children in out-of-home care, refer 
to Appendix 7.

5.2.2 Enhanced MCH Service 
The Enhanced MCH Service responds assertively to the needs of children and families 
at risk of poor outcomes, in particular where there are multiple risk factors. This 
service is provided in addition to the suite of services offered through the Universal 
MCH Service. It provides a more intensive level of support, including short-term case 
management in some circumstances. Support may be provided in a variety of settings, 
such as the family’s home, the MCH centre or another location within the community. 

The primary focus of the Enhanced MCH Service is families with one or more of the 
following risk factors: 

 • drug and alcohol issues 

 • mental health issues 

 • family violence issues 

 • families known to Child Protection 

 • homelessness 

 • unsupported parent(s) under 24 years of age 

 • low-income, socially isolated, single-parent families 

 • significant parent–baby bonding and attachment issues 

 • parent with an intellectual disability 

 • children with a physical or intellectual disability 

 • infants at increased medical risk due to prematurity, low birth weight, drug 
dependency and failure to thrive. 
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Indigenous families who are not linked into, or who require additional support to 
access, the Universal MCH Service are included in the target group. MCH Services 
will be encouraged to develop specific action plans to demonstrate strategies to 
increase the participation of Aboriginal families in both the Universal and Enhanced 
MCH Services.

Families receiving the Enhanced MCH Service are eligible for an average of 15 hours of 
service per family in metropolitan regions and an average of 17 hours in rural regions. 

5.2.3 Maternal and Child Health Line 
The MCH Line provides 24-hour telephone advice, support, counselling and referral to 
families with children from birth to school age. The service is instrumental in linking 
families to the Universal MCH Service and to other community, health and support 
services. 

While the MCH Line offers support and advice to parents, it is not an emergency 
service. 

5.3 Referrals from the MCH Line to the 
Universal MCH Service 
When families experiencing particular difficulties contact the MCH Line, they will 
be offered a referral to the Universal MCH Service. Referrals occur with the caller’s 
consent. 

Referrals will be passed onto the MCH Service as soon as possible during business 
hours. If the MCH centre is not open or the nurse is unable to be contacted and an 
immediate referral is required, the MCH Coordinator will be contacted.

Referral details will only be discussed directly with an MCH nurse. When a nurse is not 
available, a telephone message will be left for the nurse to return the call and collect 
the caller’s details. 

Following a referral, there is an expectation that the family will be contacted by the 
Universal MCH Service. Referrals will remain open until contact with the MCH Service 
has been made.

The MCH Line welcomes feedback from the MCH Service regarding the outcomes of a 
referral. Contact can be made during business hours on (03) 9843 5448. 
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5.4 Language services 
DEECD allocates funding for interpreters for departmental programs and funded 
organisations. ‘All Graduates’ provides interpreter services for the Department’s  
Early Childhood Development Group. 

‘All Graduates’ provides two types of services to funded organisations:

 • on-site interpreting (both spoken and sign languages)

 • telephone interpreting.

Interpreting services do not include translation of written materials, management 
meetings, staff meetings or social meetings.

‘All Graduates’ operating hours are:
Monday to Friday 8.00 a.m. to 9.00 p.m.

Saturday  9.00 a.m. to 1.00 p.m.

Bookings can be taken up to 30 days in advance by calling All Graduates on  
(03) 9605 3000. Please allow 5 working days notice for an on-site interpreter  
and 10 days for an Auslan interpreter. 

To book an interpreter:

 • Call All Graduates on (03) 9605 3000 or log onto www.allgraduates.com.au

 • Quote your agency’s username and password. (Your Regional Program and Service 
Adviser can provide you with these details.)

 • Provide information about the service required – language/dialects needed, address, 
starting and finishing times, the name of the practitioner who will be using the service 
and other specific information (e.g. if a gender-specific interpreter is required).

5.5 Staffing of Maternal and Child Health 
Service 
The Universal MCH Service is staffed by MCH nurses who meet the qualifications  
listed below. 

The Enhanced MCH Service is provided predominantly by MCH nurses. However, 
services may also benefit from employing professionals from other backgrounds. 
These may include Aboriginal health workers, early childhood workers, family  
support workers, alcohol and drugs workers, social workers and psychologists.  
A multidisciplinary approach is encouraged within the Enhanced MCH Service. 
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Qualifications
To practise in Victoria, Maternal and Child Health nurses must have the following 
qualifications:

 • Division 1 Registered Nurse

 • registered Midwife

 • additional qualifications in Maternal and Child Health.

These requirements are unaffected by the change to national registration. 

National registration
A new national registration and accreditation scheme for nurses and midwives began 
on 1 July 2010, and a new national law (the Health Practitioner Regulation National 
Law Act 2009) came into effect to regulate the profession.

The Nursing and Midwifery Board of Australia (NMBA) is now responsible for setting 
standards and policies for the regulation of all nurses and midwives registered 
in Australia. It will be supported in this task by the Australian Health Practitioner 
Regulation Agency (AHPRA).

For more information about the way the national registration scheme operates,  
go to the AHPRA website www.ahpra.gov.au or the NMBA website  
www.nursingmidwiferyboard.gov.au

Clinical supervision
Regular clinical supervision and critical incident debriefing is a key aspect of the MCH 
Service to support staff delivering this service. Refer to the MCH Program Standards 
for more information.

5.6 Research involving MCH clients 
Prior to allowing an external researcher access to MCH Service staff, parents, children 
or information regarding children and parents, MCH nurses should ensure that 
approval for the research has been obtained through the Early Childhood Research 
Committee at DEECD. All research requests should be referred to the Research 
Committee at early.childhood.research@edumail.vic.gov.au
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6.1 Universal Maternal and Child Health 
Service 
Funding for the Universal MCH Service is based on the total number of children aged 
0–6 years enrolled (both active and non-active). These data are collected by service 
providers on 31 March each year. Data for 0–1 years are proportionally increased to 
give a projected full-year figure. Funding for the Universal Service is jointly provided 
by the DEECD and local government. 

For information regarding the DEECD MCH funding formula, refer to the MCH Funding 
Fact Sheet at www.education.vic.gov.au/mchservice

Funding for KAS consultations 
Funding for KAS consultations is based on the total number of children eligible to 
receive services at the specified KAS consultations. 

Funding for flexible service capacity 
Funding for flexible service capacity is based on three hours of service for 40 per 
cent of children 0–1 year of age and three hours of service for 40 per cent of the 
average number of children of each age in the 0–6 year age-group. This component 
of the Universal MCH Service funding can be used to provide any of the following 
flexible service capacity activities:

 • additional consultations

 • telephone consultations

 • group work, typically two hours a session over six to eight weeks

 • community strengthening activities that don’t involve clients.

Additional weightings formula
DEECD applies an additional weightings formula to the Universal MCH Service 
funding using the Accessibility/Remoteness Index of Australia (ARIA) and the 
number of maximum Family Tax Benefit (FTB) recipients with a child aged 0–6 
years. This addition of the weightings reflects the increased cost of service delivery 
in rural settings and the additional resources required in areas of socioeconomic 
disadvantage and high need. 

Table 6.1 Key Ages and Stages time allocation

KAS consultation Time allocation KAS consultation Time allocation

Home visit 1 hour 8 months 45 mins

2 weeks 30 mins 12 months 30 mins

4 weeks 1 hour 18 months 45 mins

8 weeks 30 mins 2 years 30 mins

4 months 30 mins 3.5 years 45 mins

 

6. Funding
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6.2 Enhanced Maternal and Child Health 
Service funding
The Enhanced MCH Service is fully funded by the Department. Funding is allocated 
according to socioeconomic disadvantage, calculated on the number of Family Tax 
Benefit recipients in a local government area and rurality using the Remoteness Index 
of Australia. Metropolitan regions are funded for 15 hours of direct or indirect service 
delivery per family and rural regions are funded for 17 hours per family in recognition 
that delivery of services in rural areas takes longer. 

6.3 Maternal and Child Health Line 
funding 
The MCH Line is fully funded by DEECD to provide 24-hour telephone advice and 
support to families with young children. 
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7.1 Key Ages and Stages training
The statewide rollout of the revised MCH KAS Framework was completed in 2009. This 
involved all MCH nurses and MCH students completing the seven training components 
required to implement the revised KAS Framework. 

Table 7.1: Training requirements for the statewide rollout of the revised MCH KAS 
Framework

Training component Training time

Framework 
Context, guidelines, resources, data, documentation,  
maternal health and wellbeing, hips

2 hours

Developmental screening 
PEDS and Brigance

5 hours

Family violence 3 hours

Quit 3 hours

SUDI (Sudden Unexpected Death in Infancy) 3 hours

Sleep  
Specific interventions for 8-month infant

4 hours

Ongoing Key Ages and Stages training
Training will continue in all seven training components for all MCH nurses returning  
to practice.

MCH students will receive the following training components in the university 
curriculum:

 • the Framework

 • Parent Evaluation of Developmental Status (PEDS)

 • Brigance.

They will need to complete the following training components through DEECD:

 • Family violence – screening and response

 • SIDS/SUDI (sudden unexpected death in infancy) risk assessment 

 • Infant sleep – intervention at an 8-month consultation if required 

 • Quit smoking intervention.

Registering for Key Ages and Stages training 
All registrations are to be completed online. Please refer to the following website: 
http://www.education.vic.gov.au/ecsmanagement/mch/proflearn.htm

7. New initiatives in Maternal 
and Child Health
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7.2 Key Ages and Stages Activity 
Framework evaluation
The Centre for Community Child Health (CCCH) is currently undertaking a three-year 
evaluation of the implementation of the revised MCH KAS Framework on behalf of 
DEECD. 

The evaluation will focus on:

 • consistency in the delivery of the MCH Service across the state, including an analysis 
of the degree to which the revised MCH KAS Framework has been implemented

 • an understanding of the impact the MCH KAS Activity Framework has had on the 
outcomes for families and children from birth to school age

 • the impact on the MCH workforce.

The evaluation commenced in February 2010 and is scheduled for completion in 
November 2012.

7.3 Maternal and Child Health Program 
Standards
The revised MCH Program Standards were released in 2009. They provide an evidence-
based framework for the consistent, safe and quality delivery of the MCH Service. The 
Program Standards support the provision of clinical and corporate governance of the 
MCH Service, and provide a systematic approach to improving service provision, care 
and safety.

Maternal and Child Health Services are encouraged to use the Program Standards to 
self-assess in order to improve service quality, and to use the Program Standards as 
part of routine service review. 

A copy of the Program Standards including a rationale for each standard, performance 
criteria outlining how the MCH Service demonstrates compliance with and 
performance relevant to each standard, and examples of evidence of how the criteria 
can be met, can be found at http://www.education.vic.gov.au/mchservice

7.4 Safe Nursery Equipment Program 
A brokerage program is currently being developed for families who are enrolled with 
the EMCH Service. This will provide items such as cots for families facing financial 
hardship. MCH Coordinators will be advised once the program is operating.
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7.5 Healthy Kids Check Initiative
The Healthy Kids Check Initiative is a Commonwealth Government initiative that 
provides 4-year-old children with a basic check to see if they are healthy, fit and ready 
to learn when they start school. The check is now available from general practitioners 
or practice nurses through the Medicare Benefit Schedule in conjunction with the 
4-year-old immunisation.

The MCH consultation at 3.5 years is considered to be consistent with the Healthy Kids 
Check and parents are able to access either prior to their child commencing school. 

Additional information regarding the Healthy Kids Check can be found through the 
Department of Health and Ageing website at http://www.health.gov.au/internet/
main/publishing.nsf/content/Healthy_Kids_Check

7.6 National Perinatal Depression 
Initiative
The National Perinatal Depression Initiative aims to improve early detection of 
depression in pregnancy and after a birth. The initiative aims to provide better support 
and treatment for expectant and new mothers experiencing depression. Funding  
has been provided by Commonwealth and state governments. The main elements  
of the initiative are routine screening of pregnant women and new mothers for risk  
of depression, workforce training and treatment provision.
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8.1 Continuity of Care – A communication 
protocol for Victorian public Maternity 
Services and the MCH Service
Continuity of Care is a communications protocol between Victorian Maternity Services 
and MCH Services. The overarching aim of the protocol is to promote seamless service 
provision to women and their babies during the transition from hospital to home.

The protocol recognises that quality of care and the health and wellbeing of families 
and communities is strongly linked to the collaboration and partnership between 
service sectors, and that Maternity Services and MCH Services are part of a continuum 
providing antenatal, intrapartum and postnatal care for women and babies.

The protocol is set out in stages and details communication requirements for all 
mothers and babies and for vulnerable families at the following points:

 • antenatal

 • postnatal

 • neonatal/special care unit

 • domiciliary

 • discharge from Maternity Services.

The protocol is used widely and extensively by MCH and public hospital staff. Some of 
the larger private hospitals are also showing interest in this protocol. Its revision and 
updating is a high priority for Maternity Services, Koori Maternity Services and MCH 
nurses alike. 

Since the protocol was developed there have been changes to the Health Act 1958 and 
subsequent changes to birth notification, changes to the Children, Youth and Families 
Act 2005 and the introduction of Child FIRST. Consequently, the protocol has become 
out of date. A revised protocol is required to provide an adequate framework for the 
care of vulnerable families, including those from CALD or Indigenous backgrounds 
and young single mothers. This protocol will also reflect the role of Koori Maternity 
Services, and will provide an opportunity for private maternity services to be included.

The Continuity of Care Protocol will be revised in 2010-2011. 

8.2 Growing Communities, Thriving 
Children
The Growing Communities, Thriving Children initiative provides funding for children’s 
initiatives in nine councils at the rural–metropolitan interface that have unique 
challenges with often rapidly growing populations and/or a mix of urban and rural 
communities.

The initiative is specifically aimed at expanding the Enhanced MCH Service to assist in 
addressing postnatal depression.

8. Ongoing initiatives
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8.3 Young Readers Program
The Young Readers Program provides children’s books and reading support materials 
to promote early childhood literacy. The program has been developed as a partnership 
between DEECD, the State Library of Victoria and local government. The program now 
provides:

 • professional development to early childhood professionals, librarians and MCH nurses 
to promote literacy 

 • a free Rhyme Time booklet and DVD, book bags and information on local libraries for 
families at the 4-month MCH visit

 • a free picture book for all Victorian children at their 2-year-old MCH visit.

For further information on the Young Readers Program contact Christine Andell at the 
State Library of Victoria on CAndell@slv.vic.gov.au or phone (03) 8664 7058.

8.4 Workforce Initiatives Project
The Workforce Initiatives Project commenced in 2004 in response to a predicted 
shortage of MCH nurses. This project includes funding a position within MAV to assist 
with developing strategies to address recruitment and retention of MCH nurses. 
It has to date provided annual scholarships for nurses to undertake MCH nursing 
qualifications, organised career expos at RMIT and La Trobe universities, promoted the 
re-entry course for MCH, and undertaken a survey to determine the factors affecting 
the conversion rate of MCH postgraduates into employment. The Workforce Initiatives 
Project continues to raise the profile of MCH nursing as a career and is currently 
funded until 2011.

MCH Nursing Postgraduate Research Scholarships
The MCH Nursing Postgraduate Research Scholarship program further supports 
the work of the Early Childhood Workforce Strategy and builds on the MCH Service 
Workforce Project.

The MCH Nursing Postgraduate Research Scholarships:

 • provide support for MCH nurses currently working within an MCH Service to undertake 
postgraduate research in the field of MCH

 • add to the body of knowledge regarding best practice in the field of MCH

 • support current government policy in the field of MCH 

 • increase the skills base of the MCH Service.

MCH Postgraduate Nursing Scholarships
Maternal and Child Health Postgraduate Nursing Scholarships are offered annually 
and provide support to general nurses with midwifery qualifications to assist them  
to complete qualifications in Maternal and Child Health. For further information see 
www.education.vic.gov.au/careers/earlychildhood/
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Municipal participation rates for the Universal MCH Service are negotiated between 
DEECD regional staff and individual local governments. These targets are articulated 
in funding and service agreements. Targets are expected to focus on increasing KAS 
participation rates from the 8-month to the 3.5-year consultations for the whole 
population and reducing the gap between Aboriginal and non-Aboriginal  
participation rates. Individual municipal targets for the Enhanced MCH Service are 
aligned with the service’s equity funding formula.

Refer to Appendix 8: Calculating participation rates in the Maternal and  
Child Health Service. 

9.1 Increasing participation in the 
Universal Maternal and Child Health 
Service
Current performance data show that across Victoria participation in MCH Services at 
the home visit and in the early months is high but starts to decline after the 4-month 
visit. In recognition of the value to parents and their children of participation in the 
MCH Service, the goal is to lift participation rates in the later key ages and stages 
consultations by 5 per cent.

Participation of Indigenous families in MCH Services is lower than that of non 
Indigenous families for all KAS visits. In response, DEECD has set itself the goal of 
halving the gap between Indigenous and non-Indigenous children in participation in 
KAS visits in the next four years. 

Measuring progress
Understanding how well MCH Services are tracking against agreed targets is 
important. Against the two goals above, progress will be measured by monitoring:

 • participation rates for each of the KAS visits, in particular those visits following the 
4-month visit

 • participation rates of Indigenous and non-Indigenous children in the KAS visits.

9.2 Meeting Enhanced MCH targets
Individual municipal targets for the Enhanced MCH Service are aligned with the 
Enhanced MCH Service’s funding formula. Each council is informed of the amount of 
funding and service targets in the Annual Funding and Service Agreement.

Refer to Appendix 9: Enhanced Maternal and Child Health Service counting rules.

The Maternal and Child 
Health Service Guidelines 
are an adjunct to the DEECD 
Service Agreement Creation 
and Review Procedures, 
and complement service 
agreements between the 
Department and local 
government in the delivery 
of the MCH Service.

9. Performance 
measures and targets 
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9.3 Service Improvement Plans
To inform regional and statewide service improvement activity, MCH service providers 
are required by DEECD to submit an annual Service Improvement Plan (SIP). The MCH 
SIP tool is sent to local government by the Department each year with guidelines  
for development and submission. 

Some of the action areas for improvement as outlined in the SIP include measures to 
increase participation in the Universal MCH Service, plans to improve identification 
and engagement of vulnerable children, and plans for increasing participation by 
Indigenous children.

Information regarding SIPs is available at www.education.vic.gov.au/mchservice

An example of the 2010–11 SIP can be found at Appendix 10.
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10.1 Data collection
Data collection is an integral part of the MCH Service and should be consistent across 
the state. Accurate data provides: 

 • a measure of performance that reflects the role of the Universal MCH Service

 • a basis for calculating state government funding for the MCH service 

 • service information relating to the Enhanced MCH service 

 • an important source of information to a wide range of stakeholders

 • data for comparative studies with other program areas to inform future development 
and planning of services, and cross-program linkages. 

MCH Services are responsible for the provision to DEECD of the following data:

 • the Annual Report 

 • Key Ages and Stages data 

 • workforce data 

 • Neighbourhood Renewal data

 • March data

 • Enhanced MCH Service data.

The Annual Report
The Annual Report is required by DEECD annually (from 1 July to 30 June) from each 
local government area. The report is sent to the Department via the regional PASAs. 
The Annual Report provides valuable information such as birth notification rates; 
enrolment and non-enrolment; participation rates in the KAS consultations; Aboriginal 
participation; counselling and referral activities; and breastfeeding rates. 

This data is utilised by DEECD and many other organisations including the Department 
of Health, Ministerial Offices and researchers, to plan and implement programs, 
determine funding, and as indicators of health and wellbeing. 

The MCH Annual Reporting Form and data definitions can be found at  
www.education.vic.gov.au/mchservice

Key Ages and Stages data 
Revised KAS data collection commenced in 2009 following the completion of statewide 
training for all MCH nurses. KAS data is defined and explained in the document KAS 
Data Dictionary, which can be found at www.education.vic.gov.au/mchservice

Workforce data
MCH workforce data is collected annually by MCH Services and used to assist with 
identifying councils where there is a shortage of MCH nurses, and to help with 
forward planning.

10. Data
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Neighbourhood Renewal data
Neighbourhood Renewal targets the most disadvantaged communities by bringing 
together residents, government, business, service providers and the local community 
in the development and implementation of a community action plan. Neighbourhood 
Renewal data is collected annually from targeted sites.

For further information go to www.neighbourhoodrenewal.vic.gov.au

March data
This data is collected in March. Data on the number of enrolments in the current and 
previous years including active and non-active children for ages 0–6 is requested. This 
data is used by DEECD to determine annual funding allocations for each municipality. 

Weighting for MCH funding is also calculated on the number of families who are 
receiving the maximum Family Tax Benefit, and rurality in each local government area.

Enhanced MCH Service data
The Enhanced MCH Service data are collected and collated separately to the Universal 
MCH Service data. 

Enhanced MCH Service data provides DEECD with information including client 
demographic data, issues that the nurse and family have identified for inclusion in the 
service plan, whether a family has completed their service plan, and hours of service.

Enhanced MCH Service data should be forwarded electronically to the Department  
of Human Services at iris.data@dhs.vic.gov.au quarterly by 15 October, 15 January,  
15 April and 15 July. The Department of Human Services makes available free of charge 
for all municipalities across Victoria the Integrated Reports and Information System 
(IRIS), including training and automatic upgrading of software. 

Please contact the IRIS help desk on (03) 9616 6919 to organise training and 
installation of the software if required.

10.2 Data input and definitions
Birth notification 
The birth notification alerts the MCH Service that a birth has occurred. 

When a baby is born the birth notification is forwarded by Maternity Services to 
the chief executive officer of the local government area where the mother resides. 
The executive officer then forwards the birth notice to the relevant MCH nurse, who 
contacts the mother and invites her to access the MCH Service. 

For further information refer to Appendix 11: Birth notification from the Child, 
Wellbeing and Safety Act 2005. 

Enrolment
A new baby is considered as enrolled in the MCH Service once the MCH nurse has 
made contact with the family or in the case of older children once the family has 
attended the MCH centre.
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First-time mothers
A first-time mother is one who has a live baby for the first time. In the case of multiple 
births, a mother is only counted as a first-time mother once, not, for example, twice 
for twins.

Active/non-active children
A child is considered to be active on the centre held record if he or she attends a MCH 
centre at least once in a current financial year. A non-active child is one who has not 
seen their local nurse at least once in a financial year. 

Children who have died or moved interstate or overseas should be made non-active on 
the centre-held record. Children who have died or moved interstate or overseas are not 
counted in either the March or June data reports.

If a child returns to Victoria from interstate or overseas to the MCH centre they 
previously attended, they will need to be made active again. If the child returns from 
overseas and attends a different MCH centre, the centre-held history is transferred to 
the new centre following parental consent for transfer of records.

Transfers in and out
Children may be transferred in and out of an MCH centre when a family moves or in 
rare cases when a mother wishes to see a different MCH nurse. It is important that 
when a transfer request is made, a response is carried out by the relevant nurse within 
10 working days.

The following process should be taken when transferring a client:

 • A parent or guardian visits a new MCH centre and authorises the transfer of their 
child’s, or children’s history from their previous centre.

 • With parental permission the MCH nurse then requests the transfer of the centre-
held child health record to the new centre, using the address in the MCH Centre 
Directory. The transfer request should include the type of computer system used by 
the council requesting the transfer as this will determine what format the history will 
be transferred in. It should also include the postal address of the council, not the 
MCH centre address.

 • The previous centre needs to transfer the child’s record in a form that is acceptable to 
the receiving council.  
All transfers of histories are to be posted to the council address, not the MCH centre, 
as not all centres have mail boxes or operate every day.

Aboriginal and Torres Strait Islander status 
All governments throughout Australia have agreed to cooperate in sharing information 
that will improve the health of Aboriginal and Torres Strait Islander people. The 
Department requires MCH nurses to provide information on the Indigenous status of 
every child attending the MCH Service.
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This information is used to:

 • identify the main health problems for Victorian Aboriginal and Torres Strait Islander 
children and their families

 • provide appropriate intervention to improve the health, development and wellbeing of 
Aboriginal and Torres Strait Islander children and their families

 • record the total number of identified Aboriginal and Torres Strait Islander children 
aged 0–6 years

 • record the number of Aboriginal and Torres Strait Islander children who have attended 
each of the 10 KAS consultations

 • record the number of Aboriginal and Torres Strait Islander children aged 0–6 years 
who have attended the service at least once during the current financial year.

The official definition of an Aboriginal or Torres Strait Islander is a person of Aboriginal 
or Torres Strait Islander descent who identifies as being Aboriginal or Torres Strait 
Islander and who is accepted as such by the community with which the person 
associates.

In using this definition, it is important to remember that determining Aboriginality will 
depend upon the parent or guardian identifying their child as an Aboriginal or Torres 
Strait Islander.

MCH nurses cannot be certain whether any child is Aboriginal or Torres Strait Islander 
without asking the parent or guardian of every child born in Australia. The standard 
question for Indigenous Status is as follows:

Is your child of Aboriginal or Torres Strait Islander origin?

 No

 Yes, Aboriginal

 Yes, Torres Strait Islander

(For children of both Aboriginal and Torres Strait Islander origin, mark both ‘Yes’ 
boxes.)

MCH nurses need to record Aboriginal status and Torres Strait Islander status 
separately. The answers to the question ‘Is your child of Aboriginal or Torres Strait 
Islander origin?’ should be clearly recorded on the centre-held history ‘Yes’ or ‘No’. 

When a parent is not present, the person answering for them should be in a position 
to do so, i.e., this person must know well the child about whom the question is 
being asked and feel confident to provide accurate information about them. This 
question must always be asked regardless of an MCH nurse’s perceptions based on 
appearance or other factors. 

Note: The information above has been sourced from the National Community Services 
Data Dictionary (AIHW). 
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The child’s Aboriginal or Torres Strait Islander status is asked and recorded once.  
This record can then be referred to for future data collection at each KAS visit.

The KAS consultations data collection will record one entry in either the ‘Key ages and 
stages consultations – non Aboriginal and Torres Strait Islander’ column or the ‘Key 
ages and stages consultations – Aboriginal and Torres Strait Islander’ column.

Breastfeeding status 
Breastfeeding status is recorded on discharge and at 2 weeks, 3 months, 4 months, 
6 months and 8 months. It is recorded using the World Health Organization (WHO) 
definitions: 

 • Exclusively breastfeeding – requires that the infant receive breast milk, including milk 
expressed or from a wet nurse. It allows the infant to receive drops or syrups (vitamins, 
minerals, medicines). It does not allow the infant to receive anything else.

 • Predominately breastfeeding – requires that the infant receive breast milk (including 
milk expressed or from a wet nurse) as the predominant source of nourishment. 
It allows the infant to receive liquids (water, water-based drinks, fruit juice, and 
oral rehydration solution), ritual fluids and drops or syrups (vitamins, minerals, 
medicines). It does not allow the infant to receive anything else, particularly  
non-human milk or food-based fluids.

 • Partially breastfeeding – requires that the infant receive breast milk and solid or 
semi-solid foods. It allows for the infant to receive any food or liquid including  
non-human milk.

For the purpose of the Annual Report only two categories are reported: ‘fully’ and 
‘partially’ breastfeeding. The WHO ‘exclusive’ and ‘predominant’ categories are 
combined to constitute ‘fully’ breastfeeding. 

Key Ages and Stages consultations
The following dot points provide instruction regarding data input for KAS 
consultations: 

 • Consultations are recorded in the child’s centre-held record and on the child health 
record. Key Ages and Stages consultations must be recorded as either ‘Aboriginal and/
or Torres Strait Islander’ or ‘non-Aboriginal or Torres Strait Islander’.

 • Where an MCH nurse carries out a KAS consultation on a child in the Enhanced MCH 
Service, this consultation must be recorded in the Universal MCH data collection 
system – MaCHS, Xpedite, Daily Activity Sheet etc. – not in IRIS. 

 • The first home visit to the family following the birth of the child is the only home 
consultation recorded as a KAS ‘home consultation’.

 • Each KAS consultation is only recorded once, at the completion of the assessment. 
If the assessment takes two consultations, the first consultation is recorded as an 
additional consultation.

 • If a child is brought back to undertake a Brigance screen after the KAS consultation is 
completed, this consultation is recorded as an additional consultation.
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 • The 2-year consultation must be carried out between the ages of 2 years and 2 years 
and 3 months. If the consultation is undertaken after the child turns 2 years and 3 
months, it is to be recorded as an additional consultation.

 • The 3.5-year consultation should be carried out on children aged 3 years and 6 
months. After the child turns 3 years, 11 months and 14 days, the consultation cannot 
be recorded as a 3.5-year consultation. This consultation should be recorded as an 
additional consultation.

Flexible service capacity 
Flexible service capacity relates to all activities undertaken by the Universal MCH 
Service that are not identified as KAS consultations. The type of consultation is 
recorded as one of the following activities:

 • additional consultations

 • telephone consultations

 • group work, typically two hours a session over six to eight weeks

 • community strengthening activities that do not involve clients.

Counselling 
A counselling session is recorded when additional guidance is provided specific 
to an identified health concern. This should not to be confused with the range of 
information expected to be provided as part of the MCH schedule of activities at the 
KAS consultation. Therefore, not all consultations by the MCH nurse are counted as 
counselling.

Referral
A referral is only recorded when communication is made to the referral agency with 
the consent of the parent. This may take the form of a written letter, a phone call to 
the referral agency or a recording made in the parent-held Child Health Record by the 
MCH nurse. 

A referral implies that counselling and referral occurs during a consultation.  
It is possible to provide counselling and referral at a consultation for more than one 
identified child, maternal or family health issue.

Opportunistic immunisations
Opportunistic immunisations are recorded for every immunisation a nurse provides.

MIST
The MIST vision screen is undertaken on all children at the 3.5-year consultation, 
unless they are under the ongoing care of an ophthalmologist.
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11.1 Website
www.education.vic.gov.au/mchservice

The Department of Education and Early Childhood Development website provides  
a range of resources to support MCH practice. The site is divided into six sections: 

 • Universal Service – resources for parents and nurses, and clinical updates 

 • Enhanced Service – service overview and brokerage program 

 • Policy and Reports – policies, protocols, guidelines, reports, strategies and research 

 • Annual Report and Data Collection – data collections forms and historical annual 
reports 

 • Professional Learning and Development – training, conferences, learning tools, 
scholarships and research 

 • MCH Line – information for professionals about this service for families. 

11.2 Parental Involvement in Monitoring 
and Assessing Young Children
The active involvement of parents as partners with health professionals in the 
developmental surveillance and assessment of their children is now recommended 
by all key authorities (e.g., American Academy of Pediatrics 2003; Green & Palfrey 
2002; Oberklaid et al. 2002). For instance, in the assessment approach recommended 
by Greenspan et al. (1996), assessment is seen as a collaborative process involving 
ongoing collaboration between clinicians and parents in understanding the child 
and family. Greenspan et al. also recommend that young children should never be 
separated during the assessment from their parents or caregivers.

For further information regarding parent involvement and the above references refer 
to the Best Practice Guidelines for Parental Involvement in Monitoring and Assessing 
Young Children, which is located on the DEECD’s website at www.education.vic.gov.
au/ecsmanagement/matchildhealth/policyreports/default.htm

 

11.3 Maternal and Child Health 
Achievements Information Sheet
This document provides a snapshot of the development and achievements of the 
MCH Service since 2000, which consolidate it as a key universal service platform for 
Victorian families with children from birth to school age. This document can be found 
at www.education.vic.gov.au/mchservice 

11. Additional resources
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Children Youth and Families Act 2005
The Children Youth and Families Act 2005 introduced a range of new reporting and 
referral arrangements, including the establishment of Child FIRST (Child and Family 
Information, Referral and Support Teams) to develop better pathways to earlier 
intervention services and more flexible responses to promote a child’s safety, stability 
and development. 

Maternal and Child Health Services, in working with vulnerable infants and children, 
their parents and families, including families with an unborn child, may from time  
to time consider they should report or refer a concern to either Child Protection or 
Child FIRST. 

This section describes when a referral should be made to Child FIRST. It is important 
to note that MCH nurses are required by law to make a report to Child Protection 
whenever they form the belief on reasonable grounds that a child is in need of 
protection due to harm from physical or sexual abuse (see below).

Child FIRST 
Child FIRST sites have been established in 24 sub-regional catchments across the 
state as part of sections 31 and 32 of the Children Youth and Families Act 2005. Child 
FIRST provides a community-based referral point into Family Services. Child FIRST 
is staffed by Family Services practitioners with experience in assessing the needs of 
vulnerable children, young people and families. 

The legislation allows for a person who has significant concerns for the wellbeing of a 
child (defined as unborn children of pregnant mothers through to young people aged 
up to 17 years) to refer the matter to Child FIRST. This includes making a referral about 
concerns before the birth of a child.

In addition, the legislation outlines in section 38 that Child FIRST can consult with 
community-based Child Protection staff. This consultation facilitates referrals from 
Child Protection to Child FIRST; the provision of consultation and advice on specific 
cases in Child FIRST and Family Services; the provision of advice to Child FIRST 
and Family Services about the engagement of families with complex needs and the 
identification of significant risk factors to ensure timely Child Protection involvement 
if a child is at risk of significant harm; and participation in local professional and 
community education initiatives.

Appendix 1: Responding to 
concerns about children or 
young people
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When to make a referral to Child FIRST
A referral to Child FIRST may be the best way of connecting children, young people 
and their families to the services they need where families exhibit any of the following 
factors that may affect a child’s safety, stability or development:

 • significant parenting problems that may be affecting the child’s development

 • family conflict, including family breakdown

 • families under pressure due to a family member’s physical or mental illness, substance 
abuse, disability or bereavement

 • young, isolated and/or unsupported families

 • significant social or economic disadvantage that may adversely impact on a child’s 
care or development.

Each Child FIRST has its own phone number to call to make a referral into the 
catchment. An MCH nurse will need to identify their local Child FIRST catchment before 
making a referral. 

Refer to the Children, Youth and Families website for contact in your area:  
www.cyf.vic.gov.au/quick-help/first-child-and-family-information-referral-and-
support-teams

Refer to the Children, Youth and Families website for further information:  
www.cyf.vic.gov.au/every-child-every-chance/how-to-make-a-referral-to-child-first
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Child abuse and neglect is any act, or failure to act, by a parent that endangers a 
child’s physical or emotional health or development. It may be a single incident, 
or pattern of parenting, which, over time, accumulates to cause harm to a child’s 
development or wellbeing. Child abuse is classified into four categories: 

1. Physical abuse

2. Emotional abuse

3. Sexual abuse

4. Neglect.

The incidence of parental drug and alcohol use, psychiatric illness and family 
violence is high among substantiated cases of child abuse. In situations such 
as these, harm can occur as a consequence of parents failing to adequately care 
for and protect their children as much as from direct and intentional abuse. It is 
the significance of the harm for the child, which results from parental actions or 
inaction, which should be the focus for health and welfare professionals.

The immediate and long-term effects of abuse and neglect can be disastrous for 
the individual child, their family and the community. Early intervention can have 
a dramatic effect on lessening the harm and promoting recovery of the child and 
the family.

MCH nurses need to be able to recognise when children may have been harmed 
or are at risk of harm. Physical and behavioural indicators of each abuse type are 
listed at the end of this document. Use of the indicators assists professionals who 
work with children to identify potential areas of concern. Indicators are starting 
points only and further consultation with supervisors and colleagues can assist in 
clarifying the extent of the concerns and the most appropriate action.

The legal context of abuse and harm
The law regarding children in need of protection in Victoria is contained in the 
Children, Youth and Families Act 2005. This legislation enables professionals and 
others in the community to notify Child Protection if they believe children are in 
need of protection. Its features include common principles to guide practice, better 
pathways to early intervention services, more flexible responses and a focus on 
cumulative harm. 

The legislation enables two possible responses:
1. An early intervention or protective response

2. A child protection response.

Appendix 2: Child abuse 
and neglect
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1. Early intervention response – significant concerns for a 
child’s wellbeing
Child FIRST teams 
Under the Children, Youth and Families Act 2005 a key strategy to promote 
children’s best interests is the creation of pathways to ensure that prevention and 
early intervention services are provided to vulnerable children and families. 

Where a person has a significant concern for the wellbeing of a child (where there is 
concern for a child’s wellbeing or welfare, but the child is not considered to be in need 
of protection) they will be able to make a referral to Child FIRST (Child and Family 
Information, Referral and Support Teams), which is conducted by a community-based 
child and family service. Child FIRST teams will operate in sub-regional areas and 
their contact numbers will be publicised and well known in the community. 

Registered community-based child and family services can consult with a specific 
range of services and professionals about assessment and outreach to the child 
and family. This provides a strengthened prevention and early intervention 
capacity within the system to connect vulnerable children and families to the 
services that they may need. See Appendix 5 for information about responsibilities 
when collecting and disclosing information (Information Privacy Act 2000 and 
Health Records Act 2001).

When a person has a significant concern for the wellbeing of a child before his or 
her birth (an unborn child) a referral can be made to Child FIRST or Child Protection 
which will enable the provision of assistance to the unborn child’s mother.

Strong collaborative relationships and processes will be developed to enable Child 
FIRST teams and Child Protection intake workers to work with community agencies 
and professionals to ensure better responses to children and families to achieve 
better outcomes.

It is important that an MCH nurse takes action whenever she or he has concerns 
regarding the welfare of a child. It is important to document the observations and 
actions on the child’s record. Action can include a number of options, depending 
upon the nature of the concerns.

MCH nurses often have the opportunity to counsel parents regarding issues that affect 
the welfare of their child, and to refer to support services, such as Child FIRST teams, 
family support, family violence, drug and alcohol, mental health, problem gambling or 
income support services. 



42 Maternal and Child Health Guidelines

2. Child Protection response – children in need of protection
Where a person believes on reasonable grounds that a child is in need of protection,  
a report may be made to Child Protection.

The Children Youth and Families Act 2005, section 162, defines a child in need of 
protection as follows:

1) For the purpose of this Act, a child is in need of protection if any of the following 
grounds exist—

 a) the child has been abandoned by his or her parents and after reasonable   
 inquiries:

  i)  the parents cannot be found; and 

  ii) no other suitable person can be found who is willing and able to care for  
  the child;

 b) the child’s parents are dead or incapacitated and there is no other suitable   
 person willing or able to care for the child;

 c) the child has suffered, or is likely to suffer, significant harm as a result of   
 physical injury and the child’s parents have not protected, or are unlikely to   
 protect, the child from harm of that type;

 d) the child has suffered, or is likely to suffer, significant harm as a result of   
 sexual abuse and the child’s parents have not protected, or are unlikely to   
 protect, the child from harm of that type;

e) the child has suffered, or is likely to suffer, emotional or psychological harm 
of such a kind that the child’s emotional and intellectual development is, or is 
likely to be, significantly damaged and the child’s parents have not protected, 
or are unlikely to protect, the child from harm of that type;

f) the child’s physical development or health has been, or is likely to be, 
significantly harmed and the child’s parents have not provided, arranged 
or allowed the provision of, or are unlikely to provide, arrange or allow the 
provision of, basic care or effective medical, surgical or other remedial care.

2) For the purposes of subsections (1)(c) to (1)(f), the harm may be constituted by 
a single act, omission or circumstance or accumulate through a series of acts, 
omissions or circumstances.

Note that in Victoria, a child may be defined differently according to context. Section 3 
of the Children, Youth and Families Act 2005 defines a child as follows:

child means—

Section 3:

a) in the case of a person who is alleged to have committed an offence, a 
person who at the time of the alleged commission of the offence was under 
the age of 18 years but of or above the age of 10 years but does not include 
any person who is of or above the age of 19 years when a proceeding for the 
offence is commenced in the Court; and
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aa) in the case of a proceeding under the Family Violence Protection Act 2008, a 
person who is under the age of 18 years when an application is made under 
that Act; and

ab) in the case of a proceeding under the Stalking Intervention Orders Act 2008, 
a person who is under the age of 18 years when an application is made under 
that Act; and

b) in any other case, a person who is under the age of 17 years or, if a protection 
order, a child protection order within the meaning of Schedule 1 or an interim 
order within the meaning of that Schedule continues in force in respect of him 
or her, a person who is under the age of 18 years;

‘Young person’ is not separately defined.

It is the dual focus on harm to the child, and the inability or unwillingness of the parent 
to protect, which legally defines a child who is in need of protection. Reporters only 
need to form a reasonable belief a child is in need of protection. It is the responsibility 
of Child Protection to assess the significance of the harm and the parent’s capacity and 
willingness to protect their child.

Reporting children at significant risk of harm to Child 
Protection
Any person may make a report to Child Protection if they believe on reasonable 
grounds that a child is in need of protection. 

Some professional groups that work frequently with children are required by law  
to notify Child Protection whenever they form the belief on reasonable grounds  
that a child is in need of protection due to harm from physical or sexual abuse.  
This requirement is known as ‘mandatory reporting’.

The following groups are mandated reporters under section 182(1)(a)–(e) of the 
Children, Youth and Families Act 2005:

 • doctors (including psychiatrists)

 • nurses (including MCH nurses)

 • primary and secondary school teachers

 • school principals

 • police officers.

In addition, under section (f), ‘the proprietor of, or a person with a post-secondary 
qualification in the care, education or minding of children who is employed by, a 
children’s service to which the Children’s Services Act 1996 applies or a person 
nominated under section 16(2)(b)(iii) of that Act’, is also  
a mandated reporter.

‘Reasonable grounds’ for forming the belief that a child is in need of protection may 
exist where, for example:

 • a disclosure is made to the professional by the child that she or he has been physically 
or sexually abused
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 • someone else, such as a relative, friend or acquaintance of the child, tells the 
professional that the child has been abused

 • the professional’s observations of the child’s behaviour or knowledge of children 
generally leads him or her to believe that the child has been abused

 • the professional observes signs or indicators of abuse.

The decision to report a child in need of protection to Child Protection can be difficult. 
MCH nurses may fear they have insufficient grounds for their concerns or that parents 
may be angry or discontinue their contact with the centre. 

These are legitimate concerns; however, it is important to work from the principle that 
children, particularly infants, are highly vulnerable and unable to protect themselves. 
Abuse and neglect of infants has the potential for life threatening injury, and serious 
impairment of brain development, attachment and the development of trust and 
healthy relationships in later life.

Where their parents are unable or unwilling to do so, a responsible adult must ensure 
that steps are taken which will ensure a child’s safety and development are protected.

It is important not to assume that another person has made a notification where more 
than one person is aware of the cause for concern. Even where you are aware that 
a notification (report) has been made to Child Protection before, it is important you 
notify on each occasion you become aware of any further grounds to believe a child is 
in need of protection.

A useful guide for making the decision about whether to report to Child Protection is 
outlined below.
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Table A2.1: Steps to deciding when to notify (report to) Child Protection

Step Description Action

Step 1  
Concern

You are concerned about a child because you 
have:

 • received a disclosure from a child

 • observed warning signs (refer to Indicators  
of possible child abuse and neglect)

 • been made aware of a child who is as yet unborn 
about which you have concerns

Make sure you record your observations

The concerns are of serious physical injury or 
sexual abuse

Go to Step 5

Otherwise Go to Step 2

Step 2  
Gathering 
information

Consider doing the following:

 • Record your observations

 • Consult notes or records at the centre

 • Speak with the child if appropriate

 • Speak with the parents if appropriate

 • Follow local protocols regarding support referral and reporting 
of child abuse

 • Consult with colleagues, supervisor or centre coordinator

 • where established: consult with Child FIRST teams regarding 
possible options for assistance and support.

Are you wondering if your concerns need to be 
reported to Child Protection?

No

Yes

Continue to monitor and support child

Go to Step 3

Step 3  
Forming a belief

Ask yourself:

‘Am I more likely to believe that the child is in 
need of protection (‘at risk of significant harm’) 
or less likely to believe that the child is in need of 
protection?’

If you are more likely to believe there is a need for 
protection

Go to Step 4

If you are less likely to believe there is a need for 
protection

Continue to monitor and support child as in Step 2
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Step Description Action

Step 4  
Referring to other 
services

Ask yourself:

‘Would a specific service or professional assist the 
parents with care of this child?’

Yes Discuss with the child’s parents and assist with a referral to a 
service if they are agreeable

Continue to monitor and support the child as in Step 2

No, or can’t find out Go to Step 5

You are in doubt about the child’s safety and the 
parent’s willingness or ability to protect the child

Go to Step 5

Step 5  
Notifying Child 
Protection

Contact your local regional Child Protection Intake Unit. 
Department of Human Services. If your call is after hours, 
phone: 13 12 78

 • Allow a minimum of 30 minutes to discuss your concern.

 • Have your notes at hand with your observations and child and 
family details.

 • Consider the level of immediate risks to the child.
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Protection for referrers of cases to Child FIRST teams 
Section 40 of the Children, Youth and Families Act 2005 provides the following 
protection for reporters and referrers to Child First acting in good faith:

 • a report or referral does not constitute unprofessional conduct or a breach of 
professional ethics on the part of the person who made it

 • a report or referral does not make the person by whom it is made subject to any 
liability in respect of it 

 • does not contravene section 141 of the Health Services Act 1988 or section 120A  
of the Mental Health Act 1986.

Section 41 requires that the name of the person who made the report, or any 
information likely to lead to the identification of the referrer, remain confidential. 
Section 37 provides similar protections for a person who provides information in 
confidence to a Child First Team.

Possible indicators of abuse and neglect
Physical abuse
Physical abuse refers to a situation in which a child suffers or is likely to suffer 
significant harm from an injury inflicted by a child’s parent or caregiver. The injury 
may be inflicted intentionally or may be the inadvertent consequence of physical 
punishment or physically aggressive treatment of the child.

Physical injury and significant harm to a child may also result from neglect by a parent 
or caregiver. The failure of a parent or caregiver to adequately ensure the safety of a 
child may expose the child to extremely dangerous or life threatening situations that 
result in physical injury and significant harm to the child.

Physical indicators
Physical injuries include bruising, welts, burns, cuts, fractures, suffocation, poisoning, 
internal injuries and assault with weapons. Actions by a parent or caregiver which may 
result in physical injury or harm include hitting, biting, shaking, punching, burning, 
twisting of limbs, administration of poisonous substances and drowning. 

A child may be in need of protection where the type or extent of harm is undefined,  
but total circumstances lead to this belief. For instance:

 • threats of violence directed toward the child

 • the child being left unsupervised, either at home, on the street or in a car

 • the child being left with older children or persons who could not reasonably be 
expected to provide adequate care and protection

 • inadequate attention to the safety of the home, such as children being left in rooms 
containing an unguarded fire, or dangerous medicines left where children may have 
access to them.

The nature of the abuse and the significance of the harm from physical abuse 
are determined by a protective assessment, which will often include a medical 
examination.
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Behavioural indicators

 • wearing inappropriate clothing in an attempt to cover injuries

 • apprehension when other children cry or shout

 • behavioural extremes, for example, aggression or withdrawal

 • fear of adults

 • afraid to go home or to school

 • reports injury by parent or gives inappropriate explanation of injury

 • excessive compliance

 • extreme wariness

 • attaching too readily to strangers.

Sexual abuse
Sexual abuse occurs when an adult or older child uses their power or authority over 
the child or takes advantage of the child’s trust, respect or compliance to involve the 
child in sexual activity, and the child’s parent or caregiver has not protected the child. 
Physical force is sometimes involved. Child sexual abuse does not only refer to sexual 
intercourse. Child sexual abuse involves a wide range of sexual activity. It includes 
fondling of the child’s genitals, masturbation, oral sex, vaginal or anal penetration  
by a penis, finger or other object, or exposure of the child to pornography.

Physical indicators
Sexual abuse is not usually identified through physical indicators, although the 
presence of sexually transmitted diseases, vaginal or anal bleeding or discharge may 
be detected during medical examination and can indicate sexual abuse.

Behavioural indicators
A child may disclose sexual abuse to a trusted person. Such disclosures should always 
be taken seriously. Other behavioural indicators include:

 • sexual knowledge and behaviour beyond what is expected for their age

 • developmentally unusual level of interest in own or other’s genitals, taking into 
consideration their age and circumstances

 • constant complaints of headaches and/or abdominal pains without organic cause

 • sudden change in behaviour or temperament

 • regression in toilet training, for example, soiling, wetting

 • refusal to go home

 • frequent or prolonged unexplained or inadequately explained absence from school

 • inability to sit comfortably

 • self-harming behaviour, such as cutting, scratching with implements, burning.
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Emotional abuse
Emotional abuse is persistent behaviour by a parent or caregiver that impairs the 
emotional development of the child. This may involve threats or rejection, such as 
repeated humiliation, name calling, demeaning the child’s achievements, coldness 
or open hostility. It may also involve extremely inconsistent responses to the child’s 
developmentally appropriate behaviour, such as alternating between hostility and 
affection; or alternately punishing and praising the same behaviour.

Emotional abuse is most prevalent as a corollary of other forms of abuse or neglect. 
There are few physical indicators of such abuse.

Behavioural indicators

 • behavioural extremes that cannot be explained by other circumstances

 • extremely low self-esteem

 • compliance, passivity, withdrawal, tearfulness

 • aggressive or demanding behaviour

 • depression

 • persistent high anxiety

 • poor social and interpersonal skills

 • very delayed development, for example speech

 • persistent habit disorder, for example, sucking, biting, rocking

 • self-harming behaviour

 • unexplained change of performance at school.

Neglect
Neglect refers to a situation in which a child’s parent or caregiver fails to provide 
the child with the basic necessities of life, such as food, clothing, shelter, medical 
attention or supervision, to the extent that the child’s health and development is,  
or is likely to be, significantly harmed. An abandoned child is also a neglected child.

Physical indicators

 • constant hunger

 • non-organic failure to thrive

 • malnutrition

 • inappropriate dress for the weather conditions

 • unattended physical problems or medical needs

 • health or dietary practice that endangers health or development, for example fad diets.

Behavioural signs

 • stealing food

 • frequent fatigue, listlessness or falling asleep during sessions

 • aggressive or inappropriate behaviour.
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Specific indicators of concern for infants
Infants are highly vulnerable and cannot protect themselves. Their rapid body growth 
and brain development in the first two years makes them extremely susceptible to the 
effects of neglect and malnutrition. Their soft skull, lack of muscle development and 
unprotected body make them extremely vulnerable to head and other serious injuries 
from shaking or direct blows to the body. 

Where professionals who work with infants and young children identify the following 
indicators (particularly where several indicators are present), consultation with 
supervisors/colleagues should occur. Consideration should be given to a notification 
to Child Protection if there is a reasonable belief that the child is in need of protection. 

Note: From early 2007, consultation should be sought with the local Child FIRST team 
where the observed indicators suggest concern for the child’s development and 
wellbeing. Where the indicators suggest the child may be at significant risk of harm 
and in need of protection, a report should be made to Child Protection.

Indicators include:

 • evidence of physical injury inconsistent with the child’s age and stage of development

 • child is listless and immobile

 • child is emaciated and pale

 • child is below expected birth weight

 • child displays inconsistent weight gain

 • child is born drug dependent

 • child may sleep for longer periods than would normally be expected

 • child appears depressed and unresponsive to social involvement

 • child cries excessively or not at all

 • child displays self-stimulatory behaviours, for example, rocking, head banging

 • child does not seek comfort from the parent

 • child has poor muscle tone and motor control

 • child exhibits significant delays in gross and fine motor development and coordination

 • parent is consistently impatient or unresponsive to infant cues

 • parent does not respond to assistance from the MCH nurse

 • parent misunderstands or fails to respond to the child’s cues

 • parent has past or current substance abuse issues

 • parent had poor antenatal care

 • parent was aged under 20 at birth of child

 • parent is highly transient or homeless

 • parent is engaged in a violent relationship

 • parent has a mental illness.
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Maternal and Child 
Health Service: 
Key Ages and 
Stages Framework

KAS visit  Health & Development Monitoring  Intervention*  Promotion of Health & Development
Home visit  Family Health & Wellbeing QUIT intervention & referral  Breastfeeding

 Pregnancy, birth, family history  Respond to assessments  Immunisation 

 Smoking   SIDS: view infant sleep arrangements

   Safe Sleeping Checklist

2 weeks  Family Health & Wellbeing Respond to assessments  Car restraints

 Full physical assessment  Communication, language and play

  - includes Developmental Review   Injury prevention - Kidsafe

 Hearing risk factors   

4 weeks  Family Health & Wellbeing Family Violence- safety plan  Breastfeeding

 Maternal Health & Wellbeing check  Respond to assessments  Immunisation

 Hips  Post Natal Depression  Women’s Health

 Weight, length, head circumference       

8 weeks  Family Health & Wellbeing  Respond to assessments  Immunisation

 Full physical assessment   SIDS risk factors

 - includes Developmental Review  

4 months  Family Health & Wellbeing  Respond to assessments  Communication, language and play

 Developmental Assessment (PEDS/Brigance)  Food in first year of life

 Hips   Playgroup

 Weight    Young Readers

8 months  Family Health & Wellbeing Sleep Intervention  Communication, language and play

 Full physical assessment  Respond to assessments  Injury prevention - Kidsafe

 Oral health   Poison information

 Developmental Assessment (PEDS/Brigance)   Sunsmart

 Hearing risk factors   Tooth Tips

 Infant sleeping 

12 months  Family Health & Wellbeing Respond to assessments  Communication, language and play

 Developmental Assessment (PEDS/Brigance)    Healthy eating for young toddlers

 Hips   Immunisation

 Weight & length 

18 months  Family Health & Wellbeing Teeth cleaning  Communication, language and play

 Developmental Assessment (PEDS/Brigance)  Respond to assessments  Injury prevention - Kidsafe

 Oral health   Tooth tips

 Weight, height, gait 

2 years  Family Health & Wellbeing Promote a Healthy Weight  Communication, language and play

 Developmental Assessment (PEDS/Brigance)  Respond to assessments  Kindergarten enrolment

 Weight & height, gait   Young Readers

3.5 years  Family Health & Wellbeing  Promote a Healthy BMI  Communication, language and play

 Developmental Assessment (PEDS/Brigance)   Respond to assessments  Healthy eating and play for kindergarten

 Vision (MIST)   Immunisation

 Oral health   Injury prevention - Kidsafe

 Weight & height, gait 

* At all visits nurses will respond to parental concerns (e.g. parenting, safety or health issues) and act on professional 
observation and judgement (including notifications under the Child, Youth and Families Act 2005)
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Maternal and Child 
Health Service

Child Outcomes 
The Office for Children and Early Childhood Development has reviewed the evidence about the factors that make a real difference to children 
and young people and has identified 35 aspects of child health and wellbeing, learning and development and safety that are essential to our 
children’s future. These aspects are known as the Outcomes for Children1. The following table identifies the outcomes, and the measurable 
indicators associated with each of the topics covered by the revised Maternal and Child Health Key Ages and Stages activity framework. It is 
important to note that the Maternal and Child Health service may play a key role, or a supportive role, in improving the identified outcomes for 
children and their families

Topic  Outcome  Indicator
SIDS  Optimal antenatal and infant development  Sudden Infant Death Syndrome (SIDS) rate for infants

Safe sleeping Parent promotion of child health and development  Proportion of infants put on their back to sleep from birth

Smoking  Optimal antenatal and infant development  Proportion of children exposed to tobacco while in utero

  Proportion of women who used illicit drugs during pregnancy

 Healthy adult lifestyle  Proportion of children and young people exposed to 
  tobacco smoke in the home

Immunisation  Free from preventable disease  Proportion of children who are fully vaccinated

Breastfeeding/Solids  Adequate nutrition  Proportion of infants breastfed

  Proportion of children and young people who eat the 

  minimum recommended serves of fruit and vegetable  
  every day

Post Natal Depression/  Good parental mental health  Proportion of mothers with post-natal depression

Sleep Intervention   The proportion of children and young people who 
  have parents with mental health difficulties

Injury prevention  Safe from injury and harm  Age specific death rates from injuries and poisoning

  Age specific hospitalisation rates from injuries and poisoning

Family violence  Free from child exposure to conflict or family violence  Proportion of mothers exposed to partner violence

  Proportion of family violence incidents witnessed 
  by children and young people

Growth  Healthy weight  Proportion of children and young people who are 
  overweight and obese

Oral Health  Healthy teeth and gums  Proportion of children and young people who brush 
  their teeth twice a day

Literacy  Parent promotion of child health and development  Proportion of children who are read to by a family 
  member every day

Vision  Early identification of and attention to child health needs  Proportion of parents concerned about their child’s vision

Physical Assessment  Early identification of and attention to child health needs  Proportion of infants receiving a Maternal and 
  Child Health Services home consultation

  Proportion of infants aged 0-1 month enrolled at 
  Maternal and Child Health Services from birth notifications

  Hospital admissions for gastroenteritis in children 
  under one year of age

March 2009
1 Department of Human Services, The State of Victoria’s Children Report 2006 (October 2006)
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  every day

Post Natal Depression/  Good parental mental health  Proportion of mothers with post-natal depression

Sleep Intervention   The proportion of children and young people who 
  have parents with mental health difficulties

Injury prevention  Safe from injury and harm  Age specific death rates from injuries and poisoning

  Age specific hospitalisation rates from injuries and poisoning

Family violence  Free from child exposure to conflict or family violence  Proportion of mothers exposed to partner violence

  Proportion of family violence incidents witnessed 
  by children and young people

Growth  Healthy weight  Proportion of children and young people who are 
  overweight and obese

Oral Health  Healthy teeth and gums  Proportion of children and young people who brush 
  their teeth twice a day

Literacy  Parent promotion of child health and development  Proportion of children who are read to by a family 
  member every day

Vision  Early identification of and attention to child health needs  Proportion of parents concerned about their child’s vision

Physical Assessment  Early identification of and attention to child health needs  Proportion of infants receiving a Maternal and 
  Child Health Services home consultation

  Proportion of infants aged 0-1 month enrolled at 
  Maternal and Child Health Services from birth notifications

  Hospital admissions for gastroenteritis in children 
  under one year of age

March 2009
1 Department of Human Services, The State of Victoria’s Children Report 2006 (October 2006)
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Evidence based written health information, listed in the following table, will be distributed at each key age and stage consultation. 
This information is designed to support a facilitated discussion with parents about key health promotion messages. It will also ensure 
that consistent quality written information is provided to parents across the state.

Key Ages & 
Stages Visit  Health Promotion  Pamphlets 
Home visit  SIDS safe sleeping: view infant sleep  Sids and kids safe sleeping

 arrangements, checklist Safe Sleeping Checklist

 Safety  Its not OK to shake babies

 Learning  Making the most of childhood: the importance of the early years

  Kids talk 75 ways to talk to children

 Breastfeeding  Go for your life: Successfully starting and maintaining breastfeeding

2 weeks Communication, language and play Communication, language and play bookmark

 Road safety  Choosing and using restraints. A guide for parents with children from birth to 16 years

 Injury prevention  Safe kids now - Babies from birth to crawling. Birth – 9months

4 weeks  Education for parents  Raising Children Network the Australian Parenting Website

 Women’s Health One in three women who ever had a baby wet themselves

 Post Natal Depression  Emotional health during pregnancy and early parenthood

8 weeks  Immunisation  No pamphlets for this visit

 SIDS risk factors

4 months  Food in first year of life  Food in the first year of life

  Why no sweet drinks for children

 Communication, language and play Communication, language & play bookmark and information sheet

  Young Readers - Rhyme time: book & DVD

 Playgroup  Baby Play and Baby Playgroups

8 months  Poison information  Is your home poison proof?

 Communication, language and play Communication, language and play bookmark and information sheet

 Sunsmart  Sunsmart The outside 5

 Tooth Tips  Tooth tips 0 – 12months

 Injury prevention  Safe kids now - Toddlers on the move 9 – 18 months

12 months  Healthy eating for young toddlers Healthy eating and play for toddlers (1 - 2 years)

 Communication, language and play  Communication, language and play bookmark and information sheet

 Dental  Tooth tips thumb and finger sucking 1 - 2 years

18 months  Communication, language and play  Communication, language and play bookmark and information sheet

 Injury prevention  Safe kids now - Inquisitive and invincible 1.5 - 3.5 years

 Dental  Tooth tips dental visits 18 months - 6 years

 Playgroup  You can start a playgroup!

2 years  Kindergarten enrolment  Why should my child go to a kindergarten program?

  Enrol in a kindergarten program.

 Communication, language and play  Communication, language and play bookmark and information sheet

  Young Readers - book

3.5 years  Healthy eating and play for kindergarten Healthy eating and play for kindergarten children (3 - 5 years)

 Injury prevention Try it - you’ll like it, vegetable and fruit for children

  Safe kids now - Pre-schoolers: independent adventures 3.5 - 5 years

 Starting kindergarten  Is your child 3 - 4 years?

 Communication, language and play                                            Communication, language and play bookmark and information sheet  

 Immunisation                                                                                       Starting primary school - your child must have a school entry immunisation 

Maternal and Child Health 
Service: Promotion of Health 
and Development

March 2009

Appendix 4: Maternal  
and Child Health Service — 
Promotion of Health and 
Development
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Maternal and Child 
Health Service: 
Promotion of Health 
and Development

Pamphlet  Health information: source
It’s not OK to shake babies  NAPCAN

SIDS and kids safe sleeping  SIDS and Kids

Safe sleeping checklist

Making the most of childhood: the importance of the early years  Department of Education and Early Childhood Development

Is your home poison proof?  Victorian Government

National Immunisation Program Schedule  Australian Government Department of Health and Ageing

Starting primary school - Your child must have a school Department of Human Services

entry immunisation certificate 

Kids talk 75 ways to encourage children  Parent Kit from Department of Education and

Growth chart Early Childhood Development

Communication, language and play bookmarks and information sheets  Department of Education and Early Childhood Development

Choosing and using restraints: A guide for parents Vic Roads

with children from birth to 16 years 

Safe kids now - From birth to crawling: Birth – 9 months  Kidsafe

Safe kids now - Toddlers on the Move 9 - 18 months

Safe kids now - Inquisitive and Invincible 1.5 - 3.5 years

Safe kids now - Preschoolers: Independent adventures 3.5 to 5 years

Raising Children Network the Australian Parenting Website  Smart Population Foundation, Centre for Community Child Health 

 and the Victorian Parenting Centre

One in three women who ever had a baby wet themselves  Victorian Continence Resource Centre

Emotional health during pregnancy and early parenthood  Beyond Blue

Successfully starting and maintaining breastfeeding

Food in the first year of life  Go for your life

Why no sweet drinks for children

Healthy eating and play for toddlers 1 - 2 years

Healthy eating and play for kindergarten children 3 - 5 years

Try it - you’ll like it, vegetables and fruit for children

Baby Play and Baby Playgroups  Victorian Playgrouping Association

Discover playgroup

Sunsmart The Outside Five  Cancer Council Victoria

Tooth tips 0-12 months  Dental Health Services Victoria

Tooth tips dental visits 18 months to 6 years

Tooth tips thumb and finger sucking 1 - 2 years

Starting Kindergarten - Why should my child go to a kindergarten program?  Department of Education and Early Childhood Development

Enrol in a kindergarten program

Is your child 3 - 4 years?  Department of Education and Early Childhood Development 
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Information Privacy Act 2000
The Information Privacy Act regulates the collection and handling of personal 
information in Victoria. The Act applies to all Victorian public sector agencies including 
local government.

The purposes of the Information Privacy Act are:

 • to establish a regime for the responsible handling of personal information;

 • to provide individuals with rights of access to information about them held by 
organisations; 

 • to provide individuals with the right to require an organisation to correct information 
about them held by contracted service providers;

 • to provide remedies for interferences with the information privacy of an individual;

 • to provide for the appointment of a Privacy Commissioner.

‘Personal information’ means:

Information or an opinion … that is recorded in any form and whether true or not, 
about an individual whose identity is apparent, or can reasonably be ascertained, 
from the information or opinion, but does not include information of a kind to which 
the Health Records Act 2001 applies. 

This information might concern not only clients and their families but others related 
to their care. It must be kept accurate, complete and up to date, and protected from 
unauthorised access, modification or disclosure. 

Additional safeguards apply to ‘sensitive information’. This information concerns 
matters including an individual’s ethnic or racial origin, sexual preferences or religious 
beliefs or affiliations. Information of this kind may only be collected in certain 
circumstances, such as when the individual has consented or, where the collection is 
necessary to prevent or lessen a serious and imminent threat to the life or health of 
any individual, that individual is incapable of giving consent.

Information Privacy Principles (IPPs) are set out in Schedule 1 of the Information 
Privacy Act. Key IPPs to note are: 

 • Principle 1—Collection

 • Principle 2—Use and disclosure

 • Principle 3—Data quality

 • Principle 4—Data security

 • Principle 6—Access and correction

 • Principle 10—Sensitive information

When personal information is no longer needed for any purpose, disposal of records 
should be considered: see Appendix 6.

If personal information has been held by an organisation whose acts or practices 
interfere with the individual’s privacy, he or she may complain to the Privacy 
Commissioner. For more information about the Information Privacy Act 2000,  
the 10 IPPs and the Commissioner’s role go to www.privacy.vic.gov.au

Appendix 5: Information 
Privacy Act 2000 and 
Health Records Act 2001 
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Health Records Act 2001
The Health Records Act 2001 regulates the collection and handling of health 
information in Victoria. Health information is:

Section 3: 

a) information or an opinion about—

i) the physical, mental or psychological health (at any time) of an individual; or

ii) a disability (at any time) of an individual; or

iii) an individual’s expressed wishes about the future provision of health services 
to him or her; or

iv) a health service provided, or to be provided, to an individual—

that is also personal information; or

b) other personal information collected to provide, or in providing, a health service; or

c) other personal information about an individual collected in connection with the 
donation, or intended donation, by the individual of his or her body parts, organs 
or body substances; or

d) other personal information that is genetic information about an individual in a form 
which is or could be predictive of the health (at any time) of the individual or of any 
of his or her descendants— 

 but does not include health information, or a class of health information or health 
information contained in a class of documents, that is prescribed as exempt health 
information for the purposes of this Act generally or for the purposes of specified 
provisions of this Act;

The Act’s purpose is to promote fair and responsible handling of health information by:

 • protecting the privacy of a person’s health information that is held in the public and 
private sectors; and

 • providing individuals with a right of access to their health information; and

 • providing an accessible framework for the resolution of complaints regarding the 
handling of information.

Any organisation that holds health information, including kindergartens and child care 
centres, and MCH Service centres, is subject to the Health Records Act. 

The Health Records Act contains its own Health Privacy Principles (HPPs) set out 
in Schedule 1. While in many respects these are similar to the IPPs, there are some 
differences. Note especially the provision protecting information given in confidence in 
HPP1.7. Special provisions also apply to the transfer and disposal of records by health 
service providers (see HPP 4.4 and 4.5 as well as Appendix 6 to this guide).

An individual may complain to the Health Services Commissioner about an act or 
practice that may be an interference with the individual’s privacy. Further information 
about the Health Records Act 2001 and the 11 Health Privacy Principles can be found 
at www.health.vic.gov.au/doh/ and www.health.vic.gov.au/hsc/
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It is the responsibility of each individual organisation and agency to have clearly 
expressed policies in line with the Information Privacy Act and the Health Records Act. 
An MCH nurse who has to resolve an information privacy problem should do so with 
the assistance of their line manager(s) and in accordance with their organisation’s 
information privacy policy.

Neither the Information Privacy Act nor the Health Records Act prevent mandated 
professionals from reporting child abuse to the Department of Human Services Child 
FIRST. 

Freedom of Information Act 1982 (Vic.)
The major premises of the Freedom of Information Act 1982 (Vic.) are that individuals 
have a right to know what information is contained in government about themselves 
as well as information about the operation of agencies.

This Act promotes the prompt and low-cost disclosure of this information subject 
to exemptions. Exempt documents include those affecting others’ personal privacy 
(section 33) and those containing material obtained in confidence (section 35). 
‘Document’ is widely defined and includes electronically stored information and 
photographs.

Section 16 of the Health Records Act 2001 establishes that provision of certain 
information about and access and correction rights by agencies and departments 
in respect of health information is only available in accordance with the Freedom of 
Information Act 1982.

The Commonwealth Freedom of Information Act 1982 promotes similar access to 
information in the possession of federal government agencies.

Public Records Act 1973
The document management requirements of the Public Records Act 1973 do not 
prevent a person from giving access to records where it is proper and lawful to do so 
(section 10A).

However, if a requirement of the Public Records Act 1973 is inconsistent with a 
provision made by or under any other Act, including the Information Privacy Act 2000 
and the Health Records Act 2001, the Public Records Act provision prevails to the 
extent of the inconsistency (section 7(1) of the Health Records Act and section 6(1) of 
the Information Privacy Act).
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PROS 09/05, ‘Retention and Disposal Authority (RDA) for Records of Local 
Government Functions’ has replaced PROS 98/01 ‘General Retention and Disposal 
Authority for Records of Local Government’. PROS 09/05 was issued on 21 August 
2009 and expires on 21 August 2019.

Certain general considerations apply to the disposal records. In particular it should 
be noted that it is an offence under the Crimes (Document Destruction) Act 2006 for 
individuals or organisations to destroy documents they know are reasonably likely to 
be required in a future legal proceeding if the intention is to prevent them from being 
used in evidence. 

Together with the associated Evidence (Document Unavailability) Act 2006, the 
creation of this offence also serves to assist the preservation of public records that 
may provide evidence or ‘reasonable grounds’ for disclosure of improper conduct by a 
public officer or public body (see the Whistleblowers Protection Act 2001, section 5). 
Documents subject to a request under the Freedom of Information Act 1982 should 
also be retained.

The schedule does not refer specifically to all the documents currently used by the MCH 
Service. Specific document classes pertaining to the MCH Service are included below.

Appendix 6: Disposal 
of Maternal and Child 
Health records
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Table A6.1: Public Records Office Victoria: PROS 09/05 ‘Retention and Disposal 
Authority for Records of Local Government Functions’ and Records General 
Records Authority, version 2002 incorporating variations 1 and 2, Part four, 
General records authority

Function description Disposal action Examples of records

The following is a list of 
common examples. It is not 
an exhaustive list.

12.5.0 Immunisation

12.5.2 The process of 
administering an 
immunisation program

Destroy one year after 
administrative use is 
concluded

Campaign diaries

Vaccine order and 
inventory book

Parent consent records

4.5.0 MCH Service provision

4.5.1 Client case management Destroy 26 years after 
initial contact with 
client

Infant record cards

Caller cards

Expectant mother cards

Analysis of daily 
activities sheets

4.5.2 Provision of group 
information and 
education sessions

Destroy 2 years after 
delivery of program

4.5.3 Birth notification Destroy when 
administrative use 
concludes

Birth notification forms

Birth notification and 
enrolment sheets

Other RDAs may also be relevant to particular classes of documents used by MCH 
service providers. For advice regarding use of other RDAs and for further information 
contact the Public Records Office of Victoria at:

 • telephone (03) 9348 5600 or 1800 657 452

 • email ask.prov@prov.vic.gov.au

 • www.prov.vic.gov.au/records/

 • http://www.prov.vic.gov.au/records/pdf/PROS%202009-05%20Records%20of%20
Local%20Gov%20Functions.pdf

The local government records departments in each municipality can also offer 
information.
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When a child comes into out-
of-home care, it is important 
for the Child Health Record 
to be given to the carer. This 
will help ensure that there 
are no gaps in health care 
for the child and that the 
care is right for the child. 

The Child Health Record has background health and development information that 
is important in order to meet the child’s health and developmental needs and in 
assessing the child on entry into care.

If the record is not available, then a new Child Health Record can be issued by the 
Maternal and Child Health nurse. If a child’s health record is lost, it can be replaced 
by the Maternal and Child Health nurse. The new Child Health Record may be filled in 
by the nurse so that it contains as much of the information as possible that was in the 
previous Record.

If a child moves then his or her parent or carer can take him or her to attend the centre 
that was previously attended, or alternatively they can attend a centre close to the new 
home. Centre-held Maternal and Child Health records, with the consent of parents or 
carers, can be transferred to the new centre.

More details about the Child Health Record are available on the Victorian Government 
Health Information website at: www.health.vic.gov.au/childhealthrecord/index.htm

Appendix 7: Using the Child 
Health Record for children 
in out-of-home care
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Table A8.1: Participation of clients from birth notifications 

For birth notifications received 
in a financial year:

(Figures taken from the MCH birth 
notification and enrolment record 
columns for data collection)

Column 7.1 – number enrolled from birth notifications, plus column 9.1 – number enrolled in other 
centres within municipality; plus column 9.2 – number enrolled in other centres outside municipality, 
as a percentage of column 4 – total number of birth notifications received. Minus column 9.4 – total 
number of stillbirths; minus column 9.3 – total number of deaths within one month; minus column  
9.5 – total number of other.

Table A8.2: Percentage of clients attending

For each year of the child’s age: Active record cards (those children who attend a centre at least once in a financial year) as a percentage 
of total record cards (all registered clients whether currently attending or not)

Table A8.3: Participation rates – Key Ages and Stages

A – Home visit Number of home visits as a percentage of total infant record cards of children aged 0–1 year old 

B – 2 weeks Number of 2-week visits as a percentage of total infant record cards of children aged 0–1 year old 

C – 4 weeks Number of 4-week visits as a percentage of total infant record cards of children aged 0–1 year old 

D – 8 weeks Number of 8-week visits as a percentage of total infant record cards of children aged 0–1 year old 

E – 4 months Number of 4-month visits as a percentage of total infant record cards of children aged 0–1 year old 

F – 8 months Number of 8-month visits as a percentage of total infant record cards of children aged 0–1 year plus  
1–2 years divided by 2 

G – 12 months Number of 12-month visits as a percentage of total infant record cards of children aged 0–1 year plus 
1–2 years divided by 2 

H – 18 months Number of 18-month visits as a percentage of total infant record cards of children aged 1–2 years plus 
2–3 years divided by 2 

1 – 2 years Number of 2-year visits as a percentage of total infant record cards of children aged 2–3 years 

J – 31/2 years Number of 31/2-year visits as a percentage of total infant record cards of children aged 3–4 years plus  
4–5 years divided by 2 

Table A8.4: Child health referral rate

For all of the referral 
categories:

Total referrals for a referral type as a percentage of total active record clients (clients who have attended 
at least once in the operating year).

Table A8.5: Breastfeeding rate (add together the fully and partially breastfeeding figures)

A – On discharge Number of mothers breastfeeding at discharge as a percentage of total registered clients aged 1–2 years 

B – At 2 weeks Number of mothers breastfeeding at 2 weeks as a percentage of total registered clients aged 1–2 years

C – At 3 months Number of mothers breastfeeding at 3 months as a percentage of total registered clients aged 1–2 years

D – At 6 months Number of mothers breastfeeding at 6 months as a percentage of total registered client aged 1–2 years

Table A8.6: Immunisation rates

This information is obtained from the Australian Childhood Immunisation Register and will not be collected as part of the  
MCH Annual Data Report.

Appendix 8: Calculating 
participation rates in the 
Maternal and Child Health 
Service
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The counting rules are: 
1. Count in the first quarter of the financial year: 

 • ongoing cases at the beginning of the quarter, and

 • new cases opened during the quarter.

2. Count for the remaining three-quarters of the financial year:

 • new cases opened during the quarter.

The number of case closures will no longer be recorded.

Example:
Ongoing cases at the beginning of the financial year = 5

New cases opened during the first quarter = 1

New cases opened during the second quarter = 2

New cases opened during the third quarter = 0

New cases opened during the fourth quarter = 1

Number of clients receiving a service (5 + 1 + 2 + 0 + 1) = 9 

Cases should not be closed for data collection purposes; rather, they should be 
closed when the client is discharged from the Enhanced Service. The length and 
intensity of contact by the Enhanced MCH Service with a family is a matter for 
professional judgment based on the complexity of family needs and efficient and 
effective service provision for families.

Note: Funding arrangements require that KAS consultations delivered by the 
Enhanced MCH Service are reported in the Universal MCH data collection system – 
MaCHS, Xpedite, Daily Activity Sheet, etc. 

Appendix 9: Enhanced 
Maternal and Child Health 
Service counting rules
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Universal Key Age and Stage Consultations
The MCH Service is a statewide primary care service for Victorian families with children 
from birth to school age. The service is provided in partnership with the Municipal 
Association of Victoria, local government and the Department of Education and Early 
Childhood Development.

The Universal MCH service includes 10 Key Ages and Stages consultations from birth 
to 3.5 years for all children and their families. Current performance data show that 
across Victoria participation in MCH Services remains high, but starts to decline after 
the 4-month visit. The Department has a goal of lifting participation in the later Key 
Ages and Stages, i.e., following the 4-month visit. Progress against such a goal would 
be demonstrated by participation rates lifting by 5 per cent for each of the later Key 
Ages and Stages visits within the next four years. 

While participation is generally high for the overall population, participation by 
Aboriginal and Torres Strait Islanders (ATSI) is lower for all Key Ages and Stages 
visits. This is an issue considering the particular needs of ATSI young children. In 
response, the Department has a goal that the gap in participation in the Key Age and 
Stage visits between ATSI and non-ATSI children should be at least halved within the 
next four years.

1. Increase the participation rate in the Universal service from the 4 month visit 
onwards. 

2. Outline 1 priority area that your service will focus on to improve identification 
and engagement of ATSI, CALD and vulnerable families in your municipality?

3. Identify 1 strategy that you will put in place in 2010–11 to continue to 
implement the Key Ages and Stages project.

4. Identify 1 strategy that demonstrates how your municipality has 
implemented at least one of the MCH Program Standards.

Appendix 10: Service 
Improvement Plan template
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Strategies Measure (target/outcome) Performance

List one strategy/priority area 
that you are planning for the 
current financial year

Identify how you will measure 
the success of this strategy

At the end of the current year, 
document your performance 
against your measures

Increase participation in the 
Universal MCH Service from the 
4-month consultation onwards

Improve identification and 
engagement of ATSI, CALD and 
vulnerable children and families 
in your municipality

Continue the implementation of 
the KAS project

Implement at least one of the 
MCH Program Standards

Prepared by: Regional Endorsement

Title:    

Address: 

Phone:    

Name: 

Endorsed by:     

Signature:  Date: 

 
Plans to be endorsed by authorised signatory on DEECD Funding and Service Agreement.
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Part 7 Birth Notification 
42. Application of Part 
1.  This part applies in the case of every birth in Victoria, whether the child is born 

alive or dead, except for the delivery of a non-viable foetus.

2. This part applies in addition to the requirements of the Births, Deaths and 
Marriages Registration Act 1966.

43. Early Notification of births
1. If a child is born in Victoria, notice of the birth of the child (‘the birth notice’) must 

be given by the responsible person to—

a) the Chief Executive Officer of the council of the municipal district in which the 
mother of the child usually resides; or

b) if the municipal district is not known to the person giving notice, the Chief 
Executive Officer of the council of the municipal district in which the birth 
occurs; or

c) if the mother of the child usually resides outside Victoria, the Secretary.

2. The notice must be in the prescribed form. 

3. In this section ‘responsible person’ has the same meaning as it has in section 12 of 
the Births, Deaths and Marriages Registration Act 1996.

44. How must the birth notice be given?
1. The birth notice must be given 

a) personally; or

b) by post; or

c) by facsimile transmission; or

d) by electronic communication.

2. The birth notice must be given within— 

a) 48 hours after the birth to which the notice relates; or

b) if a longer period is prescribed in respect of a particular municipal district, that 
longer period.

45. What must be done once notice is received?
On receipt of the birth notice the Chief Executive Officer of a council must, as soon as 
practicable, send a copy of the notice—

a) if in the municipal district of the council there is a Maternal Child Health Centre 
under the control of and subsidised by the council, to the nurse whose duty it is 
to visit or communicate with the house to which the notice relates ;or

b) in any case, to the Secretary.

Appendix 11: Birth notification 
from the Child Wellbeing and 
Safety Act 2005
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46. Offence to fail to give notice
1. Any person who fails to give notice of a birth in accordance with this Part is guilty 

of an offence and is liable to a penalty of not more than 1 penalty unit.

2. It is a defence to a prosecution for an offence under subsection (1) if the person—

a) satisfies the court that he or she had reasonable grounds to believe that notice 
had been duly given by another person; or

b) had other reasonable grounds for not giving the notice. 

Definitions
‘Maternal Child Health Centre’ means a centre where health advice is given to the 
parents and other caregivers of children under 6 years of age. 

‘Responsible person’ is defined in section 12(6) of the Births, Deaths and Marriages 
Registration Act 1996 as follows:

(6) In this section—

 responsible person means—

a) in the case of a child born in a hospital or brought to a hospital within 24 hours 
after birth, the chief executive officer of the hospital; or

b) in any other case—
i) the doctor or midwife responsible for the professional care of the mother at 

the birth or a doctor who examined the body of the still-born child after the 
birth; or

ii) if no doctor or midwife was in attendance at the birth, any other person in 
attendance at the birth.

 




