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DEATH OF MR WARD — CRIMINAL PROSECUTION 

Statement 

HON GIZ WATSON (North Metropolitan) [9.45 pm]: I want to make some comments to the house this 
evening about a matter that I have been following over a considerable period, and to talk about the findings from 
the Director of Public Prosecutions about the Ward case and the fact that the DPP has not recommended that 
criminal prosecution be proceeded with. I want to put on the record on behalf of the Greens (WA), on behalf of 
the family of Mr Ward and on behalf of the Deaths in Custody Watch Committee, the extreme level of despair 
and anger about the fact that this matter will not proceed to criminal prosecution. There is one thing that is fairly 
clear from — 

The PRESIDENT: Order, members! There are too many audible conversations around the chamber. 

Hon GIZ WATSON: There is a level of surprise and outrage that the justice system and indeed the state have 
again failed the family of Mr Ward in respect of the justice that we would expect to occur in this case. It is very 
clear that the Director of Public Prosecutions was frustrated in his comments that he made publicly yesterday, 
particularly noting regrettable aspects about the quality of the police investigation. Members will be aware that 
the State Coroner in his report, which was an extensive document, criticised the role of the police in that they 
allowed the two employees of G4S to spend time together, and more than likely to corroborate their evidence, 
before they were interviewed by the police. That, in itself, I am sure, would have been one of the aspects that 
obliged the DPP to suggest therefore that the prospect of a successful criminal prosecution had been greatly 
reduced. I note that The West Australian reported that the DPP said — 

… there was not enough evidence to support a case of manslaughter by criminal negligence. 

And even if there was, there was “no reasonable prospect of conviction”. 

It is worth noting that the level of evidence that is required to pursue a case of criminal negligence is very high, 
and no doubt that was one of the factors in making the prospect of a successful prosecution unlikely. I also note 
that the DPP raised the prospect of the family pursuing civil action, and that it seems to be the only further 
recourse that the family has in this regard. But, of course, that is not an easy course to take. It requires resources, 
and for the family of Mr Ward the prospect of actually pursuing civil action is probably pretty minimal. 

Mr McGrath, the Director of Public Prosecutions, said a number of other things. The newspaper article 
continues — 

“In 2008, deaths like this should not happen — it is wrong, the issue though is this: I have a very 
narrow role in public life, it is a question of whether or not a person can be punished through criminal 
prosecution.” 

Mr McGrath said police investigators had failed to separate the two security guards after the death and 
before they were interviewed by police. 

Again, that is a point I have just made. The article continues — 

“In such circumstances for a prosecutor there is always the prospect of contamination between two 
witnesses,” … 

I guess, from what has been put on the public record, that this was probably the key reason why a prosecution 
was not likely to be successful. 

It is worth noting that the Director of Public Prosecutions also sought an independent opinion from a Sydney 
criminal law barrister, and apparently he agreed with the DPP’s position. Unfortunately, that advice is not going 
to be made available on the basis of claiming legal professional privilege, although I would argue that it is 
probably in the public interest in this case that that advice be made public. I realise that whether that is made 
public is a matter of discretion. I strongly suggest that in this instance that independent advice would be useful. 
At the very least, it should be considered by the state in making any other changes needed to ensure that justice 
can be done. 

It seems very clear to me that in this situation the coroner found that there were three areas of culpability or three 
areas that contributed to the death of Mr Ward. The first was the two employees; the second was the company 
itself; and the third was the Department of Corrective Services. All three were found to have contributed to his 
death. It is exceedingly frustrating that it seems likely that the two employees are not going to be pursued for 
criminal offences. 

It is worth putting on the record and reminding members of a couple of things that the coroner said in his report, 
because it is pretty damning and pretty evident to anyone who reads the coroner’s report that these people were 
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negligent in their failure to provide a duty of care to Mr Ward. The coroner, Mr Hope, said on page 69 of his 
report — 

In my view the evidence of both of these persons in respect of the journey was untruthful on occasions 
and certainly mistaken on other occasions. 

Here refers to the period when the people were allowed to collaborate about the interview. On page 70 he said — 

There was then a substantial period during which the three persons were together prior to any 
interviews … 

That is, the two employees, Ms Stokoe and Mr Powell, along with Ms Jenkins, who was the supervisor from 
Kalgoorlie for G4S. The report continues — 

The first interview, which was with Ms Stokoe, took place at 9:26pm and it was not until 11:15pm that 
Mr Powell was first interviewed by police. 

Therefore, there was approximately two hours when those two employees were able to talk to their supervisor 
before the police commenced their interviews. The report continues — 

During this period reports were prepared for GSL by all three persons. Although the events were not 
openly discussed in detail as such, it is clear that Ms Stokoe and Mr Powell were aware of the account 
which each was preparing for GSL and each spoke of the incident in the presence of the other. 

That was clearly a breach of basic police procedure. The coroner goes on to say at page 72 — 

For both witnesses to have given the same estimates of distance in these circumstances suggests that 
either there must have been some form of collusion or, alternatively, one was aware of the estimate 
given by the other, and adopted that estimate. 

The report goes on in those terms. Finally, I want to quote from page 84. The coroner says — 

As well as demonstrating a lack of compassion for the deceased, their failure to check that the air-
conditioning for the deceased was working at any stage and the failure to make any welfare checks in 
the context of the known hazards contributed to the death.  

The role of these two employees remains pretty damning reading. If criminal charges cannot be brought against 
the employees, it is left to members to ponder whether surely charges must be brought against the company. It is 
clear from the coroner’s report that the company’s training was inadequate and that its instructions to its 
employees were inadequate. This evening I re-read the coroner’s report to remind myself of exactly what he said 
in that regard. Therefore, the company should be pursued for its culpability in this matter and the contract with 
the company should be ceased immediately. Otherwise, how can we be sure that something like this will not 
happen again? In a case like this in which it is so clear that the two employees contributed to the death but are 
unable to be charged with a criminal offence, something is seriously wrong with the contract and the way in 
which the company employs its employees and someone must be held accountable for the death of Mr Ward. 
The Greens (WA) will continue to look for justice for Mr Ward’s family and to ensure that such a terrible event 
does not occur in Western Australia again.  
 


