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HEALTH, SAFETY AND CIVIL LIABILITY (CHILDREN IN SCHOOLS  
AND CHILD CARE SERVICES) BILL 2010 

Second Reading 
Resumed from 17 November 2010. 

HON SUE ELLERY (South Metropolitan — Leader of the Opposition) [3.26 pm]: I rise to indicate that the 
opposition will support the Health, Safety and Civil Liability (Children in Schools and Child Care Services) Bill 
2010, and I thank the government for arranging an officer to provide a briefing, which occurred earlier today. 

This is a bill that emerged out of work that began in 2006 and arises in particular from a report of a review into 
how Western Australia ought to best deal with the question of managing children in child care and in school 
settings who are at risk of anaphylaxis. The report of that review is “Anaphylaxis—Meeting the Challenge for 
Western Australian Children: Report of the Review by the Western Australian Anaphylaxis Expert Working 
Committee”, which was published in September 2007. One of the suite of recommendations made in that report 
was that there be some legislative changes, and that is the bill we have before us in this place today. The bill 
amends two acts: the Civil Liability Act and the School Education Act. The bill does, in essence, three things: it 
obligates parents to inform the school or childcare centre of the allergy status of their child; it provides a 
regulation-making power in the School Education Act for staff to administer emergency medication if they 
believe an anaphylactic reaction is occurring in a child who is enrolled in that school, irrespective of whether 
they have specific consent to do that; and it extends the protection from civil liability to staff of schools or 
childcare centres if they administer that emergency medication in good faith. As I indicated, this is the result in 
part of the recommendations arising from the report of that review and I want to quote from that report as part of 
my comments. 

Most people are familiar with the incidence of anaphylaxis, which seems—from the research that I have 
undertaken—for reasons that nobody can really properly explain, to be on the increase. The incidence of 
anaphylaxis due to allergies affects the lives of many, but children in particular. It is a terribly frightening thing 
for not only children, obviously, but also their parents and those around them when it happens for the first time, 
never mind when it happens subsequently. The definition of anaphylaxis is — 

It is a sudden, severe and rapidly progressive allergic reaction to an allergen in a sensitised individual. It 
has an enormous psychosocial impact and rare but potentially life-threatening consequences. 

The report goes on to state that peanuts are the most commonly implicated allergen but it is certainly not the only 
one; it can also be triggered from exposure to other allergens, such as shellfish, eggs, milk, insect stings—bees 
being the most common—latex and medicines.  

What is really frightening, though, is the prevalence of anaphylaxis amongst children. When the Western 
Australian experts were putting this report together, they made certain assumptions based on the numbers of 
incidents that had been reported in the rest of Australia. It is certainly the case to date—this is a good thing—that 
there have been no reported deaths from anaphylaxis in children in Western Australia for at least the last 10 
years, although I am going to touch briefly on the death, in 2007, of a 20-year-old woman in the north of WA. 
The report goes on to state that if the prevalence in the western world of peanut allergies is applied to the WA 
context, most schools and licensed childcare services will be called on to manage at least one child with acute 
anaphylaxis and will be attended by approximately 20 children at risk of anaphylaxis. That is a large number, 
and if we think about the turnover that occurs in staff in schools and childcare centres, it is really important that 
those staff are equipped to manage those episodes. We know that a majority of children spend a large proportion 
of their childhood in schools and licensed childcare services and that in many cases, although not always, the 
first appearance of anaphylaxis occurs in the first five or six years of a child’s life. If we stop and think about it, 
it touches many people. I know that some members who will speak in this debate have had experience in their 
own families. I was at a barbecue on Sunday at which the three-year-old son of a friend took a mouthful of a 
brownie only to discover that it contained macadamia nuts, which he had not been known to be allergic to, but, 
just in case, that mouthful of brownie had to come out of his mouth pretty quick smart. This poor child sat with 
his dad for a while with us all staring at him, watching to see if his face started to change colour. I am pleased to 
say that Charlie was fine; the mouthful of macadamia came out of his mouth quick enough. But, it goes to show 
that it can happen at any time. 

Childcare workers and teachers on the front line, with many hours of exposure to children during the course of 
their working lives, have an expectation that policies, procedures and practices will be put in place to enable 
them to properly recognise the signs of anaphylaxis and to manage the emergency event, if and when it occurs. 
For many of those children, the first time they have an anaphylactic reaction is when they are in child care or at 
school—it might not be when they are around their parents. It is important that those professionals are provided 
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with information and the tools to care for these children and that we constantly make sure they are available to 
those staff.  

The report was done with widespread consultation of all the key stakeholders over a 10-month period. Of the key 
issues identified in the report, the number one recommendation was the need to raise the awareness of 
anaphylaxis and allergies, and their effects on children and families amongst the community. Another issue 
raised is that the rising incidence of allergy-related conditions presents itself as a risk and therefore the report 
recommends that it is critical to increase funding to boost anaphylaxis management in WA. The report also 
recognised that schools and licensed childcare centres operate in a dynamic and complex range of contexts. What 
that means is that there is a steady stream of new staff being employed, there is a steady turnover in staff, and 
children move through into different areas under the responsibility of different professionals. Any management 
scheme needs to take all of those things into account. 

There is an urgent need to improve and provide standardised training resources for anaphylaxis management. I 
want to touch on that when I talk about the findings of the coronial inquiry into the death of a 20-year-old 
woman in the north west of Western Australia, because the evidence that was presented during the course of that 
coronial inquiry, which was completed in April last year, clearly shows that there were conflicting views among 
the medical profession about the best way to treat what ended up being a death determined to be caused by an 
anaphylactic reaction. There is a requirement of timely specialist medical management of children at risk of 
anaphylaxis; therefore, there is not the time for childcare staff or teachers, for example, to figure out that it is 
somebody else who needs to deal with the emergency. It can literally be a matter of minutes—15 minutes in 
some cases—before a child can be at serious risk of death. 

There is a need to further develop and strengthen the communications that occur between health professionals, 
schools and licensed childcare services. If we think about this, it is really important and it would probably be one 
of the hardest parts to deliver. These are two of the biggest bureaucracies in government. Sometimes these 
bodies are not very good at talking to each other inside their own bureaucracies, never mind talking to another 
big bureaucracy, but it is really important that these communication lines are well established when it comes to 
making sure that the plans, policies and practices are the best they can be for those children who are at risk. 
According to the report, there is a need for a systematic reporting and recording register for risk management of 
anaphylaxis. One of the issues that emerges, because we are dealing with an emerging incidence of anaphylaxis, 
is that not a lot of data and research has been done to date; people are learning as they go. Within WA, Professor 
Richard Loh is recognised as an expert in this field, but, as I said, the evidence provided to the coronal inquiry in 
the case of that 20-year-old young woman demonstrated that there were inconsistencies in the knowledge that 
was available to the professionals who had to deal with that situation when it arose. 

Improvement is also required in the area of non-compliance among some parents in providing appropriate 
information and medications to schools. There is also the need for parents, who have not yet identified that their 
child has allergies that may lead to anaphylaxis, to improve their understanding so they can assist and engage in 
harm minimisation. That operates on a couple of levels—first, it is knowing that just because it has not happened 
to your child does not mean that it will not happen to your child. But it also means—people will have seen 
evidence in the schools that we deal with on a regular basis—making decisions about whether or not, for 
example, to have anything with peanuts on the school premises. I know that there are schools that already have 
in place policies that state that the school will not have anything on campus that contains peanuts. There are legal 
constraints, or there were at the time that the report was made, regarding the emergency administration of 
EpiPens by non-medical professionals in schools and licensed childcare services, and that in part is what the 
legislation before us deals with. It addresses the liability for those people who have to make that split-second 
judgement call that they need to apply medication urgently, irrespective of whether or not they know that 
specific consent has been provided by the parents. The recommendations of that report are in four parts. I would 
welcome the minister’s progress report on how we are going with the rest of those recommendations. The 
recommendations centre around the ongoing need to raise awareness of anaphylaxis and its health impact on 
parents and carers, the wider community and school and childcare services.  

I want to touch on that little bit. I made the point in a briefing that I had earlier today that when I went onto the 
Department of Health’s website and typed the word “anaphylaxis” into the general search engine, material that 
any parent might want when looking for information on anaphylaxis immediately popped up. Within one click I 
was immediately able to view the health department’s information on the management of anaphylaxis in schools. 
However, when I typed the word “anaphylaxis” into the search engine of the Department of Education’s website, 
a range of things popped up. The most recent information available on the department’s website was a piece of 
paper with no letterhead that was posted on 18 February 2010. The paper was headed “Anaphylaxis Training for 
Schools 2010”, followed by the heading “Program content” and a list of points. Then it stated — 

Certified anaphylaxis training will be available free of charge to all staff in schools from March 2010.  
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It went on to outline the training that would be provided. That is to be commended. That was the most current 
information I could find when I used that search engine. There was a lot of information about what Albany 
District High School was doing. I commend Albany District High School for the work that it has done. It was 
clearly set out on the website. But if I was a parent looking for information, while it would offer me some 
comfort that anaphylaxis training for schools commenced in 2010, it would not tell me much more than that. I 
wondered where else I could look on this website. I thought that there must be something that sets out the 
department’s information for schools and parents. I looked at the front page of that website and saw a link down 
the bottom left-hand side called “Policies”. I thought I would open that to see if there was anything there. I got 
into the “Policies” section of the website and typed the word “anaphylaxis” into the search engine. After about 
four or five clicks, I eventually got to the education department’s management document on anaphylaxis. There 
is a policy on the Department of Education’s website, but only a very persistent parent or anyone else would find 
it. I urge the minister to raise that issue with her colleague the Minister for Education. Information needs to be a 
lot more easily accessible for parents than that. My job is to search for that information. I was trying to think 
laterally about how I could find it. If a person was not used to using those kinds of websites, they would be hard 
pressed to find it. One of the key recommendations in the report was the need to raise the awareness of 
anaphylaxis. Having information available on an easy-to-access website is one of the easiest things to do and one 
of the commonest ways for people to search for information. I think that needs to be dramatically improved.  

The second suite of recommendations that came out of the report was titled “Better Planning and Better Future”. 
Part of that involved establishing the Anaphylaxis Management Implementation Group, an essential group that 
brings together experts from across a group of agencies to lead the implementation of those recommendations. I 
know that it has been implemented but I welcome advice from the minister on what it is concentrating its work 
on now. 

The third suite of recommendations in the report goes in part to what we are doing here today. It outlines the 
legislative change needed to govern the safe and secure emergency management of anaphylaxis by teachers and 
child carers in schools and childcare services. It also outlines procedures for reviewing and auditing first aid 
provision and anaphylaxis risk identification in schools and childcare services. I welcome the minister’s advice 
on that. I suspect that the material has been put together and we are still in the process of implementing it. I 
doubt whether anything has been reviewed so far. I welcome the minister’s advice if she has information on that. 
That recommendation also referred to the establishment of structures and processes to document and report on 
events of anaphylaxis, case fatality rate and near misses—that is important because we will hopefully only have 
near misses, I say touching wood—and their surrounding circumstances. It is sometimes easy to assume that the 
priority for the allocation of additional funds ought be getting the material out and making sure that people on 
the ground know what they have to do when confronted with this situation. That is certainly the priority. If we do 
not also allocate resources into maintaining an adequate database and tracking and mapping what is happening, 
we will not be able to move much beyond having a really good emergency response. It is important to have a 
really good emergency response but I think we also need to see whether the patterns are telling us something else 
about how we might manage or prevent that level of risk occurring in the first place.  

The fourth suite of recommendations in the report covers investment in sustainable actions and services. I think 
that is code for more money for ongoing programs. I do not say that flippantly but it is certainly the case that if 
we are going to have an ongoing standardised and certified education program for people on the front line, we 
need to ensure that the resources are available to make that ongoing. As I said, particularly in child care, less so 
in the teaching profession in which people generally stay in the workforce longer than some people in childcare 
centres. We cannot run the program once and assume that we will never have to do it again. Resources have to 
be committed to that on an ongoing basis. I would be interested if the minister could tell us what information she 
has about budget allocations to roll out the rest of that program. After it has been done once, when do we start 
doing it again?  

In the debate on this matter in the other place information was given on the rollout of the program in schools and 
childcare centres that was current to June 2010. I invite the minister to put on the record the percentage of 
schools and childcare centres that have implemented this program. I know that the officer who provided us with 
the briefing gave us that information but it would be good to put that on the record. I understand that it is 54 per 
cent of schools and 57 per cent of childcare centres but I ask the minister to confirm that advice and put those 
numbers on the record. I would also like to know what the time line is to complete the rollout. I understand we 
are just over halfway.  

The other point that was made in that suite of recommendations about investment in managing this issue as we 
go forward was improving the knowledge base of healthcare professionals and strengthening the protocols in the 
detection, diagnosis and appropriate management of children at risk of anaphylaxis. I have referred a couple of 
times to the coroner’s report into the death of a 20-year-old woman in 2007. The decision from that coronial 
inquiry was released in April 2010. It does not apply to children, but when we read the information that was 
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presented to that inquiry, it is clear that the medical staff were not sure what they were dealing with. There were 
a couple of reasons for that. Firstly, it appears that the young woman did not have as tight a management plan as 
she might have had. Secondly, the medical staff who dealt with her in the first instance did not identify that 
adrenaline would have prevented her death. In fact, there was advice from at least one medical officer, if not 
more, to that coronial inquiry who questioned whether adrenaline was the appropriate treatment. Those 
combined circumstances meant that a young woman died at the age of 20 when she did not need to. If she had 
been given adrenaline as soon as she presented to the first nursing post, she would still be here today. With 
absolutely no disrespect to members of the medical profession, sometimes we get sucked into the notion that 
they know everything. Unfortunately, in this case it was clear that the lack of information, education and 
consistent medical protocols when someone presented with the range of symptoms that this young woman had 
meant that she was not treated appropriately and she lost her life as a consequence of going to a cafe in Exmouth 
for dinner with her partner.  

The other recommendation out of that suite of recommendations was that a specialised paediatric anaphylaxis 
service for Western Australia be established. We have specialist expert advice on paediatric anaphylaxis in 
Western Australia, but I will welcome some advice from the minister on whether that has been brought together 
in one service. The point made at the end of that section of the expert working committee’s report is that if there 
is to be a successful transformation of the way we deal with anaphylaxis in schools and childcare centres, 
ongoing resources will have to be provided above existing departmental budget allocations. We will also need 
robust leadership. The report recommends the need for legislative changes, and we are doing that. It refers to the 
need for effective communication and collaboration across government and non-government agencies and 
partnerships with community stakeholders. They cannot do any of those other things if they do not have the 
budget to keep rolling out that program, which is why I ask the minister to provide us with some information on 
the budget allocation.  

As the report tells us, adrenaline is the only medication that has been shown to be effective for the immediate 
treatment of anaphylaxis. In a non-medical setting, an EpiPen—I think we will see one in the course of this 
debate—is a pre-filled auto injector containing adrenaline, and is used by the individual, their parent or carer 
during an acute generalised allergic reaction or anaphylaxis. The EpiPen Jr is recommended for children between 
10 and 20 kilograms. There is substantial evidence to suggest that early access to adrenaline or an EpiPen is 
associated with improved survival from anaphylaxis. Furthermore, of all the patients who have died from food-
related anaphylaxis, 84 to 91 per cent, depending on the research relied upon, did not receive adrenaline within 
the first 15 minutes of the onset of symptoms. That is an extraordinary figure. Those kinds of figures make it 
perfectly clear to this non-medical brain that we ought not be arguing whether adrenaline is effective.  

It is important that EpiPens be physically available and that there is access to them. We do not want people in an 
emergency to be asking, “Where is it?” or someone having to run a long distance to get one. That means 
everyone who is likely to be called on to use an EpiPen needs to be trained in its use. Early detection and 
recognition of the signs and symptoms of anaphylaxis, the report tells us, can provide opportunities for the 
timely provision of first-aid care and the transfer to medical facilities. If there is a 15-minute window, the people 
involved do not want to be debating where the EpiPen is or who knows how to use it. If there are only 15 
minutes, the people present need to be confident to act immediately and they need access to the EpiPen.  

Anaphylaxis is uncommon but it is not rare, and deaths from it are very rare. There is little data, the report tells 
us, on the overall incidence of anaphylaxis. There are no reported deaths from anaphylaxis among children in 
WA to date. However, I have referred a couple of times to the coronial report, and I will put the details of it on 
the record. This was an inquest held at the Carnarvon Coroner’s Court on 13 to 15 April 2010, which 
investigated the death of Kylie Anne Lynch. It found that the death occurred on 2 September 2007 at the Coral 
Bay nursing post, Coral Bay, as a result of anaphylaxis. I do not know the Lynch family at all, but I think if they 
were to find that their daughter’s death was being referred to in Parliament, they would want me to read some of 
the information that is available, so I will read the first line of the coroner’s report, which states — 

Kylie Lynch was a vibrant and fun loving young woman who lived in Karratha with her parents, Peter 
and Tiyaba Lynch, and her brothers and sister. She was one of eight children. Kylie was born on 
13 April 1987 and was only 20 years old at the time of her death. 

In July 2007, Kylie did not receive adrenaline … for her anaphylactic reaction. 

Professor Loh, Western Australia’s most eminent physician in the area of anaphylaxis, gave evidence that — 

… her symptoms were clinically concerning and she should have been given adrenaline.  

Dr Parker, one of the physicians involved, said that there was no guideline at that medical facility regarding 
treatment for anaphylaxis. The report continues —  
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… he considered that there were risks in giving adrenaline. Dr Parker’s concerns about giving 
adrenaline in this situation are concerning. However Professor Loh says they are in line with evidence 
of a widespread lack of knowledge of appropriate emergency treatment of anaphylaxis. He says there is 
considerable evidence that doctors and particularly junior doctors are reluctant to use adrenaline. He 
says concerns about the use of adrenaline for anaphylaxis are unfounded. Professor Loh says the 
medical profession needs to be educated about anaphylaxis protocols and the importance of using 
adrenaline as a front line treatment. It is clear on the evidence that there is a reluctance to use 
intra muscular adrenaline and an accompanying perception that it is less safe than it is. There is also a 
lack of knowledge about its importance as a first line drug of treatment in anaphylaxis.  

The coroner made some recommendations as a result of that inquest, which include the following — 

1. Those at risk of life-threatening anaphylaxis should carry an Epipen with them at all times, and 
particularly when eating out and when travelling to remote places. 

2. The Department of Health should develop a Western Australian ‘model of care’ for anaphylaxis. This 
should incorporate service provision by immunology/allergy specialists, other specialists, general 
practitioners, pharmacists and other health professionals to provide care and evidence based information 
in a timely manner. Adequate resources including a project officer should be provided. Minimum 
standards of care and service provision should be defined and must be adequately funded.  

3. The Department of Health should improve the education of health professionals about — 

a. acute management of anaphylaxis; and  

b. appropriate followup of the patient at risk of future anaphylaxis.  

As part of this there needs to be the development of best practice guidelines in the diagnosis and 
management of anaphylaxis which are regularly updated. There should be easy access to the … action 
plans for anaphylaxis, access to adrenaline autoinjector trainers and patient education resources, and 
access to adrenaline autoinjectors at the point of primary care after the initial episode of anaphylaxis.  

4. Education of the food industry as regards allergens and allergic customers needs to be improved.  

It is part of the evidence of this inquest that Kylie’s partner actually asked the staff at the restaurant they were in 
whether there were nuts in the food, and conflicting evidence was given about what information they were given. 
The coroner went on to provide other recommendations that are not relevant to this debate. The point I make is 
that if in 2010 the coroner found herself having to make recommendations that the Department of Health needs 
to do a lot more about a consistent approach to the management of anaphylaxis, we need to pay particular 
attention. If the health professionals cannot agree and have not agreed to date, and we are asking education and 
childcare staff to take on the responsibility for this, we had better make sure they are properly trained. We do not 
want situations to arise in which the training is not consistent, because the training may reflect part of the debate 
within the medical profession—it appears from the evidence given to the coronial inquiry that that debate is still 
going on—about whether adrenaline is the best course of action. My comments might incite a whole lot of 
correspondence—I hope they do not—from the medical profession. However, it seems to me that we must be 
absolutely clear about this because, although teachers and childcare workers have to deal with kids hurting 
themselves, sometimes seriously, as part of their daily work, if we are telling them that they have a 15-minute 
window in which to address this, we want to make sure that they are properly trained and that that training 
package continues to stay up to date. 

Another issue that I want to touch on is that this bill will create a head of power for the drafting of regulations 
that will give the relevant staff the right to administer medication in the absence of specific consent. I would 
welcome advice on the status of the drafting of those regulations. I would also welcome any advice the minister 
is able to give us about the implementation of the other recommendations in this report. I say that because, 
although this legislation is very important, if we do not implement the other recommendations in this report, this 
legislation will be of no use. For example, if we are not on a tight target to deliver the training that will be 
required, this legislation will be of no effect. As I have indicated, I have asked the minister to provide me with 
information about the percentage of schools and childcare centres that have already received training, and about 
the time line for that training. 

I am also interested in knowing whether there has been any cross-referencing of this 2007 report with the 
recommendations of the coronial inquiry; that is, whether anything has been picked up from the coroner’s 
findings that was not picked up in this 2007 report. I say that bearing in mind that the death of Kylie Lynch 
occurred in September 2007, and the report from the anaphylaxis working group was also issued in September, 
so obviously the writers of that report would not have had access to information about what had happened to 
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Kylie. I hope that the anaphylaxis working committee has picked up the recommendations from the coronial 
inquest last year and has amended its action plan accordingly.  

During the debate in the other place a question was raised about whether staff at not only licensed childcare 
centres, but also at creches, will be covered by this legislation. In the course of that debate, the Minister for 
Health was asked whether he would raise that matter with the Minister for Communities, who I note is currently 
out of the chamber on urgent parliamentary business. I ask the relevant minister if she would check on whether 
that has taken place. Crèches are often found in large shopping centres, in large shops such as Ikea, in recreation 
centres, and in gyms. The idea behind a crèche is that the children are kept in a separate area, under supervised 
care, but the parent or parents are close by. That would not be a problem at a gym or a recreation centre. 
However, if the parents were in Ikea and they needed to get to the crèche in a hurry—now I am going to get a 
letter from Ikea as well, I suspect—it might take a while, particularly if they were going against the flow of 
people. Certainly if the parents were in a large shopping centre that had a crèche, it might also be difficult to find 
the parents quickly. So I ask the minister whether she will also provide advice about that matter. 

As I have said, we support the legislation. However, if the minister could provide answers to the questions that I 
have raised, that would be helpful; and if we need to ask those questions when we are in committee, perhaps we 
will do that as well. 

HON ALISON XAMON (East Metropolitan) [4.03 pm]: The Greens (WA) will also be supporting the Health, 
Safety and Civil Liability (Children in Schools and Child Care Services) Bill 2010. We note that the bill 
implements the recommendations in the report by the Western Australian Anaphylaxis Expert Working Group, 
titled “Anaphylaxis: Meeting The Challenge For Western Australian Children”, and is part of a framework for 
the management of anaphylaxis in Western Australian schools and childcare centres. 

The bill amends the Civil Liability Act 2002 to give teachers and childcare staff greater protection from civil 
liability when they are acting in good faith and without recklessness to assist a child experiencing an 
anaphylactic reaction. The bill also amends the School Education Act 1999 to require that parents and guardians 
provide information to schools about any condition of the child, such as the child’s allergy status, that may 
require special steps to be taken, and report any changes in the child’s condition. Further amendments to the act 
include a regulation-making power to make provision for requirements as to the health and safety of children at a 
school or community kindergarten. The purpose of this amendment is to enable a regulation to be made for the 
administration of medication in an emergency if the relevant staff member reasonably believes that the child is 
experiencing an anaphylactic reaction, even if there is no consent to administer treatment.  

The Greens believe this bill should be welcomed. It will provide reassurance to parents, and protection for staff 
who are working with children in schools and childcare centres. The passage of this legislation will help to 
ensure that children who have an anaphylactic reaction when they are at a school or childcare centre receive 
timely and appropriate treatment, even in circumstances in which the parent or guardian has not provided 
consent, perhaps because this is the first time the child has experienced an anaphylactic reaction and the parents 
are oblivious of the fact that their child has this allergy. 

The legislation relies on regulations being made across a number of departments. Although the changes that we 
are talking about today relate specifically to anaphylaxis, the regulations will define the medical conditions that 
will be captured under this legislation, and presumably those regulations could easily be amended to include staff 
who provide emergency assistance related to other medical conditions.  

As the parent of two young sons in early primary school, I am personally comforted to know that these changes 
are coming through. To the best of my knowledge, neither of my sons has a food allergy. But neither of them has 
been stung by a bee, either, so I do not know whether either of them could be subject to an anaphylactic reaction. 
Therefore, on a very personal note, I am comforted to know that should something happen to my sons, they 
would be able to access timely intervention.  

We should be grateful that, to date, Western Australia has not had a reported death from anaphylaxis in a school 
or childcare establishment. Our state is said to be leading the nation in the management of anaphylaxis. I am 
pleased about that. But I am sure all members in this place would agree that that is no reason to be complacent, 
because the dangers of anaphylaxis are very real. In the past five years, there have been nine deaths in Western 
Australia caused by anaphylaxis. Three of those deaths were related to a reaction to bee stings; three of those 
deaths were thought to be a reaction to medication; one death was a reaction to an infective organism; and in one 
death, the allergen was unknown, which is very concerning. The ninth death, which is the one to which Hon Sue 
Ellery has referred, was that of Kylie Lynch, a 20-year-old woman who died in 2007 in a restaurant in Coral 
Bay. That death was assumed to have been caused by an allergy. That is the only death in Western Australia in 
the past five years that is assumed to have been caused by an allergy to food.  



Extract from Hansard 
[COUNCIL — Tuesday, 15 February 2011] 

 p12a-21a 
Hon Sue Ellery; Hon Alison Xamon; Hon Kate Doust 

 [7] 

The inquest into Kylie’s death revealed some very important information. Clinical Associate Professor Richard 
Loh, who was an expert witness at the inquest, noted that in only half a generation, food allergy has become a 
major public health issue in Australia for children and those who care for them. He presented the coroner with 
some worrying facts. Those facts are that the rate of peanut allergy has doubled in Australia in the past 10 years; 
a recent Australian study has predicted that up to eight per cent of babies—that is, approximately 24 000—are 
likely to develop potentially deadly food allergies by the age of one; and that rates of emergency department 
visits and hospitals admissions for food-induced anaphylaxis have doubled in Australia over the past 12 years. 
He said also that although fatal anaphylaxis is rare, it often afflicts otherwise healthy people who are in the prime 
of their lives, and 90 per cent of these deaths are preventable. 

Professor Loh said also that there is no cure or treatment for food allergies. Ultimately, avoidance is the only 
way to prevent an anaphylactic reaction. I remember Nigella Lawson, the famous British chef, saying that the 
first time she decided to give her two young children peanuts was when she went to the doctor’s surgery. She 
tells the story of how she loaded up some sandwiches very thickly with peanut paste and sat there and gave it to 
her children in the doctor’s surgery. She just sat there and waited and watched them. I think that really brought 
home just how concerned people are about the potential for anaphylactic shock. We know that anaphylaxis is a 
very sudden and severe allergic reaction. It is its severity, I suspect, that prompted Nigella Lawson to give such 
sandwiches to her children in the doctor’s surgery. The allergic reaction is caused by exposure to certain 
substances such as foods and medications or various stings and bites. We also know that increasingly 
anaphylaxis is impacting on many children and families in Western Australia each year. According to the charity 
Anaphylaxis Australia, 15 000 Australian children are newly diagnosed with severe allergies each year—that is 
15 000 new diagnoses each year—and an estimated 4.1 million Australians are living with at least one allergy. 
Although it is rare for anaphylaxis to cause death, its incidence is on the rise.  

Children spend a huge portion of their lives in schools and childcare centres. As parents, we want to know that 
our teachers and our childcare workers who we are entrusting with our children have the ability to deal with life-
threatening emergency situations. I note that in October 2007, the former government committed $6.6 million 
across four years to implement the recommendations in the report I mentioned before—“Anaphylaxis: Meeting 
the Challenge for Western Australian Children”. In November 2008, the Department of Health conducted a 
statewide survey on schools and childcare services. The results are concerning reading. One in 74 students—
3174 students—were identified as being at risk of anaphylaxis; 82.7 per cent of schools have at least one student 
at risk of anaphylaxis; and over 50 per cent have three or more at-risk students. One in seven schools had at least 
one student who had had a reaction in the last 12 months, and 78.6 per cent of schools prepare healthcare plans 
for their at-risk students, which means, alternatively, that almost 22 per cent of schools had not. Sixty-nine per 
cent of at-risk children have a prescribed EpiPen stored at school, and 19 per cent carry one with them, which are 
disturbingly low figures. Forty-nine per cent of teaching staff and 39.1 per cent of non-teaching staff had 
attended EpiPen training in the last 12 months. Again, those are disturbingly low figures. Forty-two per cent of 
schools were unaware of staff anaphylaxis training options available to them. 

In child care, one in 55 children was identified as being at risk, and over 50 per cent of services had at least one 
child at risk. One in 30 services had at least one child who had had a reaction in the last 12 months. Sixty-seven 
per cent of services prepared healthcare plans for their at-risk children. Again, that is 33 per cent of services that 
had not. The survey noted that 60.5 per cent of children at risk of anaphylaxis had an EpiPen stored at childcare; 
33 per cent of staff had attended EpiPen training in the last 12 months; and 42.2 per cent of staff were unaware 
that staff anaphylaxis training options were available. These figures are not good; they are not particularly 
comforting. I will speak a bit more about that later, and I hope the government has some further training 
objectives on the agenda, because I know the importance of a comprehensive response to the issue of 
anaphylaxis. It is essential that our response includes clear guidelines, ongoing training and other support for 
teachers, childcare service workers and parents on how to manage anaphylaxis. I note that other strategies 
include a resource kit that was distributed to schools in early 2010. I am interested to know what has occurred 
since then. 

One of the recommendations of the report was the development and delivery of standardised training. However, 
I note that training is not covered in this bill. During the briefing, I was told that training is covered in the 
Department of Education’s student healthcare policy, but we need to ensure that the training on this important 
issue is provided on a systemic level. It needs to be standardised and to be of high quality. It also needs to be 
provided regularly enough so that in an emergency the information is going to be easy to recall, so that any 
changes in health best practice can be incorporated. The last thing we need is to have the success or otherwise of 
how a child experiencing anaphylactic attack is dealt with being dependent on the luck of the draw in terms of 
what school or childcare centre the child attends. 

Staff at schools and childcare centres also have a right to training, not only in relation to the administration of 
medical assistance but also about their rights and responsibilities in this area. It is also about ensuring that we do 



Extract from Hansard 
[COUNCIL — Tuesday, 15 February 2011] 

 p12a-21a 
Hon Sue Ellery; Hon Alison Xamon; Hon Kate Doust 

 [8] 

the right thing by employees. Employers, whether we are talking about the Department of Education or the 
childcare providers, have an obligation to provide this training to ensure that the training is readily able to be 
attended. Training should be mandatory and needs to be updated regularly.  

Like Hon Sue Ellery, my understanding is that by the middle of last year, less than half of the relevant staff 
received training in the use of adrenaline auto-injectors. I would also be grateful if the minister is able to supply 
the updated training figures. 

The bill highlights the quite extraordinary responsibilities that we entrust to the people who care for our children, 
and also the importance of the role played by many staff at schools and childcare centres. I use this opportunity 
to recognise the remarkable service performed by school, staff and childcare workers. This work is often 
performed with very little recognition. This is particularly the case for childcare workers, who are relatively 
young workers and receive some appallingly low wages when considered in the context of the quite onerous 
responsibility given to them in looking after our children. 

My understanding is that this bill is the result of a collaboration between a wide range of stakeholders. It has 
required an interagency approach, as it is covering issues relevant to the departments of education, health and 
also community services. I note that without this type of collaborative approach, including the important 
contribution made by the Anaphylaxis Management Implementation Group, there is little likelihood that we 
would be able to effectively manage an issue as complicated as anaphylaxis. 

I note that in early 2010 the health minister made sure all schools had access to additional EpiPens, rather than 
just one EpiPen for each child who had already been diagnosed with anaphylaxis, so that if a student has a 
reaction at school for the first time—as I mentioned, it could be any child; it could be my child—an EpiPen is 
available to treat that student. This is a welcome development. However, I note that there is still a long way to go 
in the management of anaphylaxis in WA. The expert working committee report recommended the establishment 
of a specialised paediatric anaphylaxis service for Western Australia. I would welcome the government’s advice 
on where this is at. 

Following the investigation into the death of Kylie Lynch, the State Coroner made a number of 
recommendations. Specifically, the coroner recommended that those who are at risk of life-threatening 
anaphylaxis should carry an EpiPen with them at all times. For the purposes of the government’s response, the 
coroner recommended that the Department of Health should develop a WA model of care for anaphylaxis that 
needs to incorporate service provision by immunology and allergy specialists and other specialists. I would like 
to know where that is up to. The coroner also recommended that the Department of Health should improve the 
education of health professionals about acute management of anaphylaxis and appropriate follow-up with any 
patient at risk of future anaphylaxis. As part of that process, the development of best practice guidelines is 
needed in the diagnosis and management of anaphylaxis that are readily updated. I would appreciate the 
minister’s advice on the status of the coroner’s recommendations. 

Education of the food industry on allergens and allergic customers needs to be improved; I am a big fan of that 
recommendation. As someone who has particular dietary needs, I am acutely aware of how little understanding 
many people in the food industry have about particular dietary requirements. That is obvious when I ask very 
clearly and very specifically: does this food contain X? It would be easy enough to find out whether it does, but 
the number of times I have had nasty surprises is too many to mention. I therefore think this is an area of great 
need. I note again that the recommendations include the need to train staff about allergens, about allergic 
customers, about accurate labelling, about full and complete disclosure of food ingredients and about the 
important issue of possible cross-contamination with allergens. This could be done by environmental health 
officers, who would also need further training for this purpose. Another recommendation is that PathWest 
Laboratory Medicine WA needs to retain blood samples and the like. 

The following recommendation is one that I think is particularly pertinent: that is, the Department of Health 
should provide video link facilities and hands-free phone facilities, preferably with a headset, for remote nursing 
posts such as at Coral Bay where a doctor is not resident and medical support in an emergency has to be 
provided by electronic means. That recommendation is a critical one that would have a positive roll-on effect for 
any number of issues. I would therefore be interested to know where that recommendation is at and whether the 
government has any plan to extensively roll out a measure like this. 

I also note that the federal government was given a responsibility within the coroner’s recommendation. I realise 
that the minister is not in a position to respond to this recommendation, but I want it noted. It is that Medicare 
Australia revise the pharmaceutical benefits scheme prescription criteria for the prescription of EpiPens to 
clearly enable them to be more readily available. 
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They are the points I want to make. The Greens (WA), again, support the passage of this bill. This legislation is 
an important first step, but there is quite a lot that we still need to do to make the situation even better. I look 
forward to hearing the minister’s response. 

HON KATE DOUST (South Metropolitan — Deputy Leader of the Opposition) [4.22 pm]: I will not repeat 
the comments that were made earlier in support of this legislation. I do support it, of course, but I want to make a 
few comments as the parent of a child who has to deal with the issue of anaphylaxis. My eldest daughter, 
Rebekah, has an allergy not just to certain types of mosquito, as we have discovered over time, but also to bees. 
This type of legislation is indeed welcome, as it will provide that reassurance that if these incidents happen at a 
school, then the school will be able to provide the care that she required at the time. Rebekah is now 19 years 
old, and so has moved out of that formal schooling situation, but she still needs to take an EpiPen with her. 
Unfortunately, she cannot take it with her today because I swiped it from her, and told her not to go out into the 
garden or go near bees! I have brought it with me because not all members will have seen one. I have not had the 
opportunity to deal with one of these for quite some time. Learning how and when to use one is a complicated 
process. I am therefore pleased to see that this legislation deals with not only the issues of liability for teachers 
and childcare providers, but also training and how to use the necessary remedy to the problem. 

I want to go back and talk about when we first found out that Rebekah was allergic, in particular to bees. We 
found out when we were in Indonesia when she was two years old that she was allergic to mosquitoes because 
her whole face closed over. We were not too sure why that was; we thought it was caused by Indonesian 
mosquitoes. But we also had another incident with mosquitoes the morning of one election—I think it was 1996. 
Again she was only a couple of years old. She came out to say, “Good morning”. Members will know what it is 
like on election morning—running around trying to get things done. I said, “That’s fine, sweetie, I’ll see you 
soon.” I turned around and looked at her and saw that, again, she had been bitten; her whole face had closed 
over. We had to race her off to the doctor and get it all sorted out. However, it was not until she was at school 
that we had a bit of a calamity one day. I remember sitting in Princess Margaret Hospital for Children with her 
baby brother who had chicken pox and had broken his teeth that day. He had rolled off the sofa and smashed the 
dummy in his teeth. There was blood everywhere and a screaming child. My husband brought the other two girls 
to the hospital while we were waiting many hours to get in, and Rebekah said to me, “Oh Mummy, I got bitten 
by a bee today at school.” I said, “Oh yeah, sure dear, you’ll be fine.” Then I looked at her leg which had totally 
swollen up. I said, “Well, didn’t they do anything at school?” She said, “Oh no, they just told me to go and wash 
it and that was it.” She was about five or six years old, or maybe seven at the time, and we had to take her to the 
doctor to deal with that. As a result of that, we have always made sure we had Claritin or steroids in the house to 
try to assist her, but we have to be constantly wary of these types of issues. I have pulled out every bit of 
lavender in my garden. I have destroyed most of our bee-attracting plants. Rebekah does not like to spend a lot 
of time in the back yard, because on one occasion when she did, before I removed the lavender and the roses, she 
got stung inside her ear. She reacted very swiftly and swelled all the way around the back of her head. As the 
swelling was quite close to the throat, there was a very quick dash to Princess Margaret Hospital to get that 
resolved. 

We must therefore be very careful about these things. This type of legislation is important, although it has taken 
some time to draft. However, it will provide relief for schoolteachers and childcare providers. The very many 
constraints on teachers and providers for giving medication to children at school makes it very difficult for them, 
as there can be many ramifications when something goes wrong. This bill will provide some reassurance to 
them. It is an important step that many schools each year will be able to require parents to provide details of any 
allergy and any medication. There is a vast change in approach to eating habits—Hon Sue Ellery has alluded to 
this—but parents will get notification that there will be no peanut products at school. I know that will be really 
hard for people managing their diet. Lunch is not always an easy thing to provide, as there are many peanut 
products in different foods we make for school lunches. But this legislation is a good thing, as children will now 
start to think about these things. Hon Donna Faragher has all of this ahead of her in the future. But this is an 
issue about which we as parents will become better educated—an issue we would never have thought about 15 to 
20 years ago. Now it is a focus. 

Recently one of my son’s school friends came to visit—a lovely young bloke. The boys decided they would 
make themselves some noodles in the kitchen on Friday afternoon. All the way leading up to this visit by this 
young fellow my son kept saying to me, “Rowan’s allergic to peanuts. We can’t have anything with peanuts, and 
he gets very sick if he has them.” I was therefore very careful. I thought I had removed everything that contained 
peanuts and that nothing was on offer for these kids that would have peanuts in it. I went out to the kitchen 
where the boys were making their noodles. I looked at what they were doing and said, “Rowan, what are you 
having?” He said, “I’m having satay noodles.” My son said, “That’s all right, Mum, there’s no peanuts in satay.” 
Not very bright, my son! So I whisked that away because I had an image of this child — 

Several members interjected. 
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Hon Simon O’Brien: He obviously takes his brains from his father! 

Hon KATE DOUST: He is a lovely boy but, you know, sometimes I wonder! 

Hon Ljiljanna Ravlich: You’re on Hansard! 

Hon KATE DOUST: That’s fine; I love him to death. 

So, I whisked it away because I had a vision of this poor child eating these satay noodles in my house and his 
father coming to pick him up and I would have to deal with the consequences. Anaphylaxis can, therefore, 
happen to anybody. No matter how careful we are, the risk is there; that incident was in a home situation. The 
issue is therefore about us as parents becoming better educated and making sure that when we have visitors 
around, we try to exclude those potential risks. However, this legislation is important. As has been already 
alluded to, there now appears to be an increase in the number of Australian children who are susceptible to 
allergies. I read in one of the pieces of information—Mr President, you are going to cut me off in a moment, are 
you not?—that something like 15 000 children a year are diagnosed with a severe allergy and something like 
4.1 million Australians suffer from at least one allergy. Therefore, I dare say a number of people in this chamber 
probably have some sort of allergy. It is the sort of thing that people start to talk about: what they are allergic to 
and how they react. 

Several members interjected. 

Hon KATE DOUST: Members do not have to talk about it right now; they can talk about it later! 

Debate interrupted, pursuant to temporary orders. 

[Continued on page 31.] 
 


