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OUTCOME 1:  OPTIMAL PHYSICAL HEALTH 
AND WELLBEING

INDICATOR 1 SMOKING DURING PREGNANCY

Indicator description 
The proportion of women 
who smoked tobacco 
during pregnancy for 
ACT resident women. 

What do we measure?
The number of women who report smoking tobacco during pregnancy.

Why is this important?
Smoking during pregnancy is the most common preventable risk factor for pregnancy 
complications, and is associated with poorer perinatal outcomes such as low birthweight, 
preterm birth, small for gestational age babies and perinatal death.8

How is the ACT progressing?
The proportion of women who smoked during pregnancy has decreased significantly from 
15.4 per cent in 2004 to 5.7 per cent in 2013 (Figure 5). The proportion of ACT women who 
smoke during pregnancy is consistently significantly lower than the national rate. In 2013, 
11.7 per cent of women nationally smoked during pregnancy.

Teenage women were significantly more likely to smoke during pregnancy. In 2013, 34.9 per 
cent of women aged less than 20 years at the birth of their baby smoked during pregnancy 
compared with 5.2 per cent of women 20 years and over.

FIGURE 5:  Proportion (%) of women who smoked during pregnancy, ACT and Australia, 
2004–13

Data source: ACT Health, Epidemiology Section. Maternal and Perinatal Data Collection, unpublished data. AIHW, 
National Perinatal Data Collection, published data.
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Smoking during pregnancy for Aboriginal and Torres Strait Islander women
Over the period 2011–13, 46.5 per cent of Aboriginal and Torres Strait Islander women in the 
ACT reported smoking during pregnancy compared with 6.6 per cent of non-Aboriginal and 
Torres Strait Islander women. 

The proportion of Aboriginal and Torres Strait Islander women who reported smoking 
during pregnancy over the period 2002–04 to 2011–13 has fluctuated, while the rate 
for non-Aboriginal and Torres Strait Islander women has decreased (Figure 6).

Nationally, 47 per cent of Aboriginal and Torres Strait Islander women reported smoking 
during pregnancy in 2013 compared with 13 per cent of non-Aboriginal and Torres Strait 
Islander women.9

FIGURE  6:  Proportion (%) of women who smoked during pregnancy by Aboriginal and 
Torres Strait Islander status, ACT residents, 2002–04 to 2011–13

Note: The data for this section has been grouped into three-year periods due to the small number of Aboriginal 
and Torres Strait Islander women who reside in the ACT and give birth each year. 

Data source: ACT Health, Epidemiology 
Section. Maternal and Perinatal Data Collection, 
unpublished data.
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INDICATOR 2 LOW BIRTHWEIGHT IN NEWBORNS

Indicator description
The proportion of live born 
babies with a birthweight 
less than 2,500 grams for 
ACT resident women.

What do we measure?
The birthweight of all babies born in the ACT.

Why is this important?
A baby’s birthweight is a key indicator of health status.10 Low birthweight babies have a 
greater risk of poor health and dying during the first year of life, require a longer period 
of hospitalisation after birth and are more likely to develop significant disabilities.11

How is the ACT progressing?
The proportion of low birthweight babies born to ACT residents in the ACT in 2013 was 
6.0 per cent, not significantly different to the national rate of 6.4 per cent.

The proportion of live born ACT babies with a low birthweight has fluctuated over the period 
2007 to 2013 (Figure 7). Annual fluctuations in the proportion of low birthweight babies 
occur due to the small numbers of low birth weight babies born in the ACT each year. 

FIGURE  7:  Proportion (%) of low birthweight babies, live births, ACT and Australia, 2007–13

Note: Includes live born babies born in the ACT to ACT resident women.

Data source: Epidemiology 
Branch, ACT Health. Maternal 
and Perinatal Data Collection, 
unpublished data. AIHW, 
National Perinatal Data 
Collection, published data.
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The proportion of low birthweight babies born to Aboriginal and Torres Strait Islander 
women was higher than the proportion of low birthweight babies born to non-Aboriginal 
and Torres Strait Islander women (Figure 8).

FIGURE  8:  Proportion (%) of low birthweight babies by maternal Aboriginal and Torres 
Strait Islander status, live births, ACT residents, 2002–04 to 2011–13

Note: Includes live born babies born in the ACT 
to ACT resident women. The data for this section 
has been grouped into three-year periods due 
to the small number of Aboriginal and Torres 
Strait Islander women who reside in the ACT 
and give birth each year.
Data source: Epidemiology Branch, ACT 
Health. Maternal and Perinatal Data 
Collection, unpublished data. Maternal 
and Perinatal Health Series. 
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INDICATOR 3 INFANT MORTALITY

Indicator description 
The number of infant 
deaths (at less than 
1 year of age) per 1,000 
live births in the ACT.

What do we measure?
The number of infant deaths and the number of live births in the ACT.

Why is this important?
Infant mortality (i.e. deaths under one year of age) is commonly viewed as an important 
indicator of the general health and wellbeing of a population and has a large influence 
on life expectancy at birth. A high infant mortality rate lowers life expectancy, while a low 
infant mortality rate contributes to increased life expectancy.12

How is the ACT progressing?
The infant mortality rate for ACT babies significantly improved over the period 2004–09 
and has continued to maintain this earlier decrease (Figure 9).

FIGURE  9:  Infant mortality rate, ACT and Australia, 2004–14
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Data source: ABS 2015, Deaths, Australia 2014, cat. no. 3302.0, Canberra.



INDICATOR 4 BREASTFEEDING

Indicator description
The proportion of 
infants being breastfed 
in the ACT who attend 
MACH clinics for their 
immunisations.

What do we measure?
In 2009, ACT Health implemented a simple data collection for babies presenting for 
immunisation at Child Health Immunisation Clinics at 2, 4, 6 and 12 months of age. During 
the immunisation encounter, the carers were asked to indicate whether the infant was still 
breastfeeding through a simple ‘yes’ or ‘no’ response. The purpose of this collection was 
to create a picture of the proportion of infants being breastfed in the ACT and to identify 
opportunities to improve the breastfeeding rate among women and infants in the ACT.

Due to the success of this trial, in 2011 the data collection was refined and carers were 
asked at the Child Health Immunisation Clinics about exclusive breastfeeding*, if the 
infant was receiving any breast milk and introduction of solids to their infant’s diet. These 
questions are in line with nationally agreed indicators to allow better interpretation on how 
the ACT is tracking.

* Exclusive breastfeeding definition: Infants receive only breast milk, including expressed 
breast milk and, where required, medicines, but no infant formula or non-human milk.13

Why is this important?
The National Health and Medical Research Council (NHMRC) recommend ‘that infants be 
exclusively breastfed until around 6 months of age when solid foods are introduced. It is 
further recommended that breastfeeding be continued until 12 months of age and beyond, 
for as long as the mother and child desire'.14

It is well established that breastfeeding provides significant public health benefits. It 
provides benefits to infants including reduced risk of infection, asthma and atopic disease 
and sudden infant death syndrome. Breastfeeding also contributes to infants’ improved 
cognitive development and protects against obesity, high blood pressure and some 
chronic diseases in later life.15
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How is the ACT progressing?

Exclusive breastfeeding
Figure 10 data shows the proportion of infants accessing ACT Child Health immunisation 
clinics who were being exclusively breastfed during the period of 1 July 2011 to 30 June 
2012 in comparison to the 2014–15 period. Approximately 72.5 per cent of infants were 
exclusively breastfed to three months of age after which rates of exclusively breastfed 
infants begin to decline. The drop in exclusive breastfeeding rates at around five months 
of age coincides with the recommended time for the introduction of solids.

Exclusive breastfeeding rates have remained relatively stable since the collection of the 
2012–13 data.

FIGURE 10:  Exclusive breastfeeding, infants presenting at ACT Maternal and Child Health 
immunisation clinics, by age (completed calendar months), 2011–12 to 2014–15

Note: The age group of infants is based upon completed calendar months only — any days over the calendar 
month are rounded down to the nearest completed month (e.g. 2 months and 20+ days is rounded to 2 months). 
The data for this indicator is obtained only from clients who attend MACH clinics for their immunisations and does 
not include clients who visit GPs or other health services for immunisations and therefore is only representative of 
a proportion of ACT infants.

Data source: ACT Health, Maternal and Child Health Program, 2011–12 to 2014–15 unpublished data.
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Any breastfeeding* 
Figure 11 shows the proportion of infants who were receiving any breast milk during 
the period of 1 July 2011 to 30 June 2012 in comparison to the 2014–15 period. This 
figure shows that 82.1 per cent of infants were receiving breast milk in some capacity 
up to the age of six months in the 2014–15 period. This is a small increase from 2013–14 
which reported a rate of 79.0 per cent for infants aged up to six months receiving any 
breastfeeding.

* Any breastfeeding definition: Includes exclusive, predominantly and any breastfeeding. 
Infants receive any breast milk including colostrum, expressed breast milk, donor milk; 
allows any other liquid or food. 

FIGURE  11:  Any breastfeeding, infants presenting at ACT Maternal and Child Health 
immunisation clinics, by age (completed calendar month), 2011–12 to 2014–15

Note: The data for this indicator is obtained only from clients who attend MACH clinics for their immunisations 
and does not include clients who visit GPs or other health services for immunisations and therefore is only 
representative of a proportion of ACT infants.

Data source: ACT Health, Maternal and Child Health Program, 2013–14, 2014–15 unpublished data.
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INDICATOR 5 FRUIT AND VEGETABLE CONSUMPTION

Indicator description
The proportion of ACT 
children and young people 
who reported as meeting 
the National Health and 
Medical Research Council 
(NHMRC) Australian Dietary 
Guidelines for fruit and 
vegetables.16

What do we measure?
Parent-reported fruit and vegetable consumption of children and young people in the 
ACT aged two to 15 years. Two serves of fruit and five serves of vegetables is used as the 
measurement as it covers the majority of age groups and parents report full serves, not 
half serves.

Why is this important?
Eating fruit and vegetables is essential for a healthy diet. A diet high in these foods 
provides protection against a range of chronic diseases including cardiovascular disease, 
some types of cancer and Type 2 diabetes.17

Tables 3 and 4 list the recommended serves per day of fruit and vegetables according 
to age.

TAbLE 3: Minimum recommended number of serves of fruit per day

2–3 years 4–8 years 9–11 years 12–13 years 14–18 years

Boys 1 1½ 2 2 2

Girls 1 1½ 2 2 2

Data source: NHMRC, The Australian Dietary Guidelines, Commonwealth of Australia, 2013.

TAbLE 4: Minimum recommended number of serves of vegetables per day

2–3 years 4–8 years 9–11 years 12–13 years 14–18 years

Boys 2½ 4½ 5 5½ 5½

Girls 2½ 4½ 5 5 5

Data source: NHMRC, The Australian Dietary Guidelines, Commonwealth of Australia, 2013.
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1 How is the ACT progressing?
There has been no significant change in the consumption of fruit and vegetables since 
2007–08 (Figure 12).

In 2007–08, 64.2 per cent of children were eating two serves of fruit, compared to 69.4 per 
cent in 2013–14 which is not a significant change. 

In 2007–08, 4.3 per cent of children were eating five serves of vegetables, compared to 
5.0 per cent in 2013–14 which is not a significant change.

FIGURE 12:  Percentage of ACT children aged 2–15 years who eat two serves of fruit and five 
serves of vegetables every day, 2007–08 to 2013–14

Data source: ACT General Health Survey, 2007–14.



INDICATOR 6 PARTICIPATION IN PHYSICAL ACTIVITY

Indicator description
The proportion of ACT 
children and young 
people who are reported 
as participating in 
physical activity.

What do we measure?
Parent-reported physical activity participation rates of ACT children and young people 
aged five to 15 years outside of school hours. 

Why is this important?
The National Physical Activity Guidelines recommend that children and adolescents need 
at least 60 minutes of moderate (e.g. bike riding, skateboarding, quick walking) to vigorous 
(e.g. running, ball games) physical activity every day for healthy growth and wellbeing. 
Children who are sedentary can become overweight or obese and this can affect their 
health in later life.18

How is the ACT progressing?
Results from the 2011–14 ACT General Health Survey (ACTGHS) show that 22.1 per cent of 
ACT children (25.1 per cent of boys and 19.1 per cent of girls) were meeting the National 
Physical Activity Guidelines by doing 60 minutes or more of physical activity a day. This 
proportion has not changed significantly since 2007–10 when 22.8 per cent were meeting 
the guidelines (24.4 per cent of boys and 20.9 per cent of girls). Boys were more likely to 
meet these guidelines than girls. 

The 2011–14 ACTGHS results indicate that less than half (47.2 per cent) of ACT parents 
could accurately respond when asked how many minutes of physical activity it is 
recommended children do each day. This is a significant increase from 2007–10, where 
29.1 per cent responded correctly. More than one-third (35 per cent) of parents believed 
the recommended amount of physical activity for children was less than 60 minutes a day, 
while 17.9 per cent did not know what the recommendations were.

Figure 13 shows the number of children aged five to 15 years who reported they usually 
rode or walked to school.
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FIGURE  13:  Number of ACT children who walk or cycle to school, 2007–14

Data source: ACT General Health Survey, 2007–14.

Almost all (97.1 per cent) ACT children participated in a sport and/or outdoor activity over 
the past 12 months in 2011–14. These are presented in Table 5.

TAbLE 5: Sport and outdoor activities played in past 12 months; children aged 
5–15 years, ACT, 2011–14

Activity Proportion 

Swimming 49.5%

Cycling/mountain bike/bike riding 40.8%

Jogging/athletics/running 39.1%

Soccer 36.3%

Dancing/ballet 27.1%

Basketball 14.2%

Cricket 10.1%

Note: As respondents could answer more than one response, percentages may total more than 100 per cent. 
Data source: ACTGHS data collection 2011–14.

Activity Proportion 

Martial arts 8.7%

Netball 8.5%

Rugby league 8.0%

Skateboarding/roller blading 5.0%

Rugby union 4.7%

Other 14.4%

Did not play any sport 2.9%
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INDICATOR 7 CHILDREN FULLY IMMUNISED

Indicator description
The proportion of ACT 
children aged 60–63 months 
of age who are fully 
immunised.

What do we measure?
The proportion of children aged 60–63 months of age who are fully immunised according 
to the Australian Childhood Immunisation Register (ACIR).

Why is this important?
Immunisation protects children, young people and adults against harmful infections 
before they come into contact with the infections in the community. Immunisation uses 
the body’s natural defence mechanism — the immune response — to build resistance to 
specific infections. Immunisation helps children stay healthy by building resistance to 
specific infections.19 

How is the ACT progressing?
The proportion of fully immunised children aged 60–63 months in the ACT has increased 
over time. In 2010, 89.4 per cent of children were fully immunised, 91.4 per cent in 2011, 
91.7 per cent in 2012, 92.2 per cent in 2013, 93.3 per cent in 2014 and 93.5 per cent in 2015 
(Figure 14).

FIGURE  14:  Proportion (%) of ACT children aged 60–63 months fully immunised, 2010–15

Note: Data for Figures 14–17 is from the Immunise Australia ACIR website where coverage rates are reported by 
calendar year. 
Data source: Immunise Australia ACIR website, www.immunise.health.gov.au/internet/immunise/publishing.nsf/
Content/acir-ann-cov-hist-data.htm.
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FIGURE  15:  Proportion (%) of children aged 60–63 months assessed as fully immunised by 
state or territory, 2015

Aboriginal and Torres Strait Islander children aged 60–63 months coverage data
The proportion of Aboriginal and Torres Strait Islander Children fully immunised aged 
60–63 months in the ACT has fluctuated over time. The percentage of fully immunised 
children was 92.1 per cent in 2010, 83.9 per cent in 2011, 89.2 per cent in 2012, 97.92 per cent 
in 2013, 94.4 per cent in 2014 and 95.0 per cent in 2015 (see Figure 16).

The very low numbers of Aboriginal and Torres Strait Islander children in the ACT means 
that ACT Aboriginal and Torres Strait Islander coverage data should be read with caution, 
as the immunisation coverage rates can fluctuate greatly. Coverage rates can vary 
dramatically between cohorts and between reporting periods.
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FIGURE 16:  Proportion (%) of ACT Aboriginal and Torres Strait Islander children aged 
60–63 months fully immunised, 2010–15

FIGURE 17:  Proportion (%) of Aboriginal and Torres Strait Islander children aged 60–63 
months assessed as fully immunised by state or territory, 2015
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TAbLE 6: National Immunisation Program Schedule (from 20 April 2015)

CHILD PROGRAMS

Age Vaccine

Birth • Hepatitis B (hepB)a

2 months • Hepatitis B, diphtheria, tetanus, acellular pertussis
(whooping cough), Haemophilus influenzae type b,
inactivated poliomyelitis (polio) (hepB-DTPa-Hib-IPV)

• Pneumococcal
conjugate (13vPCV)

• Rotavirus

4 months • Hepatitis B, diphtheria, tetanus, acellular pertussis
(whooping cough), Haemophilus influenzae type b,
inactivated poliomyelitis (polio) (hepB-DTPa-Hib-IPV)

• Pneumococcal
conjugate (13vPCV)

• Rotavirus

6 months • Hepatitis B, diphtheria, tetanus, acellular pertussis
(whooping cough), Haemophilus influenzae type b,
inactivated poliomyelitis (polio) (hepB-DTPa-Hib-IPV)

• Pneumococcal
conjugate (13vPCV)

• Rotavirus b

12 months • Haemophilus influenzae type b and meningococcal
C (Hib-MenC)

• Measles, mumps and
rubella (MMR)

18 months • Diphtheria, tetanus, acellular pertussis (whooping
cough)

• Measles, mumps,
rubella and varicella
(chickenpox) (MMRV)

4 years • Diphtheria, tetanus, acellular pertussis
(whooping cough) and inactivated poliomyelitis
(polio) (DTPa-IPV)

SCHOOL PROGRAMS 

Age Vaccine

10–15 years* • Varicella (chickenpox) c

• Human papillomavirus (HPV) d

• Diphtheria, tetanus and acellular pertussis (whooping cough) (dTpa)
Table source: National Immunisation Program (NIP) Schedule, www.immunise.health.gov.au/internet/immunise/
publishing.nsf/Content/national-immunisation-program-schedule.

a Hepatitis B: vaccine should 
be given to all infants as 
soon as practicable after 
birth. The greatest benefit is 
if given within 24 hours, and 
must be given within 7 days.

b Rotavirus vaccine: third dose 
of vaccine is dependent on 
vaccine brand used. Contact 
your state or territory Health 
Department for details.

c Varicella vaccine: contact 
your state or territory Health 
Department for details on 
the school grade eligible 
for vaccination.

d HPV vaccine: is for all 
adolescents aged between 
12 and 13 years. Contact 
your state or territory Health 
Department for details on 
the school grade eligible 
for vaccination.
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INDICATOR 8 LEADING CAUSES OF HOSPITALISATIONS

Indicator description 
The leading causes 
of hospitalisation for 
ACT children.

What do we measure?
The top 25 causes of hospitalisation for Canberra residents aged 14 years or less at 
ACT public hospitals (excluding episodes related to births).

Why is this important?
This indicator identifies the leading causes of hospitalisation and enables health planners 
to ensure that health promotion, early intervention and our public hospital services are 
able to respond effectively to major changes in the demand for hospital services for 
children.

How is the ACT progressing?
The main causes of hospitalisation for children are injury and infectious diseases.

The top 25 diagnoses for the hospitalisation of children, account for more than half of all 
hospital episodes for people aged 14 years or less at ACT public hospitals.

In 2014–15, there were 4,124 inpatient hospital episodes recorded at ACT public hospitals 
for Canberra residents aged 14 years or less. This is consistent with the number of inpatient 
episodes recorded in previous years: 4,024 in 2013–14; 4,143 in 2012–13; 4,167 in 2011–12 
and 4,024 in 2010–11.

The major causes of hospitalisation for children in 2014–15 were other factors influencing 
health status generally relating to social reasons (308 episodes), followed by bronchitis 
and asthma (222 episodes) and musculoskeletal injuries (173 episodes). The top two 
major causes of hospitalisation for ACT children have remained consistent over the 
past two years. 
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TAbLE 7: ACT Public Hospitals, top 25 diagnoses for hospital admission by volume, 
persons aged 14 years or less, 2014–15

Diagnosis Separations

Other factors influencing health status 308

Bronchitis and asthma 222

Musculoskeletal injuries, same day 173

Respiratory infection or inflammation 118

Otitis media and URI 110

Reticuloendothelial and immunity disorders without complications or malignancy 109

Tonsillectomy or adenoidectomy 98

Oesophegous or gastro related diagnoses 93

Abdominal pain or mesenteric adenitis 89

Injuries to forearm, wrist, hand or foot 89

Respiratory signs and symptoms 86

Seizure 84

Myringotomy and tube insertion 82

Dental extractions and restorations 77

Other digestive system diagnoses, without complications 75

Red blood cell disorders 71

Poisoning/Toxic Effects of Drugs and other Substances 62

Other Respiratory System OR Procedures 61

Injuries 60

Procedures on the humerous, tibia, fibula or ankle, without complications 59

Testes procedures 59

Oral and Dental Disorders 57

Miscellaneous Metabolic Disorders 56

Viral illness 56

Other digestive system diagnoses 55

Data source: ACT Health, Admitted patient care data set, hospital separations for persons aged 14 years or less 
2014–15 (excludes admissions for births, ACT residents only).

O
PT

IM
A

L 
PH

YS
IC

A
L 

 H
EA

LT
H

 A
N

D
 W

EL
LB

EI
N

G

38 A PICTURE OF ACT’S CHILDREN AND YOUNG PEOPLE 2016

1



INDICATOR 9 PSYCHIATRIC HOSPITALISATION 

Indicator description 
The rate of hospitalisation 
of ACT young people for 
mental and behavioural 
disorders.

What do we measure?
The rate per 1,000 people aged 14 years or less, who are residents of the ACT and who 
are admitted to hospital with a mental or behavioural disorder (as per the International 
Classification of Diseases, Australian Modification — ICD10-AM).

Why is this important?
Early intervention and support in the community is essential for the best possible 
management of mental health and behavioural disorders, and the best possible health 
and social outcomes. This is particularly important for young people. Positive interventions 
within the community reduce the likelihood of hospitalisation of children for psychiatric 
conditions.

How is the ACT progressing?
Less than one in a thousand ACT residents aged 14 years or less are hospitalised for mental 
health or behavioural disorders. 

FIGURE 18:  ACT Public Hospitals — Hospitalisation rate per 1,000 population for 
mental health and behavioural disorders (persons aged 14 years or less), 
2009–10 to 2014–15
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Note: The small number of people aged 14 years or younger hospitalised for mental health or behavioural 
disorders can result in fluctuations between years.
Data source: ABS for Resident ACT population for people aged 14 years and younger by year. ACT Health Admitted 
Patient Care data set. 



INDICATOR 10 DENTAL HEALTH

Indicator description
The mean number 
of decayed, missing 
or filled teeth (DMFT) 
among primary school 
children aged 12 years.

What do we measure?
The number of teeth decayed, missing or extracted of children aged 12 years visiting ACT 
Health public dental services. The number of decayed, missing or filled teeth is expressed 
as the DMFT (for permanent teeth).

Why is this important?
This indicator provides an indication of the effectiveness of prevention, early intervention 
and treatment services.

How is the ACT progressing?
The ACT Health mean DMFT figures for 2015 are 0.58 at 12 years. This represents a decrease 
of 0.01 when compared to 2014.

This figure is representative of ACT Health clients only.

The mean DMFT is lower, when compared to the figures available from the most recent 
Child Dental Health survey (2007). This survey indicated that the mean DMFT for ACT 
children aged 12 was 0.80. The mean DMFT for children aged 12 years nationally was 0.95.

Data source: Health Directorate Dental Program client database Titanium. AIHW, Dental Health of Australia’s 
teenagers and pre-teen children: the Child Dental Health Survey, Australia 2007. 
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INDICATOR 11 TYPE 1 DIABETES 

Indicator description
The number of ACT 
children and young 
people diagnosed 
with type 1 diabetes 
(Insulin treated).

What do we measure?
The prevalence and incidence of type 1 diabetes in ACT children and young people. 
‘Prevalence’ refers to the number or proportion of ACT children and young people who 
have type 1 diabetes at any given time; ‘incidence’ is the number of new cases of type 1 
diabetes diagnosed in ACT children and young people within a specific time period (for 
this indicator, it is per calendar year).

Why is this important?
Type 1 diabetes is an autoimmune condition in which the pancreas produces very little, 
or no, insulin. It is caused by the immune system attacking the insulin-producing beta 
cells in the pancreas. Although adults can develop type 1 diabetes, onset most commonly 
occurs in childhood or early adulthood. People with type 1 diabetes require insulin every 
day (delivered via injections or an insulin pump) to replace the insulin their bodies cannot 
produce. They must check their blood for glucose (sugar) levels several times each day. 
This helps them avoid ketoacidosis (very high blood sugar) and hypoglycaemia (low 
blood sugar) which if left untreated, can become life-threatening.20

Type 2 diabetes is the most common form of diabetes (accounting for approximately 
87 per cent of cases in Australia),21 but all forms of the disease impact individual health 
and wellbeing, and have social and economic ramifications for families and communities. 
Diabetes can lead to health problems including disability, poor quality of life and 
premature death.22

Many studies around the world have shown an increase in the incidence of diabetes. 
The rise of type 2 diabetes has received the most attention from health professionals, 
policy experts and the media, but the evidence also points to a steady increase in type 1 
diabetes since the later decades of the 20th century. Although the reasons for this have not 
been clearly identified, environmental factors are likely to play a key role.23

The monitoring of incidence and prevalence of type 1 diabetes in children and 
young people is important to improve capacity to plan treatment services, to target 
priority population groups, to track the impact of environmental change and to make 
decisions for cost-effective allocation of resources.24
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1 How is the ACT progressing?

Type 1 diabetes incidence rate in ACT children and young people
Despite worldwide increases in recent decades, type 1 diabetes remains a relatively rare 
condition. Over the last ten years (2005–14), the number of new diagnoses (incidence) in 
ACT residents aged 0–25 years has remained below 40 children/young people per year.25 
This equates to rates ranging from 14.6 to 28 per 100,000 population (see Table 8). Given the 
low numbers involved, attempts to identify trends over time should be avoided. Australian 
Institute of Health and Welfare (AIHW) data indicates that between 2000 and 2013, the 
Australian incidence of type 1 diabetes remained relatively stable.26

TAbLE 8: Age-specific type 1 diabetes incidence rate (per 100,000 population), 
ACT residents aged 0–25 years, 2005–14 

Year

2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

Incidence 19.6 14.6 25.5 16.6 21.7 17.6 28.0 20.3 16.5 19.4

Data sources: AIHW 2014 National (insulin-treated) Diabetes Register and AIHW analysis of the National Diabetes 
Services Scheme; ABS Australian Demographic Statistics, September 2015, cat. no. 3101.0 – 'TABLE 58. Estimated 
resident population by single year of age, ACT'.

Type 1 diabetes prevalence rate in ACT children and young people
Table 9 reports the prevalence of type 1 diabetes in ACT children and young people aged 
0–25 years in 2014.27 The prevalence rate is higher for older age groups; AIHW data indicates 
that nationally, the peak age group during which diagnosis is made is 10–14 years.28

TAbLE 9: Age-specific type 1 diabetes prevalence rate (per 100,000 population), 
ACT residents aged 0–25 years, 2014

Age range Total

0–12 years 13–18 years 19–25 years 0–25 years

Prevalence 121.5 416.1 412.2 275.5

Data sources: AIHW 2014 National (insulin-treated) Diabetes Register and AIHW analysis of the National Diabetes 
Services Scheme; ABS Australian Demographic Statistics, September 2015, cat. no. 3101.0 – 'Table 58. Estimated 
resident population by single year of age, ACT', as at 31 December 2014.



INDICATOR 12 MENTAL HEALTH TREATMENT PLANS

Indicator description 
The number of ACT children 
and young people who 
have been issued a mental 
health treatment plan 
from a GP (a general health 
practitioner including 
those who have or have not 
undertaken mental health 
skills training, not including 
a specialist consultant 
physician).

What do we measure?
The number of children and young people who have been issued a mental health 
treatment plan from a GP as reported by Medicare Benefits Schedule records. This includes 
four Medicare benefit schedule treatment items — preparation of a mental health treatment 
plan by a medical practitioner who has not undertaken mental health skills training, 
including both 20 and 40 minute appointments and preparation of a mental health 
treatment plan by a medical practitioner who has mental health skills training, including 
both 20 and 40 minute appointments. 

Why is this important? 
Young people who experience mental health problems and/or disorders are at higher risk 
of poor health and wellbeing outcomes including increased prevalence of substance use 
disorders e.g. harmful dependence on alcohol or other drugs.

How is the ACT progressing? 
Overall the number of children and young people who were the subject of a mental health 
treatment plan in the ACT increased from 9,482 in 2014 to 10,423 in 2015. This means 
more children and young people have a mental health treatment plan and are receiving 
treatments and supports to address their mental health issues.

TAbLE 10: Medicare-funded GP mental health treatment plans for ACT children and 
young people aged 0–24 years, 2014–15
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Age range 2014 2015

0–4 years 77 107

5–10 years 1,921 2,080

15–24 years 7,484 8,236

Total 9,482 10,423

Data source: Medicare Benefits Schedule (MBS) online. 



INDICATOR 13 PSYCHOLOGICAL DISTRESS

Indicator description What do we measure?
The number of young The number of young people aged 16–25 years in the ACT who self-reported experiencing 
people in the ACT who a high or very high level of psychological distress in accordance with the Kessler 10 scale.
report experiencing a 
high or very high level of Why is this important? 
psychological distress. Experiences of psychological distress are detrimental to a child or young person’s mental 

health and wellbeing. The Kessler 10 scale measures the self-reported frequency of 
experienced feelings of anxiety and depressive symptoms in the four weeks prior to the 
survey.29 Young people who experience mental health problems are at higher risks of poor 
health and wellbeing outcomes.30

Information from this indicator will inform government policies and programs in relation 
to initiatives that are effective in promoting resilience and social and emotional wellbeing 
while improving the mental health and wellbeing of children and young people in the ACT.31

How is the ACT progressing?
There has been a slight, but not significant increase in self-reported high or very high 
psychological distress, from 2007–08 to 2013–14 (12.2 per cent to 14.4 per cent). For 
the time period 2007–14 females were significantly more likely to report experiencing a 
high or very high level of psychological distress in accordance with the Kessler 10 scale 
(males: 10.9 per cent, females: 17.9 per cent).

FIGURE 19:  Self reported high or very high psychological distress, percentage of ACT 
residents aged 16–25 years, 2007–08 to 2013–14

Data source: ACTGHS data collection 2007–14.
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INDICATOR 14 ROAD TRANSPORT CASUALTIES

Indicator description
The death rate directly 
attributed to road transport 
incidents for ACT children 
and young people aged 
0–25 years.

What do we measure? 
The number of children and young people whose underlying cause of death was 
determined to be the direct result of a road transport incident.

Why is this important?
Globally, road traffic accidents are the leading cause of death for young persons under the 
age of 25.32 This indicator provides a measure of trends in positive road safety behaviours 
for children and young people.

During adolescence young people face new challenges, learn new skills and lead more 
independent lives. Risk taking behaviour can be part of this development. Young people 
are significantly over-represented among those killed in road traffic accidents, with young 
drivers more likely to engage in risky driving behaviours.33

Information from this indicator is valuable for its utility to inform government policies 
about initiatives that are effective in improving positive road safety behaviours for children 
and young people.

How is the ACT progressing?
Between 2007 and 2012 the rate of road transport casualties for ACT residents aged 
0–25 years was consistently lower than the national rate. While the national rate shows 
a downward trend, the ACT rate fluctuates due to the low number of road transport 
deaths of ACT residents.

FIGURE 20:  Road transport casualties, rate per 100,000, of ACT and Australian residents 
aged 0–25 years, 2007–08 to 2011–12

Data source: Underlying cause of death unit record file (CODURF) 2013 version.
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INDICATOR 15 SEXUALLY TRANSMISSIBLE INFECTIONS

Indicator description
The prevalence of sexually 
transmitted infections (STIs) 
among ACT young people. 

What do we measure?
The number of notifications of HIV, Gonorrhoea, Chlamydia and Syphilis reported to the 
ACT Notifable Diseases Database attributed to persons under the age of 25 in the ACT.

Why is this important?
Young people under the age of 30 are disproportionately affected by STIs when compared 
with other age groups.34 Chlamydia is the most frequently reported notifiable infection in 
Australia with 80 per cent of diagnoses in 2012 to 15–29 year olds.35 Increased notifications 
of STIs may reflect increased knowledge of disease symptoms and improved testing 
practices among young people,36 however research indicates that increased knowledge 
of STIs does not always translate into safer sexual practices.37

How is the ACT progressing? 
The number of notifications of Gonorrhoea, Syphilis, Chlamydia and HIV in people aged 
less than 25 years have remained relatively stable in the ACT over the last five years. Actual 
numbers of notifications for some infections, such as Syphilis and HIV, are relatively small 
and consequently changes in disease incidence are difficult to interpret.

Gonorrhoea notifications for this age group were quite low in 2010. They increased in 2011 
but have remained relatively stable since then. This trend has been reflected across all 
age groups in the ACT over the five-year time period, and is also consistent with trends 
observed nationally. 

Chlamydia was the most commonly notified STI across all age groups annually from 2010 
to 2015 in the ACT, which is consistent with trends observed nationally. Although high, 
notifications have remained stable with proportionately small increases and decreases 
observed from year-to-year.
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TAbLE 11: Number of notifications of Gonorrhoea, Infectious Syphilis (less than 
two years duration and more than two years duration), Chlamydia and 
HIV in people aged less than 25 years in the ACT, 2010–15

Year Gonorrhoea
Syphilis 
<2 yrs duration

Syphilis 
>2 yrs duration Chlamydia HIV

2015 45 5 <5 743 <5

2014 34 9 <5 749 <5

2013 49 <5 <5 840 <5

2012 32 <5 <5 843 <5

2011 44 <5 <5 875 <5

2010 20 <5 <5 767 <5

Data source: ACT Notifiable Diseases Database, notifications based on onset date, extracted 17 May 2016.

It is difficult to use notification data as a measure of success of government policies, 
services and initiatives related to the sexual health of young people in the ACT. Disease 
notifications can be influenced by a number of factors, predominantly testing practices. 
A decrease in disease notification numbers may be a reflection of a decrease in testing, 
and may not necessarily be due to a decrease in disease transmission in the community. 
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OUTCOME 2: OPTIMAL DEVELOPMENT IN THE 
EARLY YEARS

INDICATOR 1 CHILDREN ENTERING SCHOOL WITH BASIC 
SKILLS FOR LIFE AND LEARNING 

Indicator description
The proportion of 
ACT children who 
are developmentally 
vulnerable as shown 
by the Australian Early 
Development Census 
(AEDC).

What do we measure?
The proportion of kindergarten children who are developmentally on track, 
developmentally at risk and developmentally vulnerable across the following five domains 
of early childhood development:

 • physical health and wellbeing

 • social competence

 • emotional maturity

 • language and cognitive skills (school-based)

 • communication skills and general knowledge.

The AEDC was formerly known as the Australian Early Development Index (AEDI). The 
AEDC is conducted every three years. The 2015 census was the third collection as data was 
collected in 2009 and 2012. The 2015 AEDC results were released in March 2016 and are 
available at www.aedc.gov.au.

Why is this important?
Successful transition to school is greatly shaped by children’s attainment of the basic skills 
for life and learning in the early years.38 Children’s development in the years before school 
has an impact on both their ability to be ready to learn at school entry and their social 
and economic outcomes over the course of their lifetime. The quality of the relationships, 
environments and experiences in the early stages of development is crucial in shaping 
children’s health, wellbeing and development outcomes.

The AEDC plays a vital role in strengthening our early childhood evidence base. Results 
from the AEDC help communities, governments and policy-makers pinpoint the types of 
services, resources and supports that young children and their families need to ensure 
children have the best possible start in life.

O
PT

IM
A

L 
D

EV
EL

O
PM

EN
T 

IN
 T

H
E 

EA
RL

Y
 Y

EA
RS

48 A PICTURE OF ACT’S CHILDREN AND YOUNG PEOPLE 2016

2



How is the ACT progressing?
One hundred per cent of ACT schools (government, Catholic and independent) and 
99.3 per cent of ACT kindergarten students (5,604 students) participated in the 2015 AEDC. 

In 2015, 22.5 per cent of children in the ACT were developmentally vulnerable on one 
or more domain(s). This is very similar to previous results for the ACT in 2009 (22.2 per 
cent) and 2012 (22.0 per cent) and comparable to the 2015 national result (22.0 per 
cent). Consistent with previous years, a higher percentage of boys are developmentally 
vulnerable on one or more domain(s) (29.4 per cent), compared to girls (15.7 per cent). 

The percentage of children from language backgrounds other than English developmentally 
vulnerable on one or more domain(s) has stayed relatively stable since the last collection 
(28.3 per cent in 2012 and 28.0 per cent in 2015). While Aboriginal and Torres Strait Islander 
children remain more likely to be developmentally vulnerable than non-Aboriginal and 
Torres Strait Islander children, there has been a slight decrease (not significant) from 2012 
to 2015 in the number of Aboriginal and Torres Strait Islander children developmentally 
vulnerable on one or more domain(s) (from 45.4 per cent to 41.9 per cent). 

TAbLE 12:  Characteristics of children participating in the AEDC, ACT and Australia, 2015 

Demographics ACT  Australia

Total number of children included 5,604 302,003

Schools contributing to the results 107 7,510

Teachers contributing to the results 306 16,968

Mean age of children 5 yrs 7 mths 5 yrs 7mths

Aboriginal and Torres Strait Islander children 152 17,351

Children born in another country 531 22,549

Children with a language background other than English 1,235 64,881

Children with special needs status 246 14,065

Children needing further assessment (eg. medical and physical, 
behaviour management, emotional and cognitive development) 598 34,793

Note: The 2015 ACT demographic figures refer to children attending school in the ACT regardless of which state 
or territory they reside in. 
Data source: Unpublished data and Australian Early Development Census National Report 2015, Department of 
Education and Training, Canberra.
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How is the ACT progressing?

National and regional comparisons of developmental vulnerability
In 2015, 22.5 per cent of children in the ACT were developmentally vulnerable on one or 
more domain(s). This is very similar to previous results for the ACT in 2009 (22.2 per cent) 
and 2012 (22.0 per cent) and comparable to the 2015 national result (22.0 per cent). In 2015, 
10.3 per cent of ACT children were developmentally vulnerable on two or more domains, 
compared to 11.1 per cent nationally. 

FIGURE 21:  The percentage of children developmentally vulnerable on one or more and 
two or more domains of the AEDC, ACT and Australia, 2009, 2012 and 2015

Data source: Australian Early Development Census National Report 2015, Department of Education and Training, 
Canberra.

The proportion of children developmentally vulnerable varies across the ACT communities.

In 2015, localities with the highest proportions of children developmentally vulnerable 
on one or more domain(s) were Belconnen (25.1 per cent) and Gungahlin (23.0 per cent). 
Regions with the lowest proportion of children developmentally vulnerable on one or more 
domain(s) were North Canberra (19.4 per cent), South Canberra (19.8 per cent) and Weston 
Creek (20.1 per cent).
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FIGURE 22:  The percentage of children developmentally vulnerable on one or more 
domain(s) of the AEDC, ACT regions, 2015

Data source: www.aedc.gov.au

Developmental vulnerability by domain
Compared to the national average, the ACT has a lower percentage of children 
developmentally vulnerable in each of the five domains, except physical health 
and wellbeing. 

From 2012 to 2015, there was a significant increase in the percentage of children 
developmentally vulnerable in the social competence (8.6 per cent to 9.4 per cent), 
emotional maturity (7.2 per cent to 8.2 per cent) and language and cognitive skills 
(school-based) domains (3.9 per cent to 5.9 per cent). 
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2 Between 2012 and 2015 there was a slight (not significant) increase in the percentage of 
children developmentally vulnerable on the physical health and wellbeing domain 
(10.6 per cent to 10.9 per cent) and a slight (not significant) decrease in the percentage of 
children developmentally vulnerable on the communication and general knowledge 
domain (8.1 per cent to 7.7 per cent). 

TAbLE 13:  The percentage of children developmentally on track, at risk and vulnerable 
on each domain of the AEDC, ACT and Australia, 2009, 2012 and 2015

Domain
Developmentally  
on track (%)

Developmentally  
at risk (%)

Developmentally  
vulnerable (%)

ACT Australia ACT Australia ACT Australia
Physical health and wellbeing

2015 72.7 77.3 16.4 13.0 10.9 9.7

2012 72.6 77.3 16.9 13.4 10.6 9.3

2009 76.3 77.7 14.3 13.0 9.4 9.3

Social competence

2015 74.5 75.2 16.2 15.0 9.4 9.9

2012 75.5 76.5 15.9 14.3 8.6 9.3

2009 74.9 75.4 16.3 15.2 8.9 9.5

Emotional maturity

2015 75.9 76.4 15.9 15.3 8.2 8.4

2012 79.0 78.1 13.8 14.2 7.2 7.6

2009 75.5 75.6 15.6 15.5 9.0 8.9

Language and cognitive skills (school-based)

2015 83.5 84.6 10.6 8.9 5.9 6.5

2012 86.5 82.6 9.5 10.6 3.9 6.8

2009 83.8 77.1 10.5 14.0 5.7 8.9

Communication skills and general knowledge

2015 75.5 76.3 16.8 15.1 7.7 8.5

2012 73.4 74.7 18.5 16.3 8.1 9.0

2009 75.2 75.0 15.9 15.8 8.9 9.2

Data source: Australian Early Development Census National Report 2015, Department of Education and Training, Canberra.
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2Developmental vulnerability for Aboriginal and Torres Strait Islander children
While Aboriginal and Torres Strait Islander children remain more likely to be 
developmentally vulnerable than non-Aboriginal and Torres Strait Islander children, there 
has been a slight decrease (not significant) from 2012 to 2015 in the number of Aboriginal 
and Torres Strait Islander children developmentally vulnerable on one or more domains 
(from 45.4 per cent to 41.9 per cent). Over this same time, there was a small national 
decrease (significant) in the proportion of Aboriginal and Torres Strait Islander children 
developmentally vulnerable in Australia from 43.2 per cent to 42.1 per cent.

TAbLE 14: The percentage of Aboriginal and Torres Strait Islander children and non-
Aboriginal and Torres Strait Islander children developmentally vulnerable on 
one or more domain(s) of the AEDC, ACT and Australia, 2009, 2012 and 2015

Aboriginal and  
Torres Strait Islanders (%)

Non-Aboriginal and  
Torres Strait Islanders (%)

ACT Australia ACT Australia

2015 41.9 42.1 22.0 20.8

2012 45.4 43.2 21.5 20.9

2009 37.0 47.4 21.8 22.4
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2 Developmental vulnerability for children with a language background other 
than English
The percentage of children with a language background other than English 
developmentally vulnerable on one or more domain(s) displayed minimal change between 
2012 (28.3 per cent) and 2015 (28.0 per cent). Over this same period there was a small 
national decrease (significant) in the proportion of children with a language background 
other than English developmentally vulnerable in Australia from 29.5 per cent in 2012 to 
27.8 per cent in 2015.

TAbLE 15:  The percentage of children with a language background other 
than English and children with an English speaking background 
developmentally vulnerable on one or more domain(s) of the AEDC, 
ACT and Australia, 2009, 2012 and 2015

Language background 
other than English (%)

English speaking 
 background (%)

ACT Australia ACT Australia

2015 28.0 27.8 20.9 20.4

2012 28.3 29.5 20.5 20.2

2009 32.0 32.2 20.2 21.7
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2Developmental vulnerability for female and male children
The proportion of male children both in the ACT and nationally who are developmentally 
vulnerable on one or more domain(s) is higher than their female counterparts. There was a 
small increase (not significant) in the percentage of ACT males developmentally vulnerable 
on one or more domain(s) between 2012 (28.1 per cent) and 2015 (29.4 per cent). Nationally, 
there was minimal change in the percentage of males developmentally vulnerable on one 
or more domain(s) in the same period (28.2 per cent in 2012 and 28.5 per cent in 2015).

Between 2012 and 2015 there was minimal change in the percentage of ACT females 
developmentally vulnerable on one or more domain(s) from 15.5 per cent (2012) to 15.7 per 
cent (2015). At the national level the percentage of females developmentally vulnerable on 
one or more domain(s) was also fairly stable between 2012 and 2015 (15.7 per cent in 2012 
and 15.5 per cent in 2015).

TAbLE 16:  The percentage of male and female children developmentally vulnerable on 
one or more domain(s) of the AEDC, ACT and Australia, 2009, 2012 and 2015

Male (%) Female (%)

ACT Australia ACT Australia

2015 29.4 28.5 15.7 15.5

2012 28.1 28.2 15.5 15.7

2009 29.0 30.2 15.0 16.8

Data source for Tables 14–16: Unpublished data and Australian Early Development Census National Report 2015, 
Department of Education and Training, Canberra.



INDICATOR 2 CHILDREN ENROLLED IN PRESCHOOL

Indicator description
The proportion of children 
enrolled in a preschool 
program in the ACT.

What do we measure?
The proportion of children, as a percentage of the estimated resident population, enrolled in 
an early childhood education program in the year before full-time schooling. Also presented 
is the proportion of Aboriginal and Torres Strait Islander children in the ACT who were 
enrolled in an early childhood education program in the year before full-time schooling.

Why is this important?
Early childhood education is one of the important learning experiences for children. It provides 
a rich environment to facilitate the development of children’s language, social, emotional, 
motor, cognitive and independence skills. It also assists with children’s school readiness and 
transition to full-time schooling. Early school experiences can have a lasting impact on a 
person’s attitude to education and training and confidence in their learning abilities.

How is the ACT progressing? 

TAbLE 17:  Children, aged four or five years, enrolled in a preschool program in the ACT, 
2012–15

2012 2013 2014 2015

Total children 5,060 5,765 6,287 6,839

Aboriginal and Torres Strait Islander children 139 142 155 216

Data sources: ABS, Preschool Education, Australia, 2012, 2013, 2014, 2015, cat. no. 4240.0; Australian 
Demographic Statistics, 'Table 58. Estimated resident population by single year of age, Australian Capital Territory' 
(cat. no. 3101.0) ABS email dated 17/01/2016; and Estimates and Projections, Aboriginal and Torres Strait Islander 
Australians, 2001–2026, cat. no. 3238.0.

In August 2015, a total of 6,839 children aged four or five years were enrolled in the year 
before full-time schooling in at least one quality early childhood education program 
provided through public schools, Catholic schools, independent schools and long day care 
centres (LDC), representing 131.6 per cent of the estimated preschool age population.

There were 139.4 per cent of Aboriginal and Torres Strait Islander children enrolled in an 
early childhood education program in public schools, Catholic schools and independent 
schools including long day care centres as at August 2015.

These proportions are greater than 100 per cent due to the population of children being an 
estimate, and also due to enrolments of children living in New South Wales.

Note: Data for preschool 
programs within independent 
schools were not available 
for 2012. Data from 2013–15 
includes children in programs 
provided by public and non-
government and preschool 
programs within a long day 
care centre. 

O
PT

IM
A

L 
D

EV
EL

O
PM

EN
T 

IN
 T

H
E 

EA
RL

Y
 Y

EA
RS

56 A PICTURE OF ACT’S CHILDREN AND YOUNG PEOPLE 2016

2



INDICATOR 3 SOCIAL AND EMOTIONAL WELLBEING OF 
ACT KINDERGARTEN AGED CHILDREN

Indicator description
The number of ACT 
kindergarten aged 
children scoring ‘of 
concern’ as measured 
by the ACT Health’s 
Kindergarten Health 
Check Strengths 
and Difficulties 
Questionnaire. 

What do we measure?
The questionnaire measures the parental perception of their child’s social and emotional 
development. It records the number of kindergarten aged children scoring ‘of concern’ 
(at a higher risk of having social and emotional difficulties) on the ACT Health’s Strengths 
and Difficulties Questionnaire. The scoring includes a scoring of ‘normal’ (at a lower risk 
of having social and emotional difficulties) and ‘borderline’ (a likely or possible risk of 
social and emotional difficulties). 

Why is this important?
Research indicates that children with low levels of social and emotional wellbeing may 
be at risk of developing behavioural and mental health problems and demonstrating 
poor school performance.39

Social and emotional wellbeing can therefore hinder or assist children in navigating 
their way through life. This leads to an emphasis on measuring the social and emotional 
strengths of children. Information from this indicator can inform government policies and 
programs about early intervention initiatives that are effective in supporting the social 
and emotional wellbeing of children.

How is the ACT progressing?
The number of ACT kindergarten aged children scoring ‘of concern’ was found to be low. 
Only 4 per cent of kindergarten aged children scored ‘of concern’ in 2015. This is a small 
decrease from 2014 where 5 per cent of kindergarten aged children scored ‘of concern’. 
This indicates that a small percentage of kindergarten aged children had a total score ‘of 
concern’, indicating a high risk of clinically significant problems.

TAbLE 18:  Total number of ACT kindergarten aged children scoring ‘normal’, ‘borderline’ 
or ‘of concern’ for social and emotional wellbeing, 2014 and 2015

Normal borderline Of concern Total

No. % No. % No. % No. %

2015 4,574 91 252 5 225 4 5,051 100

2014 4,276 90 234 5 215 5 4,725 100

Data source: ACT Kindergarten Health Check- WYCCHP & Academic Unit of General Practice.
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OUTCOME 3: EDUCATIONAL ENGAGEMENT 
AND SUCCESS

INDICATOR 1 ACT PUBLIC PRIMARY AND 
HIGH SCHOOL ATTENDANCE 

Indicator description
Student attendance rate 
is the number of actual 
full-time equivalent 
student days attended 
by full-time students, 
as a percentage of the 
total number of possible 
student days attended 
in the first semester of 
the school year.

What do we measure?
Attendance is analysed for the first semester of the school year.

Attendance data are collected through the electronic management system at the 
school. For primary schools, teachers record student attendance in the morning and 
afternoon. Absence data are aggregated at the end of each term and entered in the school 
management system. Terms 1 and 2 data are analysed at the end of the first semester for 
national and local reporting purposes.

Why is this important?
Attendance at school is essential for learning and for enabling students to benefit from the 
full range of educational programs offered at school. Attendance is an accepted indicator 
of student engagement.

How is the ACT progressing?
Student attendance rates of year 1 to 10 students have been maintained over 2010 to 2015. 

In 2015, school attendance in ACT public schools, years 1 to 10 was 92.2 per cent, compared 
with 91.5 per cent recorded in 2014. Aboriginal and Torres Strait Islander student school 
attendance in the ACT was 85.2 per cent in 2015, compared with 83.6 per cent in 2014.

In 2015, the attendance rate of male students in the ACT was 92.1 per cent, while the figure 
for female students was 91.8 per cent.

The development and implementation of national standards for student attendance data 
reporting will enable consistent and comparable reporting of attendance rates for students 
in years 1 to 10 across jurisdictions and sectors.
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TAbLE 19: Attendance rate (%) at ACT public primary and high schools, by grade year, 
2010–15

Grade year  

1 2 3 4 5 6 7 8 9 10

2015 93 93 94 94 93 93 92 90 88 88

2014 93 93 94 93 93 93 91 89 87 86

2013 93 94 94 94 94 93 92 90 88 88

2012 93 93 93 93 93 92 92 89 88 87

2011 93 93 94 93 93 93 91 89 87 86

2010 94 94 94 94 94 93 92 89 87 87

Data source: ACT Education and Training Directorate 2015.
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INDICATOR 2 STUDENTS ACHIEVING AT OR ABOVE THE 
NATIONAL MINIMUM STANDARD IN LITERACY 
AND NUMERACY 

Indicator description
The proportion of ACT 
students in years 3, 5, 
7 and 9 achieving at 
or above the national 
minimum standard in 
literacy (reading and 
writing) and numeracy.

What do we measure?
The results are based on the number of students at each year level who participated in the 
National Assessment Program: Literacy and Numeracy (NAPLAN) testing each year. The 
proportion is calculated as the percentage of total participants who achieved at or above 
the national minimum standard. Also included is the proportion of Aboriginal and Torres 
Strait Islander students in the ACT achieving at or above the national minimum standard in 
literacy and numeracy.

Why is this important?
Literacy and numeracy skills acquired in the schooling years are the building blocks for 
further education, social development and employment. The ability to read, write and 
perform mathematics is essential in day-to-day life and for educational opportunities 
and employment prospects.

How is the ACT progressing? 
The ACT has consistently performed better than the national average in all subjects across 
all school years. ACT mean scores for reading and numeracy were highest or equal highest 
in the country. Higher percentages of ACT students achieved at or above the national 
minimum standard for numeracy than most other jurisdictions.

In writing, nationally and in the ACT, a gender gap is pervasive and well established at 
year 3. By year 9, female students are on average writing to a standard 18 to 24 months 
ahead of their male peers.
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TAbLE 20:  The proportion (%) of year 3, 5, 7 and 9 students at or above the national 
minimum standard in reading, writing and numeracy in the ACT and 
Australia in the 2011–15 NAPLAN testing

ACT Australia

2011 2012 2013 2014 2015 2011 2012 2013 2014 2015

Year 3 Reading 95.6 96.0 96.1 95.4 95.2 93.8 93.6 95.3 93.5 94.6

Writing 96.2 96.4 95.5 94.9 95.9 95.3 95.3 95.0 93.8 95.5

Numeracy 96.5 96.5 96.6 96.5 96.0 95.6 93.9 95.7 94.6 94.4

Year 5 Reading 94.5 94.9 97.0 95.6 95.2 91.5 91.6 96.1 92.9 93.3

Writing 93.7 93.6 94.1 92.8 93.8 92.5 92.1 91.7 90.2 92.3

Numeracy 95.4 95.8 95.0 95.9 96.5 94.4 93.3 93.4 93.5 95.1

Year 7 Reading 96.8 95.7 95.9 96.5 96.8 94.7 94.1 94.2 94.9 95.4

Writing 91.8 89.8 90.7 90.7 90.5 91.1 89.9 89.3 88.5 87.3

Numeracy 95.7 95.0 95.8 96.3 96.7 94.5 93.8 95.0 95.1 95.9

Year 9 Reading 94.4 94.7 96.0 93.9 94.0 92.4 91.4 93.4 92.1 92.3

Writing 85.5 83.4 86.5 83.8 83.5 84.8 81.7 82.6 81.8 80.5

Numeracy 94.6 95.5 92.9 94.9 95.2 93.0 93.7 90.6 94.1 95.7

Data source: National Assessment 
Program, Literacy and Numeracy, 
Achievement in Reading, Writing, 
Language Conventions and 
Numeracy, National Report 2015.

ACT females had a higher proportion than males at or above national minimum standards 
in reading, writing and numeracy in 2015 in all four year levels which reflects the national 
performance for males and females. 

TAbLE 21:  NAPLAN 2015 students at or above national minimum standard (%) by sex, 
ACT and Australia

Year 3 Year 5 Year 7 Year 9

ACT Australia ACT Australia ACT Australia ACT Australia

Reading Male 94.0 93.0 94.5 91.7 95.8 94.2 91.9 90.2

Female 96.6 96.2 96.1 95.0 97.8 96.7 96.3 94.6

Writing Male 94.4 93.9 91.5 89.3 86.5 82.5 77.6 74.0

Female 97.5 97.2 96.3 95.3 94.7 92.4 89.8 87.5

Numeracy Male 95.6 94.1 96.4 94.5 96.2 95.4 94.7 95.4

Female 96.4 94.8 96.7 95.7 97.1 96.4 95.8 95.9
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3 Literacy and numeracy for Aboriginal and Torres Strait Islander students
In 2015, as in previous years, the proportion of Aboriginal and Torres Strait Islander 
students in the ACT who were achieving at or above the national minimum standard was 
below the proportion for non-Aboriginal and Torres Strait Islander students in the ACT. 
This was the case across all jurisdictions.

When considering only Aboriginal and Torres Strait Islander students, the proportion of 
students in the ACT achieving at or above the national minimum standard in reading, 
writing and numeracy continued to be higher than students nationally across years 3, 5, 7 
and 9. 

TAbLE 22:  The proportion (%) of Aboriginal and Torres Strait Islander year 3, 5, 7 and 
9 students at or above the national minimum standard in reading, writing 
and numeracy in the ACT and Australia, 2011–15

ACT Australia

2011 2012 2013 2014 2015 2011 2012 2013 2014 2015

Year 3 Reading 87 86 88 83 85 76 74 82 75 79

Writing 91 88 90 87 86 80 78 79 76 81

Numeracy 89 84 91 88 85 84 73 82 78 78

Year 5 Reading 86 80 94 83 85 66 65 83 70 74

Writing 87 74 84 74 76 69 66 66 63 68

Numeracy 86 82 87 84 88 75 69 73 71 79

Year 7 Reading 86 84 91 83 88 77 75 73 77 81

Writing 69 72 78 67 74 67 64 61 59 56

Numeracy 80 82 90 85 86 77 74 78 80 83

Year 9 Reading 89 82 81 79 87 72 67 74 71 72

Writing 63 64 60 58 58 55 49 51 49 46

Numeracy 83 87 71 83 85 72 74 66 76 83



TAbLE 23:  The proportion (%) of non-Aboriginal and Torres Strait Islander year 3, 5, 7 and 
9 students at or above the national minimum standard in reading, writing and 
numeracy in the ACT and Australia, 2011–15

ACT Australia

2011 2012 2013 2014 2015 2011 2012 2013 2014 2015

Year 3 Reading 96 96 96 96 96 95 95 96 95 96

Writing 96 97 96 95 96 96 96 96 95 96

Numeracy 97 97 97 97 96 96 95 97 96 96

Year 5 Reading 95 95 97 96 96 93 93 97 94 95

Writing 94 94 94 94 94 94 94 93 92 94

Numeracy 96 96 95 96 97 96 95 95 95 96

Year 7 Reading 97 96 96 97 97 96 95 95 96 96

Writing 92 90 91 91 91 93 91 91 90 89

Numeracy 96 95 96 97 97 96 95 96 96 97

Year 9 Reading 95 95 96 94 94 94 93 95 93 94

Writing 86 84 87 85 84 86 83 84 84 83

Numeracy 95 96 94 95 96 94 95 92 95 96

Data source: National Assessment Program, Literacy and Numeracy, Achievement in Reading, Writing, Language 
Conventions and Numeracy, National Report for 2011, 2012, 2013, 2014 and 2015.
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INDICATOR 3 YEAR 10–12 APPARENT RETENTION

What do we measure?
The number of full-time equivalent year 12 students enrolled in a given year as a proportion 
of students enrolled in year 10 two years earlier. Also measured is the year 10–12 apparent 
retention rate of full-time Aboriginal and Torres Strait Islander students.

Why is this important?
Higher education levels are associated with increased opportunities for employment, 
improving future income, increased standards of living and access to health care. 
Completing school provides many opportunities to improve both economic and social 
wellbeing. As the number of low-skilled jobs in the employment market decreases, the 
importance of educational qualifications increases.

Other factors being constant, a higher or increasing apparent retention rate suggests that a 
large number of students are continuing to participate in school education which is likely to 
result in improved educational and employment outcomes.

How is the ACT progressing? 
The year 10–12 apparent retention rate for all ACT students increased between 2009 and 
2015 and is higher than national results.

From 2009 to 2015, the ACT year 10–12 apparent retention rate continued to be at least 
10 percentage points higher than the Australian year 10–12 apparent retention rate.

The ACT year 10–12 apparent retention rate of full-time Aboriginal and Torres Strait Islander 
students increased from 67.9 per cent in 2009 to 87.4 per cent in 2015. This increase is 
consistent with the national result where the year 10–12 apparent retention rate of full-
time Aboriginal and Torres Strait Islander students was 50.1 per cent in 2009, increasing 
to 60.6 per cent in 2015.

Calculating the retention rate is inherently difficult, as it does not take into account students 
who repeat, move interstate, and transfer between schools or school sectors, and students 
who have left school previously but return to continue their school education.

Indicator description
The proportion of 
ACT year 10 students 
continuing to year 12.
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FIGURE 23:   Apparent retention rates (%) of all ACT students and ACT Aboriginal and 
Torres Strait Islander students, 2009–15

FIGURE  24:  Apparent retention rates (%) of ACT and Australia Aboriginal and Torres 
Strait Islander students, 2009–15

Data source: ABS 4221.0 Schools, Australia 2015, 'Table 64a — Apparent Retention Rates (ARR) 1999–2015'.
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FIGURE  25:  Apparent retention rates (%) of ACT and Australia students by gender, 2009–15

Data source: ABS 4221.0 Schools, Australia 2015, 'Table 64a — Apparent Retention Rates (ARR) 1999–2015'.
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INDICATOR 4 TRANSITION FROM SCHOOL TO FURTHER 
EDUCATION OR WORK 

Indicator description
Proportion of ACT Year 12 
graduates employed or 
studying six months after 
completing an ACT Year 12 
Certificate.

What do we measure?
The data for this indicator is obtained from the annual survey of students who completed 
an ACT Year 12 Certificate in the reference year. The survey excludes full fee paying 
international students but includes students who were awarded a Year 12 Certificate from 
the Canberra Institute of Technology (CIT).

The indicator is calculated by dividing the estimated number of graduates who were 
employed or studying six months after graduation by the total number of graduates in the 
target population responding in the survey.

Studying includes graduates who were actively undertaking some study in the year 
following graduation, including those attending university, technical and further education 
(TAFE), undertaking an apprenticeship or repeating Year 12.

Employed includes graduates who are participating in any type of work including full-time, 
casual, temporary or part-time work, if it was for one hour or more over a two-week period.

Why is this important?
The ACT Education Directorate is committed to providing learning pathways for students 
which result in an educated and skilled workforce that meets the present and future needs 
of the ACT and region.

The destination of students after leaving school remains an important piece of information 
contributing to the ongoing development and provision of appropriate education and 
training options into the future.

How is the ACT progressing? 
Of those students who completed Year 12 in the ACT in 2014, 91.9 per cent reported that 
they were employed or studying in 2015. This was the same as the 91.9 per cent reported 
for the 2013 graduates.
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Data relating to Aboriginal and Torres Strait Islander students is not available for this 
indicator due to the small number of Aboriginal and Torres Strait Islander students in 
the survey.

The percentage of ACT Year 12 graduates employed or studying six months after 
completing an ACT Year 12 Certificate is provided for the last five years in the table below.

For 2014 year 12 graduates, the ACT results for this indicator were similar to the results for 
other states and territories published in the Report on Government Services 2016.

TAbLE 24: Percentage of ACT Year 12 graduates employed or studying six months after 
completing an ACT Year 12 Certificate, 2010–14

2010 2011 2012 2013 2014

Employed or studying 93.9 94.3 93.4 91.9 91.9

Female 94.3 95.5 94.7 93.7 93.1

Male 93.4 93.0 92.1 90.1 90.7

LBOTE 94.0 94.5 94.5 93.0 93.8

Not LBOTE 93.9 94.3 93.2 91.7 91.6

Note: LBOTE refers to Year 12 graduates who speak a language other than English at home.
Data source: Education Directorate, School Leaver Survey, 2010–14 
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INDICATOR 5 YOUTH UNEMPLOYMENT

Indicator description
The percentage of young 
people in the ACT who 
are unemployed.

What do we measure?
The percentage of young people aged 15 to 24 years in the ACT who are not attending full-
time education and who are unemployed.

Why is this important?
Youth unemployment and underemployment has been recognised as a growing problem 
for Australia.40 Research has shown that youth unemployment has a negative impact on an 
individual’s long term welfare 41 and underemployment and unemployment can contribute 
to the marginalisation of vulnerable young people. Information obtained from this indicator 
can inform government policies and services to support young people to remain in school 
or obtain employment.

How is the ACT progressing? 
The unemployment rate for young people was 7.4 per cent in April 2016. It has cycled 
between 6 per cent and 9 per cent in the five-year period to April 2016. However, the peaks 
and troughs moderated in the last two years to 7–8 per cent.

FIGURE 26:  ACT unemployment rate (%) for people aged 15–24 years (12-month average) 
and 15–64 years (trend), May 2011 to April 2016

Data source: ABS, 2015, Labour force, Australia, 'Table 11. Labour force status by Sex, Australian Capital 
Territory — Trend and Original' and 'Table 16 Labour force status for 15–24 year olds by state, territory 
and educational attendance (full-time)', time series spreadsheet, cat. no. 6202.0, viewed 25 May 2016,  
<http://abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/6202.0Apr%202016?OpenDocument>.

Note: The unemployment rate 
for young people can vary 
significantly in a short period 
and is subject to relatively high 
error as it is derived from a small 
sample. The data presented 
here attempts to moderate 
these influences by averaging 
the rate over a 12-month period.
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OUTCOME 4: ADOPT HEALTHY AND PRO-SOCIAL 
LIFESTYLES

INDICATOR 1 CHILDREN AND YOUNG PEOPLE WHO ARE 
OVERWEIGHT AND OBESE

Indicator description
The proportion of 
ACT children and 
young people who are 
overweight or obese.

What do we measure?
Measured (not self-reported) height and weight of children and young people in the ACT 
aged five to 17 years.

Why is this important?
Children who are not sufficiently physically active and do not have a balanced, well-
proportioned diet are at risk of becoming overweight and obese. Increases in childhood 
overweight and obesity are now emerging as a serious global public health issue with 
the World Health Organization (WHO) describing this increase as an epidemic in some 
countries.42 In Australia, the National Health and Medical Research Council (NHMRC) 
estimates that between 20 per cent and 25 per cent of Australian children are now 
overweight or obese, an increase from 1985, where 10 per cent to 12 per cent were 
estimated as overweight or obese.43, 44 

How is the ACT progressing?
Measured data from the 2007–08 National Health Survey, 2011–12 Australian Health Survey 
and the 2014–15 National Health Survey show that the proportion of children who are 
overweight and obese is remaining relatively constant both in the ACT and nationally.

For 2014–15 and 2011–12, one-quarter of ACT children aged five to 17 years were overweight 
or obese (24.4 per cent and 25.5 per cent respectively). There has been little movement 
within the categories over the last five years.
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The proportion of ACT children who were overweight was 18.9 per cent in 2014–15 and 
19.8 per cent in 2011–12, while the proportion of ACT children who were obese was 5.5 per 
cent and 5.7 per cent over this period.

FIGURE 27 :  Proportion (%) of overweight and obese ACT and Australian children aged 
5–17 years, 2007–08, 2011–12 and 2014–15

Data source: ABS, National Health Survey 2007–08: Summary of Results, ACT, 2007–08 (Reissue), cat. no. 4362.0; 
National Health Survey: Summary of results, 2007–08 (Reissue), cat. no. 4364.0; Australian Health Survey: Updated 
Results, 2011–12 — Australian Capital Territory, cat. no. 4364.0; Australian Health Survey: First Results, 2011–
12 — Australia, cat. no. 4364.0; National Health Survey: First Results, 2014–15 — Australia, cat. no. 4364.0; and 
National Health Survey: First Results, 2014–15 —  Australia, cat. no. 4364.0.
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INDICATOR 2 YOUNG PEOPLE WHO USE DRUGS

Indicator description
The proportion of ACT 
young people who use 
alcohol, tobacco or 
illicit drugs.

What do we measure?
The proportion of secondary students (aged 12 to 17 years) who report current use of 
alcohol, tobacco and illicit drugs. Data for this set of indicators is derived from the ACT 
Secondary Students’ Alcohol and Drug (ASSAD) Survey, which is conducted on a three 
yearly basis. The most recently available survey data is for 2014 with 1,668 students across 
government, catholic and independent schools.

Why is this important?
The harms to individuals, families, communities and Australian society as a whole 
from alcohol, tobacco and other drugs are well known. Adolescence is a critical age 
for monitoring the initiation of illicit drug use.

Drinking alcohol in adolescence can be harmful to young people’s physical and 
psychosocial development. Alcohol-related damage to the brain can be responsible 
for problems with verbal skills and memory, learning difficulties, alcohol dependence 
and depression.45

Young people are more at risk of motor vehicle accidents, injuries, accidental death and 
suicide while under the influence of alcohol and drugs. They are also highly susceptible 
to being victims of crime.46

Tobacco smoking is one of the top risk factors for chronic disease, including many types 
of cancer, respiratory disease and heart disease.47

How is the ACT progressing?

Tobacco use
The prevalence of tobacco use in secondary students in the ACT has decreased steadily 
over time.48

In 2014, 18.9 per cent of all students surveyed reported having smoked at least once 
in their lifetime, 5.2 per cent of students reported smoking cigarettes on at least one 
day in the seven days before the survey (current smokers), and 1.4 per cent reported 
smoking cigarettes every day in the last seven days (daily smokers).
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Although ACT secondary students’ reported tobacco use has remained relatively stable 
between the 2011 and 2014 survey periods, there have been significant decreases in smoking 
trends among students over the reporting periods in the graph below (Figure 28). This is most 
obvious in the ‘ever smoked’ category, which dropped from 55.7 per cent in 1996 to 18.9 per 
cent in 2014. During the same period, the proportion of current smokers decreased from 
20.4 per cent to 5.2 per cent, and daily smokers from 9.2 per cent to 1.4 per cent.

FIGURE 28:  Tobacco use, ACT secondary students (%), 1996–2014

Note: Estimates for rates of daily smoking have changed slightly from previous reports due to coding changes. 
Estimate has a relative standard error between 25 per cent and 50 per cent and should be interpreted with 
caution in 2014. 
Data source: ACT Secondary Students’ Alcohol and Drug Survey (ASSAD) data file.

Aboriginal and Torres Strait Islander students
Students who were of Aboriginal and Torres Strait Islander descent were more likely 
to have ever smoked (41.7 per cent in 2014) or to be current smokers (15.8 per cent) 
than non-Aboriginal and Torres Strait Islander students (17.9 per cent and 4.7 per cent 
respectively in 2014). 
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4 Alcohol use
Since 1999 there has been a decline in reported alcohol consumption amongst secondary 
students, most notably between the 2008 and 2011 survey cycles.49

However, while over the longer term, alcohol consumption among ACT secondary students 
has decreased significantly, there were no statistically significant changes between 
students reporting ever, last week or single occasion risky, drinking between 2011 and 2014.

In 2014, 71.6 per cent of students surveyed reported that they had consumed at least a 
few sips of alcohol in their lifetime, which was similar to 2011 (73.2 per cent). The number 
of students who reported drinking in the last week was also similar over the two survey 
periods (12.1 per cent in 2014; 14.0 per cent in 2011), as was the proportion of students who 
drank at single-occasion risky levels (5.0 per cent in 2014; 4.3 per cent in 2011).

FIGURE  29:  Alcohol consumption, ACT secondary students (%), 1996–2014

Note: The estimate for single occasion risky drinking has changed slightly from previous reports (for 1999 only) 
due to coding changes. 
Data source: ACT Secondary Students’ Alcohol and Drug Survey (ASSAD) data file.



Aboriginal and Torres Strait Islander students
The 2014 ASSAD survey indicates that ACT Aboriginal and Torres Strait Islander secondary 
students were more likely to have consumed alcohol within the last week (20.3 per cent) 
than students who did not identify as Aboriginal and Torres Strait Islanders (11.7 per cent). 
However, there was no statistically significant difference in reporting ever consuming 
alcohol between secondary students who identify as Aboriginal and Torres Strait islander 
(75.0 per cent) and those that do not (71.5 per cent). 

Illicit substance use
Since 1996, there has been a statistically significant decline in students reporting having 
used at least one illicit substance in their lifetime.50 There has also been a consistent and 
statistically significant decrease in the lifetime use of cannabis since 1996.

However, there have been slight but statistically significant increases between 2011 and 
2014 in the proportion of students reporting ever having used some drugs — statistically 
significant increases have been marked with a hash (#) in the left column of Table 25.

TAbLE 25:  Proportion (%) of ACT secondary students reporting ever having used illicit 
drugs, 2011 and 2014

2011 2014

Used at least 1 illicit drug in lifetime# 12.7 16.2

Ever used cannabis# 11.9 16.7

Ever used ecstasy# 1.9 4.7

Ever used heroin (or other opiates) 0.9* 1.3

Ever used LSD (hallucinogens)# 2.0 4.8

Ever used speed (amphetamines) 2.5 2.9

Ever used cocaine 1.6 1.9

* Estimate has a relative standard error between 25 per cent and 50 per cent and should be interpreted with 
caution.

# Difference between 2011 and 2014 is statistically significant.
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INDICATOR 3 YOUNG PEOPLE WHO HAVE OFFENDED

Indicator description
Young people who 
have been charged with a 
criminal offence in the ACT.

What do we measure?
The number of young people aged between 10 and 19 years, against whom a charge that 
must be answered in court has been laid by the police, during the reference period, per 
100,000 of the population. A young person will only be counted once.

Why is this important?
The proportion of young people in the population that may have committed offences may 
infer trends in offending by young people, by analysing rates over time.

During adolescence young people face new challenges, learn new skills and lead more 
independent lives. Risk taking behaviour can be part of this development. While many 
young people exhibit some risk taking behaviour, only a minority will come into contact 
with the criminal justice system.51

Young people’s offending can be a concern to their families, schools and the wider 
community. Research indicates that young people who come into contact with the criminal 
justice system are more likely to go on to become adult offenders. The impacts to their 
lives through disruption to education, relationships with family and friends, employment 
and the stigmatisation from involvement in the criminal justice system, can lead to a range 
of poor outcomes. Young people are also more likely to be victims of crime, which can also 
lead to involvement in offending.

The ACT Government emphasises diversion of young people away from the criminal justice 
system through the Blueprint for Youth Justice in the ACT 2012–22.

Information from this indicator can inform government policies and services about 
initiatives that are effective in minimising young people’s contact with the criminal justice 
system and reduce reoffending.

How is the ACT progressing?
The rate of young people charged with a criminal offence in the ACT has been in decline 
since 2011–12 and in 2014–15 was less than half the rate of 2010–11. 

TAbLE 26:  Young people offending in the ACT (per 100,000 of population), 2008–09 to 2014–15
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2008–09 2009–10 2010–11 2011–12 2012–13 2013–14 2014–15

Rate of offending 2,950.8 2,571.0 2,738.1 2,531.0 1,938.1 1,754.0 1,328.4

Data source: ABS 2016, Recorded Crime—Offenders, 2014–15, 'Table 19. Youth offenders, Principal offence by 
states and territories–2008–09 to 2014–15', time series spreadsheet, cat. no. 4519.0.



INDICATOR 4 YOUNG PEOPLE UNDER YOUTH 
JUSTICE SUPERVISION

Indicator description
Young people for whom the 
police or ACT courts have 
made a decision for a period 
of supervision.

What do we measure?
The rate of young people aged 10–17 years per 10,000 of the population under youth 
justice supervision, both in the community or in detention. A young person will only be 
counted once.

Why is this important?
The proportion of young people in the population that are placed by the ACT courts under 
supervision (both before and after sentencing for an offence) may infer trends in offending 
by young people, by analysing rates over time. 

The ACT Government has an emphasis on diversion of young people away from the 
criminal justice system through the Blueprint for Youth Justice in the ACT 2012–22.

This information can inform government policies and services about initiatives that 
are effective in minimising young people’s contact with the criminal justice system and 
reduce reoffending.

How is the ACT progressing?
The data for 2014–15 (Figure 30) shows the rate of young people who were supervised 
during the year continues the decreasing trend since the peak rate in 2010–11.

The rate of non-Aboriginal and Torres Strait Islander young people under supervision has 
continued to decline. However, the rate of Aboriginal and Torres Strait Islander young 
people under supervision in the ACT in 2014–15 increased slightly over 2013–14 from 352 to 
372 young people per 10,000 of the population. The over-representation of Aboriginal and 
Torres Strait Islander young people continues to be a challenge for the ACT and nationally.
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FIGURE  30:  Young people aged 10–17 in the ACT under supervision by Aboriginal and 
Torres Strait Islander status, 2008–09 to 2014–15 (rate per 10,000 of population)

Note: Totals include young people who did not provide their Aboriginal and Torres Strait Islander status and young 
people who are 18 years and over in line with services provided in the ACT.
Data source: Australian Institute of Health and Welfare Youth Justice in Australia 2014–15, table S12b.

There were fewer young women under youth justice supervision than young men (Figure 31). 
In 2014–15 there was a decrease in the number of young men under supervision in the ACT 
(130 in 2013–14 compared to 119), while the number of young women was similar (44 young 
women in 2013–14 compared to 42).

The number of Aboriginal and Torres Strait Islander young people under youth justice 
supervision remained relatively consistent (43 young people in 2013–14 compared to 
45 in 2014–15). The proportion of young women who were Aboriginal and Torres Strait 
Islander (31 per cent) was higher than for young men (27 per cent) (Figure 31).
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FIGURE 31:  Young people under supervision in the ACT, by sex and Aboriginal and Torres 
Strait Islander status, 2014–15

Note: Totals include young people who did not provide their Aboriginal and Torres Strait Islander status and young 
people who are 18 years and over in line with services provided in the ACT.
Data source: AIHW Youth Justice in Australia 2014–15, table S2b.

In the ACT most young people who were supervised during 2014–15 were between 14 and 
17 years of age when they were first supervised (Figure 32). However, a higher proportion 
of Aboriginal and Torres Strait Islander young people were between 10 and 13 years when 
first supervised than non-Aboriginal and Torres Strait Islander young people (27 per cent 
compared to 16 per cent in 2014–15).

FIGURE 32:  Young people under supervision in the ACT, by Aboriginal and Torres Strait 
Islander status and age at first supervision, 2014–15

Data source: AIHW Youth Justice in Australia 2014–15, table S19.
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Two-thirds (65 per cent) of young people under supervision in the ACT in 2014–15 were 
aged 16 or over (Figure 33) which was consistent with 2013–14 (66 per cent).

FIGURE 33:  Young people under supervision in the ACT, by age, 2014–15

Data source: AIHW Youth Justice in Australia 2014–15, table S1b.
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INDICATOR 5 YOUNG PEOPLE UNDER COMMUNITY-BASED 
SUPERVISION

Indicator description
Young people for whom 
the ACT courts have made 
a decision for a period of 
supervision, which is to be 
served in the community.

What do we measure?
The number of young people aged 10–17 years under community-based supervision.

Why is this important?
Young people who have been charged or convicted of a criminal offence may be ordered 
by the court to be supervised in the community. These young people are provided support 
and supervision with the aim of addressing their risks for reoffending.

The ACT Government provides a range of programs to support and divert young people 
who are on supervised community-based orders. These programs target young people 
with drug and alcohol issues, disconnection from education and training, mental health 
issues and a need for accommodation, family connection and cultural support.

Information from this indicator can inform government policies and services about 
initiatives that are effective in minimising young people’s contact with the criminal justice 
system and reduce reoffending.

How is the ACT progressing?
The number of young people under community-based supervision in the ACT in 2014–15 
(139) continued the decrease evident in previous years. The number of Aboriginal and 
Torres Strait Islander young people also continued its decrease from a high of 60 young 
people in 2011–12 to 36 young people in 2014–15. However, over-representation of 
Aboriginal and Torres Strait Islander young people under community-based supervision 
continues to be a challenge for the ACT and nationally.
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FIGURE 34:  Young people under community-based supervision in the ACT, by Aboriginal 
and Torres Strait Islander status, 2008–09 to 2014–15

Data source: AIHW Youth Justice in Australia 2014–15, table S46b.

There were more young men than young women experiencing community-based 
supervision in the ACT (Figure 35) which is consistent with the national situation and 
also with results in previous years.

FIGURE 35:  Young people under community-based supervision in the ACT, by sex and 
Aboriginal and Torres Strait Islander status, 2009–10 to 2014–15

Data source: AIHW Youth Justice in Australia 2014–15, table S52b.

Note: Totals include young 
people who did not provide 
their Aboriginal and Torres Strait 
Islander status and young people 
who are 18 years and over in line 
with services provided in the ACT. 
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In the ACT most young people who were supervised under community-based supervision 
in 2014–15 were between 14 and 17 years of age when they were first supervised (Figure 36). 
A higher proportion of Aboriginal and Torres Strait Islander young people were between 
10 and 13 years at their first supervision than non-Aboriginal and Torres Strait Islander 
young people (28 per cent compared to 16 per cent in 2014–15).

FIGURE 36:  Young people under community-based supervision in the ACT, by Aboriginal 
and Torres Strait Islander status and age at first supervision, 2014–15

Data source: AIHW Youth Justice in Australia 2014–15, table S57.

Two-thirds (64 per cent) of young people under community-based supervision in the ACT in 
2014–15 were aged 16 or over (Figure 37).

FIGURE 37:  Young people under community-based supervision in the ACT by age, 2014–15

Data source: AIHW Youth Justice in Australia 2014–15, table S36b.

Note: Totals include young people 
who are 18 years and over in line 
with services provided in the ACT.
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INDICATOR 6 YOUNG PEOPLE IN YOUTH JUSTICE FACILITIES

Indicator description
Young people for whom 
the police or ACT courts 
have made a decision for 
a period of supervision, 
which is to be served in 
detention.

What do we measure?
The number of young people aged 10–17 years detained at Bimberi Youth Justice Centre.

Why is this important?
Young people who have been charged or convicted of a criminal offence may be ordered 
by the court (or police) to be detained, which provides safe and secure accommodation, 
facilitates rehabilitation and promotes the reintegration of young people into the 
community through a range of programs and services.

Research shows that any period of detention at a justice facility can have negative 
implications for the life of a young person in areas such as education, employment and 
personal relationships.52 More significantly, a period of detention may draw the young 
person further into the justice system and develop negative peer relationships and 
attitudes towards themselves and the community.

This information can inform government policies and services about initiatives that 
are effective in minimising young people’s contact with the criminal justice system and 
reduce reoffending.

How is the ACT progressing?
The number of young people detained in Bimberi in the ACT increased slightly from 88 in 
2013–14 to 91 young people in 2014–15, but was still well below the peak of 173 in 2009–10. 
Proportionally in 2014–15, 29 per cent of detained young people were Aboriginal and Torres 
Strait Islander, which is much less than the national proportion for detention (50 per cent), 
but still highlights that the over-representation of Aboriginal and Torres Strait Islander 
young people continues to be a challenge for the ACT and nationally.
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FIGURE 38:  Young people in detention by Aboriginal and Torres Strait Islander status in the 
ACT, 2008–09 to 2014–15

Data source: AIHW Youth Justice in Australia 2014–15, table S84b.

There were more young men than young women experiencing detention in the ACT 
(Figure 39) and this is consistent nationally where 83 per cent of detainees are young men.

FIGURE 39:  Young people in detention by sex and Aboriginal and Torres Strait Islander 
status in the ACT, 2009–10 to 2014–15

Data source: AIHW Youth Justice in Australia 2014–15, table S90b.
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Almost two-thirds (64 per cent) of young people in detention in 2014–15 were aged at least 
16 years old (Figure 40) which was consistent with 2013–14 (66 per cent).

FIGURE  40:  Young people in detention in the ACT by age, 2014–15

Data source: AIHW Youth Justice in Australia 2014–15, Table S74b.

The majority of young people admitted to Bimberi were being held on breaches of an order 
(justice procedure offences) (Figure 41).

FIGURE 41:  Most common lead offence for admissions of ACT young people to detention, 
July 2013 to March 2016

Data source: Justice and Community Safety Directorate Criminal Justice Statistical Profile, March 2016, Youth 
Justice Table 2.
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INDICATOR 7 SUN PROTECTION BEHAVIOURS 

Indicator description
The number of young 
people in the ACT 
who got sunburnt 
at least once in the 
previous summer. 

What do we measure? 
The number of young people aged 12–17 years who burned or tanned in the sun in the 
summer of the previous year.

Why is this important?
During adolescence young people face new challenges, learn new skills and lead more 
independent lives. Risk taking behaviour can be part of this development. Excessive 
exposure to the sun has been identified as a risk taking behaviour for adolescents, with 
over-exposure to the sun and a tendency to burn rather than tan increasing an individual’s 
risk of developing skin cancer in later life.53 Young people in the ACT have demonstrated 
a significantly higher preference for a suntan compared to older age groups of the 
population.54

Information from this indicator would be valuable to inform government policies and 
services about initiatives that are effective in promoting positive sun protection behaviours 
for children and young people. 

How is the ACT progressing?
In 2014, 74.1 per cent of students reported getting sunburnt at least once over the previous 
summer, with females more likely to report this than males (males: 71.5 per cent, females: 
76.8 per cent). There has been no significant change from 2008 to 2014.

The results for all students have decreased significantly over time from 77.8 per cent in 1999 
to 74.1 per cent in 2014 with males significantly decreasing from 77.9 per cent to 71.5 per 
cent whereas there has not been a significant change for the same timeframe for females. 
There has been no significant change from 2008 to 2014. 
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There has been a significant decrease for 12–15 year olds from 77.1 in 1999 to 73.3 in 
2014 whereas there has not been a significant change for 16–17 year olds for the same 
timeframe. Within age groups there has not been a significant change from 2008 to 2014. 

FIGURE 42:  Sunburn last summer, % of ACT students by sex, 1999–2014

FIGURE 43:  Sunburn last summer, % of ACT students by age group, 1999–2014

Data source for Figures 42–43: ACT Secondary Students’ Alcohol and Drug Survey, 2014.

A
D

O
PT

 H
EA

LT
H

Y
 A

N
D

 P
RO

-S
O

C
IA

L 
LI

FE
ST

Y
LE

S

88 A PICTURE OF ACT’S CHILDREN AND YOUNG PEOPLE 2016

4


	e
	f
	_GoBack



