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DEATH IN CUSTODY — MR WARD 

Coroner’s Report — Statement by Minister for Corrective Services 
MR C.C. PORTER (Bateman — Minister for Corrective Services) [2.07 pm]: 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 significance of this tragedy was testified to on Friday by the number of people in 
attendance when the coroner handed down his report and recommendations. I understand that the member for 
Victoria Park and the member for Mindarie were also in attendance, and I acknowledge their genuine and 
ongoing interest and concern. I also use this opportunity to express my appreciation to the coroner for producing 
his detailed report on such a difficult matter and, at this moment, to express my sincere condolences and regret to 
Mr Ward’s family and extended family for their loss. 

Being unable to detail the coroner’s fulsome report here, by way of summary the coroner’s report makes clear 
that there were a multiplicity of factors that each contributed to Mr Ward’s tragic death. These included the then 
state of the Department of Corrective Services’ prisoner transportation vehicle fleet and the lack of training of 
critical Global Solutions Ltd staff and local justices of the peace. There was also the unavoidable fact of the 
terrible practical decisions made by the relevant actors on the ground. 

The coroner has subsequently made 14 recommendations to address these systemic problems that contributed to 
this sad event. While it would be premature to pre-empt what the government’s responses will be to the 
recommendations, in recognition of their importance, and of the public interest in them, I have asked the 
Department of Corrective Services and the Department of the Attorney General to officially respond to the 
recommendations to my office within 12 weeks. I can say here, however, that after my reading of the coroner’s 
report in full over the course of the past several days, I am, while necessarily awaiting my two departments’ 
responses, of the personal view that many of the recommendations are already being actioned and that there will 
be few that should present significant issues in their adoption going forward.  

The coroner’s report is integral to the reform process but it is also important to note that efforts to address and 
remedy the failures that led to this event were well underway before the coronial inquest. The previous 
government, to its credit, began the process of reform and it is now up to this government to repair the system. 
For example, contractor duty of care procedures have been reviewed and strengthened where required, and all 
vehicles in the existing prison fleet have been subjected to roadworthiness checks, while remote temperature 
monitoring and updated duress alarms have been installed. The specifications of the vehicles that will replace the 
current fleet have also been reviewed and redeveloped and the government has allocated over $3 million and 
pledged a complete fleet replacement by December 2010. In addition, all incidences of the waiving of justice of 
the peace training has now been halted, and the continuing rollout of audiovisual conferencing technology in the 
courts will reduce the occurrence of prisoner transportations, which are generally required because of the state’s 
vast geographic area. It is fair to say that things have improved substantially but I intend to see that they improve 
further.  
 


