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DEATH OF MR WARD � IMPLEMENTATION OF CORONER�S RECOMMENDATIONS 
Urgency Motion 

THE PRESIDENT (Hon Barry House): I received the following letter this morning � 

Dear Mr. President, 

Urgency Motion 
I give notice that pursuant to SO 72 I intend to move that the House, as a matter of urgency, recommend 
that the Government immediately implement the recommendations of the State Coroner on the Record 
of the Investigation into the Death of Mr Ward, and that the House note the connection of this death 
with the recommendations of the Royal Commission into Aboriginal Deaths in Custody. 

Yours sincerely, 

Giz Watson MLC 

Member for North Metropolitan Region 

The member will require the support of four members in order to move the motion. 

[At least four members rose in their places.] 

HON GIZ WATSON (North Metropolitan) [3.39 pm]: I move the motion. 

Through this urgency motion I seek to discuss a very serious matter. On Saturday just gone I attended a very 
passionate public rally in Forrest Place. Despite the fact that it was a cold, wet Saturday morning, more than a 
thousand people in Forrest Place were calling for justice for the death of Mr Ward, an Aboriginal elder who died 
in custody. The atmosphere at that rally was quite extraordinary. There was an enormous amount of despair, an 
enormous amount of grief, an enormous amount of anger and, I dare say also, an enormous amount of shame, 
particularly among the non-Aboriginal participants, in that once again we, I would argue, have been collectively 
responsible to some extent for the failure to provide an adequate duty of care to this man who died in custody 
approximately a year ago. 

The rally was not only well attended, particularly considering that it was called at relatively short notice and was 
held in the sort of weather in which most people would much rather have stayed at home, but also a public 
outpouring which called for many things. I was struck in particular by the call for no more excuses, no more 
delays and a full implementation of the recommendations from the coroner�s report. The rally also specifically 
called for an immediate termination of the contract between the government and the private contractor that is 
responsible for custodial transport, which is G4S. The rally also called for immediate steps to reduce Indigenous 
imprisonment, because at the very core of this case is the appalling rate at which Aboriginal Western Australians 
are imprisoned. There was also a call for a public inquiry into systemic racism. 

One of the things that struck me most about this gathering was the significant number of Aboriginal people who 
got up and spoke about their experiences of having family members incarcerated, some of whom were 
incarcerated at the time they were speaking, and their despair at feeling that it was just a constant cycle and that 
their family members would sooner or later find themselves back in prison. It is important that we acknowledge 
this case, because it is an extraordinarily terrible case. 

Mr Ward was a 46-year old Aboriginal elder. He was arrested in Laverton over a traffic offence. He was 
transferred from Laverton to Kalgoorlie, which is a distance of approximately 360 kilometres. It was a journey 
that took about four hours and occurred in a very hot part of the day and at a very hot time of the year. It is 
estimated that the temperature in the van itself went as high as 56 degrees Celsius. As a result of heatstroke, he 
died. I want to quote from the coroner�s report, which states on page 4 � 

A subsequent post mortem examination revealed that the deceased had died from heatstroke and it is 
clear that the deceased died as a result of being held in the rear pod of the vehicle in conditions of 
grossly excessive heat. 

The coroner goes on � 

It is clear that the deceased suffered a terrible death while in custody which was wholly unnecessary 
and avoidable and it has, therefore, been important at the inquest to explore the circumstances in which 
he came to be in custody as well as how he came to die. 
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I want to inform the house a little about this man, because any death of this nature is not only a tragedy and an 
appalling circumstance, but also made all the more worse when we realise the standing of this man in his 
community and the loss to the community that his death has caused. The coroner�s report at page 10 states that 
he was � 

•  a central figure in his own family, both for his wife and four sons and for his extended family, he was 
an excellent provider and a loving and supportive family figure;  

•  a central figure in his community at Warburton and in the surrounding lands with a unique knowledge 
of culture, land and art; and  

•  a central figure who played a crucial role in forging relationships between his own community and non-
Aboriginal communities in Western Australia, Australia and overseas. 

On page 11, the report goes on to say �  

The deceased had been a chairperson in his local community and was chosen to represent the 
Ngaanyatjarra lands in a delegation to China. He had represented the lands and attended meetings both 
within Western Australia and in Canberra.  

The deceased had worked for many years in a battle to have the rights of his people in the Gibson 
Desert Nature Reserve recognised.  

Members might remember we debated a bill to achieve this in this place not that long ago. It was my good 
fortune to deal with a number of Mr Ward�s family in relation to that piece of legislation, which unfortunately 
was not supported by all parties in this place and has now lapsed. Again, that is a tragedy for that small 
community. The report further reads � 

In addition the deceased was a renowned artist who had skills across many art forms.  

� 

The deceased was a traditional owner of the land and he had worked as an interpreter in transactions 
relating to native title. 

The report goes on to say at page 12 � 

There is no doubt that no person should have died in the circumstances in which the deceased died, a 
captive in the back of an overheated prison van, but the death was particularly poignant, being the death 
of such a highly regarded man who had achieved so much during his relatively short life. 

How did this happen? We know from the coroner�s report that the vehicle was unsuitable. The van was 
converted over eight years ago by the then company that had the contract to transport prisoners; that is, the 
Australian Integration Management Services Corporation Pty Ltd, or AIMS. On page 19 of the coroner�s report, 
it is stated that these vehicles � 

� were never designed to be used in remote locations in conditions of extreme heat.  

This fact was known to the owner of the vehicles, the Department of Corrective Services.  

Apart from the general comment that the vehicle was not suitable for use in these locations and in extreme heat, 
we know that the vehicle�s pod had an all-metal interior, it had no hand holds, it had no windows, the closed-
circuit television did not work properly, the duress button was inadequate, and the vehicle had no spare wheel. I 
quote from page 27 of the coroner�s report � 

� servicing or repairs had been carried out on the Mazda vehicle 45 times in the two and half year 
period prior to the death; an average of once every three weeks. 

One employee was quoted as saying that everybody knew the vehicles were crap. I think that probably sums it 
up.  

The question of the arrest of this man is also of concern, and was raised by the coroner. It is clear there was no 
discretion used. The man was arrested driving on the outskirts of a small town. The police were quoted as saying 
they saw nothing untoward about the deceased�s driving. There were no pedestrians around and, arguably, the 
prospect of him actually causing harm to anybody else was very slight.  

Who is responsible? The report is significant in that it says that this transfer should not have happened. I quote 
from page 117 � 
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It is also important to note that this transfer of custody would not have happened at all if police and the 
JP, Mr Thompson, had complied with relevant legislation. 

The very arrest and holding of this man has also been called into question. The issue of the justice of the peace is 
damning, to say the least. Page 137 of the report states � 

The involvement of the JP in this matter is particularly concerning.  

It is clear that the JP had a very poor understanding of his role and responsibilities as a JP. He had never 
undergone any training as a JP � 

The JP had not read all the relevant handbook or legislation and did not have direct access to relevant 
legislation such as the Bail Act. 

The JP did not know that he was required by Section 7(1) of the Bail Act to consider the deceased�s 
case for bail whether or not an application for bail was made by him. 

It goes on. There is a huge question now raised about the role of JPs, particularly the role of JPs in the country. 
At page 138 the report states � 

The above evidence raises serious concerns about the use of JPs in country areas. 

It highlights a need for change.  

In relation to the two employees, Mr Powell and Ms Stokoe, the report clearly says that Mr Ward�s death was 
contributed to by the actions of Mr Powell and Ms Stokoe. They had little training. This is also a concern, 
particularly when there are private contractors providing custodial services. The report states � 

The GSL staff came from a wide variety of backgrounds and some had no prior security or custodial 
experience.  

Apparently, they had received some training. Page 54 states � 

The only practical training which they received was in the use of restraints and the use of force. 

That is probably telling in itself. The report says that the employees failed to check the air conditioning system, 
they failed to stop to check the prisoner and they did not show the prisoner where the duress alarm was. It is also 
concerning to note that the coroner found that the evidence of the two employees was untruthful and there was 
evidence of collusion between them before they were questioned by police. There are serious concerns about 
these former employees.  

The Department of Corrective Services is also culpable and was found to have contributed to the death of 
Mr Ward. It owned the vehicles from November 2006. It did not act on the reports of the Inspector of Custodial 
Services, which clearly highlighted the concerns about the vehicle fleet back in 2001. There was a serious issue 
with the division of responsibilities, which the coroner speaks to, in setting up contracts. It was very unclear who 
was responsible for what. Page 85 of the report states � 

� divided responsibilities had enabled questions of passenger safety, dignity and reasonable comfort to 
be evaded. � the Department and the contractor have focused on commercial issues and had reached 
such a stage of mutual disillusionment that service quality is at risk, and neither party has monitored 
service quality in an appropriate way.  

The coroner found that the department was well aware of the problems and took no action. The action of the 
department was found to have contributed to the death of Mr Ward.  

Then we go to the contractors themselves. It is clear that they were also found to have contributed to Mr Ward�s 
death. The report was damning in this regard. Page 111 of the report states � 

No effective action was taken to ensure that duty of care to prisoners could be complied with in vehicles 
with inadequate temperature controls, poor communication between prisoner pods and vehicle cabs and 
other such matters.  

With regards to a broader culpability�this is me speaking, not the coroner�it is important that we also note that 
successive governments have failed to provide duty of care and that this issue of safety and procedure in vehicles 
has been known about since at least 2001. I have raised this matter in this place by way of questions and 
statements. The government has failed to bring the private company into line. It has failed to adequately deal 
with a private company�s contract to provide custodial services. It is also beholden to note that the failure of the 
cabinet in the previous government to approve the purchase of a new fleet is shameful. This is despite the fact 
that it gave assurances that it was underway. It is extraordinary that in a wealthy state, in the middle of a boom, 
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money could not be found from a budget to provide a new fleet of 40 vehicles to provide the minimum duty of 
care to prisoners and people in custody.  

We as members of Parliament have collectively failed in our representation�particularly members of the 
Mining and Pastoral Region, of whom Mr Ward was a constituent�to prevent an unnecessary death in custody. 
I call on all members to do whatever they can to ensure that the recommendations of the coroner are fully 
implemented as a matter of priority, otherwise it is almost inevitable that something horrific and totally 
avoidable will occur again. I convey my sincere condolences to Mr Ward�s family.  

HON KATE DOUST (South Metropolitan � Deputy Leader of the Opposition) [3.54 pm]: The opposition 
supports the spirit of the motion that has been moved by Hon Giz Watson. We all agree that Mr Ward�s death 
was both tragic and preventable. We have been watching the media, and the circumstances of Mr Ward�s death 
were indeed horrific. I thank Hon Giz Watson for outlining for the benefit of members the transportation 
deficiencies identified by the State Coroner. The coroner�s report goes through the various components of the 
transportation pods, and notes that in this case there was a camera installed that did not adequately cover the 
interior of the pod. He also noted that there was a duress button, but that it was not working or was inaccessible. 
It seems that much of what began as a series of very tragic circumstances or calamities resulting in Mr Ward 
being put into the van could have been prevented. The coroner has picked up on that, and the vast bulk of his 
recommendations focus on the training and monitoring of police and of the people who have responsibility for 
transporting prisoners in remote areas.  

All of the recommendations put forward by the coroner are achievable. Hon Giz Watson said that it was unclear 
which of the contractors and subcontractors involved had responsibility for duty of care in this tragedy. The 
minister may be able to advise me differently, but I would have thought that the contractors and subcontractors 
involved would have been required under basic occupational health and safety legislation to provide a minimum 
level of duty of care and to provide training, monitoring and management of staff in such situations. That might 
be something the minister may wish to comment on. In a simplistic view, however, I would have thought that 
that would be the first thing that was looked at.  

I take on board Hon Giz Watson�s criticism of former governments; this is something that all governments have 
to deal with. There has been quite a bit of media coverage on this matter, and I know that the former Minister for 
Corrective Services has expressed her regret and has acknowledged her responsibility; it took a lot of guts to 
make that acknowledgement publicly. Not many ministers would take on that sort of responsibility, and it is 
something that she will have to deal with. To have someone die on one�s watch is a dreadful thing to have to deal 
with, and I imagine that it is something that Hon Norman Moore, who has responsibility for occupational health 
and safety in the mining sector, would have to deal with every time a worker dies at a mining site. 

As tragic as this event is for Mr Ward�s family, in some ways it has provided a trigger to ensure that changes are 
made. When this event happened the then minister, Margaret Quirk, put a range of things in motion to address 
the issues surrounding the maintenance of transportation vans. She also called for better police cooperation in 
prisoner transport procedures. The current Minister for Corrective Services, Christian Porter, has acknowledged 
that the former minister did the best she possibly could, admittedly after the event, to try to remedy what was 
happening. 

Another issue that has been thrown up by this very sad event is the need for governments to take much more 
robust action on contract management. Previous governments have obviously not been diligent in ensuring that 
prisoner transport vans met the appropriate requirements. I cannot comment on cabinet discussions about the 
funding for prisoner transport vans as I was not at the table, so I am not too sure why issues raised about the vans 
were not dealt with. I know that the former Minister for Corrective Services talked about raising the issues of 
improving vans and getting new vans, but I cannot comment on why that was not done.  

Hon Giz Watson alluded to another very important issue related to the management of this fleet of vans, being 
the lack of training for staff and management issues around that. The issue of whether these types of services 
should be outsourced to the private sector or whether they should be brought back in-house also needs to be 
rethought. If they were brought back, the Minister for Corrective Services could have a better oversight of what 
was happening. That might be something that the minister might want to respond to.  

This tragic event has, I think, jarred everyone in the community and has really brought home that this could 
happen again; that it might not be one event in isolation but there could be others. When I was a fairly new 
member, I went to Bandyup and Nyandi, as it was called at the time, and talked to the women there. Some of 
those women talked about being transported from Perth up to other prisons in the country, and how 
uncomfortable the vans were for them and the long journeys and how hot it was. These issues are not related to 
one government or another; they have been happening for a while.  
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This tragic event should bring great change to how these systems are managed. The current Minister for 
Corrective Services flagged in his comments last week that there is change afoot. It must be significant change. 
When members read the coroner�s report, they will see that every line of the findings of this report refer to the 
poor state of the van. The van did not meet minimum requirements: there was inappropriate seating; there were 
no restraints for people to be securely seated; there was no fresh-air vent to open; there was no access to water; 
there were no toilet facilities�Hon Giz Watson has talked about these matters. These are matters that need to be 
taken into account in the transportation of people.  

I know that the shadow Attorney General, John Quigley, has called on the government to pay some sort of 
compensation to the family in the wake of Mr Ward�s death. That was an issue that was canvassed when this 
matter was last debated. I am not sure what the appropriate amount is, but the government will either have to 
make an offer to the family or negotiate with the family. I think that, in the circumstances, it is appropriate to 
provide a level of support to the family. 

A key message that I hope is taken from the findings of the coroner�s report is to ensure that all future contracts 
awarded for the transportation of people are far more stringent so that we can avoid these types of tragedies. On 
the whole, the findings of the coroner are eminently sensible and are matters that should have been implemented 
as a matter of course, but, for some reason, they had not been, and I think answers need to be provided about 
why they were not. They are all achievable goals such as improvements to training and monitoring, and I think 
that, given the circumstances, this is something that the government should step up to very quickly and provide 
the appropriate responses and actions so that we do not have to face this type of tragic death and great loss to the 
Indigenous community.  

HON SIMON O�BRIEN (South Metropolitan � Minister for Transport) [4.04 pm]: It is painful to have to 
deal with these sorts of matters, but deal with them we must. I thank Hon Giz Watson for bringing this matter to 
the attention of the house today because it is something that does need to be aired in this forum. The death of 
Mr Ward on 27 January 2008 was a disgraceful incident and a black mark in the social history of Western 
Australia. It was a serious personal tragedy for not only the late Mr Ward but also his family and all those who 
were associated with the incidents of the day and of the administration of the system that he was caught up in. I 
think every one of us is bound to be affected by this tragic and utterly awful incident. As my colleague the 
Attorney General said recently in a statement to another place � 

On Friday, 12 June 2009, the State Coroner released his findings into the tragic death of Mr Ward, an 
Aboriginal elder and central community figure in his local community at Warburton. As I have now 
publicly stated, Mr Ward�s death on Sunday, 27 January 2008, while being transported between 
Laverton and Kalgoorlie, was a miserable and, tragically, avoidable, event that has acted as a critical 
moment for the administration of service delivery in the state�s criminal justice system.  

The incident we are talking about did lead to a response, as well it might, from the government of the day. It is 
important to note that after the death occurred efforts were made to address and remedy the failures surrounding 
the incident. To its credit, the previous government initiated that. It is now up to the current government to 
continue that process of reform.  

In the meantime, we have seen the coroner�s report come down, which is referred to in the motion, so I will 
address it now. I point out firstly that the coroner�s report tells us that a number of factors each contributed to Mr 
Ward�s death. These included the then state of the Department of Corrective Services prisoner transportation 
vehicle fleet; the lack of training of a number of Global Solutions Ltd staff who were responsible for the 
transport; in part, the lack of training of the local justices of the peace who were involved and; of course�this 
comes through in the coroner�s report�some very regrettable and terrible errors of judgement by people in 
positions of responsibility on the ground at the time.  

Already a number of actions by government have been set in train to address some of the problems that were 
identified as a result of the incident and that were confirmed and amplified by the coroner�s report tabled on 
12 June. They have already started and will continue. I will touch on these in the brief time available to me. By 
way of example, and in response to the Deputy Leader of the Opposition, contractor duty of care procedures 
have been reviewed, strengthened and re-emphasised where required. In addition, a number of changes have 
been made to the management of vehicles in the existing prison fleet such as new roadworthiness checks, remote 
temperature monitoring and the installation of updated duress alarms. We earlier heard about some turnover in 
the fleet itself, which is a matter that I will come to if I have the time to do so.  

The recommendations of the State Coroner, which is the specific part of the motion that has been put before us, 
include a recommendation that relates to the police service. The minister representing the Minister for Police 
might have the opportunity to address some remarks to that shortly, but in general terms I understand that the 
police are examining the recommendation and will take action as required.  
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The government response to the totality of the recommendations is now due in about 11 weeks; that will be 
forthcoming. However, I can give members some general indications just now. Recommendations 9 to 12 relate 
to the Department of Corrective Services. I advise that efforts to address and remedy the failures that led to the 
death of Mr Ward are and were well underway before the coronial inquest, as I have just indicated. The 
coroner�s findings tend to add emphasis and further purpose, of course, to that. By way of example, I have 
already mentioned that the contractor duty of care procedures are being reviewed and strengthened, there are 
renewed checks to vehicles in the prison fleet and so on. The specifications of the vehicles that will replace the 
current fleet have been reviewed and redeveloped, and more than $8 million is allocated over the next four years 
for that new fleet, which will completely replace the old fleet by December 2010 or sooner if that can be 
arranged.  

Following the death of Mr Ward, the Department of Corrective Services hosted the inaugural Custodial 
Transport Forum in August 2008, which included attendance by international and interstate delegates 
representing corrections, police, academia, health services and the Aboriginal Legal Service. The forum 
considered the possible development of custodial transport policy and vehicle design policy and I think that was 
a topic for consideration that flowed directly from this tragic incident. It was agreed that any guidelines relating 
to custodial transport should be outcomes-based and the development of national vehicle design standards may 
not be possible at that time due to the varying needs of each agency�s jurisdiction. However, it was agreed that 
Western Australia would progress the development of appropriate guidelines for custodial transport through 
proposed revisions to the �Standard Guidelines for Corrections in Australia�, which was last revised in 2004. A 
corrective services ministers� conference was held in Perth just last week and hosted by the Attorney General, 
Christian Porter. In principle endorsement was given to the development of changes to the �Standard Guidelines 
for Corrections in Australia� regarding prisoner transport.  

To return once again to the specific motion before us, although the formal government response will be down in 
due course, I certainly indicate that the government�s view is to tend to agree with the recommendations that 
have been put forward and, indeed, it is actively moving to implement them. As I said, recommendations 9 to 12 
related to the Department of Corrective Services. I will now turn briefly to the recommendations that directly 
affect the Department of the Attorney General, particularly those that relate to the training of justices of the 
peace and their monitoring. The length of time remaining means that I will not be able to give members the 
detail that I would like to. The government looks forward to providing its full response in due course but for now 
I want to reassure Hon Giz Watson and the house that the government does have the view that these are matters 
that need to be taken seriously. It is inclined to accept those recommendations and it will be moving quickly and 
persistently to ensure that they are implemented.  

HON WENDY DUNCAN (Mining and Pastoral � Parliamentary Secretary) [4.15 pm]: I rise also to pass 
on our condolences to the family of Mr Ward and the community from which he came. He was a highly 
respected elder in that community and worked with the police on many issues as an interpreter and assisting 
them with their work. Of course, he was a strong family man.  

As we have all said in the house today, it is an incident that should never have occurred. I note from both sides of 
the house that the government of the day and the current government have acted in response to this very 
unfortunate death by undertaking reviews and working to improve the transport of prisoners. However, the 
lesson that we need to learn from this event is that we must make sure that we are not reacting to situations like 
this after an unfortunate death. There was plenty of evidence and there were plenty of representations made 
before this happened that the transport vehicles were substandard. The officers who were driving those vehicles 
have said that it was really up to the luck of the draw whether they got a good one on the day or not. They 
decided that it was too difficult to complain in case their jobs were in jeopardy. It really gives us a wake-up call 
that we must make sure that government in Western Australia does not continue to act after the event. I can 
think, for instance, of the tragic death of a gentleman on Edjudina station while people were waiting for the 
Royal Flying Doctor Service. That organisation had been petitioning for quite some time for additional funding 
because the demand on it for government services was so high that it was unable to meet the requirement under 
category one emergencies in the required time, so unfortunately a death occurred there and then the funding was 
forthcoming. 
I think that one of the reasons the National Party did so well in the last election is that people in regional Western 
Australia were feeling that they were being treated as second-class citizens: that if there was going to be a budget 
cut anywhere in happened in the regions, and if they were Indigenous regional Western Australians they just did 
not rate at all. I believe there is a salutary lesson here for all of us. We not only need to look at how we transport 
prisoners, but we also need to make sure that our regional health services are being well funded and that our 
police have the equipment and services that they require. For instance, I know that the police radio system is not 
up to scratch. Do we have to wait for a tragedy there before that is dealt with? 
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In this case as well as the conditions for the prisoners, the prison officers were working under very difficult 
conditions. It has been well documented that vehicles have broken down. I was brought up in that part of the 
world. There is no way that people would ever travel in those parts of the world without a spare tyre; it is just 
something that people do not do. I find it absolutely unbelievable that a prisoner transport unit did not have a 
spare tyre, let alone the other litany of problems associated with that vehicle that led to the very unfortunate and 
tragic death of Mr Ward. 
As far as the State Coroner�s recommendations are concerned, it is true that not only with the last government, 
but also with this government, many of the recommendations are being implemented. The Attorney General set a 
time line of three months to make sure that those recommendations were looked at and dealt with quickly. I 
commend him for that, because we really do need to have a look at this situation quickly. Another aspect we 
should consider is to actually try to avoid transporting prisoners such long distances from their home territory to 
be dealt with by the law. This can be dealt with by using current information technology methods, such as 
videoconferencing and that sort of thing. Maybe even, if it is such a long distance from places such as 
Warburton, Kiwirrkurra and so on, we should be thinking about flying our prisoners. Recently the government 
undertook to build a couple of multimillion-dollar work camps in regional Western Australia. One of those is in 
Warburton, and that is a great move on the part of the government. We now need to make sure that the prisoners 
to be housed in those facilities do not have to be taken long distances away from home to be processed by the 
law or to be remanded, and then taken all the way back to their communities to serve their sentences. It is very 
difficult for people from the regions�not only Indigenous people, but all residents in regional Western 
Australia�to be transported long distances from their families and support bases, and to undergo legal 
procedures without the comfort and support of their families in their home territory. In this modern age, I am 
sure there are ways to do this better. 
I commend the coroner�s report and the very thorough way in which this matter was investigated. I look forward 
to seeing some improvements in the way our Indigenous offenders are dealt with in regional Western Australia. 
The reaction of the community to this tragic episode is understandable, and hopefully it has been a wake-up call 
to our whole community. Beyond the Darling Range there are real people with real families and real issues. We 
cannot simply look at the balance sheet and say that we need to save money, and then cut X million dollars from 
that hospital in the backblocks, because there are no votes there and nobody will complain. We have a 
responsibility as the government of the state to care for all our citizens. That means making sure that our 
government services and infrastructure are funded well no matter where they are delivered. 

HON PETER COLLIER (North Metropolitan � Minister for Energy) [4.23 pm]: There is a tremendous 
amount of sympathy for this motion across the chamber, and I think that is quite justified. Mr Ward�s death was 
totally avoidable, and it was absolutely tragic. The views that have been articulated in the past three-quarters of 
an hour reflect those of the community at large. I would like to touch on a couple of things before I make some 
comments on recommendation 3, which is specific to the WA Police. I am representing the Minister for Police 
on this motion. 

The whole notion of transporting someone from Laverton to Kalgoorlie presents some special problems in itself. 
They have been very clearly identified by Hon Wendy Duncan. I cannot imagine how distressing it must have 
been for Mr Ward in the last minutes of his life. It must have been a most horrific death. I can appreciate, 
sympathise with and understand the despair that is held by not only Mr Ward�s family and the Aboriginal 
community at large, but also the whole Western Australia community, that in our civilised, developed nation of 
Australia in the twenty-first century, we deal with one of our own in the way in which we dealt with Mr Ward. It 
was a shameful event, and we should have known better. The contingency plan should have been in place. We 
should not need a death like this to make us wake up and do something about it. The contingency plan should 
have been in place well before the death of Mr Ward.  

With Hon Giz Watson and other contributors to the motion, I offer my condolences to Mr Ward�s family, to the 
Aboriginal community and to his friends, in what should have been a totally avoidable death. I would like to 
think that perhaps the notion that he was Aboriginal was not responsible for the fact that those involved were not 
as vigilant as they possibly could have been. Unfortunately, I do not think that was the case�I simply do not. 
Again, that is a wake-up call for all of us. It has been mentioned that perhaps the fact Mr Ward held a special 
prominence in the Aboriginal community because he was an Aboriginal elder has been responsible for the 
outpouring of grief. Again, I would like to think that regardless of Mr Ward�s status in the community�I do not 
mean remotely to diminish it�it is inexcusable that any life is lost in the way that Mr Ward�s life was lost, it 
really is, and we need to do something about it. If anything, Mr Ward�s death has been a wake-up call to us. As I 
said, it was totally avoidable.  
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I refer particularly to recommendation 3 that Western Australia Police should review its training procedures and 
ensure police officers have a better understanding of the Bail Act 1982. I outline a response from the Minister for 
Police on this recommendation: Western Australia Police have been active in implementing recommendations 
from the Royal Commission into Aboriginal Deaths in Custody and the Gordon inquiry, through the Government 
Action Plan. Standard operating procedures and a lockup manual for the management of police lockups and 
detainees are maintained, regularly reviewed and, where necessary, amended to ensure WA Police minimise the 
incidents of self-harm and death in police custody. Throughout the state, safe cells have been installed in the 
larger police station lockups, and also in other stations that experience significant arrest rates. The majority of 
these cells have closed circuit television cameras and are designed and constructed to reduce incidents of self-
harm. The Aboriginal visitors scheme is a program aimed at preventing Indigenous deaths in custody and is in 
operation at most police station lockups throughout the state. The AVS relies on the participation of community 
volunteers. However, the efficiency of the scheme in some subdistricts is affected by the availability of 
volunteers.  

Having said that, I go back to my original comments and statement that I think, quite frankly, we do not need a 
tragedy such as this to make the necessary adjustments and improvements to not only vehicle transfer 
procedures, but also any form of custodial service when those improvements should be glaringly obvious in the 
first place.  

HON LYNN MacLAREN (South Metropolitan) [4.28 pm]: This is my first opportunity to speak since my 
inaugural speech, and it is a sad opportunity. I was quite distressed by the Minister for Energy�s recounting of 
the death of Mr Ward. I will be very brief. Much of this has been canvassed before. I speak, of course, in support 
of this motion.  

It is my duty to voice the concerns of the people who attended the rally on the weekend. I was there as well. This 
rally had a different feel to it from the others. It is plain to say that we have been grieving the deaths of offenders 
in custody for too long. We have had too many of these types of rallies and too many of these types of marches. 
We filled the Hay Street mall and had a moment�s silence. It was a poignant moment when, in the middle of that 
bustling retail centre of Perth, we stood in remembrance of a man who had suffered terribly in state care. It is 
something that we as members of this Parliament should not forget. It is something that we should take to heart, 
and should take action as soon as possible so that we do not have to do that any more. 

There clearly have been systemic failures. The studies and the research since the Royal Commission into 
Aboriginal Deaths in Custody have articulated the problems that exist in our system. Members, it is up to us to 
act. Let us not do this any more. Let us not suffer the deaths�the injustice of it�any more. We must act now to 
ensure that this government does not just draw up another plan or another schedule, but takes action. We must 
ensure that the government spends some money and puts into place some programs to ensure that these kinds of 
events do not happen again. The cost is too high. The death of another prisoner is another death too many. 
Members, please do not sit back and be complacent. Please support this motion. Please support the efforts that 
we have made to put this matter on the agenda. Please support the efforts that the individuals who have 
participated in these reports for many years have made. Please take action to address the tremendous difficulties 
that particularly Indigenous people in Western Australia face when they encounter the justice system. 

HON GIZ WATSON (North Metropolitan) [4.31 pm] � in reply: I thank members for their contribution to 
this urgency motion. It is important that we go back to the very basics that led to the circumstances of Mr Ward�s 
death�that is, why are we transporting people around the state in the circumstances that Mr Ward was 
transported in? I am not talking just about the physical circumstances of the vehicle and the temperature and the 
failure of the department to provide a duty of care. I am talking about why a man of Mr Ward�s standing�a man 
who was well known in his community�was put into the back of a vehicle and transported 400 kilometres away 
from his home. Why could this matter not have been dealt with in Mr Ward�s community? I cannot help but 
make a comparison with a person who has had a few drinks too many and is apprehended by the police while he 
is driving to his home in Nedlands or Victoria Park, or wherever it might be. Imagine that that person�it might 
be our cousin or our uncle�then finds himself in the back of a vehicle and being driven 400 kilometres away 
from his home. It beggars belief that such a thing could happen. Something is fundamentally wrong with the 
system when a person who has committed what the coroner has indicated was a relatively trivial driving offence 
finds himself in a set of circumstances that has such an appalling outcome. Some of those events may have been 
circumstantial, but others were certainly culpable.  

It is clear from the coroner�s report that the Department of Corrective Services has a non-delegable duty of care. 
There is no doubt that the department cannot simply say it was the responsibility of the private provider to 
provide that duty of care. This has come out in other matters that we have dealt with in this place. The 
government cannot wash its hands of these matters. The government, and ultimately the decision makers�the 
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ministers�have a responsibility to provide a duty of care to people who are in custody. That is why I believe the 
department needs to take back the responsibility of custodial care. The contracts were fatally flawed. The fact 
that the contract went from AIMS to GLS and then to G4S�the company that now has this contract�without 
the department doing proper checks and reviewing the contracts has created an absolute mess. That mess cannot 
be undone. The state has a duty of care to people whom the state deems should be taken into custody. The state 
cannot put itself at arm�s length from that responsibility. It is a recipe for disaster to have the state own the 
vehicles but then let someone else be responsible for maintaining and driving those vehicles. The structure is 
fundamentally flawed. 

I want to finish by acknowledging that the current government has found the money to buy a new fleet of 
vehicles, and it is to be congratulated for putting that money in this budget. We suggest that that action should be 
accelerated. I have already called for all the vehicles in the category that the coroner has noted in this case to be 
taken off the road and not used. I believe that they are being used only in the metropolitan area at the moment. 
However, these modified commercial vehicles are so fundamentally unsuitable for transporting people that we 
really need to think about other ways of driving people around securely. The coroner said that there were two 
pods in the vehicle and that the pod towards the front, which faced forward, had seatbelts and was secure, was 
not allowed to be used by the company because the company had a provision that said that if a male person was 
in custody, he had to be in the back because that was the only place that was considered to be secure. Mr Ward 
was so close to being safe. If he had been put in the other pod, which had airconditioning, faced forward and had 
windows, he probably would not have died. It was an appalling circumstance that led to his death. 

I conclude by saying that if members want to be reminded that all these things have already been said, they 
should read the recommendations of the 1992 Royal Commission into Aboriginal Deaths in Custody. Every 
single thing about this method of transport is covered in volume 5, yet none of the recommendations has been 
taken up. That is extraordinary considering that we are now in 2009. 

Motion lapsed, pursuant to standing orders. 
 


