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1. FOREWORD

The NSW health system and health workers play a key role in assisting children and families in
their pursuit of healthy, well-adjusted lives. A range of health policies, services, and programs are
aimed at promoting child health, addressing preventable child health problems, and achieving
the best health outcomes for children in NSW.

| am pleased to present this report on the New South Wales Child Health Survey 2001, which
provides the first ever snapshot of the health and wellbeing of children aged 0-12 years in NSW.
It provides a wealth of appropriate and timely information to support planning, implementation,
and evaluation of health services and programs targeting children and their families in NSW.

The Centre for Epidemiology and Research of the NSW Department of Health, in partnership
with the 17 area health services and the NSW Commission for Children and Young People,
conducted the New South Wales Child Health Survey 2001 using computer-assisted telephone
interviewing (CATI). Parents and carers provided information about aimost 9500 randomly-sel ected
children aged from birth to 12 years of age. The survey was conducted between March 2001 and
September 2001.

After describing the survey methods, this report presents information on the social determinants
of health, including family functioning, social support, social capital, childhood activities and
childcare, and preschool or school attendance. This is followed by a chapter on health behaviours,
including smoking in pregnancy, smoking in the home, parental smoking messages, infant sleeping
position, maternal folate, breastfeeding, nutrition, food security and hunger, sun protection, water
safety, and physical activity and inactivity. Next there is a chapter on health status, including
asthma, oral health, disability, general health status, emotional and behavioura problems, infant
feeding and behavioural problems, and the physical health of toddlers. The final chapter covers
health services, including services used, immunisation, visits to general practitioners, personal
health records, child and family health services, parental support services, and home visiting
(health services received in the home).

In developing the report, data were analysed by area health service, age, and sex, and only
included in the final report if the sample size was large enough, the estimates were reliable, and
the issue was of topical interest. Thisis a descriptive report, and thereis awealth of other information
in the survey dataset that may be of specific interest. For these reasons, we encourage as many
people as possible to access the dataset through the Health Outcomes Information Statistical
Toolkit (HOIST), or by request, and produce more specific reports on topics of interest.

Parts of the New South Wales Child Health Survey 2001 have been incorporated into the ongoing
NSW Health Survey Program. Interviewing is now conducted year-round in all NSW area hesalth
services. Further information can be obtained from the NSW Department of Health’'s Centre for
Epidemiology and Research. Comments on the NSW Health Survey Program, and on this report,
are welcome.

| thank al the individuals and organisations who contributed their time and expertise to assist in
the development and conduct of the New South Wales Child Health Survey 2001, and to the
preparation of this report.

A S A

\x\‘_)

Greg Stewart
Deputy Director-General Public Health and Chief Health Officer
August 2002
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3. EXECUTIVE SUMMARY

In 2001, the NSW Department of Health, in conjunction
with the NSW area health services and the NSW
Commission for Children and Young People, conducted a
survey of the health of children, using computer-assisted
telephoneinterviewing (CATI). Theaim of the survey was
to provide baseline data on the health and wellbeing of
children aged 0-12 yearsin NSW, to inform health policy
and planning.

The survey content was developed by the Child Health
Survey Technical Expert Group (CHSTEG) in
consultation with area health services, other government
departments, and a range of experts. The questionnaire
was translated into Arabic, Chinese, and Vietnamese.

Interviewswere carried out between March and September
2001. The target sample for the survey comprised 500
children from each of the 17 area health services.
Householdswere sampled using list-assisted random digit
dialling. One eligible child was randomly selected from
each household and that child’s main carer was
interviewed. The overall response rate was 84.1 per cent.
Most survey respondents (84.3 per cent) were mothers.
Information was collected on atotal of 9425 children.

Social determinants of health

The health and wellbeing of children is strongly
influenced by social and family circumstances. To explore
these determinants of health, the New South Wales Child
Health Survey 2001 included measures of family
functioning, social support, and social capital; and
childhood activities and attendance at childcare,
preschool, and school.

The survey showed that NSW familieswith children aged
0-12 yearshavehighlevelsof healthy family functioning.
Most parents reported that they had friends who make
them feel safe, secure and happy; had people they could
count onin an emergency; could get help from aneighbour
to care for a child; and had attended a local community
event in the past year.

Children aged 4-12 years were reported to participate in
awide range of activities including organised sport, bike
riding, playing video games, and playing with toys.
Approximately half of all children aged 0-5 years were
reported to have attended childcare and most children
over threeyears of agewere currently attending preschool,
other regular early childhood programs, or school.

Health behaviours

Health behaviours of parents and children are important
not only because they shape health behaviours in later
life but also because the beginnings of many chronic
diseases occur before birth and in childhood. Health
behaviours measured in the New South Wales Child

Health Survey 2001 included smoking during pregnancy,
smoking in the home, infant sleeping position, maternal
folate, breastfeeding, nutrition, food security and hunger,
sun protection, water safety, and physical activity and
inactivity.

Onein seven mothers of babies aged less than 12 months
reported smoking during pregnancy. Just under two-thirds
reported placing their baby on its back to sleep, the
preferred sleeping position for the prevention of Sudden
Infant Death Syndrome (SIDS). Over haf of all mothers
were aware that taking additional folate prior to and during
pregnancy reduced the risk of neural tube defects. Nearly
ninety per cent of mothers of babies aged less than two
years reported that their infant had been breastfed.
However, almost 40 per cent of babies were breastfed for
less than three months.

Almost all children aged 2-12 years were reported to
consume the recommended daily minimum quantity of
fruits (including fruit juice), but less than one in seven
children were reported to consume the recommended daily
minimum quantity of vegetables. Almost 90 per cent were
reported to drink one or more cups of milk per day. Overall,
six per cent of respondents reported that they had run out
of food and could not afford to buy more, on at least one
occasion, in the previous 12 months.

More than 90 per cent of children aged 5-12 years were
reported to have participated in sports or outdoor activities
inthelast 12 months, and nearly 40 per cent were reported
to watch an average of over two hours of television each
day. When out in the sun for 15 minutes of more in the
previous summer, more than 70 per cent of children aged
1-12 years were reported to have often or always used
sunscreen, with similar proportions reporting wearing
protective clothing.

Two-thirds of parentsor carersof children aged 0-12 years
reported that no one living in their household smoked
and a further one-quarter reported that smokers living in
the household usually or always smoked outside the house.

Health status

Although NSW children are generally healthy, physical,
emotional, and behavioural problems can affect the ability
of both children and their carersto participatein everyday
activities and to enjoy life. The New South Wales Child
Health Survey 2001 collected information about asthma,
oral health, disability, emotional and behavioural
problems, nutrition, and physical development.

Approximately one-quarter of parents or carers reported
ever being told by adoctor or at a hospital that their child
had asthma. Nearly 16 per cent of children were reported
to have current asthma, and lessthan half of children with
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current asthma were reported to have a written asthma
management plan from their doctor.

Just over half of all children aged 5-12 yearswere reported
to have had a dental assessment at school as part of the
Save Our Kids Smiles (SOKS) program in the last 12
months, and 43 per cent of children aged 1-12 years
reported visiting a dental professional (excluding SOKS)
in the last 12 months. More than 90 per cent of children
aged 2-12 yearswere reported to have normal vision and
more than 80 per cent were reported to have no speech
difficulties, while onein 30 children wasreported to have
any form of hearing loss.

Overdl, amost one-third of children aged 4-12 yearswere
reported to have had any emotional or behavioural
problems in the past six months. More than one-quarter
of infants aged 0-1 years were reported to have feeding
problems (most commonly problems with breastfeeding
and reflux) and one-third were reported to have a
behavioural problem (most commonly with settling to
sleep). Less than onein 10 toddlers aged 1-4 years were
reported to have problems with eating, feeding, mobility,
or other aspects of physical development.

Health services

The New South Wales Child Health Survey 2001 collected
information on use of health services, including
immunisation, general practitioners, the use of personal
health records, child and family health services, parental
support services, and home visiting (health services
received in the home).

More than 90 per cent of parents or carers of children
aged 04 years reported they had attended child and
family health services, but only 29 per cent were currently
using these services. More than 90 per cent of parents or
carers of children aged 0-12 years reported their child
had a personal health record, with three-quarters of
children aged 0—4 years and one-quarter of children aged
5-12 years currently using the personal health record
(mainly to record immunisation and growth).

Just over two-thirds of parents or carers stated that they
needed parental support services, but 19 per cent of these
did not access such services. Just over one-third of parents
or carers of children aged 04 years reported they had
received avisit in their home from anurse or volunteer to
provide support or advice in caring for their child.
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4. SNAPSHOT OF CHILD HEALTH, NSW, 2001

SNAPSHOT OF CHILD HEALTH, NSW, 2001

Topic

Issues

Indicator Result (%)

Determinants of health

Social support

Parents or carers who reported having friends who make them feel

behavioural problems
Infant feeding

safe, secure and happy 95.7
Social capital Parents or carers who reported being able to get help from a

neighbour to care for a child 68.3

Parents or carers who reported most people can be trusted 61.6

Parents or carers who reported they had helped out at any local

group or organisation 40.4
Early childhood Children aged 4 years reported to have been currently attending
programs preschool or other regular early childhood programs 92.8

Health behaviours

Smoking in pregnancy Mothers who reported smoking in pregnancy 14.2
Smoking in the home  Parents or carers who reported that no-one living in their

household smoked 65.7
Infant sleeping position Parents or carers who reported placing baby on its back to sleep 62.4
Folate in pregnancy Mothers who reported awareness of reasons for taking folate in

pregnancy 61.6
Breastfeeding Mothers who reported their infant had ever been breastfed 89.8
Food intake Children reported to consume the recommended quantity of fruits

(includes fruit juice) 92.7

Children reported to consume the recommended quantities of

vegetables 12.9
Sun exposure Children reported to have always used sunscreen when out in the

sun for fifteen minutes or more in the previous summer 86.6

Children reported to wear protective clothing when out in the sun

for fifteen minutes or more in the previous summer 82.4
Physical activity Children reported to participate in sports or physical activities 91.9
Physical inactivity Children reported to watch an average of two or more hours

television per day 39.5

Health status

Asthma Children reported to have current asthma 15.7

Children with current asthma who had a written asthma

management plan 43.6
Oral health Children reported to have visited a dental professional in last 12

months (excluding SOKS assessment) 43.1
Emotional or Children reported to have any emotional or behavioural problems 31.4

in the last six months

problems Infants reported to have feeding problems 28.0
Infant behavioural
problems Infants reported to have behavioural problems 35.1
Toddler eating or
feeding problems Toddlers reported to have eating or feeding problems 7.5
Toddler physical
developmental
problems Toddlers reported to have physical developmental problems 3.2
Health services
Personal health
record Children reported to have a personal health record 94.0
Attendance at child Parents or carers who reported ever attending child and family
and family health health services 92.1
services Parents or carers who reported currently attending child and family
health services 28.9
Parental support Parents or carers who reported they needed parental support
services services 68.6
Parents or carers who reported they needed parental support
services but did not access them 19.0
Home visiting Parents or carers who reported they had received a home visit 36.3
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5. METHODS

In 2001, the NSW Department of Health, in conjunction
with the 17 areahealth servicesand the NSW Commission
for Children and Young People, conducted a survey of
the health of children in NSW, using computer-assisted
telephone interviewing (CATI). The main aim of the New
South Wales Child Health Survey 2001 was to provide
useful statewide and area health service (AHS) data on
the health and wellbeing of children aged 0-12 resident
in NSW, for the purpose of monitoring child health and
wellbeing, and for informing health policy and planning.
The development of the survey and the methods used are
described in detail in an accompanying report.t

Survey instrument

Thesurvey instrument was devel oped by the Child Health
Survey Technical Expert Group (CHSTEG), in consul-
tation with area health services, relevant branches of the
NSW Department of Health, and the NSW Health Survey
Program Steering Committee (HSPSC). The CHSTEG was
established in 1999, as an expert group on the technical
aspects of measuring and reporting on child health and
wellbeing. The CHSTEG consisted of community
paediatricians, public health professionals, child and
family health nurses, child health policy analysts, child
mental health professionals, health promotion
professionals, epidemiologists, and representatives of the
NSW Department of Community Services and the
Association for Welfare of Child Health (see Acknow-
ledgements). The draft survey instrument was refined,
following field-testing and piloting.

The final survey instrument included questions on:

* the social determinants of health, including family
functioning, social support, and social capital;
childhood activities and childcare, preschool, or
school attendance;

e health behaviours, including smoking in pregnancy,
smoking in the home, parental smoking messages,
infant sleeping position, maternal folate, breast-
feeding, nutrition, food security and hunger, sun
protection, water safety, and physical activity and
inactivity;

e hedlth status, including asthma, oral health, disability,
the Child Health Questionnaire (physi cal—emotional—
behavioural health and impact of family),* emotional
and behavioural problems, feeding and behavioural
problems in infants, and physical health of toddlers;

e health services, including health services used,
immunisation, visitsto general practitioners, personal
health records, child and family health and parental
support services, and home visiting.

Thesurvey instrument wastranslated into Arabic, Chinese,

and Vietnamese, because of the higher proportion of

Arabic, Chinese, and Viethamese women aged 19-54

years, whose English language proficiency was

categorised in the 1996 ABS Census as poor or not ableto
speak English, The survey questionnaire is included as
an appendix to this report.

Survey sample

The target population for the New South Wales Child
Health Survey 2001 was NSW residents aged 0-12 years
living in households with private telephones. The target
sample comprised 500 children aged 0-12 yearsin each
of the 17 area health services (total sample of 8500).

The sampling frame was developed as follows. Records
from the Australia on Disk electronic White Pages were
geo-coded using Maplnfo mapping software.* The geo-
coded telephone numberswere assigned to statistical local
areas and area health services. The proportion of numbers
for each telephone prefix by area health service was
calculated. All prefixes were expanded with suffixes
ranging from 0000 to 9999. The resulting list was then
matched back to the electronic White Pages. All numbers
that matched numbersin the electronic White Pages were
flagged and the number was assigned to the relevant geo-
coded area health service. Unlisted numberswere assigned
to the area health service containing the greatest
proportion of numberswith that prefix. Numberswerethen
filtered to eliminate contiguous unused blocks of greater
than 10 numbers. The remaining numbers were then
matched to the electronic Yellow Pages to eliminate
business numbers. Finally, numberswere randomly sorted.

TABLE 1

OUTCOMES OF TELEPHONE NUMBERS

Outcome Number Per cent
No answer (10 call backs) or not connected 56972 43.00
Business telephone number or fax number 21298 16.10
No children aged 0-12 years in household 42202 31.90
Household not in NSW or a holiday house 159 0.10
Selected respondent away for duration of survey 85 0.06
Selected respondent confused or deaf 87 0.07
Selected respondent spoke other language not including those being translated 463 0.40
Refusal to participate 1770 1.30
Complete interview 9425 7.10
Total telephone numbers called 132461 100.00
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TABLE 2

COMPLETED INTERVIEWS AND RESPONSE RATE
BY AREA HEALTH SERVICE

AHS Completed Response
interviews Rate (per cent)
Central Coast 667 85.2
Central Sydney 521 80.5
Far West 622 86.1
Greater Murray 662 89.2
Hunter 508 85.8
Illawarra 509 84.0
Macquarie 514 88.5
Mid North Coast 516 87.0
Mid Western B3 86.4
New England 514 88.8
Northern Rivers S5 85.0
Northern Sydney 525 80.9
South Eastern Sydney 511 79.2
Southern 652 88.1
South Western Sydney 546 83.0
Wentworth 514 81.8
Western Sydney 616 83.8
Total 9425 84.2

Response rate = completed interviews / completed

interviews + household refusals +

personal refusals.

TABLE 3

COMPLETED INTERVIEWS BY LANGUAGE

Language of interview Respondents Per cent
English 9323 98.9
Arabic 27 0.3
Chinese 53 0.6
Vietnamese 22 0.2
Total 9425 100.0

When households were contacted, one child aged 0-12
years was selected, using random numbers generated by
the CATI system.

Interviews

Interviewswere carried out between March and September
2001. Selected households that were in the electronic
White Pages (giving an addressfor the number) were sent
a letter describing the aims and methods of the survey
approximately one week before initial telephone contact.
A 1800 freecall contact number was provided.

Interviews were carried out by trained interviewers at the
NSW Department of Health CATI facility. Up to seven
callswere made to make initial contact with a household,
and up to 10 calls were made in order to contact the
selected respondent. The survey respondent was a parent
or main carer of the selected child. Respondents were
selected by requesting to speak to ‘ the person who knows
the most about [the child’s name's] health’.

Call outcomes and response rates

During the survey, atotal of 132 461 telephone numbers
were called. The outcome for each of these telephone
numbers is shown in Table 1. Only 11 830 (8.9%) of the
numbers called yielded an eligible household. The
majority of numbers called belonged to households that
reported having no children aged 0-12 years and
households where the phone was not answered with 10
call-backs or disconnected. The overall response rate was
84.1% (completed interviews divided by completed
interviews and refusals). The total sample was 9425
children.

Response rates varied by area health service (Table 2)
from 79.2 per cent in South Eastern Sydney to 89.2 per
cent in Greater Murray. Most respondents (98.9 per cent)
were interviewed in English (Table 3). The remaining
interviews were conducted in Arabic, Chinese, or
Vietnamese. Most survey respondents (84.3 per cent) were
mothers, followed by fathers (13.9 per cent) (Table 4).

Data analysis

For analysis, the survey sample was weighted to adjust
for differences in the probabilities of selection among
subjects, according to the number of eligible children in
the household, and the number of residential telephone
connectionsfor the household. Post-stratification weights
were used to reduce the effect on survey estimates of
differing rates of non-response among malesand females
and children of different ages. These weights used one-
year age groups and Australian Bureau of Statistics
mid-year population estimates adjusted to exclude
children resident in institutions.

Call and interview data were manipulated and analysed
using SASversion 8.02. The SURVEY MEANS procedure
was used to cal culate standard errorsthat took into account
the stratified sample design. This procedure uses the
Taylor expansion method to estimate sampling errors of
estimators based on the stratified random sample.®

TABLE 4

COMPLETED INTERVIEWS BY PROXY
RESPONDENT

Relationship to child Number Per cent
Mother 7909 84.3
Father 1321 13.9
Stepmother 22 0.2
Stepfather 17 0.2
Grandmother 80 0.7
Grandfather 9 0.1
Legal guardian—Foster parent 42 0.4
Other 25 0.2
Total 9425 100.0

10
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TABLES

SURVEY SAMPLE SIZE AND NSW POPULATION BY AGE GROUP AND SEX

Age group (years) Survey sample (unweighted)

NSW Population, June 2000

Males n (%) Females n (%)

Persons n (%)

0-4 1814 (19.2) 1724 (18.3) 3538 (37.5) 220 936 (19.3) 210 256 (18.4) 431 192 (37.8)
5-7 976 (10.4) 1024 (10.9) 2000 (21.2) 136 390 (11.9) 129 881 (11.4) 266 271 (23.3)
8-12 1968 (20.9) 1919 (20.4) 3887 (41.2) 227 968 (20.0) 216 525 (19.0) 444 493 (38.9)
Total 4758 (50.5) 4667 (49.5) 9425 (100) 585 294 (51.3) 556 662 (48.7) 1 141 956 (100)

Males N (%) Females N (%) Persons N (%)

(HOIST)

Source: NSW Child Health Survey 2001 and ABS Estimated Resident Population 2000, excluding people resident in institutions

TABLE 6

DISADVANTAGE

SOCIOECONOMIC DISTRIBUTION OF SURVEY SAMPLE (WEIGHTED) USING THE SEIFA INDEX OF

SEIFA Per cent Population

Per cent Sample

Lower limit 95 % Upper limit 95 %

(weighted) confidence interval confidence interval
for sample for sample
Least disadvantaged 1st quintile 19.7 18.1 17.1 19.1
2nd quintile 19.9 24.0 22.8 25.2
3rd quintile 20.4 18.8 17.8 19.8
4th quintile 20.1 18.3 17.4 19.3
Most disadvantaged 5th quintile 19.9 20.7 19.7 21.7

Note:  Sample estimates based on 9254 respondents.

Quintile cut-offs calculated from 1996 ABS Census data and applied to the weighted sample.

Survival analysis

The LIFETEST procedure in SAS version 8.02 was used to
perform survival analysis on breastfeeding data.® Survival
analysis models data that specifies atime between aninitia
event and a terminating event. The length of time babies
received any breastfeeding and full breastfeeding were
modelled. The initial event was the commencement of
breastfeeding.

Thetime babieswere ‘fully breastfed’ was determined from
the date breastfeeding started (initial event) to the
introduction of either solids or amilk subgtitute, or the date
of survey (terminating event). For ‘any breastfeeding’, the
terminating event was the cessation of breastfeeding or the
date of survey.

The survival analysis calculated non-parametric estimates
of the survival distribution function using the Kaplan-Meier
method. The procedure calculated proportions at time
intervals, alowing for the weighting of the dataset.

Representativeness of the sample

Female children were dightly over-represented inthe survey
sample, comprising 49.5 per cent of the unweighted sample,
compared with 48.7 per cent of the population. Conversely,
males were under-represented, making up 50.5 per cent of
the unweighted sample, compared with 51.3 per cent of the
population. Among both sexes, children aged 5-7 yearswere
under-represented in the sample, while children aged 8-12
years were over-represented. After weighting, the age and

sex digtribution of the survey sample reflected that of the
population. Indigenous children comprised 3.8 per cent of
the weighted survey sample, similar to their representation
in the population (3.7 per cent). Children born in Australia
weredightly over-represented in theweighted survey sample
(96.3 per cent compared with 93.8 per cent inthe popul ation).

Compared withthe 1996 ABS Census, using the SEIFA index
of relative socioeconomic disadvantage,® the survey sample
had a slight under-representation of the first (least
disadvantaged), third, and fourth quintiles. This coincided
with slight over-representation of the second (least
disadvantaged) quintile (Table 6).
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6. SOCIAL DETERMINANTS OF HEALTH

The context in which children live their lives, including
the family, school, and community environments—and
the interactions among these—is crucial to their health
and wellbeing. In order to examine some of the socia
determinants of child health, the New South Wales Child
Health Survey 2001 asked parents or carers of children to
report on family functioning; access to social support;
social capital; attendance at childcare, preschool, or
school; and other childhood activities outside of these
environments.

Family Functioning

The ability of afamily to function well affects the health
and wellbeing of children within the family. Family
functioning affects many aspects of family life, including
acceptance of individuals, degree of consensus on
decisions, communication, and the ability to solve day-to-
day problems.! How a family functions is influenced by
many factors, including quality of relationships; the health
of family members; and the presence of life stresses, work,
and finance. The enhancement of family and social
functioning is a national and state priority for children.?®

In the New South Wales Child Health Survey 2001, parents
or carers of children aged 0-12 years were asked 14
questionsfrom the McMaster Family Assessment Device, a
questionnaire about family functioning that was used in
the Western Australian Child Health Survey 1993.! The
tool generates a score between one and four, with one
reflecting healthy functioning and four reflecting unhealthy
functioning.* Unhealthy family function relatesto avoiding
discussing concerns or fears, having lots of bad feelings
within the family, not being able to turn to each other for
support or to confide in each other, not being able to talk
about sadness or express feelings to each other, difficulty
in making decisions, not accepting family membersasthey
are, and difficulty planning family activities.*

The median score for family functioning was 1.65, which
reflects high levels of healthy family functioning overall.
Families experiencing healthier family functioning than
the median for the population included those where the
mother had tertiary level qualifications (1.58), where all
children in the family were under five years (1.58), and
where the family was in the least socially-disadvantaged
quintile by SEIFA index of postcode (1.59).
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Social Support

Social support includes support with parenting, feeling
there are other people with which to share problems, and
feeling close with another person. Social support is
particularly relevant to disadvantaged parents or carers;
and to those with physical problems or with mental health
problems such as postnatal depression. Social support is
known to affect arange of health and social outcomesfor
children, including rates of child injury in families with
disadvantaged mothers.! Olds et al. found that, for
unmarried mothers on low income, frequent and targeted
home visits (health services received in the home) by
prenatal and early childhood nurses reduced the number
of subsequent pregnancies, the use of welfare services;
and the problems of child abuse and neglect, which are
associated with the use of drugs and alcohol and criminal
behaviour.? Families First is a NSW Government policy
that supports universal visiting by volunteers and health
professionals, to increase social support for parents.®

In the New South Wales Child Health Survey 2001, parents
or carers of children aged 0-12 years answered six
questions about their relationships and support from
others. These questions were previously used in the
National Longitudinal Survey of Children in Canada.*

Five per cent of parentsor carersreported that they would
not have anyone to help them if something went wrong;
6.8 per cent reported thereis no-one they feel comfortable
with talking about problems; and 11.1 per cent reported
they lack a feeling of closeness with another person.
Parents or carers in urban areas reported higher levels of
lack of social support. In urban areas, 5.2 per cent reported
there was no one to help them if something went wrong
compared iwth 4.5 per cent in rural areas; 7.0 per cent
(urban) versus 6.1 per cent (rural) reported there was no-
one they feel comfortable with talking about problems;
and 11.4 per cent (urban) versus 10.2 per cent (rural)
reported that they lacked a feeling of closeness with
another person.

Most parents or carers (95.7 per cent) reported that they
had friends who make them feel safe secure and happy;
96.6 per cent reported there was someone they could trust
and to whom they could turn for adviceif they were having
problems; and 96.9 per cent reported there were people
they could count on in an emergency.
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FIGURE 1

RECIPROCITY AND NEIGHBOURHOOD CONNECTIONS BY URBAN-RURAL AREA HEALTH SERVICE OF
RESIDENCE, PARENTS OR CARERSWITH CHILDREN AGED 0-12 YEARS, NSW, 2001
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Note:  Health areas in Greater Sydney, Hunter, and Illawarra were classified as urban. Estimates based on 9425 respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

2. OldsDL, Eckenrode J, Henderson CR, et a. Long term effects
of homevisitation on life course and child abuse and neglect:
Fifteen year follow up of arandomizedtrial. JAMA 1997; 78:
637-643.

3. The Families First Resource Kit. Sydney: NSW Cabinet
Office, 2000 Web site www.parenting.nsw.gov.au, accessed
24 April 2002.

4. Child Support Team. National Longitudinal Survey of
Children, Child Support. Ottawa: Canadian Department of
Justice, 1993.

Social Capital

The term ‘social capital’ refers to the institutions,
relationships, and norms, that shape social networks, foster
trust, and facilitate coordination and cooperation for
mutual benefit.! A key concept of social capital is the
notion of interlocking networks of relationships between
individuals and groups.

In the New South Wales Child Health Survey 2001, all
parents and carers were asked questions that relate to
aspects of social capital. The questions were limited to
the domains of reciprocity, neighbourhood connection,

safety, trust, and community participation, which are
consistent with those used in arecent study that compared
five communities in NSW.2 One new question was
included—whether the respondent would be sad if they
had to leave their neighbourhood.

Social reciprocity and neighbourhood connection

Social reciprocity and neighbourhood connection are
defined as acombination of short-term altruism and long-
term self interest—where people help each other or act for
the benefit of other people at a personal cost, with the
general expectation that this help will be returned in the
future when they might need help themselves.?

Parents or carers of children aged 0-12 years were asked
three questions regarding reciprocity and neighbourhood
connections. Approximately two-thirds (68.3 per cent)
responded that they could get help from a neighbour to
carefor achild, approximately one-quarter (25.3 per cent)
said they frequently visited neighbours, nearly half (43.9
per cent) responded that they nearly always run into
friends in the neighbourhood, and approximately three-

14
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FIGURE 2

STRONGLY AGREE OR AGREE THAT THE LOCAL AREA IS SAFE, BY URBAN-RURAL AREA HEALTH SERVICE
OF RESIDENCE, PARENTS OR CARERS WITH CHILDREN AGED 0-12 YEARS, NSW, 2001
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Note:  Health areas in Greater Sydney, Hunter, and lllawarra were classified as urban. Estimates based on 9425 respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.
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quarters (73.5 per cent) reported that they would be sad if
they left their neighbourhood. Respondentsin rural areas
reported more reciprocity and neighbourhood
connection, compared with urban areas; the main
difference being the frequency of respondentswho nearly
always ran into friends in the neighbourhood—63.4 per
cent in rural areas compared with 37.8 per cent in urban
areas(Figure 1).

Feelingsof trust and safety

Trust involves a willingness to take risks in a social
context. This willingness is based on a confidence that
others will respond as expected and will act in mutually
supportive ways—or at least that others will not intend
harm.

Parents or carers of children aged 0-12 years were asked
three questions regarding trust and safety. Approximately
two-thirds (63.5 per cent) of respondents reported that
they felt safe walking down the street after dark, 61.6 per
cent reported that most people can be trusted, and three-
quarters (75.1 per cent) reported that their area has a

reputation for being safe. A higher proportion of
respondents from rural areas, compared with urban areas,
reported feeling safe and trusting of others, with the most
difference shown for the response to the statement that
their area has a reputation for being a safe place—79.9
per cent in rural areas compared with 73.6 per cent in
urban areas (Figure 2).

Participation in local community

Social capital is not generated by individuals acting on
their own; it is generated by people in communities
engaging with others through a variety of associations
that are both voluntary and equitable. Participation in
the local community depends on a tendency among
people to be social and to form new associations and
networks.

Parents or carers of children aged 0-12 years were asked
three questions regarding participation in the local
community. Forty (40.4) per cent reported they had ‘ helped
out’ at alocal group or organisation; 68.2 per cent reported
they had attended a local community event; and 40.0 per
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FIGURE 3

CARERSWITH CHILDREN AGED 0-12 YEARS, NSW, 2001
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cent reported they were active members of local
organisations, churches, or clubs. Respondents with
children aged 5-12 years, and respondents from rural
areas, reported higher rates of participation in the local
community. The greatest difference wasin helping alocal
group or organisation—49.2 per cent for parentsor carers
of children aged 5-12 years, compared with 27.7 per cent
for children aged 0—4 years (Figure 3); and 45.8 per cent
for rural areas compared with 38.6 per cent for urban aress.
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Childhood activities

On adaily basis, children are involved in different arenas
that affect their physical, emotional, and social wellbeing
including school, family, and extracurricular activities.
Schools teach children skills such as reading, writing,
and teamwork, which they need to participate in
community life. Family is the first place children learn
about sharing and cooperation. For children,
extracurricular activities—provided through clubs,
sporting teams, and informal groups of friends—areamajor
source of social capital. Children pursue common goals,
and obtain a feeling of solidarity and commitment with
their peers, through their involvement in these activities.!

In the New South Wales Child Health Survey 2001, parents
or carers of children aged 4-12 years were asked two
questions about children’s extracurricular activities,
including their child's favourite activities and places
where their child plays when not at childcare, preschool,
or school.

16
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Favourite activities when not at childcare, preschooal,
or school

Parents and carers reported that the most common
favourite activities among children were organised sport
(16.6 per cent), computer and video games (10.3 per cent),
bike riding (8.8 per cent), playing with toys at home (8.7
per cent), and drawing and colouring-in (6.9 per cent).
Among males, the most commonly reported favourite
activitieswere: organised sport (22.5 per cent), computer
and video games (16.3 per cent), bike riding (12.0 per
cent), playing at homewith toys (8.1 per cent), andinformal
sport (7.9 per cent). In contrast, the most frequently
reported favourite activitiesamong femaleswere: drawing
and colouring-in (11.2 per cent), organised sport (10.5
per cent), playing with toysat home (9.4 per cent), dancing
(8.1 per cent), and reading (7.7 per cent). The most
commonly reported favourite activities of children aged
4-7 yearswere: playing with toysat home (14.3 per cent),
drawing and colouring-in (12.0 per cent), bikeriding (11.1
per cent), playing outside (9.1 per cent) and organised
sport (8.1 per cent). Themost frequently reported favourite
activities of children aged 8-12 years were: organised
sport (22.6 per cent), computer and video games (12.8 per
cent), bike riding (6.9 per cent), reading (6.7 per cent),
and informal sport (6.2 per cent).

Places where children play when not at childcare,
preschool, or school

The most frequently reported locations where children
werereported to play were: in the back yard of their home
(68.8 per cent), inside the house (57.5 per cent), in the
park (29.0 per cent), at the home of afriend or relative
(23.7 per cent), at the home of aneighbour (21.8 per cent),
and inthe street (10.6 per cent). Children aged 8-12 years
were almost twice aslikely to play in the street, compared
with children aged 47 years (13.1 per cent versus 7.4 per
cent). Females more frequently played inside the house
(61.4 per cent) and at friends or relatives (25.9 per cent),
compared to males who more frequently played in the
backyard (68.8 per cent) and in the park (32.8 per cent).
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Attendance at childcare, preschool, or school

The link between health and education has been widely
reported. Participation in appropriate early care and
educational settings has been associated with enhanced
cognitive and language development—and with
emerging literacy.

Education about and awareness of health issues is also
known to contribute to children’s health. In addition,

health status is a major determinant of educational
achievement; children in good health are more likely to
achieve higher educational goals.*

Attendanceat childcare

In the New South Wales Child Health Survey 2001, parents
and carers of children aged 0-5 years were asked about
childcare attendance on a regular basis. ‘ Childcare’ was
defined as formal (that is, long day care or family day
care) or informal (that is, care by relatives, friends, paid
babysitters, or nannies). ‘Regular basis' was considered
to be childcare for at least half-a-day per week.
Approximately half (52.6 per cent) of all children aged
0-5 years were reported to have attended childcare, with
43.0 per cent currently attending childcare. Of the children
currently attending childcare, 19.8 per cent had started
childcare when they were less than six months of age,
46.4 per cent had started childcare by one year of age, and
73.4 per cent had started childcare by the age of two years.
The main types of childcare used by families were: long
day care (37.7 per cent); grandparents (30.4 per cent);
family day care (15.6 per cent), and other relatives or
family (9.5 per cent). Compared with mothers with no
tertiary qualifications, mothers who had tertiary
qualifications were more likely to report higher use of
childcare in the past (62.8 per cent compared with 48.3
per cent) and higher current use of childcare (53.5 per
cent compared with 38.5 per cent).

Attendanceat preschool and school

Parents and carers of children aged 3-6 years reported
preschool attendance and parents and carers of children
aged 4-12 years reported school attendance. Preschool
was defined as a place being attended between 9.00 a.m.
and 3.00 p.m. at least once per week before the child starts
full-time school. Overall, 53.0 per cent of children aged
three years were currently attending preschool, 72.7 per
cent of children aged four years and 17.0 per cent of
children aged five years were currently attending
preschool. The majority of children not attending
preschool were either attending childcare (20.2 per cent
of children aged three years, 11.7 per cent of children
aged four years and 0.05 per cent of children aged five
years) or attending school (8.4 per cent of children aged
four years and 80.0 per cent of children aged five years).
Ninety-nine per cent of children aged 6-12 years were
currently attending school. Of the children currently
attending school, 69.0 per cent were attending public
schools, 19.9 per cent were attending Catholic schools,
and 10.2 per cent were attending other private schools.
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/. HEALTH BEHAVIOURS

Health behaviours represent an important range of factors
that influence child health and wellbeing, from the
antenatal period and beyond. Parental health
behaviours—such as maternal smoking and diet—can
directly influence children in the early years. Along with
the school and social environments, parenting styles,
parental messages, early childcare, and educationin early
childhood, all have an influence on child health
behaviours as children grow up. Health behaviours in
childhood affect health in later life, because behaviours
in childhood influence behaviours in adulthood, and
because the beginnings of many chronic diseases actually
occur in childhood.

Smoking in pregnancy

Smoking in pregnancy is one of the most important risk
factors associated with adverse perinatal outcomes. It is
associated with complications such as placenta previaand
abruptio placentae, spontaneous abortion, premature
rupture of the membranes, pre-term birth, low birthweight,
and sudden infant death syndrome (SIDS).* Additionally,
it increasestherisk for thelater development of childhood
alergies and asthma.?

In the New South Wales Child Health Survey 2001,
mothers of babies aged less than 12 months were asked
about their smoking behaviour during pregnancy. Onein
seven mothers (14.2 per cent) reported any smoking during
pregnancy, with 7.9 per cent of mothers continuing to
smoke but reducing their smoking, 3.6 per cent
successfully quitting, 2.1 per cent unsuccessfully trying
to quit, and 0.6 per cent continuing their previous
smoking behaviour during pregnancy. The remaining
mothers had quit prior to pregnancy (20.5 per cent) or had
never smoked more than 100 cigarettes in their lifetime
(64.4 per cent). The proportion of mothers who reported
any smoking in pregnancy was dlightly lower than the
17.4 per cent recorded in the NSW Midwives Data
Collection in 2000.2
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Smoking in the home

Children are particularly vulnerable to the adverse effects
of passive smoking, related to exposure to environmental
tobacco smoke, either at home or in other confined spaces.

Parental smoking causes lower respiratory infections,
middle ear disease, asthma and sudden infant death
syndrome (SIDS) in children. It al so exacerbates symptoms
of asthma 2,

In the New South Wales Child Health Survey 2001, all
parents or carerswere asked to describe the smoking status
of their household; and, where applicable, to estimate the
number of cigarettes smoked inside the house each day.
Two-thirds of respondents (65.7 per cent) reported that no
one living in their household smoked. A further one-
quarter (24.1 per cent) reported that smokersliving in the
household usually or aways smoked outside the house.
The remaining respondents (10.2 per cent) reported that
smokers living in the household sometimes, usualy, or
always smoked inside the house.

The proportion of parents or carers reporting that their
household was smoke-free—that is, where no cigarettes
were smoked inside the house each day—was considerably
higher (85.6 per cent) than reported in a previous survey
of the NSW adult population aged 16 years and over in
1998 (73.2 per cent).® In that same survey, parents with
children aged less than six years had the highest smoke-
free home status (78.0 per cent).*

References

1. Cook DG, Strachan DP. Health effects of passive smoking —
10: Summary of effects of parental smoking on therespiratory
health of children and implicationsfor research. Thorax 1999;
54: 357-366.

2. Wahlgren DR, Hovell MF, Meltzer EO, Meltzer SB.
Involuntary smoking and asthma. Curr Opin Pulm Med 2000;
6: 31-36.

3. Public Health Division 2001. 1997 and 1998 NSW Adult
Health Surveys. Electronic Report. Web site: http://
internal .health.nsw.gov.au/public-health/nswhs/index.htm,
accessed 11 January 2002.

4. MeromD, Rissel C. Factorsassociated with smoke-free homes
in NSW: Resultsfrom the 1998 NSW Health Survey. Aust N
Z J Public Health 2001; 25(4): 339-345.

Parental views of child smoking

Parenting practices that may reduce adolescent smoking
include parent—child discussion of smoking, punishment
of smoking, restrictive home smoking policies, and rules
against smoking.t 2

In the New South Wales Child Health Survey 2001, parents
or carers of children aged 8-12 years were asked whether
they had ever clearly told their child not to smoke, or
forbidden their child from smoking. Overall, 62.7 per cent
of respondents reported that they had delivered such an
anti-smoking message to their child. Parents or carers
living in households that included smokers (68.8 per cent)
were more likely to report telling their child not to smoke
than those from non-smoking households (59.3 per cent).
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FIGURE 4

POSITION INFANT PLACED TO SLEEP FROM BIRTH BY URBAN-RURAL AREA HEALTH SERVICE OF
RESIDENCE, BABIES AGED LESSTHAN 12 MONTHS, NSW, 2001
Estimated Urban S| ing Positi Rural Estimated
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Note:  Health areas in Greater Sydney, Hunter, and lllawarra were classified as urban. Estimates based on 736 respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.
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Infant sleeping position

Infants placed on their back (supine) to sleep are at the
lowest risk of sudden infant death syndrome (SIDS). SIDS
is the sudden and unexpected death of an infant, where
the death remains unexplained despite complete post-
mortem examination.! Infants placed on their stomach
(prone) to sleep have a much higher risk of SIDS, and
those placed on their side also have increased risk,
probably because of their tendency to roll into the prone
position.2 Accordingly, the supine position (placing the
infant on its back) is the preferred sleeping position for
most healthy infants.

Following a national SIDS prevention campaign, the
number of SIDS deaths in NSW has decreased by more
than 75 per cent, over the last decade.® Almost al of this
decline can be attributed to areduction in the practice of
placing infants in the prone position to sleep.* However,
SIDS remains the single most common cause of death in
infantsin NSW outside the perinatal period, with44 SIDS
deaths in 2000.3

In the New South Wales Child Health Survey 2001,
mothers of infants aged less than 12 months were asked
about the position in which, from birth, their infant was
placed for sleep. Just under two-thirds (62.4 per cent) of
mothers reported placing their infant on its back to sleep.
The remaining mothers reported placing their infant in
other sleeping positions: stomach (2.7 per cent), side (32.1
per cent), or other positions (0.3 per cent). Mothers from
rural areas (54.5 per cent) werelesslikely than thosefrom
urban areas (64.5 per cent) to report placing their infant
on its back to sleep (Figure 4).

The proportion of mothers who reported that they placed
their infant on its back to sleep (62.4 per cent) was two
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FIGURE 5

THAN 12 MONTHS OF AGE, NSW, 2001

Folate Supplement
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Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.
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times greater than in a national survey in 1992 (30.8 per
cent). Inthat survey, most mothers (57.3 per cent) reported
placing their infants on their side to sleep.
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Folate intake during pregnancy

FolateisaB group vitamin found naturally in foods such
asfresh vegetables and fruit, orangejuice, legumes, nuts,
liver, and yeast. It is also present in fortified products
such as breads and breakfast cereals and can be taken in
supplement (tablet or capsule) form. An adequate intake
of folate around the time of conception can reduce the
risk of neural tube defects.* Neural tube defects such as
spina bifida, anencephaly and encephalocoele are major
causes of disability in children and adults. Neural tube
defects are reported in around 80 pregnancies in NSW
each year.?

In the New South Wales Child Health Survey 2001,
mothers of infants aged less than 12 months were asked a
series of questions, to assess knowledge about folate and
the use of folate supplementation before and during

pregnancy.
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Awareness of thelink between folate and birth defects

Approximately two-thirds (61.6 per cent) of mothers of
infants aged lessthan 12 monthswere aware that the reason
for taking additional folate prior to and during pregnancy
was to prevent spina bifida or neural tube defects, or to
prevent birth defects more generally. Thiswas higher than
the 40 per cent of women of childbearing age who knew
of the link between folate and birth defects in a series of
Australian surveys in 1999.2 In another survey of 287
randomly selected recently pregnant women in Western
Australia in 1997-1998, approximately two-thirds of
women reported that they were aware of the message to
increase their folate intake before and early in pregnancy
to reduce therisk of spinabifida.*

Awar eness of dietary sources of folate

Around two-thirds (69.0 per cent) of respondents named
vegetables and one-third (35.0 per cent) named breakfast
cereal asfoods containing folate, with smaller proportions
citing fruit or fruit juice (16.6 per cent) and bread (5.7 per
cent). Around one in five mothers (20.6 per cent) could
not name any foods that contain folate.

Dietary changeto increasefolateintake

Under one-third (27.5 per cent) of mothers of infants aged
less than 12 months reported that they had changed their
diet to increase folate intake in the month before and/or
in the first trimester of pregnancy. A further quarter of
mothers (23.4 per cent) reported that they did not change
their diet but considered that they already had an adequate
folate intake; while the remainder of mothers (48.9 per
cent) reported that they did not change their diet, with
84.9 per cent of these being aware of the benefits of folate.
Overall, 66.9 per cent of women who did not change their
diet were taking folate tablets or capsules.

Useof folatetabletsor capsules

Approximately half (47.6 per cent) of mothers of infants
aged less than 12 months reported that they had taken
folate tablets or capsules both one month before and in
the first trimester of pregnancy, while 27.2 per cent
reported that they had taken these supplements in the
first trimester, but not prior to pregnancy. One-quarter of
respondents (24.5 per cent) reported that they had not
taken folate tablets or capsules at all (Figure 5).
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Breastfeeding

Breastfeeding has health advantages for both infants and
mothers. For infants, these include protection against
diarrhoeal illnesses, respiratory infections, and otitis
media; reduced risk of childhood obesity; and improved
visual acuity and psychomotor devel opment. For mothers,
benefits include quicker recovery from childbirth and
reduced risk of ovarian cancer and pre-menopausal breast
cancer.!

The NHMRC in Australia now recommends exclusive
breastfeeding for thefirst six months of life, inlinewith a
recent revised policy of the World Health Organization
(WHO).2 Previously, the WHO policy recommended
exclusive breastfeeding for 4—6 months, but the benefits
of extending the duration have been demonstrated. The
NHMRC also recommends that breastfeeding, compli-
mented by appropriate solid foods, should be continued
until at least 12 months of age.? According to the WHO
definition, exclusively breastfed infants receive only
breastmilk (plus medications including vitamins if
required).

Recommendations for nationally-standardised monitor-
ing of breastfeeding practices have recently been released,
including 11 indicators for the monitoring of breast-
feeding.® Data is available from the New South Wales
Child Health Survey 2001 for four of these indicators,
including the percentage of mothers who ever breastfed,
the percentage of mothers who breastfed their infant to
any degree for 4-6 months, the median duration of
breastfeeding among breastfed infants, and the percentage
of those breastfed who were fully breastfed to four months
and to six months. This data enable direct comparisons
with other states and with forthcoming data from the
National Health Survey 2001.

In the New South Wales Child Health Survey 2001,
mothers of children aged |lessthan two yearswere asked a
series of questions about breastfeeding and infant feeding
practices, which were used to determine the duration of
any breastfeeding; and of full breastfeeding (that is
consuming only breast milk with or without water). The
guestions used in the Child Health Survey did not allow
measurement of exclusive breastfeeding, as defined by
the WHO, as consumption of water, juice, and other non-
breastmilk fluids was not measured.
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FIGURE 6

Per cent of infants

DURATION OF BREASTFEEDING CHILDREN AGED LESSTHANTWO YEARS, NSW, 2001
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Note:  Estimates derived using Kaplan-Meier survival analysis. Estimates based on 1487 respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

Duration of breastfeeding

Most mothers (89.8 per cent) reported that their infant
had been breastfed. However, many mothers breastfed for
a short period. Only 76.5 per cent of mothers were
breastfeeding at four weeks, 60.5 per cent were breast
feeding at three months, 42.6 per cent were breastfeeding
at six months, and only 17.9 per cent were still
breastfeeding at 12 months (Figure 6). A higher proportion
of mothers with tertiary level education (96.3 per cent)
than mothers with less-than tertiary level education (86.5
per cent), reported that their infant was ever breastfed.

The proportion of mothers reporting that they breastfed
for at least one week (83.7 per cent) was slightly higher
than the 78.4 per cent of NSW mothers who reported
breastfeeding at hospital discharge in the 1995 National
Health Survey.* The proportion of NSW mathers in the
latter survey who reported that they were still
breastfeeding at three months (60.0 per cent) and six
months (44.0 per cent) was similar to the New South \Wales
Child Health Survey 2001.

Full breastfeeding

Infants who are fully breastfed receive breastmilk asthe
main source of nourishment. This includes infants who
are exclusively breastfed—that is, who receive only
breastmilk with no water, other liquids, or solids (except
for vitamins, mineral supplements, or medicines); and

infants who are predominantly breastfed—that is who
receive breastmilk aswell as other fluidsincluding water,
water-based drinks, or fruit juice, but not breastmilk
substitutes or solids. Therefore, the fully breastfed rateis
the combined rate of exclusively breastfed and
predominantly breastfed.

With regard to full breastfeeding, half of mothers (52.7
per cent) reported that their infant was fully breastfed at
three months of age. Less than four in 20 mothers (15.1
per cent) reported that their infant was fully breastfed at
six months of age.

These proportionswere lower than the NSW estimatesfor
‘exclusive’ breastfeeding at three months (56.6 per cent)
and six months (17.2 per cent) reported in the 1995
National Health Survey.* However, a different definition
was used in that survey whereby infants who were
regularly consuming large amounts of fruit juice, and aso
receiving other food on an irregular basis were still
classified as being ‘exclusively’ breastfed.

Main reasonsfor breastfeeding

Mothers of children aged lessthan two yearswho reported
any breastfeeding were asked to report the main reason
they breastfed. The main reasons cited werethat breastmilk
isbetter for theinfant (95.2 per cent), it preventsallergies
(65.4 per cent), itistheright thing to do (60.6 per cent), it
is cheaper (57.7 per cent), other people advised me to
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FIGURE 7

USUAL DAILY CONSUMPTION OF FRUIT AND VEGETABLES BY AGE GROUP, CHILDREN AGED 2-12YEARS,
NSW, 2001
Estimated 2-4 YEATS Food 5-12 YEATS Estimated
Number oY Number
Fruit
246,600 | 95.5 recommended quantity 91.6 | 650,800
(including fruit juice)
Fruit
202,400 recommended quantity 70.2 498,500
(excluding fruit juice)
Vegetables
38,600 i 12.1 86,100
recommended quantity
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Per cent Per cent
Note:  Definitions of serves and the recommended number of serves are based on The Australian guide to healthy eating.
(Commonwealth Department of Health and Family Services, 1998). Estimates based on 7916 respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

breastfeed (37.1 per cent), breastfeeding helpsweight loss
following pregnancy (28.7 per cent) and theinfant’sfather
wanted me to breastfeed (26.3 per cent).
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Food intake

Many dietary factors are linked to health and disease,
either as protective influences or as risk factors. Diet
contributes substantially to risk of or protection from many
common chronic diseases, including: coronary heart
disease, stroke, cancer, diabetes mellitus, osteoporosis,
dental caries, gall bladder disease, diverticular disease.
Healthy dietsin childhood areimportant, not only because
they shape diets in later life but because many chronic
diseases, including cardiovascular diseases and
osteoporosis, may have their beginnings in childhood.* 2

The current sources of dietary recommendation for
Australian children are the Draft dietary guidelines for
children and adolescents and infant feeding guidelines
and the Australian guide to healthy eating.®*® The
Australian guide to healthy eating recognises different
eating patterns, by providing different recommendations
for diets based largely on breads and cereals and for diets
that include more of all food groups. Itsrecommendations
vary by age and sex.
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FIGURE 8
USUAL CONSUMPTION OF MILK, BY AGE GROUP, CHILDREN AGED 2-12 YEARS, NSW, 2001
Estimated 2-4 yearns c d 5-12 yeans Estimated
Number ups per day Number
15,100 5.9 Does not drink milk 6.0 42,800
12,500 Less than 1 cup 7.3 52,000
66,000 30.4 216,100
79,600 2 cups 32.2 228,400
85,200 3 or more cups 24.0 170,100
T T T T 1 T T T T
50 40 30 20 10 0 0 10 20 30 40 50
Per cent Per cent
Note:  Milk refers to cow’s milk only. Estimates based on 7916 respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

The New South Wales Child Health Survey 2001 included
questions about consumption of specific foods that relate
to protectiveand highrisk dietary factors: fruit, vegetables,
milk, fruit juice, soft drinks, and hot chips or french fries.

Fruit and vegetables are a significant source of
antioxidants, mainly vitamins and minerals, which play
an important role in removing damaging ‘free radicals
formed during normal metabolism. Evidence suggeststhat
antioxidant nutrients play an important protectiverolein
many diseases, including cardiovascular and eye diseases.®

TABLE 7

MINIMUM RECOMMENDED DAILY SERVES OF
FRUIT AND VEGETABLES NEEDED TO ACHIEVE A
HEALTHY DIET FOR CHILDREN, BY AGE GROUP *

Fruit and vegetables are al so important sources of dietary
fibre, complex carbohydrates and folate. An increase in
their consumption will most likely result in a
corresponding decrease in fat intake.

Milk is an excellent source of many nutrients, including
calcium, protein, riboflavin, and vitamin B12.2 Calcium
isimportant for bone growth and for attaining peak bone
mass at adolescence, which protects against osteoporosis
and fracturesin later life.2

Fruit juiceis agood source of vitamins such asvitamin C
and folate, and one-half cup of juice supplies one daily
serve of fruit. However, because most fruit juices contain
added sugars and little fibre, they should not be used as a
substitute for fresh fruits.® Increasing juice consumption
among children in recent years has been accompanied by
reduced consumption of milk (and hence calcium).
Additionally, excessive consumption of fruit juice has
been associated with carbohydrate malabsorption, non-
specific chronic diarrhoea, and failureto thrive, aswell as
excessive energy intake and obesity. Nursing-related

Age group Serves of fruits Serves of vegetables
2-7 years 1 2
8-11 years 1 3
12 years 3 4
24
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FIGURE 9
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CONSUMPTION OF SELECTED FOODS BY AGE GROUP, CHILDREN AGED 2-12 YEARS, NSW, 2001
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Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.
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bottle caries may also result from prolonged feeding of
fruit juice to infants and young children from bottles.”®

Soft drinks, cordials and sports drinks contain large
amounts of sugar and energy. Consumption of these
beverages can adversely affect nutrition by displacing
milk and fruit juices in the diet.® Excessive consumption
of soft drinks has been associated with childhood obesity
and increases therisk of dental caries.”®® Consumption of
carbonated drinks, particularly cola drinks, may increase
the risk of bone fracturesin adolescent females.*°

Hot chips or french fries are a high-fat food commonly
consumed by children both at home and away from home.
Excessivefat intake contributesto overweight and obesity
among children, which may lead to the development of a
range of chronic diseases, including cardiovascular
disease, diabetes mellitus, cancer, musculoskeletal
problems, and psychological problems.** Potato chips
contribute around eight per cent of total fat intake of
children aged 2-12 years.® Limiting the use of fried foods
such as hot chips and french fries, and choosing lower fat
foods when eating at fast food restaurants, are suggested

as ways to foster positive practices related to moderation
of fat intake in children.®

Fruit and vegetables

The minimum recommendations for daily consumption
of fruit and vegetables used in analysis of the New South
Wales Child Health Survey 2001 are shown in Table 7.
These were based on the Australian guide to healthy
eating.* However, the Australian guide to healthy eating
gives no recommendations for children aged 2-3 years, so
we applied the recommendations for children aged 4—7
years to children aged 2-3 years.

In the New South Wales Child Health Survey 2001, one
serve of fruit was calculated as half-a-piece of fruit, one-
third of a cup of canned fruit, or one tablespoon of dried
fruit. Since the Australian guide to healthy eating stated
that the recommended serve of fruit was one medium piece
of fruit, two small pieces of fruit, a cup of diced canned
fruit, half acup of juice, or one-and-a half tablespoons of
dried fruit, we converted our serves to this standard by
dividing them by two.
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In the New South Wales Child Health Survey 2001, most
(92.7 per cent) children aged 212 years, (95.5 per cent of
children aged 24 years, and 91.6 per cent of children aged
5-12 years) were reported to consume the recommended
daily minimum quantity of fruit, including fruit juice
(Figure 7). However, around 60 per cent of the serves of
fruit consumed by children were in the form of fruit juice.
Because most fruit juices contain added sugars and little
fibre, they are not recommended as a substitute for fresh
fruits.®If fruit juice wasexcluded, the proportion of children
reported to consume the recommended minimum daily
quantity of fruits dropped considerably, to 78.3 per cent
among children aged 2—4 years and 70.2 per cent among
children aged 5-12 years, or 72.4 per cent overall.

In the New South Wales Child Health Survey 2001, one
serve of vegetableswas calculated as aquarter of acup of
salad or four sticks of vegetables. Since the Australian
guide to healthy eating recommended that one serve of
vegetables was one cup of salad or vegetables, we
converted our servesto this standard by dividing them by
four. In the New South Wales Child Health Survey 2001,
12.9 per cent of al children aged 2-12 years, or lessthan
one in seven children aged 2—4 years (14.9 per cent) and
5-12 years (12.1 per cent) were reported to consume the
recommended daily minimum quantity of vegetables.

Fruit and vegetabl e intake, as measured on one day, in the
National Nutrition Survey: Foods eaten Australia 1995,
showed that high a proportion of children ate no fruit on
the day of the survey: around one third of children aged
under 12 yearsdid not eat fruit or fruit products.®* However,
this survey did not measure ‘usual’ consumption of fruit
and vegetables among children, so the proportion of
children consuming no fruit, or meeting recommended
serves, cannot be directly compared with the results of
the New South Wales Child Health Survey 2001.

Milk

The minimum daily number of serves of dairy products
recommended in the Australian guide to healthy eating
istwo servesfor children aged 4-11 yearsand three serves
for children aged 12 years.* One cup of milk (250 mL)
provides one serve.

In the New South Wales Child Health Survey 2001, parents
or carers were asked about consumption of milk, but not
about other dairy products. A high proportion of children
aged 2—4 years (89.3 per cent) and 5-12 years (86.6 per
cent) were reported to drink one or more cups of milk per
day. Among children aged 2—4 years, approximately one-
quarter (25.5 per cent) were reported to drink one cup of
milk per day, while a greater proportion were reported to
drink two cups per day (30.8 per cent) or three or more
cups per day (33.0 per cent). Milk consumption was |ower
among older children, with around one-third of children
aged 5-12 yearsreported to drink one cup of milk per day
(30.4 per cent) or two cups per day (32.2 per cent), while

one-quarter were reported to drink three or more cups per
day (24.0 per cent) (Figure 8).

Almost two-thirds of children aged 2—4 years (63.8 per
cent) and morethan half of children aged 5-12 years (56.2
per cent) were reported to be meeting the recommended
amounts for dairy products from milk alone. The
remaining children may still have been meeting the
recommended amounts through consumption of other
dairy products such as cheese and yoghurt.

Fruitjuice

More than three-quarters of children aged 2—4 years (75.5
per cent) and aslightly smaller proportion of children aged
5-12 years (70.4 per cent) were reported to drink at least
one cup of fruit juice per day (Figure 9). Among children
aged 04 years, similar proportions were reported to drink
one cup of juice per day (28.3 per cent), two cups per day
(23.4 per cent) or three or more cups per day (24.0 per cent).
Consumption of fruit juicewaslower among ol der children,
with around one-third of children aged 5-12 yearsreported
to drink one cup of fruit juice per day (33.2 per cent), and
smaller proportionsreported to drink two cupsper day (21.8
per cent), or three or more cups per day (15.5 per cent).

Soft drinks, cordialsand sportsdrinks

Just over one-quarter of children aged 2—4 years (28.3 per
cent) were reported to drink at least one cup of soft drink,
cordial or sportsdrinksper day, with 12.9 per cent reported
to drink two or more cups per day. Children aged 5-12
years consumed more of these drinks, with 42.5 per cent
reported to consume one or more cups per day, and half of
these (22.1 per cent) reported to drink two or more cups
per day (Figure 9).

Hot chipsor french fries

In the New South Wales Child Health Survey 2001, one
serve of hot chips or french fries was calculated as half a
cup of chipsor french fries. Potato chipsor french frieswere
commonly consumed by children. Only 10.1 per cent of
children aged 2—4 years and 7.4 per cent of children aged
5-12 years were reported to not eat hot chips or french
fries. Around two-thirds of children aged 2—4 years (65.6
per cent) and 5-12 years (68.8 per cent) were reported to
eat at least one serve of hot chips or french fries per week.
Around one-quarter (26.9 per cent) of children aged 24
years ate two or more serves of hot chips compared with
around one-third (30.8 per cent) of children aged 5-12
years(Figure 9). Only around onein 10 werereported to eat
three or more serves each week with this proportion being
higher for children aged 5-12 years(12.2 per cent) compared
with 8.4 per cent of children aged 24 years.
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Food security and hunger

Food security is considered to exist when an adequate
amount of nutritionally-appropriate and personally-
acceptable food is available, and is able to be acquired in
socially acceptableways. Lack of food security endangers
physical health through malnutrition and affects
psychological wellbeing. If periodic, it may be associated

FIGURE 10

EVER RAN OUT OF FOOD INTHE LAST 12 MONTHS BY AREA HEALTH SERVICE OF RESIDENCE, HOUSEHOLDS

WITH CHILDREN AGED 0-12 YEARS, NSW, 2001
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TABLE S8

EVER RAN OUT OF FOOD INTHE LAST 12 MONTHS BY AREA HEALTH SERVICE OF RESIDENCE, HOUSEHOLDS
WITH CHILDREN AGED 0-12 YEARS, NSW, 2001

Health Area Per cent LL UL Estimated Health Area Per cent LL UL Estimated

95% CI 95% CI Number 95% ClI 95% ClI Number
Central Sydney 4.3 2.1 6.5 3000 Northern Rivers 6.8 4.1 9.6 3200
Northern Sydney 2.8 1.4 4.3 3300 Mid-North Coast 7.2 4.7 9.6 3400
Western Sydney 6.1 3.7 8.5 6700 New England 5.9 34 8.4 1900
Wentworth 7.0 4.6 9.5 11200 Macquarie 9.9 6.8 12.9 2100
South-West Sydney 7.5 5.0 9.9 9800 Mid-Western 7.3 4.5 10.1 700
Central Coast 7.1 4.8 9.4 4600 Far West 7.7 51 10.2 2400
Hunter 4.9 2.8 6.9 2700 Greater Murray 4.9 3.0 6.8 2400
Illawarra 9.0 6.0 12.1 8800 Southern 6.1 4.1 8.1 2100
South-East Sydney 35 14 5.5 2200 All NSW 6.2 5.5 6.9 70500

Note:  Estimates based on 9425 respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

with cyclical weight gain and weight loss, and with
obesity.? At the household level, the consequences of food
insecurity include disruption of eating patterns and eating
rituals; at the broader societal level, they include reduced
productivity and threat to harmonious community life.?

In the New South Wales Child Health Survey 2001, all
parentsor carerswere asked whether there were any times
in the last 12 months that they had run out of food and
could not afford to buy more. Those who reported that
this had happened were asked afurther series of questions
about how this had affected their ability to feed their
children.

Overall, 6.2 per cent of respondents reported that they
had run out of food and couldn’t afford to buy more, on at
least one occasion, in the last 12 months. This proportion
varied among area health services, from 2.8 per cent in
Northern Sydney Health Areato 9.9 per cent in Macquarie
Health Area (Figure 10, Table 8). The overall proportion
was higher than that reported in the National Nutrition
Survey: Foods eaten Australia 1995, where 5.0 per cent
of adults aged over 19 years reported that they had run
out of food and could not afford to buy more.®

Among respondents who had run out of food, three-
quarters (74.6 per cent) reported that, as aresult, they ate
the same thing for several days in a row. Smaller
proportions of these parents or carers reported that their
children were not fed balanced meal s (43.7 per cent), were
not eating enough (25.5 per cent), or were sometimes
hungry (32.3 per cent).
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Sun protection

Australia has the highest incidence of skin cancer in the
world and melanoma is the third most common
potentially fatal cancer in Australia. Unprotected exposure
to solar ultra-violet radiation (UVR) is the primary
modifiable risk factor in the development of skin cancer.
Childhood exposure to UVR has been shown to be
particularly important inincreasing therisk of skin cancer
later in life.!

Sun protection behaviours play a key role in minimising
the risk of developing skin cancer. The Sip, Sop, Sap
(‘dlip on a shirt, slop on some sunscreen and slap on a
hat’) sun protection message has been promoted
throughout Australia for over 20 years.? In addition to
this campaign, the more recent SunSmart campaign,
adopted first in Victoriain 1988 through the Anti-Cancer
Council, promotes sunlight avoidance by staying indoors
during certain times of the day and wearing protective
clothing to prevent exposure to UVR.?

In the New South Wales Child Health Survey 2001, all
parentsor carerswere asked to identify actionsthey could
take to reduce their child’s risk of getting skin cancer.
Respondents of children aged 12 months and over were
also asked to describe their use of sun protection measures,
and whether their child had been sunburnt, last summer.
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FIGURE 11

AGED 1-12YEARS, NSW, 2001

278,800 87.3

283,600 88.8
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Per cent

USE OF HATS, SUNSCREEN AND PROTECTIVE CLOTHING LAST SUMMER BY AGE GROUP, CHILDREN

Estimated 1-4 years S e 5-12 years Estimated
Number un protection behaviour Number
Often/always wore
277,800 87.0 broad brimmed hat 70.6 488,100

or cap with back flap

Often/always
used sunscreen

Often/always deliberately

wore protective clothing

Note:  Estimates based on 8372 children who were ever in the sun for at least 15 minutes between 11.00 a.m. and 3.00 p.m.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.
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Awar eness of sun protection measures

When asked to name steps they could take to reduce their
child’srisk of getting skin cancer, most parents or carers
mentioned applying sunscreen (94.3 per cent) and wearing
a broad-brimmed hat or cap with flap (81.3 per cent). A
smaller proportion mentioned wearing protective clothing
(67.9 per cent). Lessthan one-quarter mentioned not going
outside in the middle of the day (22.9 per cent); even
fewer mentioned staying in the shade (16.7 per cent); while
only 6.4 per cent mentioned wearing sunglasses.

Use of sun protection measur es

When out in the sun for 15 minutes or morein the previous
summer. Most children aged 1-12 years were reported to
have worn a broad-brimmed hat or cap with aflap (75.8
per cent), often or always used sunscreen (86.6 per cent),
and worn protective clothing (82.4 per cent). Reported
use of sunscreen was similar among children aged 14
and 5-12 years. However, smaller proportions of children
aged 5-12 years were reported to have often or always

worn a broad-brimmed hat or cap with a flap (70.6 per
cent) or protective clothing (79.4 per cent) (Figure 11).

Frequency of sunburn

More than one-third (35.6 per cent) of children aged 1-12
yearswere reported, in the previous summer, to have been
sunburnt to the point where their skin was still sore and
tender the next day. This proportion was slightly higher
among females (37.9 per cent) than males (33.5 per cent).
More childrenfromrural areas (41.7 per cent) werereported
to have had at | east one episode of sunburn, compared with
children from urban areas (33.7 per cent). Lessthan 4.0 per
cent of children from both rural and urban areas were
reported to have been sunburnt three or more times in the
previous summer.
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FIGURE 12
PLACES WHERE CHILDWAS RESCUED, CHILDREN AGED 0-12 YEARS,WHO HAD EVER BEEN RESCUED FROM
DROWNING. NSW. 2001
Place Estimated
Number
Swimming pool 62.5 88,500
Beach 24,500
River 10,200
Lake 5,200
Bath 4,400
Wading pool 3,800
Fish pond 2,200
Farm dam 1,500
Bucket 200
Other 4,100
] T T T T T T T
0 10 20 30 40 50 60 70
Per cent
Note:  Respondents could nominate more than one place. Percentages will total more than 100. Estimates based on 1157
respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

Water safety: Drowning

There were 16 unintentional drownings of children aged
under five yearsin NSW in 1999, and an estimated 14 in
2000, representing about one in five unintentional
drownings across all age groups. Around two-thirds of
drownings occur in males.! Swimming pools are the most
common location for drowning in children, followed by
lakes, lagoons or waterholes, and bathtubs.?

In the New South Wales Child Health Survey 2001, all
parents or carers were asked whether their child had ever
been rescued from drowning in any body of water,
including a beach, river, bath, bucket, pond, or wading
pool. Respondents were not asked whether their child had
required medical assistance or had signs and symptoms
of injury from drowning.

Overall, more than one in 10 children aged 0-12 years
(12.4 per cent) were reported to have been rescued from
drowning. This proportion was higher among children
aged 5-12 years (14.8 per cent) compared with children
aged 04 years (8.5 per cent), and higher among males

(13.0 per cent) than females (11.8 per cent). It wasslightly
higher among children from rural areas (13.3 per cent),
compared with those from urban areas (12.1 per cent).

By far the most common places from which children had
been rescued were swimming pools (62.5 per cent of
rescues), followed by beaches (17.3 per cent) and rivers
(7.2 per cent) (Figure 12). Lessthan five per cent of reported
rescues were from bathtubs, lakes, wading pools, or other
bodies of water.
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SPORTS AND ACTIVITIES PLAYED INTHE LAST 12 MONTHS BY SEX, CHILDREN AGED 5-12 YEARS, NSW, 2001
— Males < . Females imated
umber port/Activity Rimes
24,400 Australian rules football | 0.9 2,900
20,600 Baseball/softball 6.1 19,200
34,400 Basketball 9.0 28,200
77,200 Cricket 4.0 12,500
11,400 Hockey 4.9 15,400
2,200 Netball 28.9 90,600
48,500 Rugby league 0.7 2,200
15,300 Rugby union 0.2 500
189,700 Soccer 16.3 51,200
140,900 Swimming 44.6 140,000
77,900 Rollerblading 315 98,700
229,800 Bike riding 64.8 203,100
52,400 Tennis 13.0 40,700
33,200 Athletics/Running 14.6 45,700
2,200 Dancing/Ballet 10.0 31,400
6,800 Gymnastics 7.0 21,900
50,700 Scootering 16.8 52,700
49,100 Skateboarding 25 7,900
116,300 Other 34.6 108,600
25,300 6.9 Does not participate 9.4 32,500
T T T T T T T T T 1 T T T T T T T T T
100 90 80 70 60 50 40 30 20 10 O 0 10 20 30 40 50 60 70 80 90 100
Per cent Per cent
Note:  Respondents could list more than one sport or activity. Percentages will total more than 100. Estimates based on 5888
respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

Physical activity and inactivity

Weight-bearing physical activity in childhood is
associated with higher bone mineral density and reduced
risk of osteoporosis in adulthood.! Physical activity may
also have positive effects on blood lipids, blood pressure,
body composition, glucose metabolism, and the
psychological health of children.2 Additionally, an active
lifestyle during childhood is likely to assist in
establishing activity patterns that will continue into
adulthood, with consequent reduction in the risk of
obesity, cardiovascular disease, diabetes, cancer of the
colon, and osteoporosis, all of which may have their
beginnings in childhood.

Factors associated with higher levels of activity in
childhood and adolescence include: access to facilities
and programs; participation in sports; time spent
outdoors; and perceived competence at physical
activities. Factors associated with lower levels of activity
include: being sedentary after school and on weekends,
and depression.? Booth et al. constructed three categories

of physical activity in children for a school-based survey
in NSW in 1997.2 The categories were: active
(participation in at least 3.5 hours moderate intensity
activity over at least five sessions during anormal week);
vigorous (participation in vigorous activities at |east three
times per week for at least 20 minutes per session); and
inactive (studentswho do not register in other categories)*
This measurement was based on physical activity
recommendations for adolescents by Sallis et a.° In the
school survey, around 80 per cent of NSW children were
reported to be sufficiently physically active (that is, in
the adequate or vigorous activity groups)*

Television viewing may promote childhood obesity
through two mechanisms: reduced physical activity; and
increased dietary energy intake, either during viewing or
asaresult of food advertising.® Observational studieshave
reported inconsistent associations between time spent
watching television and prevalence of obesity. However,
recent evidence from intervention trials suggests that
reducing television viewing reduces the risk of obesity,
and promotes weight loss in obese children.”
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FIGURE 14

TIME SPENT PLAYING COMPUTER GAMES ORWATCHING TELEVISION OR VIDEOS, CHILDREN AGED 5-12
YEARS, NSW, 2001
Estimated TV or videos Average hours Computer games Estimated
Number per day Number
7,500 None 345 245,100
127,100 Less than 1 hour 50.2 357,000
295,900 1 hour up to 2 hours 12.8 91,300
254,900 2 hours up to 4 hours 21 15,100
23,200 4 hours up to 6 hours | 0.2 1,500
1,900 6 or more hours 0.1 500
T T T T T 1 T T T T T
60 50 40 30 20 10 0 0 10 20 30 40 50 60
Per cent Per cent
Note:  Estimates based on 5888 respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

It is not possible to accurately measure levels of physical
activity among children in an interview survey such as
the New South Wales Child Health Survey 2001, because
parents or carers cannot accurately estimate the child’'s
activity levels. Instead, parents and carers were asked
about participation in sports and outdoor activities, and
in organised physical activities outside school, asmarkers
of activity levels. Additionally, respondents were asked
whether they had actively discouraged their child from
playing specific sports because of concerns for injury or
safety. Parents or carers of children aged 5-12 yearswere
also asked about the time their child spent watching
television and playing computer games.

Participation in sportsand outdoor activities

Overal, 91.9 per cent of children aged 5-12 years
participated in sports and outdoor activitiesin the last 12
months (93.1 per cent for males and 90.6 per cent for
females) . Themost frequently-reported sportsand activities

among maleswere: bikeriding (67.9 per cent), soccer (56.0
per cent), swimming (41.6 per cent), cricket (22.8 per cent),
rollerblading (23.0 per cent), tennis (15.5 per cent), rugby
league (14.3 per cent), scootering (15.0 per cent), basketball
(20.2 per cent), and Australian rulesfootball (7.2 per cent).
Only 4.5 per cent reported playing rugby union. The most
frequently reported sports and activities anong females
were: bikeriding (64.8 per cent), swimming (44.6 per cent),
rollerblading (31.5 per cent), netball (28.9 per cent),
scootering (16.8 per cent), soccer (16.3 per cent), and tennis
(13.0 per cent) (Figure 13).

Frequency of participation in organised physical
activities outside school

Overall, 58.1 per cent of children aged 5-12 years were
reported to have * participated in sportswith acoach outside
school hours' at least once per week in the past 12 months.
Almost two-thirds of males (64.7 per cent) and half of
females (51.5 per cent) were reported to participate at |east
once per week; while more than athird of males (38.9 per
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cent) and almost one-quarter of females (23.3 per cent) were
reported to participate more than once per week.

Smaller proportions of children were reported to
participate in ‘other’ organised physical activities, such
asdance, gymnastics, or martial arts, outside school hours.
Females (42.8 per cent) were more likely than males (19.0
per cent) to be reported to participate in these activities at
|east once per week.

Injury and safety concerns about sports and outdoor
activities

In the New South Wales Child Health Survey 2001, 31.8
per cent of parents or carers of children aged 5-12 years
reported discouraging children from playing sport (38.9
per cent for males and 24.2 per cent for females) because
of concernsfor injury and safety. Among males, the most
frequently discouraged sport was rugby league (22.8 per
cent), followed by rugby union (7.5 per cent) and
Australian rules football (2.9 per cent). Among females,
the most frequently discouraged sportsand activitieswere
roller-blading (2.6 per cent), rugby league (2.0 per cent),
and soccer (2.0 per cent).

At least among males, the sports that were most
discouraged by parentsor carerswere consi stent with those
most associated with sporting injuries. The sports causing
the most injuries among NSW high school students in
19941995 were: rugby union, rugby league, gymnastics,
netball, hockey, and Australian rules football .

Time spent watching television or videos and playing
computer games

Children of both sexes aged 5-12 years were most
commonly reported to watch an average of between one
and two hours of television or videos per day (41.3 per
cent of malesand 42.0 per cent of females). Around onein
five children of both sexes (16.8 per cent of males and
19.0 per cent of femal es) were reported to watch an average
of lessthan one hour per day. Just over one-third (37.6 per
cent of malesand 34.1 per cent of femal es) were reported

to watch an average of between two and four hours per
day, while asmall minority (3.4 per cent of malesand 3.8
per cent of females) were reported to watch four or more
hours per day. Overall, 39.5 per cent of al children aged
5-12 years watched an average of two or more hours of
television per day.

Although television and video watching was similar
among males and females aged 5-12 years, males were
reported to spend more time playing computer games.
More than three-quarters of males (77.3 per cent) were
reported to play computer games, compared with just over
half of females (53.0 per cent). Morethan oneinfivemales
(21.9 per cent) were reported to play computer games for
an average of more than one hour per day, while the
comparablefigurefor femaleswaslessthan onein 10 (8.2
per cent) (Figure 14).
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8. HEALTH STATUS

While most children are healthy, it isimportant to monitor
health problems in children to detect emerging patterns
of illnessand to inform policy and planning of child health
services. This section reports on asthma, oral health,
disability, emotional and behavioural problems in
children, and health status as measured by the Child Health
Questionnaire (CHQ).

Asthma

Asthmaisachronic inflammatory disorder of the airways
of thelung. Swelling of theairway lining, over-production
of mucus, and contraction of the airway musclesinreaction
to certaintriggers, causesreversible airway narrowing and
obstruction of breathing. The airways become
hypersensitive, and the inflammatory process can cause
permanent changes in the airways in the long term. The
prevalence of asthmain Australian children is among the
highest in the world and is increasing.?

The consequences of asthma in children can include:
disturbed sleep; tiredness; and reduced participation in
play at school, organised sport, and other activities.
Asthma ranks among the top 10 problems managed by
general practitioners and is a major cause for hospital
admission in children.?

While asthmaisnot curable, it can be effectively managed.
Current recommended management strategies include:
increased use of preventer medications; reduced use of
reliever medications where appropriate; use of structured
written asthma management plans; avoidance of triggers
(where known); self management education, and regular
review by a general practitioner.> ® Research has shown
that most patients with asthma management plans found
it useful for managing their asthma.*

The New South Wales Child Health Survey 2001 included
questions that assessed prevalence, severity, and
management of asthma among children aged 212 years.

CURRENT ASTHMA ANDWRITTEN ASTHMA MANAGEMENT PLAN BY AREA HEALTH SERVICE OF RESIDENCE,
CHILDREN AGED 2-12YEARS, NSW, 2001 _
Current asthma Asthma management plan
Health Area
—— Central Sydney
—— Northern Sydney
T Western Sydney
e Wentworth
f——— South-West Sydney
——— Central Coast
i Hunter
—— lllawarra
f———H South-East Sydney
—— Northern Rivers
—0— Mid-North Coast
——— New England
——— Macquarie
—— Mid-Western
— Far West
— Greater Murray
—— Southern
- All NSW
T T T T T T T T T T T T T T
0 10 20 30 0 10 20 30 40 50 60 70 80 90
Per cent of children Per cent of children with current asthma
Note:  Current asthma = symptoms of asthma or medication for treatment or prevention of asthma in the last 12 months. Current
asthma estimates based on 7916 respondents. Asthma management plan estimates based on 1296 respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.
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CURRENT ASTHMA ANDWRITTEN ASTHMA MANAGEMENT PLAN BY AREA HEALTH SERVICE OF RESIDENCE,
CHILDREN AGED 2-12 YEARS, NSW, 2001
Health Area Per cent  LL 95% CI UL 95% CI  Estimates Per cent  LL 95% CI UL 95% ClI  Estimates
Number Number
Current asthma Asthma management plan
Central Sydney 12.4 9.0 15.9 7000 5585 40.8 70.3 3900
Northern Sydney 12.8 9.4 16.2 12600 32.7 20.0 45.3 4100
Western Sydney 16.7 13.0 20.5 15300 47.4 35.1 59.7 7200
Wentworth 15.1 11.4 18.9 20400 34.5 22.0 47.0 7000
South-West Sydney 18.1 14.2 22.0 19800 46.0 34.1 57.9 9100
Central Coast 17.6 14.0 21.2 9700 37.0 26.3 47.7 3600
Hunter 15.8 11.7 19.9 7400 42.1 27.9 56.2 3100
lllawarra 14.8 11.0 18.6 12300 60.4 46.6 74.1 7400
South-East Sydney 12.5 8.9 16.1 6800 45.1 29.7 60.4 3100
Northern Rivers 15.3 11.3 19.2 6300 45.8 31.7 59.9 2900
Mid-North Coast 15.1 11.3 19.0 6200 44.8 311 58.5 2800
New England 17.1 183 20.9 4900 42.5 30.5 54.5 2100
Macquarie 18.5 14.4 22.6 3400 41.2 28.7 53.7 1400
Mid-Western 21.2 16.8 25.6 1700 35.7 24.4 47.0 600
Far West 22.0 18.0 26.0 6000 45.0 34.8 5583 2700
Greater Murray 19.3 15.7 23.0 8300 46.8 36.3 512 3900
Southern 12.7 9.7 15.8 3700 35.2 23.1 47.3 1300
All NSW 15.7 14.7 16.8 151900 43.6 40.1 47.2 66300
Note:  Current asthma = symptoms of asthma or medication for treatment or prevention of asthma in the last 12 months. Current
asthma estimates based on 7916 respondents. Asthma management plan estimates based on 1296 respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

Asthmaprevalence

Approximately one quarter (26.4 per cent) of parents or
carersreported ever being told by adoctor or at ahospital,
that their child had asthma. This proportion was higher in
mal es (29.8 per cent) than females (22.8 per cent); and the
proportion increased with age, from 17.3 per cent among
children aged two years, to 29.6 per cent among children
aged 12 years.

Overal 15.7 per cent of children were reported to have
current asthma (symptoms of asthma, or medication for
asthma, inthelast 12 months). Again, this proportion was
higher in males (18.4 per cent) than females (12.9 per
cent). Among males, current asthma was most frequently
reported in the 6-8 year age group, affecting just over
20.0 per cent of malesin this age group. Among females,
current asthma was most frequently reported in the 9-10
year age group, affecting around 15.0 per cent of females
inthisagegroup. The prevalence of current asthmavaried
among area health services, with generally higher rates
reported inrural areas. Current asthmawas most frequently
reported in Mid Western (21.2 per cent) and Far West (22.0
per cent) Health Areas (Figure 15, Table 9).

The reported overall prevalence of current asthma was
consistent with other recent studiesin NSW, which reported
prevalence of current asthma as 22 per cent in a study

based in Lismore,®and 18 per cent in a study based in
Wagga Wagga (children aged 3-5 years).?

Asthma severity

More than half of children with current asthma (59.3 per
cent) were reported to have visited a general practitioner
(GP) for an asthma attack in the last 12 months. This
proportion was similar among males (59.2 per cent) and
females (59.3 per cent). More than one in five children
(23.3 per cent) with current asthmawere reported to have
three or more GP visits for asthma attacks in the last 12
months. Reported visits to emergency departments were
less frequent: 16.1 per cent of males and 16.4 per cent of
females were reported to have visited an emergency
department for an asthma attack in the last 12 months.

For more than half the children with current asthma (58.2
per cent), asthma was reported to have limited the child’'s
usual activitiesin the last 12 months. The mean number of
days of limited activity for children with current asthma
was 9.3 days, while the median number was two days.
Around half the children with current asthmawere reported
to have had disturbed sleep in the last month as a result of
asthma (48.2 per cent). The mean number of nights of
disturbed deep for children with current asthma was 2.9
nights, while the median number was 0 nights.
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Asthmamanagement

Less than half the children with current asthma (43.6 per
cent) were reported to have a written asthma management
plan from their doctor. This proportion was similar anong
males (41.9 per cent) and females (46.1 per cent). It varied
among area health services, from 32.7 per cent in Northern
Sydney to0 60.4 per centin lllawarraHeath Area(Figure 15).

Overall, 61.6 per cent of children with current asthmawere
reported to have used a reliever medication in the last
month; with the proportion being slightly higher for
females (63.8 per cent) compared with males (60.1 per
cent). Approximately one-quarter (26.6 per cent—27.2 per
cent of males and 25.6 per cent of females) were reported
to have used areliever on less than half the days of the
last month, with a smaller proportion (27.7 per cent)
reported to use the reliever more frequently (29.6 per
cent of males and 24.8 per cent of females).

Of children with current asthma, 59.4 per cent (56.4 per
cent of males; 64.3 per cent of females) were reported to
use a preventer medication in the last month. Overall,
39.3 per cent of children were reported to use a preventer
every day (42.8 per cent of males; 33.8 per cent of females),
and 8.6 per cent to use a preventer on most days (7.1 per
cent of males; 10.8 per cent females). Overall, 18.3 per
cent used a preventer on less than half the days of the
previous month (18.7 per cent of males; 17.7 per cent of
females) and approximately one quarter (26.2 per cent)
were reported not to use a preventer in the last month
(24.4 per cent males; 29.1 per cent females).
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Oral health

The oral health of Australian children has improved over
recent decades, with adramatic decline in the experience
of dental caries.! However, there are clear inequalitiesin
oral health, with higher rates of dental cariesin children
living in socially disadvantaged areas, rural and remote
areas, and among Aboriginal and overseas-born children.
There is also evidence of differential access to dental
services according to country of birth, language spoken

at home, insurance status, and mother’s educational
status.'?2

Theoral health of children is most commonly assessed by
their experience of dental caries, expressed as a score for
decayed, missing, or filled teeth (DMFT). However, it is
not possible to measure experience of dental cariesin a
telephone survey such as the New South Wales Child
Health Survey 2001. Accordingly, the survey focused on
the use of dental health services, including the frequency
and place of dental visits and the treatments received.
Distinction was made between short assessments of oral
health, made as part of the Save Our Kids Smiles (SOKS)
program, which the NSW Department of Heal th introduced
in 1996; and visits to dental professionals, during which
afull oral examination is conducted. The SOK S program
is based in schools or pre-schools and involves children
in Kindergarten, and Years 2, 4, 6 and 8 being offered free
oral health education, oral health assessment, and clinical
care on a priority-based system.*

In the New South Wales Child Health Survey 2001, parents
or carerswere asked about any dental injuries suffered by
their child in the previous 12 months. Other reports have
shown that most injuries to deciduous (milk) teeth occur
at home, while most injuriesto children’s permanent teeth
occur at home or school. Fallsare the most common cause,
although bicycle and traffic accidents, sports accidents,
and violence, are also common causes.2® Mouthguards
prevent dental injuries but are not widely used outside a
few organised sports. Sports in which participants are at
most risk of dental injuries include: rugby union,
swimming, rugby league, basketball, cricket, hockey,
soccer, netball, squash, softball-baseball, and tennis.®

Save Our Kids Smiles(SOK S) assessments

In the New South Wales Child Health Survey 2001, parents
or carers of children aged 5-12 years were asked whether
their child had adental assessment at school as part of the
SOKS program in the last 12 months. The New South
Wales Child Health Survey 2001 captured information
about SOK S assessments occurring between March 2000
and September 2001. Changes in eligibility for SOKS
assessments occurred during thisperiod. In 2000, all NSW
children in the respective years being screened were
eligible, whilein 2001, assessments were offered only to
children in these grades in schools designated as ‘high
risk’ for poor oral health.

Just over half (53.1 per cent) of al children aged 5-12
years were reported to have had a dental assessment at
school, as part of the SOK S program, inthelast 12 months.
This proportion was higher among children aged 8-12
years (57.4 per cent) than those aged 57 years (45.8 per
cent). The reasons for this age difference are unclear but
may relate to the timing of the survey interviews relative
to the timing of the conduct of SOK S assessments around
the state.
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FIGURE 16

PLACE OF LAST DENTAL VISIT, CHILDREN AGED 1-12 YEARS, NSW, 2001

two years.

Place of visit Estimated
Number
Private
. 65.2 384,500
dental practice
School
) 121,400
dental service
Other government
. - 56,700
or public dental clinic
Health fund
- 13,100
dental clinic
Dental hospital 10,700
Dentist in 0.2 900
familyffriend |
Other | 0.1 400
T T T T T T T
0 10 20 30 40 50 60 70
Per cent

Note:  Excludes SOKS assessments. Estimates based on 4933 respondents who had visited a dental professional in the past

Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

Visitsto dental professionals

Overall, 61.6 per cent of children aged 1-12 years were
reported to have ever visited a dental professional. This
proportion was lower among indigenous children (52.5
per cent) than non-indigenous children (61.5 per cent),
but wassimilar for children living in non-English speaking
households (57.3 per cent) and English speaking
households (60.7 per cent). The proportion of children
reported as ever visiting a dental professional increased
with age (4.0 per cent for children aged one year compared
with 25.6 per cent for children aged 2—4 years, 67.6 per
cent for children aged 57 years, and 90.0 per cent for
children aged 8-12 years).

Forty-three (43.1per cent) of children aged 1-12 years
reported visiting a dental professional (excluding SOKS
assessment) in the last 12 months. This proportion
increased with age (3.6 per cent for children aged one
year compared with 20.8 per cent for children aged 24
years, 46.7 per cent for children aged 57 years, and 61.5
per cent for children aged 8-12 years).

Almost two-thirds (65.2 per cent) of dental visits
(excluding SOK S assessments) made within the last two
years were to private dental practices. One in five (20.6
per cent) were at school dental services and 9.6 per cent
wereat other public clinics. A minority reported attending
a dental hospital (1.8 per cent) or a health fund dental
clinic (2.2 per cent) (Figure 16). Of respondents who
visited private dentists, 16.1 per cent were eligible for
public dental care. The main reasons stated for using
services provided by private dental professionals, when
families were eligible for public dental care, were longer
waiting times at public clinics (23.9 per cent), issueswith
continuity of care (15.8 per cent), better quality of care at
private clinics (13.6 per cent), and poor access to public
clinics (13.5 per cent).

The proportion of visits made at private dental clinics
was considerably higher than that reported in National
Dental Telephone Interview Survey 1999, where only
around 40 per cent of NSW children aged 611 years had
made their last visit to a private practitioner.®
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FIGURE 17
TYPE OF DENTAL TREATMENT INTHE PAST 12 MONTHS, BY AGE GROUP, CHILDREN AGED 1-12 YEARS, NSW,
2001
) 1-4 years 5-12 years .
Estimated Estimated
Number Dental treatment Number
51,400 Check up 48.9 347,500
7,400 Scale and clean 19.4 137,500
8,800 Fillings 17.2 122,200
6,100 Fluoride treatment 15.4 109,700
1,700 Tooth removed 7.3 51,800
200 Orthodontics 5.6 39,900
1,700 Fissure seal or coating | 2.1 14,700
600 1.2 8,500
1,100 Capped tooth 1.0 7,400
2,700 2.8 11,100
287,000 83.6 44.2 314,000
T T T T T T T T T T 1 T T T T T T T T T T
100 90 80 70 60 50 40 30 20 10 O 0 10 20 30 40 50 60 70 80 90 100
Per cent Per cent
Note:  Excludes SOKS assessments. Estimates based on 8689 respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

Dental treatments

Overall, 37.9 per cent of children were reported to have
had a dental check-up in the past 12 months (excluding
SOK Sassessments). This proportion varied by age group,
with 15.0 per cent of children aged 14 years and 48.9 per
cent of children aged 5-12 years reported to have check-
ups. The most frequent dental procedures reported for
children aged 5-12 years were scale and clean (19.4 per
cent), fillings (17.2 per cent), fluoride treatment (15.4 per
cent), removal of teeth (7.3 per cent), and orthodontics
(5.6 per cent) (Figure 17). Children aged 5-12 yearswere
around three times more likely than younger children to
be reported to have had these dental procedures in the
past 12 months.

Dental injuries

Overall, 3.9 per cent of children aged 5-12 years were
reported to have seen a dental professional for treatment
of a dental injury in the previous 12 months. This
proportion was greater among children aged 8-12 years
(3.7 per cent) compared with 5-7 years (2.4 per cent); and

among males (3.9 per cent) compared with females (2.5
per cent).
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FIGURE 18
PREVALENCE AND SEVERITY OF SPEECH DIFFICULTIES BY SEX, CHILDREN AGED 2-12 YEARS, NSW, 2001

) Males Females )

Estimated - Estimated
Number Speech difficulty Number
Has difficulty
91,100 . ) 11.5 54,200
saying certain sounds
13,100 Stammers or stutters 11 5,200
Does not speak
45,700 . 5.3 24,800
as well as other childern
Has attended speech
25,900 therapy or seen speech | 3.3 15,400
patologist
396,100 79.8 No speech difficulties 87.3 | 412,100
T T T T T T T T T T 1 T T T T T T T T T T
100 90 80 70 60 50 40 30 20 10 O 0 10 20 30 40 50 60 70 80 90 100
Per cent Per cent
Note:  Respondent could name more than one speech difficulty. Percentages will total more than 100. Estimates based on 7916
respondents.

Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

6. LoveRM, Carman N, Carmichael S, MacFadyen E. Sports-
related claims to the New Zealand Accident Rehabilitation
and Compensation Insurance Corporation, 1993—-1996:
Analysis of the 10 most common sports, excluding rugby
union. N Z Dent J 1998; 94: 146-149.

Disability

The Australian Bureau of Statistics 1998 Survey of
Disability, Ageing and Carers, reported that around one
in 15 NSW children aged 0-14 years (6.6 per cent) had a
disability, with males (8.3 per cent) more frequently
affected than females (4.8 per cent). Most of these children
were restricted in their ability to perform core activities

(such as self-care, mobility, or communication) and/or to
participate in schooling.

The New South Wales Child Health Survey 2001 included
questions about visual, hearing, and speech impairments.
These impairments can have adverse effects on
communication skills, educational attainment, and quality
of life. Published prevalence rates for communication
disordersin children vary from 2—3 per cent to about 20 per
cent, depending on the age of the children studied and the

definition of the disorder.? In the 1998 Australian Bureau
of Statistics survey, sensory and speech impairments were
the second most frequent cause of disability in children,
after intellectual impairments. Around half of childrenwith
hearing or speech loss were restricted in their ability to
communicate with othersand/or had difficultiesat school .2

The New South Wales Child Health Survey 2001 also
included questions about ear infections. In otitis media
(middle ear infection), fluid accumulates in the middle
ear space, leading to conductive hearing loss. This may
persist for weeks to months, after every episode of acute
otitis media. Recurrent episodes may be associated with
problems in the development of speech, language, and
cognitive abilities.*

Visual impairments

Most children aged 2-12 years (92.6 per cent) were
reported to have normal vision. Most of the children who
did not have normal vision (7.4 per cent) were reported to
wear glasses, and most of these (89.2 per cent) had no
difficulty seeing words with their glasses on.

Vol. 13 No. S-3

39




Approximately one in 100 children (0.8 per cent) were
reported to have difficulty seeing words, even with glasses
on, or were blind in both eyes.

Hearingimpairmentsand ear infections

Two-thirds (66.6 per cent) of children aged 2-12 years
were reported to have had their hearing tested. Onein 30
children (3.4 per cent) was reported to have any form of
hearing loss, and 0.2 per cent were reported to currently
wear a hearing aid.

Under half of all children aged 04 years (42.0 per cent)
were reported to have ever had an ear infection diagnosed
by adoctor. Lessthan onein 10 (7.4 per cent) werereported
to have ever had a discharge from an ear, or ‘runny ear’
(7.8 per cent of males; 6.9 per cent of females), while 2.2
per cent were reported to have had grommetsinserted for
treatment of chronic otitis media (2.6 per cent of males;
1.7 per cent of females).

Speech difficulties

Most children (83.4 per cent) were reported to have no
speech difficulties. Overall, 16.6 per cent were reported
to have a speech difficulty, with the rate being higher
among males (20.2 per cent) compared with females (12.7
per cent). Compared with other children their age, 18.3
per cent of malesand 11.5 per cent of femaleswere reported
to have difficulties saying certain sounds, while 9.2 per
cent of malesand 5.3 per cent of females were reported to
not speak as well as other children. Also, 2.6 per cent
males were reported to stammer or stutter, compared with
1.1 per cent of females. Onein 20 males (5.2 per cent) and
one in 30 females (3.3 per cent) were reported to have
attended speech therapy or seen a speech pathologist
(Figure 18).
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General health status—The Child Health
Questionnaire

In the New South Wales Child Health Survey 2001, the
general health status of children aged 5-12 years was
assessed using the Child Health Questionnaire (CHQ), a
multi-dimensional instrument that measuresthe functional
health and wellbeing of children. The 28-item parent—
proxy form, CHQ PF28, is designed for administration to
parents or carers of children aged 5-15 years. It has
conceptsof ‘global health’, ‘ physical functioning’, ‘role—
social limitations (emotional—behavioural)’, ‘ role-social

limitations (physical)’, ‘bodily pain—discomfort’,
‘behaviour’, ‘global behaviour’, ‘mental health’, ‘self-
esteem’, ‘genera health perceptions’, ‘changein health’,
‘parental impact (emotional)’, ‘parental impact (time)’,
‘family cohesion’, and ‘family activities'. All questions
are based on recall of the child's health over the past four
weeks.!

The CHQ has been reported to be a reliable and valid
measure of functional child health and wellbeing for the
Australian population, encompassing children who are
generally healthy and children with health problems
related to physical and social functioning.?

This report does not report on the concept ‘change in
health’, which measures general health now compared
with one year ago, since this concept was not included in
the New South Wales Child Health Survey 2001. In
addition, we have only included one of two measures of
general health (global health) and behaviour (global
behaviour); and the report does not include the concepts
of ‘general health perceptions’ and ‘behaviour’, both of
which are scored differently.

The CHQ rating for each concept is reported by a mean
and standard deviation (SD) (Table 10). Thistable provides
population datafor the parent-reported CHQ. Thesevalues
can be used as a benchmark to compare subgroups of
children or to monitor the health trends of the child health
population aged 012 years over time.

In the rating of ‘global health’, approximately half of all
children wererated to have excellent health (51.6 per cent),
one-third to have very good health (34.6 per cent), 11.1
per cent to have good health, and 2.1 per cent to have fair
or poor health. The mean rating of ‘global heath’ was
dlightly higher for childrenin rural areas (89.3), compared
with urban areas (88.0). The mean rating of ‘physical
functioning’ was slightly higher for females (96.4)
compared with males (95.7) and among children aged 57
years (96.7) compared with children aged 8-12 years (95.6).
The mean rating for ‘body pain—discomfort’ was slightly
higher for males (84.4) compared with females (83.9) and
among children aged 5-7 years (85.0) compared with
children aged 8-12 years (83.6).

The mean rating for ‘global behaviour’ was higher for
females (83.3) compared with males (77.5) and among
children aged 8-12 years (81.1) compared with children
aged 5-7 years(78.9). Themeanrating for ‘ mental health’
wassimilar for females (80.1) compared with males(79.0),
and among children in rural areas (80.2) and urban areas
(79.3). Themean rating for ‘ parental impact—emotional’
was higher for females (83.0) compared with males (80.5)
and for ‘ parental impact—time’ among children aged 8—
12 years (93.1) compared with children aged 5-7 years
(92.2). The mean rating for ‘ parental impact—time' was
slightly higher for females (93.2) compared with males
(92.2) and among childrenin rural areas (93.4) compared
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TABLE 10

CHILD HEALTH QUESTIONNAIRE CONCEPTS AND MEAN RATING SCORES

Concept No. of questions Mean SD Interpretation Interpretation
in the rating — low score (0) — high score (100)
(Rating scale)
Global health * 1 (Excellent, very 88.3 0.2 Parent believes child’'s Parent believes child’s
good, good, fair health is poor health is excellent
or poor)
Physical functioning 3 (Limited a lot, 96.0 0.2 Child is limited a lot in Child performs all types of
limited some, limited performing all physical physical activities, including
a little, not limited) activities including bending, the most vigorous, without
stooping and lifting, due to limitations due to health
health problems problems
Role—social 1 (Limited a lot, 95.9 0.3 Child is limited a lot in school Child has no limitations in
limitations limited some, work or activities with friends school work or activities
(emotional— limited a little, not as a result of emotional or with friends as a result of
behavioural) limited) behavioural problems emotional or behavioural
problems
Role—social 1 (Limited a lot, 95.6 0.3 Child is limited a lot in school Child has no limitations in
limitations limited some, limited work or activities with friends school work or activities
(physical) a little, not limited) as aresult of physical health with friends as a result of
physical health
Bodily pain— 1 (None of the time, 84.1 0.3 Child has body pain or Child has no body pain or
discomfort once or twice, a few discomfort every day discomfort
times, fairly often,
very often, every day
or almost every day)
Global behaviour * 1 (Excellent, very good, 80.3 0.4 Child’s behaviour is poor Child’s behaviour is
good, fair or poor) compared with other children excellent compared with
of the same age other children of the
same age
Mental health * 3 (All of the time, most  79.5 0.3 Child feels lonely, nervous, Child feels lonely, nervous,
of the time, some of the bothered or upset all of the bothered or upset none
time, a little of the time, time of the time
never)
Self-esteem * 3 (Very satisfied, 84.5 0.3 Child is very dissatisfied with Child is very satisfied with
somewhat satisfied, school abilities, friendships school abilities,
neither satisfied nor and life overall friendships and life overall
dissatisfied, somewhat
satisfied, very
dissatisfied)
Parental impact 2 (None at all, a little 81.7 0.4 Parent experiences a lot of Parent doesn’t experience
(emotional) bit, some, quite a bit, emotional worry or concern as emotional worry or concern
a lot) a result of child’s physical as a result of child’s hysical
health, emotional wellbeing or health, emotional wellbeing
behaviour or behaviour
Parental impact 2 (Limits me a lot, limits  92.7 0.3 Parent experiences a lot of Parent doesn’t experience
(time) * me some, limits me a limitations in time available for a lot of limitations in time
little, does not limit me) own personal needs due to available for own personal
child’s physical health, needs due to child’s physical
emotional wellbeing, or health, emotional wellbeing,
behaviour or behaviour
Family cohesion 1 (Excellent, very good, 76.9 0.4 Family’s ability to get on is Family’s ability to get on
good, fair, poor) rated ‘poor’ is rated ‘excellent’
Family activities 2 (Very often, fairly 84.5 0.4 The child’s health very often The child’s health never

often, sometimes,
almost never, never)

limits and interrupts family
activities

limits or interrupts family
activities

Notes:

perceptions’, and ‘behaviour’,

& The minimal score for these items is more than 0.

SD Standard deviation
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

Comparisons based on 5888 respondents. We did not report on the concepts ‘change in health’, ‘general health
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FIGURE 19
HAD EMOTIONAL OR BEHAVIOURAL PROBLEMS INTHE LAST SIX MONTHS, BY AGE AND SEX, CHILDREN
AGED 4-12 YEARS, NSW, 2001
Estimated Males A Females Estimated
Number ge (years) Number
8,600 4 16.4 7,000
16,100 5 26.5 11,400
14,800 6 219 9,500
14,800 7 26.9 11,700
13,800 8 30.7 13,200
18,100 9 31.2 13,500
17,600 10 28.0 12,200
20,100 449 11 29.2 12,600
19,100 42.7 12 37.5 16,000
T T T T T 1 T T T T T
50 40 30 20 10 0 0 10 20 30 40 50
Per cent Per cent
Note:  Estimates based on 6503 respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

with urban areas (92.5). The mean rating for ‘family
activities was higher for females (86.) compared with
males (83.0) and among children aged 8-12 years (85.0)
compared with children aged 57 years (83.7).

Similar results were reported from a self-completed
parental survey in alarge school-based sampleinVictoria
of children aged 5-18 years, using the PF50 (an expanded
version of the PF28 questionnaire).2 The main differences
were that the Victorian sample had lower mean scores for
the concepts of ‘role-social limitations (emotional—
behavioural)’ (93.7) and ‘ self-esteem’ (79.7), and slightly
lower scoresfor ‘body pain—discomfort’ (82.3).
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Emotional and behavioural problems

Childhood emotional and behavioural problems are one
of the most common challenges that parents and carers
face. Behaviour or school problems add stress to any
family. The vast majority of childhood behavioural
problemsfall withinthe normal range and are appropriately
dealt with by parents or primary care workers such as
maternal and child and family health nurses, general
practitioners, community health workers, and early
childhood and childcare professionals. By understanding
the nature of emotional or behavioural problems, and by
getting the appropriate help and support, parents can
better deal with these issues.

The child and adolescent component of the National
Survey of Mental Health and Wellbeing 2000,* provided
the first reliable national data on the burden of mental
health problemsin children and adolescentsin Australia.
According to the results of the national survey, 15.0 per
cent of boys aged 4-12 years and 14.4 per cent of girls
aged 4-12 years have emotional or behavioural problems
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FIGURE 20

SEVERITY OF EMOTIONAL OR BEHAVIOURAL PROBLEMS INTHE LAST SIX MONTHS, BY SEX, CHILDREN AGED
4-12YEARS,WHO HAD EMOTIONAL AND BEHAVIOURAL PROBLEMS, NSW, 2001
Estimated Males s q f bl Females Estimated
Number everity of problem Number
Had more problems
71,200 49.7 . 38.4 41,200
than others of his/her age
Problems caused somewhat/
78,400 | 54.8 48.8 52,300
very serious distress to child
Problems caused somewhat/
67,400 ) ) 37.4 40,000
very serious distress to others
Problems caused
49,200 somewhat/very serious 28.1 30,100
disruption to child’s activities
Needed professional
60,300 31.6 33,700
help
T T T T T T T
60 50 40 30 20 10 0 0 10 20 30 40 50 60
Per cent Per cent
Note:  Estimates based on 2082 respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

inthe‘clinical range’ (that is, therangetypically reported
for those attending mental health clinics).

In addition to the CHQ items on emotional and
behavioura health in the previous four weeks, parents
and carers of children aged 4-12 years who participated
in the New South Wales Child Health Survey 2001 were
asked about emotional and behavioural problems
experienced by their child over the previous six months,
and about help that they needed for these problems.

Overall, amost one-third of children aged 4-12 years(31.4
per cent) were reported to have had any emotional or
behavioural problemsin the past six months, both clinical
and non-clinical. These problems were more frequently
reported among males (35.0 per cent) than among females
(27.6 per cent), and their prevalence increased with age,
from 17.9 per cent in children aged four years, to 40.2 per
cent in children aged 12 years (Figure 19).

Among children reported to have had emotional or
behavioural problemsin the past six months, less than half

(44.9 per cent—49.7 per cent males; 38.4 per cent femal es)
were reported as having had more of these problems than
other children their age. In more than half of children who
had emotional or behavioural problems (52.2 per cent—
54.8 per cent males; 48.8 per cent females), the problems
were described as being somewhat or very seriousinterms
of causing distress to the child. Problems were less
frequently described as being somewhat or very seriousin
terms of disrupting or causing distress to others (43.0 per
cent—47.2 per cent males; 37.4 per cent females), or
preventing the child from doing things usually expected
of children their age (31.7 per cent—34.4 per cent males;
28.1 per cent females) (Figure 20).

Morethan one-third (37.6 per cent) of parentsor carers of
children aged 4—12 years, who were reported to have had
emotional or behavioural problemsin thelast six months,
stated that they thought their child needed professional
help for these problems. Around two-thirds of these (68.3
per cent males; 61.9 per cent females) had obtained
professional help. Among those who did not get help, the
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FIGURE 21
REASON FOR NOT BEING ABLETO GET MORE HELP FOR EMOTIONAL OR BEHAVIOURAL PROBLEMS,
CHILDREN AGED 4-12YEARS,WHO NEEDED PROFESSIONAL HELP BUT DID NOT GET IT, NSW, 2001
Reasons given Estimated
Number
Didn’t want to
attend service 4,500
Afraid of what family
or friends might say ALY
Decided could handle
problem on own 520 3200
Help was too
expensive 5,500
Services were
too far away 5,600
Thought treatment
might not help SN
Had to wait a
long time 8,000
Did not know where
to get help 13,900
Asked for help
and didn't get it Bty
Other 6,500
] T T T T T
0 10 20 30 40 50
Per cent
Note:  Respondents could mention more than one reason. Percentages will total more than 100. Estimates based on 237
respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

most common reasons cited were deciding to handle the
problem on my own (52.0 per cent), not knowing where
to get help (43.4 per cent), having to wait too long for an
appointment (24.9 per cent), and asking for help but not
getting it (20.0 per cent) (Figure 21).
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Infant feeding and behavioural problems

In the New South Wales Child Health Survey 2001, parents
or carers of children aged 0-11 months were asked 17
questions regarding infant feeding and behavioural
problems. For each feeding or behavioural problem, the
parent or carer was asked what the most serious problem
was, how serious the problem was, how difficult the
problem was to manage, where they sought help, whether

they still had a problem, and whether they required help
to manage the problem.

Overall, 28.0 per cent of infants aged 0-1 years were
reported to have feeding problems and 35.1 per cent of
infants were reported to have a behavioural problem. The
main feeding problems reported were breastfeeding
problems (63.0 per cent, of which 77.9 per cent were
reported to be serious) and reflux (14.0 per cent, of which
90.1 per cent were reported to be serious). The main
behavioural problems reported were settling difficulties
(41.8 per cent, of which 51.2 per cent were reported to be
serious) and colic (14.1 per cent, of which 73.1 per cent
were reported to be serious).

Of the parents or carers who reported an infant feeding
problem, 57.1 per cent said the problem was difficult to
manage and almost all (99.0 per cent) sought help. Overall,
44.7 per cent of the parents or carers who had an infant
behavioural problem said the problem was difficult to
manage and, again, almost all (99.0 per cent) sought help.
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The main sources of help for infant feeding and infant
behavioural problemswas reported to be child and family
health childhood nurses (66.7 per cent and 47.4 per cent
respectively) or family and friends (30.8 per cent and 29.8
per cent respectively).

Physical health of toddlers

In the New South Wales Child Health Survey 2001, parents
or carers of children aged 1-4 years were asked 17
questions regarding three main types of physical health
issues relating to toddlers: eating or feeding problems,
mobility problems, and other physical developmental
problems. For each physical health problem, the parent or
carer was asked to report the most serious problem, how
serious the problem was, where they sought help,whether
they still had a problem, and whether they required
assistance to manage the problem.

Overall 7.5 per cent of parents or carers of children aged
1-4 years reported their child had eating or feeding
problems; of these, 48.5 per cent were reported to be
serious. A small proportion (1.6 per cent) of parents or

carers reported their child had mobility problems (taking
steps, walking or running); and, of these, 54.6 per cent
were assessed by the parentsto be serious. A dlightly higher
proportion (3.2 per cent) of parentsor carersreported their
child had other physical developmental problems (for
example, trouble manipulating toys), of which 40.6 per
cent were reported by the parents to be serious.

Of the parents or carers who reported a very serious or
serious physical health problem with a toddler, 71.7 per
cent had sought help for the feeding or eating problem,
82.4 per cent had sought help for the mobility problem,
and 90.3 per cent had sought help for other physical
developmental problems.

The main sources of help for physical health problems
among toddlers were medical specialists (31.8 per cent
for eating and feeding problems, 76.4 per cent for mobility
problems, and 84.0 per cent for other physical
developmental problems); and general practitioners (71.6
per cent for eating and feeding problems, 47.5 per cent for
mobility problems, and 25.9 per cent for other physical
developmental problems).
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9. HEALTH SERVICES

NSW Health provides a range of health care services to
children and their families. Services specifically provided
for children and their families, either through NSW Health,
through other government departments, or through non-
government or private organisations, include: child and
family health services, family care centres, residentia care
centres, parent help telephonelines, child and family teams
in community health centres, child protection services,
child and adolescent mental health services, housing
support services, educational support services, children's
wards in general hospitals, and specialist children’s
hospitals. General practitioners (GPs) are key partnersin
the provision of primary health care services for children
and their families. The New South Wales Child Health
Survey 2001 focused on: use of health services,
immunisation (vaccination), visitsto general practitioners,
use of personal health records, child and family health
services, parental support services, and home visiting
services.

Use of health services

It has been estimated, through ongoing data collections
and previous surveys, that 7.4—20.2 per cent of children
aged 0-16 years attend emergency departments in a 12
month period and 18.0-32.0 per cent of children visit a
GPin atwo-week period.t

In the New South Wales Child Health Survey 2001 parents
or carers of children aged 1-12 years were asked which
servicesthey had used in thelast 12 months, from alist of
possible services including: GPs, hospitals, community
health centres, medical specialists (including
paediatricians; psychiatrists; or ear, nose and throat
specialists), Community services offices, services for
children’s behavioural and physical problems (including
allied health services), parental support services (including
aschool counsellor or guidance officer), or other helping
organisations or individuals.

FIGURE 22
HEALTH SERVICES USED INTHE LAST 12 MONTHS, BY AGE GROUP, CHILDREN AGED 1-12 YEARS, NSW, 2001
Estimated 1-4 years Servi d 5-12 years Estimated
Number EIVICENISE Number
GP or
321,000 |93.5 family doctor 82.9 589,000
Hospital emergency
103,000 department 15.7 111,500
Private medical
81,000 specialist 19.6 138,900
Hospital outpatient
51,600 department or clinic 116 82,600
Physiotherapist,
33,600 chiropractor, speech 12.7 90,600
or other therapist
41,300 Community health 8.1 57.700
centre
School counsellor
200 or guidance officer 8.0 56,500
Department of community
7,100 services office 19 13,600
Children’s youth
and family services 01 600
13,000 3.8 Other 6.8 48,500
Not attended any
14,700 4.3 e 12.0 85,000
T T T T T T T T T T 1 T T T T T T T T T T
100 90 80 70 60 50 40 30 20 10 O 0 10 20 30 40 50 60 70 80 90 100
Per cent Per cent
Note:  Respondents could mention more than one health service. Percentages will total more than 100.
Estimates based on 8689 respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 23

Health Area

STRONGLY OR GENERALLY SUPPORT IMMUNISATION PROGRAM BY AREA HEALTH SERVICE OF RESIDENCE,
PARENTS OR CARERSWITH CHILDREN AGED TWO MONTHS TO FOUR YEARS, NSW, 2001

Central Sydney
Northern Sydney
Western Sydney

Wentworth
South-West Sydney
Central Coast
Hunter

lllawarra
South-East Sydney

Northern Rivers

Mid-North Coast

New England
Macquarie
Mid-Western
Far West
Greater Murray
Southern

All NSW

L 4

80

Note:

85

Estimates are based on 3459 respondents.

90

Per cent

95

T
100

Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

TABLE 11

STRONGLY OR GENERALLY SUPPORT IMMUNISATION PROGRAM BY AREA HEALTH SERVICE OF RESIDENCE,
PARENTS OR CARERSWITH CHILDREN AGED TWO MONTHS TO FOUR YEARS, NSW, 2001

Health Area Per cent LL UL Estimated Health Area Per cent LL UL Estimated

95% ClI 95% CI Number 95% ClI  95% ClI Number
Central Sydney 97.9 95.6 100.0 27600 Northern Rivers 89.3 83.8 94.8 13300
Northern Sydney 96.6 93.7 99.5 41100 Mid-North Coast 94.6 90.3 99.0 14000
Western Sydney 100.0 100.0 100.0 43200 New England 97.3 93.9 100.0 11000
Wentworth 97.0 94.3 99.7 56900 Macquarie 98.7 97.0 100.0 7400
South-West Sydney 97.0 94.1 99.9 49400 Mid-Western 98.0 95.2 100.0 3200
Central Coast 99.1 98.1 100.0 23500 Far West 99.1 97.7 100.0 11300
Hunter 95.3 91.0 99.6 18000 Greater Murray 96.0 92.3 99.7 17300
lllawarra 98.8 97.4 100.0 34200 Southern 97.9 96.1 99.8 11500
South-East Sydney 98.9 97.2 100.0 22200 All NSW 97.4 96.6 98.1 405200

Note:

Estimates are based on 3459 respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 24
CURRENT USE OF PERSONAL HEALTH RECORD (THE ‘BLUE BOOK’) BY AGE GROUP, PARENTS OR CARERS
OF CHILDREN AGED 0-12YEARS, NSW, 2001
Estimated 0-4 years Personal health 5-12 years Estimated
Number record use Number
269,300 62.8 Record of immunisation 19.7 139,300
155,000 Record of growth 7.0 49,100
Record of visits to
78,800 child & family health 2.0 14,300
services
86,800 Record of visits to doctor | 4.8 33,600
61,400 Information on child health| 5.0 35,200
14,600 Record of illness 2.9 20,500
22,100 Other 18 12,800
106,100 Does not use 75.5 535,900
T T T T T T T T T 1 T T T T T T T T T
100 90 80 70 60 50 40 30 20 10 O 0 10 20 30 40 50 60 70 80 90 100
Per cent Per cent
Note:  Respondents could mention more than one use. Percentages will total more than 100. Estimates based on 9425
respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

A magjority (90.5 per cent) of parentsor carersreported the
child had attended at least one of thelisted servicesin the
last 12 months, with the most frequented service being a
GP or family doctor (86.4 per cent). There was very little
difference in the reported use of services by males
compared with females; however, the proportion of
children who had used a service was higher among
children aged 04 years (95.7 per cent) compared with
those aged 5-12 years (88.0 per cent) (Figure 22).

Reference

1. Williamson M, Jorm L, CardonaM, Chey T. Blacktown Health
rvey 1993. Sydney: Western Sydney AreaHedl th Service, 1994.

Immunisation (vaccination)

Despite a reduction in national incidence of vaccine-
preventable diseases in children, since the introduction
of immunisation, a range of vaccine-preventable
diseases—such as pertussis, measles, mumps, rubella,

haemophilis influenza type B, hepatitis B and tetanus—
remain aprobleminAustralia. The overall aim of the NSW
immunisation program for children is to reduce the
incidence of vaccine-preventable diseasesin children that
may cause significant morbidity and mortality.
Vaccination coverage in children can be monitored using
information from the Australian Childhood Immunisation
Register (ACIR).

Monitoring the level of support for the immunisation
program, sources of information about immunisation and
providers of immunisation services assist in planning
efficient and effective immunisation programs that will
be used by parents or carers at the appropriate timein a
child’s development.

In the New South Wal es Child Health Survey 2001, parents
or carers of children aged two months to four years were
asked three questions regarding immunisation: which
service providers they used for immunisation services;
whether they support the immunisation program; and, for
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those who do not support the program, what sources they
use to get information about immunisation. The majority
(85.8 per cent) of children aged two months to four years
were reported to have been immunised by alocal doctor
(66.0 per cent) or by a general practitioner in a medical
centre (19.8 per cent).

Over 97.4 per cent of parents or carers of children aged
two months to four years reported supporting the
immunisation program (81.6 per cent reported that they
strongly support it; 15.8 per cent reported that they
generally support it). This varied by area health service,
with respondents from Western Sydney reporting the
strongest support for the immunisation program (100.0
per cent) and Northern Rivers reporting the lowest level
of support (89.3 per cent) (Figure 23, Table 11).

Non-supporters of theimmunisation program reported the
main sources of information they accessed were health
professionals (62.0 per cent) and the electronic and print
media (52.1 per cent).

Visits to general practitioners

General practitioner (GP) consultations are amajor source
of health care for children. In Australiain 1995, 15.7 per
cent of these consultations were for children aged less
than 15 years, although this age group accounted for 21.5
per cent of the population.! Children aged less than one
year, 1-4 years, and 5-14 years, accounted for two per
cent, 5.8 per cent, and 7.9 per cent, of consultations
respectively.

In the New South Wales Child Health Survey 2001, parents
or carers of children aged 0-12 years were asked who
they normally consult about their child’'s general health
problems (adoctor inamedical centre, aGP or local doctor,
a doctor at a hospital, or someone else) and whether the
child usually sees the same doctor or different doctors at
the same or different centres.

More than three-quarters of parents or carers (77.7 per
cent) reported that their children usually usea GP or local

FIGURE 25

Currently using child & family health services

T T T T
30 40 50 60

Per cent

EVER USED AND CURRENT USE OF CHILD AND FAMILY HEALTH SERVICES, BY AREA HEALTH SERVICE OF
RESIDENCE, CHILDREN AGED 0-4YEARS, NSW, 2001
Ever used child & family health services
Health Area
———] Central Sydney
f———] Northern Sydney
—— Western Sydney
A Wentworth
f—t—r] South-West Sydney
——— Central Coast
—_— Hunter
e lllawarra
e South-East Sydney
I ¢ { Northern Rivers
—_— Mid-North Coast
e New England
— Macquarie
I % { Mid-Western
fp———o] Far West
—— Greater Murray
—— Southern
- All NSW
T T T T
70 80 90 100
Per cent
Note:  Estimates for ever used child and family health services based on 3537 respondents. Estimates for current use of child
and family health services based on 3298 respondents who had ever used child and family health services.

Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.
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EVER USED AND CURRENT USE OF CHILD AND FAMILY HEALTH SERVICES, BY AREA HEALTH SERVICE OF
RESIDENCE, CHILDREN AGED 0-4YEARS, NSW, 2001
Health Area Per cent LL UL Estimated Per cent LL UL Estimated
95% ClI 95% ClI Number 95% CI 95% ClI Number
Ever used child & family health services Currently using child & family health services
Central Sydney 93.5 89.9 97.0 27700 28.1 21.7 34.5 7800
Northern Sydney 93.1 88.6 97.5 41400 36.3 28.6 44.0 15000
Western Sydney 88.2 83.7 92.7 38200 29.8 23.0 36.6 11400
Wentworth 93.5 89.1 97.9 57600 27.1 19.7 34.4 15600
South-West Sydney 90.2 85.3 95.2 46800 24.2 17.7 30.7 11300
Central Coast 93.4 89.9 97.0 22500 31.9 25.5 38.3 7200
Hunter 92.3 87.8 96.9 18300 32.8 25.1 40.4 6000
Illawarra 91.4 86.2 96.7 32600 24.7 17.2 32.2 8000
South-East Sydney 91.9 87.4 96.5 21100 29.0 22.1 35.8 6100
Northern Rivers 86.9 80.3 93.4 13800 21.3 13.8 28.8 2900
Mid-North Coast 91.9 86.7 97.1 14000 23.7 16.6 30.9 3300
New England 89.6 84.5 94.7 10600 30.0 22.0 37.9 3200
Macquarie 98.5 96.5 100.0 7800 34.9 26.7 43.1 2700
Mid-Western 87.0 80.7 93.3 2900 29.1 21.9 36.2 900
Far West 94.9 91.7 98.2 11000 38.4 30.9 45.9 4200
Greater Murray 96.5 93.9 99.1 17400 27.4 21.2 33.6 4800
Southern 97.0 94.4 99.5 11500 32.9 26.3 39.6 3800
All NSW 92.1 90.8 93.4 395100 28.9 26.9 31.0 114200
Note:  Estimates for ever used child and family health services based on 3537 respondents. Estimates for current use of child
and family health services based on 3298 respondents who had ever used child and family health services.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

doctor, while one in five (19.2 per cent) usually saw a
doctor in amedical centre. Most children were reported
tovisit the same doctor (80.6 per cent) or the same practice
(15.4 per cent), when usually seeing adoctor. The pattern
of GP use was similar for children aged 0—4 years
compared with children aged 5-12 years.
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1998: The sixth biennial health report of the Australian
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Personal health records: The ‘blue book’

In NSW, all children born since January 1988 have been
issued with a personal health record (known in NSW as
the ‘blue book’) by anurse at the hospital where the child
was born.! The personal health record isabooklet, usually
maintained by the parent or carer of the child in association
with arange of health care providers—particularly child
and family health services and genera practitioners. The
personal health record details a child’s growth and
development and contains information on immunisation,
health visits, growth, teething, crying, feeding, and toilet
training.

In the New South Wales Child Health Survey 2001, parents
or carers of children aged 0—12 years were asked whether
the child had a personal health record (the ‘blue book’)

and the previous and current use of the personal health
record.

Most parents or carers (94.0 per cent) reported their child
has a personal health record. The proportion was slightly
higher for children aged 0—4 years (98.3 per cent) than for
children aged 5-12 years (91.5 per cent). There were some
minor variations in reported personal health record
ownership among area health services; however, in al
areas, reported ownership was over 91 per cent (ranging
from 91.7 per cent in the South Eastern Sydney Health
Areato 98.3 per cent in the Hunter Health Area).

The proportion reporting having a personal health record
was similar to that reported in a previous evaluation of
personal health record usein NSW in 1992 (93.0 per cent).
Inthat study, 78.0 per cent of parentswere ableto produce
the personal health record for the interviewer.?

Past and current use of the personal health record

Overall, 46.0 per cent of parentsor carersof children aged
0-12 years reported currently using the personal health
record (76.5 per cent for children aged 04 yearsand 26.2
per cent for children aged 5-12 years). The main reported
current use of the personal health record was to record
immunisation (36.0 per cent), and growth (16.9 per cent).
The use of the book for recording immunisation and
growth was higher for children aged 04 years (62.8 per
cent) compared with children aged 5-12 years (19.7 per
cent) (Figure 24).
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FIGURE 26
REASON NEVER OR NO LONGER ATTENDED CHILD AND FAMILY HEALTH SERVICES, CHILDREN AGED 0-4
YEARS, NSW, 2001
=i Reason never attended Reason no longer attend i
Number Number
1,500 _ Centreat 21 5,900
inconvenient location
300 Moved house 13 3,800
No time to attend 1.9 5,200
Centre has
200 inconventient/ 4.2 11,900
unsuitable hours
200 Insufficient services 15 4,200
800 Unwelcome 18 5,100
atmosphere
12,600 38.7 No need to attend 67.8 190,200
1,600 Not useful 5.1 14,300
8,500 Use other services 10.5 29,300
5,700 Other 1.8 5,100
Dissatisfied with
900 service 1.3 3,600
T T T T T T T T T T 1 T T T T T T T T T T
10090 80 70 60 50 40 30 20 10 O 0 10 20 30 40 50 60 70 80 90 100
Per cent Per cent
Note:  Estimates for reasons no longer attending child and family health services based on 2221 respondents. Estimates for
reasons never attended child and family health services based on 225 respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.
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Child and family health services (baby
health centres or early childhood health
services)

Maternity and child and family health services have a
particularly important role to play in providing
information and support for parentsand carersof children
aged 04 years, in relation to health and wellbeing and
family or environmental factors that affect children.

In the New South Wales Child Health Survey 2001, parents
or carers of children aged 04 years were asked if they
had ever attended a child and family health service; and,
if not, why they had never attended. If they had ever used

a child and family health service, they were also asked
how long they had used the service; if they currently used
the service; and, where applicable, why they no longer
attended the service.

Attendanceand ageat first visit

Most (92.1 per cent) parents or carers of children aged 0—
4 yearsreported they had attended child and family health
services (with 0.3 per cent yet to attend their first visit);
however, only 28.9 per cent were currently using child
and family health services. The reported ever use of child
and family health services varied between area health
services, from 87.0 per cent in the Mid Western Health
Areato 98.5 per cent inthe Macquarie Health Area, while
current usevaried from 21.3 per centinthe Northern Rivers
Health Areato 38.4 per cent in the Far West Health Area
(Figure 25, Table 12).

The age of the child at first visit to the child and family
health service varied from one week to 23 months; 37.2
per cent of infants attended their first visit at the age of
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FIGURE 27

SUPPORT SERVICE, NSW, 2001

Parent support service

TYPES OF PARENTAL SUPPORT SERVICES, PARENTS WITH CHILDREN AGED 1-12YEARS WHO USED A

sabyley chitiend

General practitioner
Play group
Counselling services
Hospital Services
Telephone help line
Famil SpReL
Formal pagergﬂgg
Church Organisations
Daycare/ pr(;ggnggl
Speech therapist
Community (r:\gre])#g
FamieRad
Paediatrician

Early intervention
Support groups
Other

55.8

Note:  More than one service could be named. Percentages will total more than 100. Estimates are based on 2224 respondents.
Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

T T T T
30 40 50 60
Per cent

one week; and over 78 per cent of infants had had their
first visit by four weeks of age.

Reason for non-attendanceor nolonger attending child
and family health services

A minority (7.0 per cent) of all parents or carers reported
never having attended a child and family health service.
Themain reasonsreported by parentsor carers, of children
aged 04 yearswho never attended child and family health
services, was that they felt they did not need to attend
(38.7 per cent) or they used other services (26.1 per cent).
The main reason cited by the 71.0 per cent of parents or
carers who had ceased to attend child and family health
services wasthat they felt they no longer needed to attend
(67.8 per cent) or they used other services (10.5 per cent)
(Figure 26).

Parental support services

Parental support services include playgroups; health
services such as home visiting services and child and

family health services; and community, church, and school
services. In the New South Wales Child Health Survey
2001 parents or carers of children aged 1-12 years were
asked to report about their need for support services;
whether they used such services; the types of services
used; and the reasons for not accessing parental support
services when they needed them.

Just over two-thirds (68.6 per cent) of parents or carers
reported that they needed parental support services. Of
parents or carers who reported they needed services, 81.0
per cent reported accessing the services. The servicesthat
were most likely to be used were: early childhood nurses
or child and family health services (55.8 per cent), general
practitioners (43.6 per cent), playgroups (38.3 per cent),
and counselling services (30.4 per cent) (Figure 27). The
reported reasons for not accessing parental support
services when needed included: not knowing where to
get help (29.3 per cent), feeling that they should be able
to cope on their own (25.8 per cent), and reporting that
serviceswere either not available (14.8 per cent) or too far
away (9.3 per cent) (Figure 28).
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FIGURE 28

Reasons

REASON DID NOT ACCESS PARENTAL SUPPORT SERVICE, PARENTSWITH CHILDREN AGED 1-12YEARS WHO
HAD NOT USED A SUPPORT SERVICEWHEN NEEDED, NSW, 2001

Didn’t know where
to get help

Felt would be able
to cope on own

Services not available
Services too far away
Problem worked itself out

Family provided support

Had to wait too
long for appointment

Thought services
couldn’t help

No time/too busy
Other

Don’t know

29.3

respondents.

Per cent

Note:  Respondents could mention more than one reason. Percentages will total more than 100. Estimates are based on 510

Source: New South Wales Child Health Survey 2001 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

15 20 25 30

Home visiting (health services received in
the home)

A growing body of evidence shows that—where
professional s provide servicesto familieswithin their own
home—improvements in socialisation, health and
education outcomes, can be achieved.! Families in the
United Kingdom, who were supported at home by
volunteers, had improved family functioning.® The
Cottage Care Community Project, a volunteer home
visiting program in Sydney, found that families receiving
visitsfrom avolunteer recorded increased levels of family
functioning, reduced numbers of subsequent pregnancies,
higher immunisation levels, and accessed agreater number
of other services.!

In the New South Wales Child Health Survey 2001, parents
or carers of children aged 04 years reported on use of
home visiting services. Home visiting services were
defined as* having someone, such asanurse or avolunteer,
visit you in your home to provide you with support or
advice in caring for a child’. Respondents were asked

about whether they had had ahome visit, who had visited
them, the age of their child at the first home visit, the
number of home visits they had received, and the
acceptability of having someonevisit themin their home.
Parents or carers who had not received a home visit were
asked how they would feel having a health professional
visit them in their home.

Overall, 36.3 per cent of parentsor carersof children aged
04 years reported they had received a home visit. For
peoplewho received ahomevisit, the main person reported
to attend home visits was a health professional (49.9 per
cent), early childhood nurse or midwife (37.3 per cent),
followed by a nurse (3.6 per cent), lactation consultant
(3.3 per cent), social worker or counsellor (1.9 per cent),
speech therapist or physiotherapist (1.1 per cent), and
teacher (0.4 per cent). Most parents or carers (95.3 per
cent) reported that they received their first home visit
when their child was aged less than one month. Of the
parents or carers who reported having a home visit, 25.1
per cent had one visit, 50.7 per cent had 2—4 visits, and
24.3 per cent had five or more visits.
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The majority (97.5 per cent) of parents or carers who
reported they had received ahome visit said that the home
visit was acceptable. However, only three-quarters (74.8
per cent) of parents whose children did not have a home
visit reported that they would be comfortable having a
health professional visit them in their home.

10. CONCLUSION

The primary goals of the New South Wales Child Health
Survey 2001 were to describe child healthin NSW, and to
provide baseline information to monitor the NSW
Government’s Families First initiative and other child
health initiatives. The survey highlighted some important
issues for action, to improve child health and wellbeing
in NSW, and for ongoing monitoring of progress.

Information on social capital and social support suggests
that familieswith children are reasonably well-connected
through community and school networks, although
parentsin urban areas reported more concerns about saf ety
in their neighbourhood, and less involvement in
community activities. A high proportion of children aged
3-5 years attended pre-school, long day-care, or other
formal care, asrecommended inthe FamiliesFirst initiative
for all children before they start school.

Australian guidelines recommend that all infants should
be breastfed at birth and that breastfeeding should continue
for up to 12 months, complimented by solid food.
However, the survey showed that, although most women
initially breastfeed, the majority of women cease
breastfeeding between 4—6 months, and a minority
continue breastfeeding past 12 months. This may be
related to a range of factors including social and work-
related pressures and the degree of acceptance of
breastfeeding in the wider community.

Obesity hasrecently been highlighted asasignificant issue
for Australian children, with amost one-quarter of children
considered to be overweight or obese. The survey showed
that children have a low intake of vegetables, and that a
high proportion of fruit intake is consumed asfruit juice—
whichisnot ideal, dueto its reduced fibre and added sugar
content. The potential substitution of milk with juice and
soft drink, and the relatively high intake of hot chips and
french fries, are also of concern in childhood diets. The
time spent playing computer gamesand watching television,
as measures of sedentary activities, isalso of concern. The
survey also highlighted that a surprising proportion of
families had experienced issues to do with food security,
which canlimit the availability of nutritionally-appropriate
food, potentially influencing malnutrition, obesity, or
psychological wellbeing. The NSW Minister for Health
has announced a NSW Childhood Obesity Summit, to be
held between 10-12 September 2002, which will bring
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together stakeholders from across government, the private
sector, and the community, to develop an action plan for
childhood obesity in NSW.

To prevent skin cancer, public health messages focus on
protecting children from ultraviolet radiation. The survey
showed that while children less than five years of age are
relatively well-protected from the sun, children fiveyears
of age and over werelesslikely to wear a broad-brimmed
cap with aflap or protective clothing, with more reliance
on often or alwayswearing sunscreen. The use of sunscreen
aloneis not ideal, since it has time-limited effectiveness
and can wear off with physical activity and exposure to
water.

While it is recommended that all children have a dental
check-up in their pre-school years, in order to identify
oral health problems and issues with oral cavity
development, the survey showed that a very high
proportion of children under five years of age have never
seen a dentist.

While most parents and carers had used child and family
health services at some time, a high proportion did not
currently use them, mainly because they felt they no
longer needed such services. The survey showed that about
half of all families had had health services provided in
the home (a home visit) by a health worker. This
proportion is expected to increase, with the rollout of
universal home visiting as part of the Families First
initiative. Encouragingly, the survey identified that most
families who had infants or young children with serious
physical, emotional, or behavioural problems, had
accessed services. As such, these services are probably a
useful place to research such issues.

Areas of child health and wellbeing that will be monitored
on an ongoing basis, as part of the NSW Health Survey
Program, include: family functioning; social capital;
childcare, preschool, and school attendance; smoking in
pregnancy; smoking in the home; infant sleeping position;
folate intake during pregnancy; breastfeeding; nutrition;
sun protection; injury; physical activity; asthma; oral
health; disability; diabetes; health status, emotional and
behavioural problems; health service use; attitudes to
childhood immunisation; use of the personal health
record; and parental support services.
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11. APPENDIX : NEW SOUTH WALES CHILD HEALTH

SURVEY 2001 QUESTIONNAIRE

Introduction

ALL

ALL

ALL

ALL

1

la

1b

1c

Good morning/afternoon/evening, my
nameis . I am calling from the
New South Wales Department of Health.
We are conducting an important statewide
study about the health of children aged
between 0 and 12 years. We would like to
interview the parent or carer of achild
randomly selected from each
participating household. May | please
speak to a parent or carer of any children
who live in this household?

1. Yes—that’sme
2. Yes, I'll get someone

4. No children 0-12 yrsin household -
THANK AND GOODBYE

5. Refusa -~ THANK AND GOODBYE

6. Languageproblem - BILINGUAL
SCRIPT.

8. Household not in NSW/ACT/holiday
house -~ THANK AND GOODBYE

12.Not aresident of NSW/ACT -
THANK AND GOODBYE

13.Unavailable for duration of the study
- THANK AND GOODBYE

Can | ask if you received the letter we
sent to your household recently about
this study?

[NOTE: Only asked if respondent’s
number isin the white pages|

Yes

No

Don’t know

Refused

Could you tell me how many children

aged up to and including 12 years usualy
live in this household?

(NQOTE: Prompt if necessary that ‘livein
this household’ means lives there most
days of the school week)
number of children

Don’'t Know - THANK AND GOODBYE
Refused — THANK AND GOODBYE
How many of these children are aged 0 to
4years?

number of children

Don't Know - THANK AND GOODBYE
Refused — THANK AND GOODBYE

How many of these children are aged 5 to
12 years?

number of children
Don'tKnow - THANK AND GOODBYE
Refused -~ THANK AND GOODBYE

We are collecting information about one
child from each selected household and
now we would like to randomly select
that child. We have done the random
selection and we would like to interview
the parent or carer of the [nth oldest
child]. Because this study is about child
health we need to speak to the parent or
carer who knows most about [child’s]
health. Is that you?

1. Yes—I know most about [child’s]
health

2. Yes—I know something about [child’s]

health

No—I'll get them

4. No—not home at the moment —
MAKEAPPOINTMENT

5. Refusa -~ THANK AND GOODBYE

6. Unavailable for duration of survey —
THANK AND GOODBYE

7. Main parent/carer does not speak
English - BILINGUAL SCRIPT

8. Main parent/carer unable to be
interviewed due to disability
- THANK AND GOODBYE

Your help with this survey is voluntary.
All that isinvolved is answering some
guestions about [child’s] health,
wellbeing and use of health services. The
survey takes around 25 to 30 minutes for
most people but may take a little longer
in some cases. Thereareno ‘right’ or
‘wrong’ answersto any of the questions.
You can stop at any time or simply refuse
to answer a question should you prefer.
Please be assured that all the answersto
guestions remain completely
confidential, except where you volunteer
information that we are required to report
by law. The information from this survey
will be used to help improve health

w
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services for children in your area and
across the state, so your help isvery
important to us. Do you agree to
participate?

[NOTE: Prompt if necessary that al the
answers that you give to the questions
remain completely confidential. However
if you tell us additional information
about breaking the law or that suggests a
child is being abused or neglected, then
we are required to report this to the
appropriate authority such as the
Department of Community Services.]

Yes
No - THANK AND GOODBYE

ALL

Preliminary demographic questions

ALL 2. First, we need to know some information
about [child], yourself and your
househol d.

ALL  2a Could you please tell me how old [child]
is today?
1. yeas(2-12yearsonly) —» Q3
2. ___months (1-23 months only) —
Q3 0-4Y
_weeks (1-3 weeksonly) - Q3
Lessthan 1 week old — Q3 0-4Y
Don’'t know
Refused

ALL 3. Is[child] maleor female?

(NOTE: ask if not obvious from name)
1. Male
2. Femae

ALL 4. Could you please tell me how old you are
today?
1. _ vyears
2. Don't know 04y
3. Refused

o 0k~ w

Respondents health

ALL 5 Thenext question is about your general
health

ALL 6 Ingenera would you say your health is
excellent, very good, good, fair or poor? 04y
Excellent
Very good
Good
Fair
Poor
Don’t know
Refused

ALL 7 Areyoumaeor female? 04y

No ok~ ODdNRE

9

9a

10

11

12

(NQOTE: ask if not obvious from voice)
1. Male
2. Femde

Wheat is your relationship to [child]?

IF FEMALE: For exampleareyou
[child]’s mother, stepmother or other
relation?

IF MALE: For example areyou [child]’s
father, stepfather or other relation?
1. Mother

Father

Stepmother

Stepfather

Grandmother

Grandfather

Legal guardian

Other (Specify)

O NSO A~®WDN

9. Don't know
10.Refused

Health service use: Child and family
services

The next few questions are about use of
health services.

Has [child] ever seen a baby health or

early childhood health nurse? This could

have been at either a baby health clinic or

early childhood health centre, or in your

home.

1. Yes

2. No - Q13

3. Hasn't attended first appointment yet
- Q14

4. Don't know - Q14

5. Refused - Q14

What was [child]’s age when [he/she] first

had contact with a baby health or early

childhood health nurse?

1. months (1-23 months only)

2. weeks (012 weeks only)

3. Don't know

4. Refused

What was [child]’s age when [he/she] last

had contact with a baby health or early

childhood health nurse?

1. years(2-4 yearsonly)

2. months (1-23 months only)

3. weeks (012 weeks only)

4. Don’t know

5. Refused

Is[child] still seeing a baby health or

early childhood health nurse on a regular
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basis? (NOTE: includes regular visits to
early childhood health centre or baby
health centre) (NOTE: regular visits
means attended last appointment and
plan to take child again)
1. Yes - Q14
2. No
3.Don't know - Q14
4. Refused - Q14

04Y 13 What isthe main reason [child] has [not
seen-stopped seeing] a baby health or
early childhood health nurse?
1. Centre at inconvenient location

Centre has inconvenient—unsuitable
hours

Insufficient services
Unwelcome atmosphere

No need to attend—any more
Not useful-Not useful any more
Use other services instead

Other (Specify)

. Don't know

10.Refused

N

© 00N O~ W

Health service use

ALL 14 The next few questions are about visits to
the doctor

ALL 15 Who do you usualy consult about
[child]’s general health problems?
(NOTE: Medical Centres are open long
hours, seven days a week and provide
other services such as x-rays)

(READ OPTIONS 1-4)

1. A doctor in amedical centre

2. GPor local doctor

3. Doctor at a hospital

4. Someone else
(Specity)

5. Don't know

6. Refused

ALL 16 When [child] visits the doctor does [he/
she] usually see?
(READ OPTIONS 1-4)

1. The same doctor
2. Different doctors at the same practice
or Surgery
3. Different doctors at different places
4. Don't know
5. Refused
ALL 17 I’'mnow going to read you alist of

services that you may have had contact
with for [child].

ALL

18 Within the past twelve months, that is
since [month] 2001, did [child] have
contact with any of the following
services?

(READ OUT OPTIONS1-9AND WAIT
FOR RESPONSE; MULTIPLE
RESPONSE)

1

8.

9.

A hospital emergency department
(Specify hospital ED

name)
A GP or family doctor

A community health centre, not
including early childhood health
centre

A hospital outpatient department or
clinic

A private medical specialist eg.
paediatrician, psychiatrist or ENT
specialist

Department of Community services
office—officer

Physiotherapist, chiropractor, or
speech or other therapist,

A school counsellor or guidance
officer

Other helping organisation or
individual (Specify)

10.Not attended any services
11.Don’t know
12.Refused

Personal health records

ALL

ALL

ALL

ALL

19 The next few questions are about any
health records you may have for [child].

Do you have a Personal Health Record or
‘blue book’ for [child]?

(NOTE: A ‘blue book’ or personal health
record is given to all babies. It contains a
record of growth, health check-ups and
immuni sation)

20

21

22

1. Yes

2.

3. Don'tknow - Q24
4.

No - Q24

Refused — Q24

Do you currently use, or have you used,
the ‘blue book’ or ‘personal health record’
for [child]?

1
2.

3.
4.
5.

Yes, useit now

Yes, have used in past, but not now -
Q23

No, never used —» Q24

Don’'t know - Q24

Refused - Q24

What do you currently use the Personal
Health Record for?
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ALL 23

(MULTIPLE RESPONSE)

(NQOTE: Prompt with ‘And anything

else?)

1. Record of immunisation — Q24

2. Record of growth (weight and height)
- Q24

3. Record of visits to baby health or

early childhood centre — Q24

Record of visitsto doctor — Q24

Information on child health — Q24

Nothing — Q24

Other (Specify) -

Q24

8. Don'tknow - Q24

9. Refused - Q24

What have you used the Persona Health
Record for in the past?

(MULTIPLE RESPONSE)

(NQOTE: Prompt with ‘And anything
else?)

1. Record of immunisation

2. Record of growth (weight and height)

3. Record of visits to baby health or
early childhood centre

Record of visits to doctor
Information on child health
Nothing

Other (Specify)
Don't know
Refused

N o oA

© 0N UM

Nutrition: Folate in pregnancy (age 0-11
months and respondent is mother)

0-11M 24

0-11M 25

0-11M 26

The next questions are about nutrition in

pregnancy, particularly prior to and in the

early stages of pregnancy.

Thinking back to before you were

pregnant with [child] were you thinking

about becoming pregnant?

1. Yes—trying to become pregnant

2. Not trying to become pregnant — Q27

3. Sort of —not actively trying to avoid
pregnancy

4. N/A—respondent not birth mother —
Q33

5. Don't know

6. Refused

How long were you trying to become

pregnant?

1. More than 12 months

2. ___months (1-12 only)

3. Lessthan one month

4. Don't know

5. Refused

0-11M 27

0-11M 28

0-11M 29

0-11M 30

Have you heard, seen or read anything
about the vitamin folate or folic acid and
pregnancy?

1. Yes

2. No - Q33

3. Don'tknow - Q33

4. Refused - Q33

The next few questions refer to when you
were pregnant with [child]. Did you take
tablets or capsules containing folate or
folic acid in the month immediately
before and/or in the first three months of
this pregnancy?
(NQOTE: In the month before includes
taking folate for more than one month
prior to pregnancy) (NOTE: Firstthree
months of pregnancy includes taking
folate for more than the first three months
of pregnancy)
1. Yes, in the month before and first 3
months of pregnancy
2. Yes, in the month before only

3. Yes, inthefirst 3 months of pregnancy
only

4. No - Q30
5. Don'tknow - Q30
6. Refused - Q30

What prompted you to take folate or folic
acid tablets or capsules?

(MULTIPLE RESPONSE)

1. Saw leaflet or poster about it

2. Doctor advised meto

3. An early childhood health nurse or
midwife suggested it

4. Heard about it on TV or the radio

5. Read about it in a book, newspaper or
magazine

6. Pharmacist told me about it

7. Friends or relative mentioned it

8. Read about it on a food label—-food
package

9. Other (Specify)

10.Don’'t know
11.Refused

Thinking back to when you were
pregnant with [child], did you change the
food you ate to increase folate or folic
acid intake in the month immediately
before and/or in the first three months of
this pregnancy?

(PROMPT IF NO: Isthat because you were
already eating enough food with folate?)
1. Yes
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0-11M 31

0-11M 32

2. No, already eating enough foods with
folate

3. No, didn't change diet

4, Don't know

5. Refused

What foods do you think contain folate or
folic acid?

(MULTIPLE RESPONSE)

1. Fruits

Vegetables

Fruit juice

Breakfast cereal with added folate
Bread with added folate

Other (Specify)
Don't know
Refused
Women are advised to take additional
folate or folic acid prior to and during
pregnancy. Do you know the main reasons
for this?

(MULTIPLE RESPONSE)

1. Makes baby healthy

Prevents birth defects

Prevents spina bifida

Prevents neural tube defects

Other (Specify)

00N O WNDN

a bk wN

o

Don't know
7. Refused

Sleeping position

0-11M 33

0-11M 34

The next question is about sleeping
position.

What position did you put [child] to sleep
in from birth?
(READ OPTIONS 1-4)
1. On [higlher] back
2. On [higlher] side
3. On [hig/her] tummy
4. Any other position

(Specify)
5. Don’t know
6. Refused

Breastfeeding (respondent is mother or

father)
0-23M 35

0-23M 36

The next questions are about infant
feeding.

Has [child] ever been breastfed?

1. Yes

2. No - Q41

3. Don'tknow — Q41

4. Refused - Q41

0-23M 37

0-23M 38

0-23M 39

0-23M 40

0-23M 41

0-23M 42

Is[child] currently being breastfed?

1. Yes

2. No

3. Don't know

4, Refused

Was [child] breastfed when [he/she] first
came home from hospital ?

1. Yes

2. No

3. Not born in hospital

4. Don't know

5. Refused

Including times of weaning, what is the
total time [child] was breastfed?

1. weeks (1-12 weeks only)

2. ___months (1-23 months only)

3. Less than one week

4. Don't know

5. Refused

IFMOTHERASK: What werethemain
reasons you decided to breastfeed [child]?
ELSE - Q41 (READ OPTIONS1-8;
MULTIPLE RESPONSE)

1. Breast milk is better for the baby
Breastfeeding is more convenient
Breastfeeding is cheaper
Breastfeeding prevents allergies
Breastfeeding helps weight loss
Breastfeeding is the right thing to do

[Child]’s father wanted you to
breastfeed

8. Other people advised you to
breastfeed

9. Any other reason (Specify)

NOo oA~ ®WD

10.Don’t know

11.Refused

Has [child] ever been given infant
formularegularly?

(PROMPT IFNECESSARY: regularly
means at |east once a day)

1. Yes

2. No - Q43

3. Don'tknow — Q43

4. Refused - Q43

At what age was [child] first given infant
formularegularly?

1. _ weeks (1-12 weeks only)

2. ___months (1-23 months only)
3. Lessthan one week

4. Don't know

5. Refused
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0-23M 43 Has][child] ever been given cow’s milk Nutrition
regularly? )
1 Yes 2-12Y 50 The ngxt few questions are abogt food.
I’m going to read you alist of different
2. No - Q45 food and drinks. Please tell me how much
3. Don'tknow — Q45 of these foods and drinks [child] usually
4. Refused - Q45 consumes per day or per week.
0-23M 44 At what age was [child] first given cow’s 2-12Y 51 How many servesof fruit does[child]
milk regularly? usually eat in a day, including fresh,
1. weeks (1-12 weeks only) canned and dried fruit? (1 serve=1-2
2. ___months (1-23 months only) piece fruit, 1/3 cup canned fruit,1
3. Lessthan one week tablespoon of dried fruit.)
4. Don't know 1. servesper day
5. Refused 2. servesper week
0-23M 45 Has [child] ever been given any other 3. Doesn't eat fruit
type of milk substitute on a regular basis? 4. Don’t know
(PROMPT: Apart from breast milk—infant 5 Refused
formula—cows milk) 2-12Y 52 How many serves of salad vegetables or
1 Yes raw vegetables does [child] usually eat in
2. No - 048 aday?(lser_ve:1/4cupsalad or4
' vegetable sticks.)
3. Don'tknow - Q48 1 serves per day
4. Refused — Q48 2. servesper week
0-23M 46 \r:Vhat’)type of milk substitutes did [child] 3. Doesn't eat salads or raw vegetables
ave’ ;
(MULTIPLE RESPONSE) g g;?j;;now
1. Soya Bean milk )
> Goat'smilk 2-12Y 53 pr many serves of hot chi ps or french
3. Evaporated milk fries does [child] usually eatin aday?l
4 Other (1 serve=1/2 cup hot chips or french fries)
(Specify) 1. _ servesper day
5. Don't know . se’rves per wegk )
6. Refused 3. Doesn't eat hot chips or french fries
] ] ) . 4. Eatslessthan once a week
0-23M 47 Atwhat agewas[child] first given [this/ 5. Don't know
any of these] milk substitute(s) regularly? 6. Refused
;. _V&/\iiﬁ s(l(izvrizkr?t)hs) 2-12Y 54 How many serves of cooked vegetables
o (including potato) does [child] usually
3. Lessthan one week eat in a day?
4. Don't know (1 serve=1/4 cup cooked vegetables)
5. Refused 1. servesper day
0-6M 48 Has|child] ever been given solid food? 2. servesper week
1. Yes 3. Doesn't eat cooked vegetables
2. No - Q57 4. Don't know
3. Don'tknow - Q57 5. Refused
4. Refused - Q57 2-12Y 55 How many cups of milk does [child]
0-23M 49 At what age was [child] first given solid usually drink in a day?
food regularly? (1 cup=250ml, a household tea cup)
1. weeks (012 weeks only) (NOTE: milk = covv"s milk. If drinks other
2. ___months (1-23 months only) rsr;llk such as soy milk use response option
3. Never given solids—not yet started
solids 1. Number of cups per day
4, Don't know 2. Number of cups per week
5. Refused 3. Drinks other milk such as soy milk
(Specify)
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4. Doesn't drink cow’s milk or other milk
5. Don't know
6. Refused

How many cups of fruit juice does [child]
usually drink in a day?

(1 cup=250ml, a household tea cup or 1
large ‘ popper’)

____cups per day

____cups per week

Doesn't drink juice

Don’'t know

Refused

How many cups of soft drink, cordials or
sports drink, such as lemonade or
Gatorade does [child] usually drink in a
day?

(1 cup=250ml. One can of soft drink=1%
cups. One 500ml bottle of Gatorade =2
cups)

1. cupsper day

2. cups per week

3. Doesn’t drink soft drink

4. Don't know

5. Refused

2-12Y 56

a b wbdpE

2-12Y 57

Nutrition—Food security

ALL 58 Sometimes different situations or
circumstances arise which may affect
family life. The next few questions are

about these possible situations.

In the last 12 months, that is since
[month] 2000, were there any times that
you ran out of food and couldn’t afford to
buy more?

1 Yes

2. No - Q68

3. Don't know - Q68

4. Refused - Q68

How do you cope with feeding [child]/

your children when this happens?

(MULTIPLE RESPONSE)

1 Parent or guardian skips meals or eats
less

2. Children or child skip meals or eat less

3. Cut down on variety of foods family
eats

4. Seek help from relatives

Seek help from friends

6. Seek help from Government or Social
Security

7. Seek help from welfare agencies

8. Other
(Specify)

9. Don't know

ALL 59

ALL 60

o

10.Refusal

Now I’'m going to read you a series of
statements that people sometimes say
about their food situation. For each of
these statements, can you tell me whether
the statement is often true, sometimes true
or never true.

ALL 61

ALL 62 We eat the samething for several daysin

arow because we only have afew

different kinds of foods on hand and

don’'t have money to buy more.

(READ OPTIONS 1-3)

1. Oftentrue

Sometimes true

Never true

Don't know

. Refused

ALL 63 | cannot feed my [child/children] a
balanced meal because | can’t afford that.
(READ OPTIONS 1-3)
1. Oftentrue

Sometimes true

Never true

Don't know

. Refused

My [child/children] are not eating

enough because | just can’'t afford enough

food.

(READ OPTIONS 1-3)

1. Oftentrue

2. Sometimestrue

3. Never true

4, Don't know

5. Refused

I know my [child is/children are] hungry

sometimes, but | just can’t afford more

food

(READ OPTIONS 1-3)

1. Oftentrue

2. Sometimestrue

3. Never true

4. Don’t know

5. Refused

IF Q59=1+ Q60=2+ Q63=1+ Q64 =1 THEN ASK:
ALL 66

a bk wbd

a bk wbd

ALL 64

ALL 65

Is this still happening?

1. Yes

2. No - Q68

3. Don't know

4. Refused

2M-4Y 67 There are anumber of agenciesthat can
help with making sure your family has
enough food. Would you like the phone
numbers of these agencies?
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1. Yes - Refer tolist of relevant

9. Refused

agencies
2. No Asthma
3. Don't know 2-12Y 72 The next few questions are about asthma.
4. Refused 2-12Y 73 Haveyou ever been told by a doctor or at
Immunisation ahospital that [child] has asthma?
1. Yes
2M-4Y 68 The next few questions are about 2. No - Q87
. 'ﬂ. . m. . d
immunisation or vaccination 3. Don't know . Q87
2M-4Y 69 To which health professionals or places 4. Refused — Q87
have you ever taken [child] to be . .
vacci%ated’P [ ] 2-12Y 74 How old was[child] when you werefirst
: told [he/she] had asthma?
(MULTIPLE RESPONSE) )
READ OPTIONS 1-6, depending on age
1. Baby or early childhood health centre ( epending on age)
2. Immunisation clinic 1. Lessthan 12 months of age
3. Local doctor or GP 2. lyeartolessthan 3years
4 GPat amedical centre 3. 3tolessthan 5 years of age
5' Hospital clinic 4. 5tolessthan 7 years of age
6: School or Kindergarten 5. 7tolessthan 10 years of age
7. Loca council 6. 10years or older
8. Community Health Centre ; ggfn ;I;now
9. Royal Flying Doctor Service ' u
10.Homeopath 2-12Y 75 Has[child] had symptoms of asthmaor
11.Health professional vaccinated child medication for treatment or prevention of
4t home asthmain the last 12 months, that is since
?
12.0ther (Specify) [month] 20007
13.Never vaccinated 1 Yes
14.Don’t know 2. No - Q87
15.Refused 3. Don'tknow - Q87
4. Refused — Q87
2M—-4Y 70 Overall, how do you feel about childhood ] Q i
vaccination? Do you: 2-12Y 76 How many timesin thelast 12 months,
(READ OPTIONS 1-4) that is since [month] 2000, has [child]
1. Strongly support it — Q72 visited a GP or local doctor for an attack
' -~ of asthma?
2. Generally support it .
3. Areyou indifferent or don't care ; ?:ulj(mber of times
4. Opposed to it 3' Rgfn sednow
5. Don't know - Q72 ) u
6. Refused — Q72 2-12Y 77 How many timesin the last 12 months,
hich h ived that is since [month] 2000, has [child]
M4y 71 F rfom V;I,'C ;urctes a\(egtpu r?ecew visited a hospital emergency department
information about vaccination? for an attack of asthma?
(NOTE: Prompt with ‘And anything ,
el%e?) 1 number of times
(MULTIPLE RESPONSE) 2. Don't know
1. Health Professional 3. Refused
2. Media publicity such as TV, radio, 2-12Y 78 How many daysin thelast 12 months,
papers or magazines that is since [month] 2000, has asthma
3. Information from a group opposed to limited [child]'s usual activities?
immunisation 1 number of days
4. Word of mouth 2. Don't know
5. Personal or family experience 3. Refused
6. Natural therapist 2-12Y 79 How many nightsin the last month has
7. Other (Specify) asthma disturbed [child]’s sleep?
& D . 1 number of nights
. Don’t know
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2-12Y 80

2-12Y 81

2-12Y 82

2-12Y 83

2-12Y 84

2-12Y 85

2. Don't know

3. Refused

Do you have awritten asthma
management plan from [child]’s doctor on
how to treat [his/her] asthma?

1. Yes

2. No

3. Don't know

4, Refused

Does [child] use areliever medication
with puffer, nebuliser or spacer such as
Ventolin, Respolin, Asmol, Airomir or
Bricanyl?

(PROMPT: A reliever medication helpsto

control or relieve the symptoms of asthma

such as wheezing or coughing and its
effect lasts about 4 hours)

1. Yes

2. No - Q83

3. Don'tknow - Q83

4. Refused - Q83

In the last month, how often has [child]
used reliever medication?

(READ OPTIONS 1-5)

1. Every day

Most days

About half the days

Less than half the days

Not at all

Don’t know

7. Refused

Does[child] use Serevent or Foradile?
(PROMPT: These medications areinhaled
and their effectslast for 12 hours)

1. Yes

2. No - Q85

3. Don't know - Q85

4. Refused - Q85

In the last month, how often has [child]
used Serevent or Foradile?

(READ OPTIONS 1-5)

1. Every day

Most days

About half the days

Less than half the days

Not at all

Don't know

Refused

Does [child] use preventer medication
such as Becotide, Becloforte, Aldecin,
Pulmicort, Flixotide, Intal, Intal forte,
Cromogen or Tilade?

o 0w

NOo oA~ ®OD

2-12Y 86

1. Yes

2. No - Q87

3. Don'tknow - Q87
4. Refused - Q87

In the last month, how often has [child]
used preventer medication?

(READ OPTIONS 1-5)

1. Every day

Most days

About half the days

Less than half the days

Not at all

Don’t know

7. Refused

o 0hs WD

Dental health

14y 87

1-4Y

14y 88

5-12Y 89

5-12Y 90

The next questions are about teeth and
visits to the dentist.

87a Has|[child] ever visited a dental

professional about [hig/her] teeth or gums?

(NOTE: Dental professionalsincludes
dentists, dental specialists or dental
therapists)

1. Yes

2. No - Q96

3. Don’'t know - Q96

4. Refused —» Q96

How long ago did [child] see a dental
professional about [his/her] teeth or
gums?

(READ OPTIONS 1-4 depending on age)
1. Lessthan 12 monthsago — Q91
Oneto lessthan two yearsago — Q91
Two to less than four yearsago — Q91
Never attended - Q91

Don’'t know

6. Refused - Q91

In thelast 12 months, that is since
[month] 2000, did [child] have a dental
assessment at school as part of the SOKS
(Save Our Kids Smiles) program?
(PROMPT: Save our kidssmilesisa
school dental check done at school with
the consent children’s parents or carers)

1. Yes

2. No

3. Don't know
4, Refused

Apart from adental assessment for the
SOK S program how long ago did [child]
see a dental professional about [his/her]
teeth or gums?

(READ OPTIONS 1-6)

a bk wbd
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Less than 12 months ago

Oneto less than two years ago

Two to less than five years ago — Q96
Fiveto lessthan 10 yearsago — Q96
10 years ago or more — Q96

Never attended — Q96

Don't know — Q96

. Refused - Q96

O NG~ WDNPRE

5-12Y 95

7. Any other treatment
(Specify)

8. Don't know

9. Refused

Thinking back to all the times in the last
12 months [child] saw a dental
professional were any of these visits for
treatment of an injury?

1-12Y 91 Was[child]'slast dental visit made at 1 Yes
(READ OPTIONS 1-6) 2. No
1. Private dental practice 3. Don’t know
2. School dental service - Q94 4. Refused
3. Other Government or public dental Health status
clinic - Q94
4. Health fund dental clinic ALL 96 The next section is about [child]’s general
5. Dental hospital — Q94 health and wellbeing.
6. Any other place (Specify) - ALL 97 Ingeneral would you say [child]’s health
Q94 is(READ OPTIONS1-5)
7. Don't know — Q94 1. Excellent
8. Refused —» Q94 2. Very good
1-12Y 92 Was your child listed as a dependent on a 3. Good
health card or pensioner concession card 4. Far
at that time? 5. Poor
(NOTE: Do not include Medicare Card) 6. Don't Know
1. Yes—é€ligible at that time 7. Refused
2. No B not eligible at that time — Q94 5-12Y 98 The following questions ask about
3. Don’t know — Q94 physical activities [child] might do
4. Refused - Q94 during a day.
1-12Y 93  If [child] was €eligible for p!Jb|iC dental 5-12Y 99 During the past 4 weeks has [child] been
treatment, what was the main reason [he/ limited in doing things that take a lot of
than a government or public clinic? due to health problems?
1. Access —difficult to get to 1 Yes
2. Quality of care better at private clinic 2. No - Q103
3. Continuity of care — had previously 3. Don't know — Q103
attended private clinic 4. Refused - Q103
4. Waiting times at public clinics longer
. g P g 5-12Y 100 Has[he/she] been limited alot, some or a
5. Getting the treatment you wanted little?
6. Other (Specif '
(Specify) 1. Alot
7. Don't know N Solme;
8 Refused 3. Alittle
i ] 4. Don't know
1-12Y 94  What type of dental treatment did [child] 5. Refused
have in the past 12 months, that is since o _
[month] 20007 Include &l dental visitsin 5-12Y 101 During the past 4 weeks has [child] been
the past 12 months. limited in doing .th.l ngs thgt take some
(READ OPTIONS 1-7; MULTIPLE energy, such as riding a bike or skating,
RESPONSE) due to health problems?
1. Fillings 1 Yes
2. Tooth removed 2. No - Q103
3. Check up 3. Don't know - Q103
4. Fluoride treatment 4. Refused - Q103
5. Scale and clean 5-12Y 102 Has[he/she] been limited alot, some or a
6. Orthodontics little?
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1 Alot 5-12Y 110 The next question is about pain or
2. Some discomfort [child] may have had in the
3. Alittle past 4 weeks.
4. Don't know 5-12Y 111 During the past 4 weeks, how often has
5. Refused [child] had bodily pain or discomfort?
5-12Y 103 During the past 4 weeks has [child] been (READ OPTIONS1-6)
limited in bending, lifting or stooping, 1. None of thetime
due to health problems? 2. Onceor twice
1. Yes 3. Afewtimes
2. No - Q105 4. Fairly often
3. Don't know - Q105 5. Very often
4, Refused - Q105 6. Every—amost every day
5-12Y 104 Has [he/she] been limited alot, someor a 7. Don’tknow
little? 8. Refused
1. Alot 5-12Y 112 Now | am going to ask some questions
2. Some about child_ren’s behaviour or problems
3. A little they sometimes have.
4. Don't know 5-12Y 113 How often during the past 4 weeks did
5. Refused [child] argue alot?
5-12Y 105 The next questions are about limitations (READ OPTIONS 1-5)
in school work or activities with friends. 1. Very often
5-12Y 106 During the past 4 weeks has [child] been 2. Fairly often
limited in the amount of time [he/she] 3. Sometimes
could spend on school work, or activities 4. Almost never
with friends because of emotional 5 Never
difficulties or behavioural problems? 6. Don't know
1. Yes 7. Refused
2. No -~ Q108 5-12Y 114 How often during the past 4 weeks did
3. Don'tknow - Q108 [child] have difficulty concentrating or
4. Refused - Q108 paying attention?
5-12y 107 :-ilt?lse[?he/sr]e] been limited alot, some or a (READ OPTIONS 1-5)
1 A.I . 1. Very often
2' Sor(r)1e 2. Fairly often
' . 3. Sometimes
3. Alittle 4. Almost never
4. Don't know 5 Never
5. Refused 6. Don't know
5-12Y 108 During the past 4 weeks has [child] been 7. Refused
limited in the kind of school work or fenin th eeks did Ichild
activities [he/she] could do with friends 5-12y 115 l'j':‘grocrt];'?”t e past 4 weeks did [child]
because of problems with [his/her] ’
physical health? (READ OPTIONS 1-5)
1 Yes 1. Very often
2. No - Q110 2. Falrly_often
3. Don't know - Q110 3. Sometimes
4. Refused - Q110 4. Almost never
- 5. Never
5-12Y 109 :?t?lse[’iwe/she] been limited alot, some or a 6. Don't know
1 A.Iot 7. Refused
2' Some 5-12Y 116 Compared to other children [child]’s age,
3' A litile in general would you say [child]’s
’ i behaviour is?
;‘- ggr” ;e';”OW (READ OPTIONS 1-5)
) u
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512y 117

5-12Y 118

5-12Y 119

5-12Y 120

512y 121

5-12Y 122

Excellent
Very good
Good

Fair

Poor

Don’t know
Refused

The following questions are about
children’s moods and feelings.

During the past 4 weeks how much of the
time do you think [child] felt lonely?
(READ OPTIONS 1-5)

1. All of thetime

Most of the time

Some of thetime

A little of thetime

None of thetime

Don't know

. Refused

During the past 4 weeks how much of the
time do you think [child] acted nervous?
(READ OPTIONS 1-5)

1. All of thetime

Most of the time

Some of thetime

A little of thetime

None of thetime

Don't know

Refused

During the past 4 weeks how much of the
time do you think [child] acted bothered
or upset?

(READ OPTIONS 1-5)

1. All of thetime

Most of the time

Some of thetime

A little of thetime

None of thetime

Don’t know

7. Refused

The following questions ask about
[child]’s satisfaction with self, school and
others. It may be helpful to keep in mind

how other children [child]’s age might
feel about these areas.

During the past 4 weeks, how satisfied do
you think [child] has felt about [his/her]
school ability?

(READ OPTIONS 1-5)

1. Very satisfied

2. Somewhat satisfied

3. Neither satisfied or dissatisfied

4. Somewhat dissatisfied

No gk~ ODdNPRE

NOo ok wN

NOo oA~ ®OD

o 0hs~ WD

5-12Y 123

5-12Y 124

5-12Y 125

5-12Y 126

5-12Y 127

5-12Y 128

5. Very dissatisfied
6. Don’'t know
7. Refused

During the past 4 weeks, how satisfied do
you think [child] has felt about [his/her]
friendships?

(READ OPTIONS 1-5)

1. Very satisfied

Somewhat satisfied

Neither satisfied or dissatisfied
Somewhat dissatisfied

Very dissatisfied

Don’'t know

Refused

During the past 4 weeks, how satisfied do
you think [child] has felt about [his/her]
life overall?

(READ OPTIONS 1-5)

1. Very satisfied

Somewhat satisfied

Neither satisfied or dissatisfied
Somewhat dissatisfied

Very dissatisfied

Don't know

Refused

The next questions are about you and
your family.

No g A~LDN

No ok~ WDN

During the past 4 weeks, how much
emotional worry or concern did [child]’s
physical health cause you?

(READ OPTIONS 1-5)

1. Noneat all

A little bit

Some

Quite a hit

A lot

Don’t know

Refused

During the past 4 weeks, how much
emotional worry or concern did [child]’s
emotional well being or behaviour cause
you?

(READ OPTIONS 1-5)

1. Noneatal - Q130

A little bit - Q130

Some - Q130

Quite abit - Q130

A lot

Don’t know

Refused

Isthis still worrying you alot?
1. Yes
2. No - Q130

No oA WDD

No oA WwWDD
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5-12Y 129

5-12Y 130

5-12y 131

5-12y 132

5-12Y 133

5-12Y 134

5-12Y 135

3. Don't know
4. Refused

Would you like some assistance or
support with this problem?

1. Yes - refer tolist of relevant agencies
2. No

3. Don't know

4. Refused

During the past 4 weeks, did [child]’s
physical health limit the amount of time
you have for your own personal needs?
1 Yes

2. No - Q132

3. Don't know - Q132

4. Refused - Q132

Has your time been limited alot, some or
a little?

1 Alot

2. Some

3. Alittle

4. Don't know

5. Refused

During the past 4 weeks, did [child]’s
emotional wellbeing or behaviour limit
the amount of time you have for your own
persona needs?

1. Yes

2. No - Q134

3. Don't know - Q134

4. Refused - Q134

Has your time been limited alot, some or
a little?

1. Alot

Some

A little

Don’t know

Refused

During the past 4 weeks, how often has
[child]’s health or behaviour limited the
types of activities you could do as a
family?

(READ OPTIONS 1-5)

1. Very often

Fairly often

Sometimes

Almost never

Never

Don’'t know

Refused

During the past 4 weeks, how often has

[child]’s health or behaviour interrupted
various everyday family activities such as

g bk wN

NOo oA~ ®OD

eating meals or watching TV?
(READ OPTIONS 1-5)

1. Very often

Fairly often

Sometimes

Almost never

Never

Don’t know

Refused

5-12Y 136 Sometimes families may have difficulty
getting along with one another. They do
not always agree and they may get angry.
In general, how would you rate your
family’s ability to get along with one
another?
(READ OPTIONS 1-5)
1. Excellent » Q138

Very good - Q138

Good - Q138

Fair — Q138

Poor

Don't know - Q138

Refused - Q138

5-12Y 137 Would you like some help or support with
this problem?
1. Yes - refer tolist of relevant agencies
2. No
3. Don't know
4. Refused

NOo ok wN

NOo oA~ ®OD

Physical health of toddlers (aged 1-4)

1-4Y 138 The next few questions are about [child]’s
physical health.

1-4Y 139 Does [child] have any difficulties with
eating or feeding?
1. Yes
2. No - Q144
3. Don'tknow - Q144
4. Refused - Q144

1-4Y 140 How serious do these difficulties seem to
you? Are they not serious, somewhat
Serious or very serious?

Not serious - Q144

Somewhat serious

Very serious

Don't know — Q144

Refused - Q144

1-4Y 141 Have you sought help for this problem?
1. Yes
2. No - Q144
3. Don't know - Q144
4. Refused - Q144

a bk wNPE
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1-4Y 142 Where did you seek help for that 6. Telephone help line
problem? 7. Chemist
(READ OPTIONS 1-8: MULTIPLE 8. Any other place sought help
RESPONSE) (Specify)
1. Family or friends 9. Don'tknow
2. General practitioner 10.Refused
3. Specialist 1-4Y 148 Thinking about the help you got from
4. Baby or early childhood health nurse [ ], how useful wasthat help? Was
5. Tresillian or Karitane it very useful, somewhat useful, alittle
6. Telephone help line useful or not useful?
7. Chemist 1. Very useful
8. Any other place sought help 2. Somewhat useful
(Specify) 3. Alttle useful
9. Don't Know 4. Not useful
10.Refused 5. Don't know
1-4Y 143 Thinking about the help you got from 1-4Y 149 Considering [child]’s age, does [he/she]
[...... ] how useful was that help? Was the have any other difficulties with [his/her]
help very useful, somewhat useful, alittle physical development? (PROMPT: For
useful, or not useful. example difficulties in manipulating
1. Very Useful objects such as toys)
2. Somewhat useful 1. Yes
3. A little useful 2. No - Q154
4. Not useful 3. Don't know — Q154
5. Don’t Know 4. Refused - Q154
1-4Y 144 Does [child] have any difficulties with 1-4Y 150 How serious do these difficuities seem to
taking steps, walking or running? you? Are they not serious, somewhat
1. Yes serious or very serious?
2. No - Q149 1. Not serious - Q154
3. Not walking yet — Q149 2. Somewhat serious
4. Don'tknow — Q149 3. Very serious
5. Refused - Q149 4. Don't know — Q154
1-4Y 145 How serious do these difficulties seem to 5. Refused - Q154
you? Were they not serious, somewhat 14y 151 Have you sought help for this problem?
Serious or very serious? 1 Yes
1. Not serious - Q149 2. No - Q154
2. Somewhat serious 3. Don't know - Q154
3. Very serious 4. Refused - Q154
4. Don'tknow - Q149 1-4Y 152 Where did you seek help for that
5. Refused - Q149 problem?
1-4Y 146 Have you sought help for this problem? (READ OPTIONS1-8: MULTIPLE
1 Yes RESPONSE)
2. No - Q149 1. Family or friends
3. Don't know — Q149 2. General practitioner
4. Refused — Q149 3. Specialist _
1-4Y 147 Where did you seek help for that 4. Bany or early childhood health nurse
problem? 5. Tresillian or Karitane
(READ OPTIONS 1-8: MULTIPLE 6. Telephone help line
RESPONSE) 7. Chemist
1. Family or friends 8. Any other place sought help (Specify)
2. General practitioner S
3. Specialist 9. Don't know
4. Baby or early childhood health nurse 10.Refused
5. Tresillian or Karitane
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14y 153

Thinking about the help you got from
[coienanis ], how useful was that help?Was
it very useful, somewhat useful, alittle
useful or not useful ?

Very useful

Somewhat useful

A little useful

Not useful

Don’'t know

a b wbdPE

Emotional-behavioural problems (4-12 yrs)

4-12Y 154

4-12Y 155

4-12Y 156

4-12Y

157

4-12Y 158

4-12Y 159

The next section is about emotional and
behavioural problems.

During the past 6 months, do you think
that [child] has had any emotional or
behavioural problems?

1. Yes

2. No - Q165

3. Don't know - Q165

4. Refused - Q165

During this time did [child] tend to have
more emotional or behavioural problems
than other [boys/girls] of [his/her] age?
1. Yes

2. No

3. Don't know

4. Refused

How serious do you think these
behavioural and emotional problems are
in terms of causing distressto [child]?Are
they not serious, somewhat serious or
very serious?

Not serious

Somewhat serious

Very serious

Don't know

5. Refused

How serious do you think these
behavioural and emotional problems are
in terms of disrupting or causing distress
in others? Are they not serious, somewhat
Serious or very serious?

Not serious
Somewhat serious
Very serious
Don’t know

5. Refused

How serious do you think these
behavioural and emotional problems are
in terms of preventing [child] from doing
things usually expected of other [boys/
girlg] of [hig/her] age? Are they not
serious, somewhat serious or very serious?
1. Not serious

A wbdpE

RS o

4-12Y 160

4-12Y 161

4-12Y 162

2. Somewheat serious
3. Very serious

4, Don't know

5. Refused

Do you think that [child] needs or needed
any professional help with these
problems?

1. Yes

2. No - Q165

3. Don’'t know - Q165

4. Refused - Q165

Did [child] get help, care or treatment for
these emotional and behavioural
problems?

1. Yes - Q165

2. No

3. Don’'t know — Q165

4. Refused - Q165

During the past six months have any of
the following reasons kept [child] from
getting more of the help you thought [he/
she] needed for emotional or behavioural
problems?

(READ OPTIONS 1-10: MULTIPLE
RESPONSE)

1. [Child] didn’t want to attend service
2. You were afraid of what your family or
friends might say

You decided you could handle
[child]’s problem on your own

Help was too expensive

The servicesweretoo far away

You thought treatment might not help

You had to wait along time for an
appointment

8. You did not know where to get help
9. You asked for help and didn’t get it
10.Any other reason (Specify)

w

N o oA

11.Don’t know
12.Refused

If 155=1and 157 =3and 161 = 2ASK

4-12Y 163

4-12Y 164

Isthisstill a problem?

1. Yes

2. No - Q165

3. Don'tknow - Q 165

4. Refused - Q165

Would you like some assistance or
support with this problem?

1. Yes - refer tolist of relevant agencies
2. No

3. Don't know

4. Refused
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Infant behavioural problems (age 0-11
months)

0-11M 165 Parents often experience arange of
difficulties with their babies such as
feeding, settling and crying. The next few
questions are about these difficulties that
you may be currently experiencing with
[child] or may have previously
experienced.

0-11M 166 Do you currently, or have you had any
problems with feeding [child]?
1. Yes
2. No - Q172
3. Don't know — Q172
4. Refused —» Q172
0-11M 167 What is, or was, the most serious feeding
problem you have with [child]?
(READ OPTIONS 1-5)
1. Breastfeeding
Taking a bottle
Taking solids
Reflux and/or vomiting
Any other feeding problem (Specify)

g bk wN

6. Don’'t know - Q172
7. Refused - Q172

0-11M 168 How serious did this problem seem to
you? Was it not serious, somewhat serious
or very serious?
1. Not serious — Q172
2. Somewhat serious
3. Very serious
4. Don't know — Q172
5. Refused - Q172

0-11M 169 How difficult wasit for you to manage
this problem?
(READ OPTIONS 1-3)
1. Not difficult
2. Somewheat difficult
3. Very difficult
4. Don't know
5. Refused

0-11M 170 Where did you seek help for that
problem?
(READ OPTIONS1-8: MULTIPLE
RESPONSE)
1. Family or friends
General practitioner
Specialist
Baby or early childhood health nurse
Tresillian or Karitane
Telephone help line
Chemist

NOo ok wN

0-11M 171

0-11M 172

0-11M 173

0-11M 174

0-11M 175

0-11M 176

8. Any other place sought help (Specify)

9. Did not seek help for problem - Q172
10.Don’t know — Q172

11.Refused - Q172

Thinking about the help you got from
[coonnene ] how useful was that help? Was it
very useful, somewhat useful, alittle
useful, not useful?

1. Very useful

2. Somewhat useful

3. A little useful

4. Not useful

5. Don't know

Do you currently, or have you had any
problems with [child]’s behaviour for
example crying, or difficulty settling?

1. Yes

2. No - Q178

3. Don't know - Q178

4. Refused - Q178

What is or was the most serious behaviour
problem you have with [child]?

(READ OPTIONS 1-5)

1. Controlling crying

2. Settling

3. Sleeping during day

4. Colic

5. Any other problem (Specify)

6. Don't know - Q178

7. Refused - Q178

How serious did this problem seem to
you? Was it not serious, somewhat serious
or very serious?

1. Not serious -~ Q178

2. Somewhat serious

3. Very serious

4. Don't know - Q178

5. Refused - Q178

How difficult wasit for you to manage
this problem?

(READ OPTIONS 1-3)

1. Not difficult

Somewhat difficult

Very difficult

Don’t know

. Refused

Where did you seek help for that
problem?

(READ OPTIONS 1-7: MULTIPLE
RESPONSE)

1. Family or friends

(SIFNANN
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General practitioner

Specialist

Early childhood health nurse
Tresillian or Karitane

Telephone help line

Chemist

Any other place sought help (Specify)

O NG~ WN

9. Did not seek help for problem - Q178
10.Don’t know - Q178
11.Refused - Q178

0-11M 177 Thinking about the help you got from | ... ]
how useful was that help? Was it very
useful, somewhat useful, alittle useful, not
useful ?

Very useful

Somewhat useful

A little useful

Not useful

Don’t know

a b wbdpE

Home visiting (0—4 years)

04Y 178 The next few questions are about visits to
your home you may have had from people
to assist you in caring for [child]

0-4Y 179 Haveyou ever had someone, such asa
nurse or a volunteer, visit you in your
home to provide you with support or
advice in caring for [child]?
1. Yes
2. No - Q184
3. Don't know - Q184
4. Refused - Q184

04Y 180 What wasthe profession of the person
who visited you in your home?
(READ OPTIONS 1-7: MULTIPLE
RESPONSE)
1. Baby or Early childhood health nurse
2. Midwife

3. Socia worker, psychologist or
counsellor

4. Physiotherapist, speech or other
therapist

5. Teacher

6. Volunteer

7. Other professional (Specify)

8. Don't know — Q183
9. Refused - Q183
0-4Y 181 What age was [child] when you had the
firstvisitfromthel............ 1?
1. Ageinyears(2—4 years)
2. Age in months (1-23 months)

3. Ageinweeks (1-3 weeks only)
4. Don't know
5. Refused

04Y 182 How many visits did you receive from the
[coiininen, ] toassist youin caring for
[child]?
1. number
2. Don't know
3. Refused

04Y 183 Which of the following best describes

how you feel about having people visit

you in your home to provide support and

advice?

(READ OPTIONS 1-3)

1. 1 was happy to have someone visit me
in my home

2. | found having someone visit my
home uncomfortable at first but later |
found it OK

3. | was uncomfortable having someone
come to my home

4. Don't know

5. Refused

ALL OPTIONS - Q185

04Y 184 How comfortable would you feel about
having people visit you in your home to
provide support and advice in caring for
[child]? Would you feel:
(READ OPTIONS 1-4)
1. Very comfortable

Comfortable

Uncomfortable

Very uncomfortable

Don’t know

Refused

oW

Parental support services (age 1-12 years)

1-12Y 185 Parents often need support in caring for
their children. They can receive support
from anumber of sourcesincluding
family and friends and from specialised
services. The next questions are about
such services.

1-12Y 186 Have you ever felt the need for any type
of support service to assist you in caring
for [child] or dealing with problems you
may have experienced with [him/her]?
(PROMPT: Support servicesinclude
Karitane, Tresillian, early childhood
health services, family support services,
counsellors)

1. Yes
2. No - Q190
3. Don't know - Q190
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4. Refused - Q190

1-12Y 187 Have you ever used any support services?

1. Yes

2. No - Q189

3. Don't know - Q189
4. Refused - Q189

1-12Y 188 What services have you used to provide

you with support as a parent?
(READ OPTIONS1-11: MULTIPLE
RESPONSE)

1. Play group

2. Baby or early childhood health nurse—
centre

Formal parenting groups

Karitane or Tresillian

Family support services
Counselling service

Telephone help line

General practitioner

. Hospital services

10.Church organisations

11.Any other support service (Specify)

© 0N AW

12.Don’t know
13.Refused
ALL OPTIONS - Q190

1-12Y 189 What were the main reasons you did not

access any parental support services, even
though you felt you needed them?
(MULTIPLE RESPONSE)

1. Services not available

2. Servicestoo far away

3. Felt | should be able to cope on my
own

4, Stigma of using services
5. Had to wait too long wait for
appointment
6. Didn’t know where to get help
7. Thought services couldn’t help
8. Any other reason
(Specify)
9. Don't know
10.Refused

Social support (age 0-12 years)

ALL

ALL

ALL

ALL

ALL

192

193

194

195

196

Strongly disagree

Disagree

Agree

Strongly agree

Don’'t know

6. Refused - Q197

| have family and friends who make me
feel safe, secure and happy.
(READ OPTIONS 1-4)

1. Strongly disagree

2. Disagree

3. Agree

4. Strongly agree

5. Don't know

6. Refused - Q197
Thereissomeone | trust whom | would
turn to for adviceif | were having
problems.

(READ OPTIONS 1-4)

1. Strongly disagree

2. Disagree

3. Agree

4. Strongly agree

5. Don’'t know

6. Refused —» Q197

Thereisno one | feel comfortable talking
about problems with.

(READ OPTIONS 1-4)

1. Strongly disagree

2. Disagree

3. Agree

4. Strongly agree

5. Don't know

6. Refused — Q197

| lack afeeling of closeness with another
person.

(READ OPTIONS 1-4)

1. Strongly disagree

2. Disagree

3. Agree

4. Strongly agree

5. Don't know

6. Refused — Q197

There are people | can count on in an
emergency.

agrwbdpE

ALL 190 The next section is about relationships (READ OPTIONS 1-4)
and support that you get from others. I'm v di
going to read you a number of statements. 1 Srong y disagree
For each of the following, please tell me 2. Disagree
whether you strongly disagree, disagree, 3. Agree
agree or strongly agree. 4. Strongly agree
ALL 191 If something went wrong, no one would 5. Don't know
help me. 6. Refused
(READ OPTIONS 14)
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Sun protection

ALL 197 Next, afew questions about protecting
[child]’s skin from the sun. 1-12Y 202

ALL 198 What steps could you take to reduce
[child']s chance of getting skin cancer?
(NQOTE: probe for description of hat—cap)
(NQOTE: probe for anything else)
(MULTIPLE RESPONSE)
1. Wear broad brimmed hat or cap with a
flap
Wear baseball-style cap
Apply sun screen
Wear clothing to protect the skin
Wear sunglasses 112y 203
Don't go outside in the middle of the
day
7. Minimise time outdoors or stay
indoors
8. Stay in shade or out of sun when
outside
9. Teach children how to protect
themselves
10.Other (Specify)

oA WD

11.Don’t know ALL 204
12.Refused

1-12Y 199 The next few questions are about
occasions last summer when you were
with [child] outside in the sun for at least
fifteen minutes. Please think about ALL 205
actions you usually took for sun
protection for [child] on these occasions.

1-12Y 200 Thinking back to last summer, how often
did [child] go out in the sun for more
than15 minutes between 11am and 3pm?
(READ OPTIONS 1-5)
1. Always

Often

Sometimes

Rarely or Never

Never in sun more than 15 minutes —

Q204

6. Don't know

7. Refused

1-12Y 201 Thinking back to last summer, when
[child] was out in the sun for more than
15 minutes, how often did [he/she] wear a
broad brimmed hat or cap with a back
flap?
(READ OPTIONS 1-4)
2. Often
3. Sometimes
4. Rarely or Never

a b wbd

ALL 206

5. Don't know
6. Refused

Still thinking about last summer how
often did you apply a broad-spectrum sun
screen with an SPF of 15 or moreto [hig/
her] exposed skin?

(READ OPTIONS 1-4)

1. Always

Often

Sometimes

Rarely or Never

Don’'t know

. Refused

Still thinking about last summer how
often was [child] deliberately dressed in
clothing to protect [him/her] from the
sun?

(READ OPTIONS 1-4)

1. Always

Often

Sometimes

Rarely or Never

Don’t know

6. Refused

Now I'm going to read out some
statements people have made about sun
protection and skin cancer. Please tell me
how strongly you personally agree or
disagree with each of them.

o UAwWN

a bk wN

Sun screen provides adequate protection
from the sun. Do you:

(READ OPTIONS 1-5)

1. Strongly agree

Agree

Neither agree nor disagree

Disagree

Strongly disagree

Don’t know

7. Refused

A baseball cap is adequate to protect the
face from the sun. Do you:

(READ OPTIONS 1-5)

1. Strongly agree

Agree

Neither agree nor disagree

Disagree

Strongly disagree

Don’t know

7. Refused

Still thinking of last summer, how often

did [child] get sunburnt, so their skin was
still sore or tender the next day?

1. Not at all

oW

oW
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2. Once Disability — hearing
3. Twi
i ;:‘;L‘ftim% ALL 214 Has[child] ever had [his'her] hearing
’ ) tested?
5. 5or moretimes 1y
6. Don't know or don’t recall 2' N?
. Rt.efused. _ 3. Don't know
5-12Y 208 Imagine [child] spent short periods of 4. Refused
time in the sun every day over the ' _
summer. How do you think [his/her] skin ALL 215 Asfar asyou know, does [child] currently
would look at the end of summer? have normal hearing in both ears?
(READ OPTIONS 14) 1. Yes - Q219
1. Very tanned 2. No
2. Moderately tanned 3. Don't know
3. Lightly tanned 4. Refused
4. No suntan at all ALL 216 Does[child] use a hearing aid now?
5. Other (Specify) 1. Yes
6. Don't know 2. No
7. Refused 3. Don't know
Disability—Sight (aged 2-12 years) 4. Refused
] ) ALL 217 How seriousis|[child]'shearing loss? Isit:
2-12Y 209 The next few questions are about sight (READ OPTIONS 1-4)
and hearing. 1 Mild
2-12Y 210 Asfar asyou know, does [child] have 2. Moderate
normal vision in both eyes? 3. Severe
1. Yes - Q214 4. Profound
2. No 5. Don’'t know
3. Don't know 6. Refused
4. Refused ALL 218 How old was [child] when the hearing
2-12Y 211 Is[child] blind or unable to see in one or loss was first discovered?
both eyes? 1. ageinweeks (0-3 weeks only)
1. Yes, unable to see with one eye only 2. __agein months (1-23 months only)
2. Yes, unable to see with both eyes — 3. ageinyears (2-12 years only)
Q214 4. Notsure
3. No, able to see with both eyes 5. Refused
4. Dorr't know 04Y 219 The next few questions are about ear
5. Refused infections.
2-12Y 212 Does|child] use prescribed glasses or 0-4Y 220 Has[child] ever had an ear infection
contact lenses now? )
diagnosed by a doctor?
;I ;ES 214 Loves
o S o 2. No - Q222
> Rgf” ;edno"" *213 3. Don't know - Q222
- Refused - Q 4. Refused - Q222
8-12Y 213 Even when wearing glasses or contact 04Y 221 Has[child] ever had adischarge from [his/
lenses, would [child] have any difficulty . ,
) . her] ear or a‘runny’ ear?
seeing the words in a[story book/ school
book]? 1. Yes
1 Yes 2. No '
2 No 3. Don't know
3. Don't know 4. Refused
4. Refused 04Y 222 Has|[child] ever had an operation to insert
atube or grommet into [hig’her] ear?
1. Yes
2. No
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3. Don't know
4. Refused

Speech (2-12 years only)

3. Disagree

4. Strongly disagree
5. Don't know

6. Refusal - Q241

2-12Y 223 The next few questions are about speech. ALL 230 Intimesof crisiswe can turn to each other
2-12Y 224 Compared to other children of [his/her] for support.
age does [child] have any difficulty (READ OPTIONS1-4)
saying certain sounds? 1. Strongly agree
1. Yes 2. Agree
2. No - Q227 3. Disagree .
3. Don't know 4. Strongly disagree
4. Refused 5. Don’t know
2.12Y 225 Does|[child] stammer or stutter? 6. Refusal — Q241
1 Yes ALL 231 We cannot talk to each other about
2 No sadnesswefeel.
3. Dor't know (READ OPTIONS 1-4)
4. Refused 1. Strongly agree
. . . . 2. Agree
2-12Y 226 Compared with other children [hig/her] 3. Disagree
age, how well does [child] speak or use 4‘ S v i
words? Would you say [he/she] is: - Strongly disagree
(READ OPTIONS 1-3) 5. Don'’t know
1. Better than other children — Q228 6. Refusal - Q241
2. Same asother children - Q228 ALL 232 Individuas, in the family, are accepted for
3. Does not speak as well as other what they are.
children (READ OPTIONS 14)
4. Don't know 1. Strongly agree
5. Refused 2. Agree
2-12Y 227 Has child ever attended speech therapy or 3. Disagree
seen a speech pathologist for problems 4. Strongly disagree
with speech? 5. Don't know
1. Yes 6. Refusa - Q241
2. No ALL 233 We avoid discussing our fears and
3. Don't know concerns.
4. Refused (READ OPTIONS 14)
1. Strongly agree
Family functioning (age 0-12 years) 2. Agree
ALL 228 The next section is about families and 3. Disagree
family relationships which can vary from 4. Strongly disagree
family to family and influence the health 5. Don't know
of children. I’'m going to read you some 6. Refusa - Q241
statements about family relationships. For ALL 234 We express fedlings to each other.
;ach olf them please teIdI. me whether you (READ OPTIONS 1-4)
rongly agree, agree, disagree, or
strongly disagree with the statement as a 1. Strongly agree
description of your family. 2. Agree
(NOTE: ‘family’ refersto respondent’s 3. Disagree
definition of family) 4. Strongly disagree
ALL 229 Planning family activitiesis difficult 5 Don'tknow
because we misunderstand each other. Do 6. Refusal — Q241
you: ALL 235 Therearelots of bad feelingsin our
(READ OPTIONS 1-4) family.
1. Strongly agree (READ OPTIONS1-4)
2. Agree 1. Strongly agree
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2. Agree ALL 242 Inthe past three months, how often have
3. Disagree you helped out any local group or
4. Strongly disagree organi;:ation such as a school, scouts and
5 Dart oo Irounes S oub o Hoid
6. Refusal ~ Q241 (READ dPTIONSl—zg
ALL 236 Wefeel accepted for what we are. 1. About once a week
(READ OPTIONS1-4) 2. Onceevery 2-3 weeks
1. Strongly agree 3. Onceamonth or less
2. Agree 4. No, not at all
3. Disagree 5. Don’t know
4. Strongly disagree 6. Refused
5. Don't know ,
6. Refusal — Q241 ALL 243 Inthe past six months, how of_ten have
you attended a local community event
ALL 237 Making decisionsis a problem in our such as a church or school fete, school
family. concert, or street fair?
(READ OPTIONS 1-4) (READ OPTIONS 1-4)
1. Strongly agree 1. Threetimesor more
2. Agree 2. Twice
3. Disagree 3. Once
4. Strongly disagree 4. Never
5. Don't know 5. Don't know
6. Refusa - Q241 6. Refused
ALL 238 We are able to make decisions about how ALL 244 Areyou an active member of alocal
to solve problems. organisation, church or club, such as a
(READ OPTIONS 1-4) sport, craft, or social club?
1. Strongly agree (READ OPTIONS 1-4)
2. Agree 1. Yes, very active
3. Disagree 2. Yes, somewhat active
4. Strongly disagree 3. Yes, alittle active
5. Don’t know 4. No, not an active member
6. Refusal - Q241 5. Don't know
ALL 239 Wedon't get on well together. 6. Refused
(READ OPTIONS 1-4) ALL 245 I’'m now going to read you some
1. Strongly agree statements about safety in your local area.
2. Agree Can you tell meif you agree or disagree
3. Disagree with these statements? | feel safe walking
4. Strongly disagree down my street after dark. Do you:
5. Don't know (READ OPTIONS 14)
6. Refusal — Q241 1. Strongly agree
ALL 240 We confide n each other. 2. Agree
(READ OPTIONS 1-4) 3. Disagree
1. Strongly agree 4. Stro’ngly disagree
2. Agree 5. Don't know
3. Disagree 6. Refused
4. Strongly disagree ALL 246 Most people can be trusted. Do you:
5. Don't know (READ OPTIONS 1-4)
6. Refusa - Q241 1. Strongly agree
2. Agree
Social capital (age 0-12 years) 3. Disagree
ALL 241 The next questions are about your 4. Strongly disagree
involvement in your local community and 5. Don’t know
neighbourhood. 6. Refused
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ALL 247 My areahas areputation for being a safe 3. In street
Elgcec.)u 4. Neighbour's house
(RE)AD OPTIONS1-4) 5 Inpark
6. In school grounds
1. Strongly agree 7. Community centre
2. Agree 8. Other (Specify)
3. Disagree , 9. Don't know
4. Strongly disagree 10.Refused
5. Don't know . ) . o
4-12 253 What is[child]’s favourite activity when
6. Refused .
not at school or in day care?
ALL 248 The next few questions are about contact (MULTIPLE RESPONSE)
with people in your neighbourhood. 1. Play with toys at home
ALL  248alf you were caring for a child and needed 2. Swimming at beach
to go out for awhile, and could not take 3. Swimming at pool
the child with you, would you ask 4. Swimming at home
someone in your neighbourhood for help? 5. Organised sports (cricket, tennis,
(READ OPTIONS 1-4) netball, football.)
1. Yes, definitely 6. Informal sports (with friends)
2. Yes, possibly 7. Bike riding
3. No, probably not 8. Rollerblading
4. No, definitely not 9. Playing in Park
5. Don't know 10.Visit friends or have friends over
6. Refused 11.Watching TV
ALL 249 How often have you visited someonein 12.Watching videos
your neighbourhood in the past week? 13.Computer and video games
(READ OPTIONS 1-4) 14.Reading
1. Frequently 15.Listening to music
2. Afewtimes 16.Attend lessons (specify: swimming,
3. At least once music, dance, other)
4. Never (inthelast week) 17.Go to movies
5. Don't know 18.Dancing
6. Refused 19.Drawing or colouring-in
ALL 250 When you go shopping in your local area 20.Playing outside or in backyard
how often are you likely to run into 21.0ther (specify)
friends and acquaintances? . .
(READ OPTIONS 1-4) Injury—Drowning (0-12 years)
1. Nearly aways ALL 254 The next questions are about water safety
2. Most of thetime and drowning.
3. Someof thetime ALL 255 Wasthere ever an occasion when [child]
4. Rarely or never had to be rescued from drowning from
5. Don't know any body of water, for example from a
6. Refused beach, river, bath, bucket, pond or wading
ALL 251 Would you be sad if you had to leave this pool?
neighbourhood? 1 Yes
1 Ves 2. No - Q257
2 No 3. Don't know - Q257
3. Don't know 4. Refused - Q257
4. Refused ALL 256 From which placeswas [child] rescued
4-12 252 Where does [child] play when not at ‘E;ﬁB‘LdTrlog"Lrl‘E”;?gSPONSE)
school or in day care?
(MULTIPLE RESPONSE) 1. Beach
1. Inside house 2 O.ff aboat
2. Back yard 3. River
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Lake

Fish pond

Farm dam

Bath

Swimming pool

. Wading pool

10.Bucket

11.Any other places (Specify)

© 00N A

12.Don’t know
13.Refused

Injury—Sports (age 5-12 years)
5-12Y 257 The next few questions are about sports
and sporting injuries

5-12Y 258 Does [child] ever play any type of sport or
outdoor physical activity, including non-
team sports such as rollerblading, bike
riding and skate boarding?

4. Refused - Q262

5-12Y 261 Which sport did you prevent your child

from playing because of injury or safety
concerns?

Australian Rules football

Baseball or softball

Basketball
Cricket
Hockey

Netball

Rugby League
Rugby Union

. Soccer
10.Swimming
11.Rollerblading
12.0ther (Specify)
13.Don’t know
14.Refused

© oo N kWM PR

1 Yes i ivi
Physical activity (5-12 years
2. No - Q262 Y ¥ Y )
3. Don't know — Q262 5-12Y 262 The next few questions are about physical

4. Refused - Q262

5-12Y 259 In the past 12 months, that is since 5-12Y
[month] 2000, what types of sports and
outdoor activities did [child] play. Please
tell me which sports [he/she] plays most
often, including non team sports such as
rollerblading.
(MULTIPLE RESPONSE)
1. Australian Rules football
Baseball or softball
Basketball 5-12Y
Cricket
Hockey
Netball
Rugby League
Rugby Union
. Soccer
10.Swimming
11.Rollerblading 512y
12.Bike riding
13.Tennis
14.COther (Specify)

© 0N A WD

15.Don’t know
16.Refused
5-12Y 260 Have you ever prevented or discouraged 512y
[child] from playing a particular sport or
physical activity because you were
concerned about injury or safety?
1. Yes
2. No - Q262
3. Don’'t know - Q262

262a

263

264

265

activity and watching television.

On about how many days during the
school week, does [child] usually watch
TV or videos at home?

1. days

2. None - Q264

3. No TV-video in home - Q266

4. Don't know — Q264

5. Refusa - Q264

On those days, about how many hours
does [he/she] usually spend watching TV
or videos?

(PROMPT: that is, how many hourson a
typical weekday when TV iswatched)

1. _ hours

2. Don't know

3. Refused

On about how many weekend days does
[child] usually watch TV or videos at
home?

1 days

2. None - Q266

3. Don't know - Q266

4. Refusa - Q266

On atypical weekend day, about how
many hours does [he/she] usually spend
watching TV or videos?

1 hours

2. Don’'t know

3. Refused
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5-12Y 266 On about how many days during the
school week does [child] usually play
video or computer games?

1. days
2. None - Q268
3. No video—computer games - Q270
4. Don't know - Q270
5. Refusal - Q268

5-12Y 267 On those days, about how many hours
does he/she usually spend playing video
or computer games?

(PROMPT: that is, how many hourson a
typical weekday when video—computer
games are played)

1. _ Hours
2. Don't know
3. Refused

5-12Y 268 On about how many weekend days does
[child] usually play video or computer
games?

1. _  Days
2. None - Q270
3. Don't know - Q270
4. Refusa - Q270

5-12Y 269 On atypical weekend day, about how
many hours does [he/she] usually spend
playing video or computer games?

1. Hours
2. Don't know
3. Refused

04Y 270 The next few questions are about [child’s]
interests and activities

0-4Y  270aDoes [he/she] currently attend any play
group or other early childhood program
or activity? Please do not include child
care programs or time spent in preschool.
1. Yes
2. No - Q273
3. Don't Know - Q273
4. Refused - Q273

0-4Y 271 What type(s) of programs does [he/she]
attend?

1. Play group
2. Drop-in centre
3. Toy library
4. Infant stimulation program
5. Gymbaroo
6. Story timeat library
7. Other (Specify)
0-4Y 272 For about how many hours aweek does
[he/she] attend these in total ?
hours

4-12Y 273

4-12Y 274

4-12Y 275

4-12Y 276

In the past 12 months, outside of school
hours, how often has [child] taken part in
sports with a coach or instructor, except
dance or gymnastics?

(READ OPTIONS 1-5)

1. Most days

2. Afewtimesaweek

3. About once a week

4. About once a month

5. Lessthan once a month

In the past 12 months, outside of school
hours, how often has [child] taken lessons
or instruction in other organised physical
activities with a coach or instructor, such
as dance, gymnastics or martial arts?
(READ OPTIONS 1-5)

1. Most days

2. Afewtimesaweek

3. About once a week

4. About once a month

5. Almost never

In the past 12 months, outside of school
hours, how often has [child] taken lessons
or instruction in music, art or other non-
sport activities?

(READ OPTIONS 1-5)

1. Most days

2. A fewtimesaweek

3. About once aweek

4. About once a month

5. Almost never

In the past 12 months, outside of school
hours, has [child] taken part in any clubs,
groups, or community programs with
leadership, such as Girl Guides, Scouts, or
church group?

(READ OPTIONS 1-4)

1. Yes

2. No

3. Don't know

4. Refused

School attendance (age 4-12 years)

4-12Y 277

The next few questions are about school
attendance.

4-12Y 277aDoes [child] go to school?

4-12Y 278

1. Yes

2. No - Q280

3. Don't know - Q280
4. Refused - Q280

What year is[child] in at school ?
1. Kindergarten
2. Year
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3. Ungraded class

4. Don't know

5. Refused
4-12Y 279 What type of school does [child]

currently attend?

(READ OPTIONS 1-6)

1. Public school
Catholic school
Independent school
Special education school
School of the Air
Any other school (Specify)

oW

7. Don't know
8. Refusal

Pre-school (age 3—-6 years)—Skip this
section if child attends school

3-6Y
3-6Y

280 The next questions are about preschool.

281 Has[child] ever attended preschool ?
(PROMPT: preschool is usually attended
between 9am and 3pm at least once a
week before achild starts full-time
school)

1. Yes

2. No - Q285

3. Don't know - Q285

4. Refused - Q285

3-6Y 282 Is|[child] currently attending preschool ?

1. Yes
2. No
3. Don't know
4. Refused

3-6Y 283 How old was|[child] when [he/she] first

attended preschool ?

1 years and

2. Don't know

3. Refused

3-6Y 284 Intotal, how many hours per week does
[child] usually attend preschool ?

months

0-5Y 286 Haveyou ever used any formal or
informal childcare for [child] on aregular
basis?
(PROMPT: formal childcare includeslong
day centres and family day care. Informal
child care includes care by relatives or
friends or paid babysitters or nannies)
(PROMPT: regular basis means at | east
half aday aweek)
1. Yes
2. No - Q291
3. Don't know — Q291

4. Refusa - Q291

0-5Y 287 Is|[child] currently having any type of
formal or informal childcare on aregular
basis?
1. Yes
2. No
3. Don't know - Q291
4. Refused - Q291

0-5Y 288 How old was[child] when [he/she] first
started formal or informal childcare for
half aday or longer

1. Ageinyears and months

2. Don't know
3. Refused
If 287 =2ASK

0-5Y 289 How old was[child] when [he/she]
stopped childcare?
1. Ageinyears and
months
2. Don’t know
3. Refused

0-5Y 290 What type of childcare [did/does] [child]
have?
(READ OPTIONS 1-6: MULTIPLE
RESPONSE)
1. Long day care centre
2. Family day care (usually organised

through local councils)

3. Homebased care

1. Hours 4. Occasional care centre
2 Don't know 5. Other formal care
3. Refused (Specify)
6. Informal care
Child care (age 0-5)—Skip this section if (Specify)
child attends school 7. Don't know
. 8. Refused
0-5Y 285 The next few questions are about
childcare. This includes formal childcare Smoking (0-12 years)
such aslong day care centres or family
day care and informal care such as care ALL 291 The followi ng questions are about
provided by relatives or paid babysitters tobacco smoking. This includes
or nannies. cigarettes, cigars and pipes.
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ALL 292 Which of the following best describes
your household?
(READ OPTIONS 1-4)
1. Myself and others in this household
smoke
2. | smoke, but no one else does

3. | don't smoke, but othersin the
household do

4. No-one in the household smokes -
Q295
5. Don’'t know — Q295
6. Refused - Q295
ALL 293 Do you or the other smokers living in this
household ...
(READ OPTIONS 1-5)
1. Alwayssmokeinside
2. Usually smoke inside
3. Sometimes smoke inside and
sometimes smoke outside
Usually smoke outside
Always smoke outside — Q295
Don't know — Q295
Refused - Q295
ALL 294 How many cigarettes would you estimate
are smoked inside your home each day?
(PROMPT: Smoked by all smokersinside
the home)
1. number of cigarettes
2. Don't know
3. Refused
8-12Y 295 Have you ever clearly told [child] not to
smoke or forbidden [him/her] from
smoking?
Yes
No
Don't know
Refused

N o oA

RS o

Smoking in pregnancy (asked only to
mother of child aged <1 year)

0-11M 296 Haveyou ever smoked cigarettes, cigars,
pipes or other tobacco products?
1. Yes
2. No - Q303
3. Don't know — Q303
4. Refused - Q303
0-11M 297 Have you ever smoked more than 100
cigarettes cigars, pipes or other tobacco
products?
1. Yes(more than 100)
2. Yes, (lessthan 100) —» Q303
3. No - Q303
4. Don't know - Q303

0-11M 298

0-11M 299

0-11M 300

0-11M 301

0-11M 302

5. Refused — Q303

When you were pregnant with [child], did

you ever smoke cigarettes, cigars, pipes or

other tobacco products?

(PROMPT: includes smoking before

knowing that you were pregnant)

5. Yes

6. No - Q303

7. Don't know — Q303

8. Refused - Q303

When you were pregnant with [child],did

ou :

)(/READ OPTIONS1-3: MULTIPLE

RESPONSE)

1. Reduce the amount of tobacco you
smoked

2. Try and give up smoking but were
unsuccessful

3. Successfully give up smoking —
Q302

4. None of the above

5. Don't Know

6. Refused

How often did you smoke cigarettes,

cigars, pipes or other tobacco products,

while you were pregnant with [child]?

(READ OPTIONS 1-4)

1. Daily

At least weekly, not daily

Less often than weekly — Q303

Not at all - Q303

Don't know — Q303

6. Refused - Q303

When you were pregnant with [child],

how many manufactured cigarettes did
you usually smoke [per day/each week]?

1. Cigarettes per day —» Q303
2. Cigarettes per week - Q303
3. Don't Know - Q303

4. Refused - Q303

At what stage during your pregnancy did
you quit smoking? Was it:

(READ OPTIONS 1-4)

1. Thefirst 3 months

2. 4-6 months

3. 7-9 months

4. Don’t Know

5. Refused

a bk wN

Demographics

ALL 303

Now we are coming to the last section of
the survey which is some routine
questions about [child]'s and your family
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background.
Remember that all your answersremain

4. Refused > 309

, , ALL 308 How much time does[CHILD] spend with
confidential. his’her mother?
ALL 304 Besides yourself, who else does [child] 1. daysper week
live with? 2. weeks per month
(EIIQTE;)'O rtlot er?tlzr) respondent’s 3. weeks per year
relationship to chi
(MULTIPLE RESPONSE) 4. less than one week per year
h 5. Don’'t know
1. Mother 6. Refused
2. Father ) -
3. Respondent’s partner ALL 309 What country was [child] born in~
5. Step-father 2. Other country
6. Grandparents 3. Don't know
7. Brothersand sisters 4. Refused
8. Step brothers—sisters ALL 310 What country was[child's| mother or
9. Other relatives stepmother [were you] bornin?
10.Non-family members 1. Australia
11.No-one €l se besides respondent 2. Other country
12.0ther (Specify) 3. Don’'t know
4. Refused
13.Refused ALL 311 What country was [child's] father or
ALL 305 IFNOFATHERIN HOUSEHOLD: Does stepfather [were you] bornin?
[child] spend any time with [his/her] 1. Austraia
father? 2. Other country
(NQTE: If respondent is concerned about this 3. Don't know
guestion advise it isto seeif we need to 4. Refused
ask demographic questions about . - '
[CHILD’ §] father: for examplefather's ALL 312 Is][child] ofAbonglnaI or Torres Strait
educai inf] hild health Islander origin?
ucation can influence chi ) [PROBE if yes]
1.ves 1. Aborigina but not Torres Strait
2. No? SKIPTO 307 |slander
3. Don’tknow = SKIPTO 307 2. Torres Strait Islander but not
ALL 306 How much timedoes[CHILD] spend with 3. Aboriginal and Torres Strait |slander
[his'her] father? origin
1. daysper week 4. Not Aboriginal or Torres Strait Islander
2. weeks per month origin — Q315
4. lessthan one week per year 6. Refused - Q315
5. Don't know ALL  313Is][child's] mother or stepmother [are you]
6. Refused of Aboriginal or Torres Strait Islander
L
ALL 307 IFNOMOTHERIN HOUSEHOLD: Does onging_
. ) : ) [PROBE if yes]
[child] spend any time with [his/her] o .
mother? 1. Aboriginal but not Torres Strait
_ . ) |slander
(NOTE: If.reepom_jen_t |§concerr)ed about this 2. Torres Strait Islander but not
glsjkesgon adwsr?lt |st;t$ee|fa\k/)ve rtleed to Aboriginal origin
emographic questions abou o )
[CHILD’ S| mother; for example mother’s 3 ﬁsgir:]glnal and Torres Strait |slander
educati infl hild health - .
vcation can iniience cni ) 4. NotAboriginal or Torres Strait Islander
L Yes origin
2. No > 309 5. Don't know
3. Don't know = 309 6. Refused
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ALL

ALL

ALL

9.

ALL

9.

2.
3.
4.

5.

6.
315 What language do you usually speak at

home?

1

2.

3.
316 What is the highest level of education

[child's] mother or stepmother has [you
have] completed?

1

8.

8.

314 Is[child’s] father or stepfather [are you] of
Aboriginal or Torres Strait Islander
origin?

[NOTE: probeif yes]
1

Aboriginal but not Torres Strait
|slander

Torres Strait Islander but not
Aboriginal origin

Aboriginal and Torres Strait Islander
origin

Not Aboriginal or Torres Strait Islander
origin

Don’t know

Refused

Language (Specify)
Don't know
Refused

Never attended school

2. Completed primary school
3.
4. Completed School Certificate—

Some high school

Intermediate- Year 10-4th Form
Completed HSC-Year 12— eaving—
6th Form

TAFE Certificate or Diploma,
including trade certificate

University, CAE or some other tertiary
institute degree or higher

Other (Specify)
Some primary school (not completed)

10.Don’t know
11.Refused
317 What is the highest level of education

[child's] father or stepfather has[you
have] completed?

1

Never attended school

2. Completed primary school
3.
4. Completed School Certificate—

Some high school

Intermediate- Year 10-4th Form
Completed HSC-Year 12— eaving—
6th Form

TAFE Certificate or Diploma,
including trade certificate

University, CAE or some other tertiary
institute degree or higher

Other (Specify)
Some primary school (not completed)

10.Don’t know

ALL

ALL

ALL

ALL

318

319

11.Refused

How would you describe [child's]

mother’ sor stepmother’s[your] current

employment status?

(NQTE: If morethat one code applies,

code the one with the lowest number: if

casually employed use code 9)

(READ OPTIONS 1-8)

1. Employed full-time (include self-
employed)

2. Employed part-time (include self-

employed)

Unemployed > 320

Home Duties - 320

Student and working

Student and not working

Retired > 320

© 0N AW

. Other (Specify)
10 Don’'t know = 320
11.Refused = 320

Unable to work due to health problems
-> 320

How many hours does [child’s] mother or

stepmother [do you] usually work or
study, away from home, each week?
1. _ hoursper week

2. Don't know

3. Refused

320 How would you describe [child’s] father’s
—stepfather’ s [your] current employment

321

status?

(NQOTE: If morethat one code applies,

code the one with the lowest number: if

casually employed use code 9)

(READ OPTIONS 1-8)

1. Employed full-time (include self-
employed)

2. Employed part-time (include self-

employed)

Unemployed > 322

Home Duties > 322

Student and working

Student and not working

Retired > 322

0N AW

> 322
9. Other (Specify)
10.Don’'t know - 322
11.Refused - 322

How many hours do you/does [child’s]

Unable to work due to health problems

> 322

father or stepfather usually work or study,

away from home, each week?
1. _ hoursper week

2. Don't know

3. Refused
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ALL 322 [Do you/does child's parents] receive any ALL 326 What isthe name of your local Council or
of the following benefits? Shire?
(READ OPTIONS 1-8: MULTIPLE 1 Council
RESPONSE ' 2. Don't know
(NQTE: do not include back to school 3 Refused
payment) _ _
1. Disability Support ALL 327 Isy.our telephone number listed in the
. White Pages?
2. Unemployment benefits or Job Search
Allowance 1 Yes
3. Sickness Benefits or Allowance 2. No
4. Parenting payment 3. Don’t know
5. Family alowance 4. Refused
6. Age pension ALL 328 How many residentia telephone numbers
7. Repatriation Pension or Service do you have? Do not include mobile
Pension phone numbers or dedicated fax numbers.
8. Other type of benefit (Specify) 1. number of residential phone
numbers
9. Don't know 2. Don't know
10.Refused 3. Refused
ALL 323 How long have you lived in your local ALL 329 Finally, a percentage of respondents are
area? contacted by our survey supervisor to
1. years ensure the survey was conducted in a
2 Don't know profonal manner. Are you willing for a
3. Refused supervisor to contact you at alater stage?
ALL 324 What locality or suburb do you live in? ; :\(l?
1 locality or 3. Refused
suburb 4. Don’t know
2. Don't know
3. Refused ALLEND  That ends our questionnaire. Thank you
for taking the time to complete this
ALL 325 Could you tell me your postcode? questionnaire. The information will be
1 postcode used to help improve health services for
2. Don't know children in your local area and across the
3. Refused state. Thanks once again. Goodbye.
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