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ALBANY REGIONAL HOSPITAL — KIERAN WATMORE DEATH 
Grievance 

MR P.B. WATSON (Albany) [9.10 am]: My grievance is to the Minister for Health. I stand here today to talk 
on behalf of Jim Watmore and Helen Soreink, the parents of Kieran Darragh Watmore, who died on 28 April 
2008 from fatal asphyxia at age 17. The main reason I make this grievance today is to talk about the Department 
of Health and the suffering that the family went through to get the justice it was seeking. Jim and Helen have 
given me some main points about the concerns they had in trying to find justice. According to my notes, they are 
as follows —  

• Having a main contact at the hospital to liaise with. 

• The reality is that each element in Kieran’s death needed to protect itself and this became very 
evident at the Coronial Inquest. Nurses, doctors and the Health Department (HD) were all trying to 
diminish their individual responsibility and lay the blame elsewhere. With this being the case there 
was no-one who did not have a vested interest in providing the bare minimum of information. This 
made easy communication difficult. I’m not sure how you would ever get around this. There would 
have to be an independent body. This could be HaDSCO but again that was down to us finding out 
that it existed. 

• A big thing we discovered was that unless as a family you make the complaint against the nurses or 
doctors to the relevant boards you will never be privy to the outcome of their investigations. We 
initially made the assumption that we would be informed but this is not the case. This potentially 
means that families could be left with minimal knowledge about what the professional bodies find 
out about the people involved in the death of a family member. This should be explained. 

• We only found out about the three-year statute of limitations through the lawyer. Not everyone has 
a lawyer so would not be able to proceed with any legal charges if a coronial inquest took three or 
four years to be held. The inquest into Kieran’s death is the quickest I have heard of. No-one within 
the Health Department informed us of this. 

• Not being told what the Coronial process involves. We found out by chance that the initial 
questions we posed about how services were delivered at ARH when Kieran died were the catalyst 
for an inquest as opposed to an inquiry which may never have come to the conclusions that the 
inquest did. Finding out this after the fact raises the issue of equity for families. I knew quite a bit 
about ARH because I had worked there but if you didn’t know the system or the questions to ask 
you would be very disadvantaged. 

• For me one of the most difficult things was having to listen to the initial Health Department spin, 
particularly given the person making the statements that ARH was a safe hospital was the person 
who had been the head of WACHS while the hospital slid into decline and then got the job as DG 
after Peter Flett. WACHS was the overseeing body so someone was majorly not doing their job for 
things to have reached the state they were in when Kieran died. Your child doesn’t survive the 
9 hours that they were on their own and the highest priority seemed to be to reassure Albany that 
they would learn from their mistakes etc. Given they didn’t do any investigating of their own for 
over a year after he died I am not sure how they intended to do this. 

• Having to initiate all but the first two meetings with the Health Department. Susan Kay was the 
only person to call and ask to meet us when she was fairly new to the job. The Health Department 
said they would keep us informed but never did. 

• Having to go through Freedom of Information to get the Internal Investigation report. Having read 
it, I am not surprised they were reluctant to have it made public. 

• What is really frightening to me is the fact that at the time of Kieran’s death no internal processes 
within the HD would have revealed the depth of the problems at ARH. It took a high level of 
adverse publicity, in-depth questioning about the circumstances of Kieran’s death and a Coronial 
Inquest to pressure the government to have an External Investigation. No system should be as 
devoid of accountability as the HD was at that time. Whatever checks and balances were in place 
were not effective. Two Root Cause Analyses and an Internal Investigation did not reveal what the 
External Investigation did. That needs to change. 

• The HD’s publicly stated confidence in their obviously flawed system was really distressing 
because it indicated that they may not see a need for a really good look at what went wrong. When 
you have just lost your 17-year-old son it is not what you want to be hearing. 
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• I am not sure what would have made a big difference. The first year before the Coronial Inquest we 
thought Kieran had died of anaphylactic shock. It was only through the Coronial Inquest that the 
scopes of the problems at ARH were revealed and then it was the start of the search for answers. 

• To rely for quality control on the resources of two grieving parents is ridiculous and so unfair but 
that is what has happened. It is only now that I feel I can grieve Kieran’s death without wondering 
who the next fight will be with. The External Investigation delivered more than I ever imagined. It 
is the implementation that will make the difference to the hospital. 

• To really sum it up: why was it left to two distressed and grieving parents to take charge of 
effecting profound change that obviously was the role of the Health Department? 

• Kim Snowball stated early on in the piece that “ARH was a safe facility”. This is the statement that 
totally capsulizes how the HD was so far from the mark and clearly showed their position in this 
matter. If Helen and I hadn’t pushed on, one wonders what outcomes would have materialised. We 
had become the “pebble in the shoe” but the HD knew that the press were watching, which worked 
in our favour. 

• Parents without the energy or willingness or the resources that Helen and I had, this whole saga 
would have reached {if any} a completely different conclusion. 

I know Kieran would be very proud of his parents. A lot of other parents would not have had the desire or the 
passion to follow on in the way they did. When I spoke to Jim last night, he said “You never expect to bury your 
children. It’s a grief that is boundless”. I hope that what this wonderful family has done for their son means that 
we can stop something like this happening to other families in the future.  
DR K.D. HAMES (Dawesville — Minister for Health) [9.17 am]: I thank the member for Albany for raising 
this issue in the house. I had great pleasure recently—just last week—of visiting Albany and meeting both 
parents, James and Helen. I was extremely impressed by them. They are obviously still grieving after their son’s 
tragic death. They are very proud parents, and they are very proud of the outcomes that they have been able to 
generate through the work they did in response to the death of their son Kieran. The member for Albany outlined 
some of the things they had to go through. The parents told me that they were thankful that we had initiated the 
Health and Disability Services Complaints Office investigation and that we were prepared to make it public. It 
highlighted the problems that occurred, warts and all, and made sure that all the recommendations by the 
Coroner’s Court were being followed through. The report commented on how that process had worked, 
vindicated the concerns of the parents and made sure that the hospital and its staff—and I as minister—are very 
much aware of the failings that led to Kieran’s death. They are very happy with the changes that have been put in 
place as a result of that, and are very much looking forward to seeing the way the new hospital operates.  

When walking through the new hospital and looking down on the whole hospital, I realised what massive 
changes have been made and what massive changes will be made. Massive change within the hospital has 
already come about as a direct result of the actions of Kieran’s parents. Even though it is a regional hospital, 
Albany Regional Hospital operated very much along the lines of an old country hospital, which is similar to the 
way my father and I have worked in such hospitals. Staff are reluctant to call in doctors because they also work 
in general practice all day and see lots of patients. The doctors also get dragged out in the middle of the night, 
and so staff are reluctant to call them in; they need to make sure that a child is extremely sick. Under that 
process, things can go wrong, particularly when the person in charge either makes a mistake or is not sufficiently 
experienced. Albany hospital has changed enormously since then. It now has full-time doctors. There are also 
full-time residents, registrars and consultants.  
Mr P.B. Watson: They are concerned about the system afterwards.  

Dr K.D. HAMES: Yes, I know. But the other day the parents told me that they are very happy with the changes 
that have been put in place and the change in process that has been put in place as a result of their actions. 
Mr P.B. Watson: The main point this morning was about them finding out about the nurses and doctors.  
Dr K.D. HAMES: Sure; I understand that. I discussed all this with them during a half-hour meeting when I was 
in Albany. They went through all the issues and concerns about making sure everything would be put in place. 
The changes that have been made and the changes that have to be made must be a part of the culture of the new 
hospital. They have a lot to be proud of, and I am confident that their son would be proud of them. The 
persistence they have shown through difficult times has been amazing. In fact, it wore them out spiritually and 
mentally. It is incomprehensible how these parents have been able to cope with the death of a very good looking, 
very active and very intelligent young man. My heart goes out to them. All I can say is that we will do 
everything that we need to do to make the system better. In fact, we have changed the way the process works for 
tragedies that occur like this. The member would have seen that we immediately held an independent inquiry 
into the death of that poor young man in Northam. We still do internal inquiries and coroners’ inquiries when 
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required, but in that case we immediately initiated an independent inquiry; that is the key. No matter how 
diligent or honest staff may think they are when investigating a case, the parents must have faith in what an 
internal body, looking at its own navel, will do and find and say. Having an external inquiry gives confidence to 
people from outside the system, and it also reminds people within the system that all the issues related to a case 
must be brought forward and dealt with in an honest way. Everything that has gone wrong must be laid on the 
table in an independent inquiry. The death of Kieran has brought about that change to the system by government. 
The great lesson for all of us is to make sure that when things go wrong, we need to be thorough and detailed in 
our investigation, and we need to make sure that we have someone running an inquiry with a degree of 
independence—as we did with the bushfires inquiry—to make sure that all of the issues are laid bare. 

Once again, I thank the member for Albany for not only presenting those issues to this house on behalf of James 
and Helen, but also giving me the opportunity to rise to thank them for all they have done, and to pass on my 
deepest commiserations to them.  
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