
 
 

 

Meeting: 15th August 2018 
 
Attendees: John Quigley; Attorney General 

Mark McGowan; Premier 
Simone McGurk; Minister for Community Services. 
Melanie Mitchell; Lachlan’s Mother, Lachlan’s Legacy,  
Parent Ambassador for Royal Life Saving WA. 
Natalie Sangalli; Witness, Cousin of Melanie Mitchell 

 
What happened? 
 
Lachlan Mitchell died on the 10th November 2015 after drowning at Karla’s family day care service in 
Carramar on the 9th November 2015. He was 2 days shy of his 3rd birthday. 
 
How? 
 

 There was a pool on the premises where the family day care service operated from. 
 Lachlan was left unsupervised for an unspecified and unknown period of time. 
 Lachlan gained access to the pool area either by climbing the pool fence with the assistance 

of a pot plant against the fence, next to the gate or through an unlatched gate. 
 
Advocating for; 
 

 Improved coronial experience for bereaved families. 
 Improved services and avenues for families who experience the sudden death of a child. 
 Safe care environments, regulated and run responsibly with firm repercussions where 

providers or carers fail to do so. 
 A proactive community working towards reducing incidents of drowning in small children. 
 

Improved coronial experience for bereaved families. 
 

 Have a resource (family liaison or support officer) available to families from Day 1 through to 
inquest.  
A trusted person. Trained in grief counselling to support and provide guidance during the 
coronial process to families. They would have access to what information is available and 
can be shared with the families throughout the process which would relieve the burden of 
investigating officers, counsel and coroner in an already under resourced area. 
 

o Our contact with the Coroner’s Office was heartbreaking and infuriating. 
 There was no clear communication regarding what the process was or what 

our rights were. 
 The communication we did have felt condescending and unsympathetic; 

calls ended with a feeling of being an inconvenience or unimportant.  
 With no deadline or timeframe for steps in the process, bereaved families 

are forced into a holding pattern of grief for the duration;  
We followed up regularly and were told things like “it could take years”, “we 
have cases 6 years old” and “it will take as long as it takes”; we were made 
to feel Lachlan was just another number on the books.  

 It was necessary to have our own lawyer present at Lachlan’s inquest as we 
were not confident in the dealings we had with counsel assist. The inquest 
felt more like a read through than question time, however Mr Hammond 
(our lawyer) posed important questions to numerous people that otherwise 
would have remained unanswered. 
 

  



 
 

 

o Our contact with the investigating officers was the better part of 
our experience. 

 They were empathetic to our loss. 
 They were sympathetic to our frustrations. 
 They were clear on what they could and could not tell us 

being an active investigation; e.g. they could tell us the next step in the 
investigation but not how long that step would take or what the content 
would be.  

 They made themselves available to take our calls no matter how long the 
phone call and were always prompt in returning missed calls. 

 Above all, they were respectful, firm and treated us with dignity. 
 

o We found the coroner herself to be respectful, thorough and sympathetic during the 
inquest. 

 
 Provide progress updates for each case, made available to the family. 

Progress would be measured against clearly defined ‘stages’. Progress updates would 
provide the family with regular communication on the status of their case offering 
reassurance, validation and ‘control’ in the process. It would provide a way to measure the 
efficiency and effectiveness of each stage, making it possible over time to allocate 
timeframes, prioritise easily and highlight areas for improvement. 

 
Improved services and avenues for families who experience the sudden death of a child. 
 

 20 counselling sessions per calendar year under a bereaved parent mental health plan. 
o Currently there is no distinction for circumstance and sessions are restricted to 10, 

which is not even enough for 1 per calendar month. 
o Almost 3 years on and I continue to suffer from Post Traumatic Stress Disorder as a 

result of the sudden and unnecessary death of my son, which seriously impacts on 
my ability to work. Thus private sessions are not an option but very much needed. 

o We have stopped counselling on 2 consecutive years because we could not afford 
the private rates. 
 

 Civil law to allow for appropriate litigation where families can seek compensation for the 
affects child loss impacts on their lives. 

o We are currently pursuing a lawsuit under ‘nervous shock’, which under current law 
expects that an affected person be at the scene at the time or shortly after the 
accident. This is unlikely to apply to a family whose child dies while attending any 
kind of care or school environment.  

 After I received a frantic phone call from the day carer up to an hour after 
the accident, I was en route to her house when I received another call from 
her advising Lachlan wasn’t there. The image of our son’s lifeless body at the 
hospital, not breathing, without a heartbeat, lips blue, skin grey, was no less 
distressing. An image we now have of him, forever. 
 

o The law should be designed to recognise the psychological impact and injury that 
the sudden death of a child can potentially have on a parent and, where applicable, 
have the capacity to hold the person at fault liable for that injury; 

 As a result of the accident, I suffer from anxiety and depression.  
 As a result of the accident, I am prone to hypervigilance and hypersensitivity 

and battle every day to reign it in so my daughter can have a ‘normal’ life. 
 As a result of the accident, I don’t feel safe and my trust in the world is non-

existent.  
 As a result of the accident, I feel socially disconnected, awkward or different 

even from people I have known my whole life. 



 
 

 

 As a result of the accident and prior to the birth of my 
daughter, I was unable to function at the level required for 
roles I had experience. 

 As a result of the accident, I cannot place my daughter in 
child care and am unable to pursue any form of traditional 
employment. 
 

Safe care environments, regulated and run responsibly with firm repercussions where providers or 
carers fail to do so. 
 

 Prohibition of Water hazards (specifically pools and spas) from all family day care services 
catering to children under 5 years – new and existing. 

 The most at-risk group for child drownings are toddlers under 5 and in a 
home setting. Family day care falls under both of these categories. 

 For every fatality, there are 10 hospitalisations. 
 Between 2009 – 2015 incidents with children under 5 years showed 54% of 

fatal and 66% of non-fatal drownings involved a swimming pool. 
o If family day care services wish to operate with a pool, they have the opportunity to 

rebrand to after school and holiday care for older children. Therefore, they will be 
able to continue to derive an income from this occupation. 
 

 A fixed landline must be present at all family day care services in case of an emergency. 
o Karla had to stop CPR on Lachlan and leave additional children unattended while she 

left the premises to alert neighbours and contact emergency services as her phone 
was misplaced in the panic of his drowning and attempted resuscitation. 

 
 A minimum of quarterly compliance/safety inspections by providers of the physical 

environment at every family day care service. 
o Currently only 1 compliance inspection required annually. 
o The large pot plant that Lachlan may have used as a climbing aid had been against 

the pool fence long enough for roots to grow into the earth below. 
o Communicare had noted that pot plants against the fence had been an issue as early 

as registration but nothing in place to ensure it didn’t happen again. 
 Monthly safety inspections conducted by providers for all family day care 

services catering to older children over 5 years where there is a water 
hazard on the premises. 

o At the Pregnancy, Babies and Children Expo I spoke with family day care who 
advised ECRU had their funding cut and were likely to conduct less visits and provide 
less support from lack of resources, please clarify? 
 

 Government to provide a practical training program which should include risk assessment 
and work place safety specifically structured around the family day care environment for 
Providers and their employees. 

o As per correspondence received 13th August 2018, there is currently no legislation 
that requires co-ordinators who over see and inspect the premises of family day care 
to be trained in risk assessment or work place safety.  

 So exactly what makes them qualified to determine an environment is safe 
for small children? 

  How are they to determine this effectively without appropriate training? 
o A pool inspection training program just isn’t sufficient enough improvement for 

training co-ordinators when the majority of the family day care educators registered 
do not have a pool. 
 

  



 
 

 

 Accountability in law. 
o Per the correspondence 13th August 2018, I disagree that approved 

providers and educators are held to account for failing to ensure 
adequate supervision. 

o Death is the worst possible outcome in this scenario and yet; 
 Communicare has not or cannot incur any repercussions in criminal or civil 

law for any part of Lachlan’s death. 
 While Karla was prosecuted, the penalty was minimal because that was all 

the law provisioned for. 
o Neither were made responsible for compensating the family for the impact of their 

actions.  
o How can approved providers or educators be held accountable if they have not 

received sufficient safety training or frequent compliance visits to document the 
state of the environment? 

 
A proactive community working towards reducing incidents of drowning in small children. 

 Lachlan’s Legacy rash shirts; Complete with cute designs and large water safety messaging 
every child under 5 years can be a water safe advocate just by wearing our shirts in the 
community whether at the beach, public pool, get togethers or other fun water activities.  

 Part proceeds from every shirt sold is donated to Royal Life Saving WA. 
 We are actively seeking out opportunities at expos and community events to raise the 

profile of water safety and level of community engagement starting with the Pregnancy, 
Babies and Children Expo this past weekend. 

 We are interested in creating the first Water Safety and Children Event next year around the 
anniversary of Lachlan’s death in November. The purpose of such an event would be to 
include information, products and demonstrations about water safety and drowning 
prevention for families in one place presented as a family fun day to boost community 
engagement. Organisations such as CPR providers, swim schools, pool safety accessories 
alongside Royal Life Saving, Kidsafe and even local council could provide useful information 
about pool regulations in their area. 

 
In conclusion; 
Change is never easy, doing what is right versus what is convenient is not always going to be the 
smoothest path. However, speaking with people in the community about what we are trying to 
achieve so far has been encouraging. It has been a long 3 years in the legal system and our hopes lie 
with being able to make lasting change in all the areas highlighted here today to ultimately save 
other families from suffering through our grief and trauma. We are ready and willing to help you 
make meaningful change and connect with the community to promote the benefits that this will 
bring Western Australian families. 
 
Thank you for your time.  
 
 
  
 
 
 
 
 
 
 
Melanie & Luke Mitchell 
23 Serrata Road, 
Banksia Grove   WA   6031 
0424 606 724 

 
  

 


