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SAFETY OF CHILDREN - REVIEW 
Statement by Minister for Community Development 

MR D.A. TEMPLEMAN (Mandurah - Minister for Community Development) [2.03 pm]:  I rise to make a 
statement about the tragic death of Wade Scale.  This is a horrific case and, like all Western Australians, I am 
upset and angry.  I am appalled that the department tasked with caring for children could fail a child in such dire 
need of protection.  I am stunned and outraged that a man who had such a horrific history of violent assaults 
against young children, and who apparently had a lack of parenting skills, was permitted to retain custody of a 
helpless young child. 
I have sought assurances from the Department for Community Development that a parent who has displayed 
such a propensity for violence towards young children will not be considered fit to care for a child.  Only 
yesterday I sat with Wade’s devastated grandmother, Margaret Jakins, at her home for more than an hour.  We 
talked about her grandson and how her grave concerns for him apparently fell on deaf ears.  We talked about the 
harrowing past few years; how the coroner’s inquiry and subsequent findings have brought those awful 
memories flooding back; and the media coverage.  I do not challenge the content of the media coverage; I 
embrace a free and independent media.  However, I make this plea on Mrs Jakins’ behalf: that the media outlets 
desist from publishing the photographs of the children injured at the hands of Kriston Scale to avoid any further 
trauma for the family and the children. 
We talked about Wade’s short life and what his legacy should be.  It is clear that the system failed Wade Scale 
and I want to be satisfied that this type of failure - this type of tragedy - will not happen again.  I know that the 
public demands to be similarly reassured.  Since Wade’s tragic death a number of significant changes that will 
reduce the risks to other children have been put in place.  The legislation governing the care and protection of 
children has been updated and strengthened.  The government has provided the department with the greatest 
increase in resources in its history.  Since 2003 reports by the independent Child Death Review Committee have 
contributed to improved practices by, and policies of, the department.  In short, since this death the relevant law 
has been overhauled and there have been budget increases.  All of this does not guarantee that individual 
caseworkers faced with complex situations will always make the right judgment calls.   
To be further assured that these many reforms will prevent as far as possible any repeat of this tragedy, I have 
instructed the Department for Community Development to set up a specialist team to identify and review all 
cases in which serious concerns have been raised by family members or their advocates - including members of 
Parliament - about parents’ ability to provide safe care for their child or children due to issues of alcohol/drug 
dependency, parental mental health and/or parental history of serious violence.  This review will consider 
whether a child or children are safe in their current care arrangements; whether a child or children should be 
taken into the care of the chief executive officer; and the level of services provided directly by the department or 
services contracted by the department. 
I have asked that the outcomes of the review be provided to me within six weeks.  The review will be conducted 
by a specialist team of experienced practitioners reporting directly to the department’s acting executive director.  
Also, we will seek to appoint an independent member to ensure that the review is objective and thorough.  The 
coroner has recommended that the department conduct a review of its practices to ensure that draft ministerial 
advices are reliable and I intend to make sure that is the case. 
 


