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DEATHS IN CUSTODY 
Urgency Motion 

THE PRESIDENT (Hon Nick Griffiths): I am in receipt of a letter in these terms � 

Dear Mr. President, 

Urgency Motion 
I give notice that pursuant to SO72 I intend to move that the Council consider, as a matter of urgency, 
the failure of successive Governments to take all reasonable steps to prevent deaths in custody from 
occurring in Western Australia. 

The letter is from Hon Giz Watson. In order for Hon Giz Watson to move her motion, at least four members 
should rise in their places. 

[At least four members rose in their places.] 

The PRESIDENT: I invite Hon Giz Watson to move the motion that she has given notice of. 

HON GIZ WATSON (North Metropolitan) [3.40 pm]: I move the motion. 

I move this urgency motion because I believe it is a matter of grave concern to many members, and it should, 
indeed, be a matter of grave concern to all Western Australians. I note that last Friday, 3 April, the Deaths in 
Custody Watch Committee held a protest in Perth, and that protest was about the death in custody of Wongai 
elder Mr Ward. Several hundred people attended that occasion. 

I will make a few points about this case. A series of news reports by journalist Natasha Boddy state that the 
following evidence was taken in the coronial inquest that is underway into Mr Ward�s death: first, that Mr Ward 
was only 46 years old when he died in early 2008; that he died of heatstroke after travelling hundreds of 
kilometres between Laverton and Kalgoorlie in a prison van; that the van�s air conditioning was not working; 
that faults in the van�s air conditioning had been reported to Global Solutions Ltd, the prisoner transport 
contractor engaged by the then government, more than a month earlier; that the security officers failed to follow 
procedural requirements relevant to Mr Ward�s wellbeing; that the heat was so intense inside the compartment in 
which Mr Ward was being transported that his body had burns on the stomach and elbow from contact with the 
hot metal; and that the reason Mr Ward was in the van was that he had been remanded in custody following his 
arrest on a charge of driving under the influence of alcohol in circumstances in which he was on a suspended 
sentence for another driving offence. 

Members will be aware that the coroner has not made his finding on this matter, so I will not second-guess what 
the coroner might say because I believe that would be totally inappropriate. Obviously, we are now awaiting the 
coroner�s findings. In the meantime, there are some questions about this matter that we might ask ourselves. 
First, should Mr Ward have been arrested and detained at all? If the air conditioning was faulty, why had it not 
been fixed? Was the van otherwise appropriate in all respects for transport of people; and, if not, what changes 
are needed? I put some questions on notice in this respect just last week, because I have information that 
indicates that if these sorts of vans are to be modified for transporting people rather than goods, they are required 
to comply with certain standards, and it is not clear to me whether those standards had been met. In what 
circumstances can and should prisoners be transported by air rather than by road? If the security officers failed to 
carry out appropriate checks, why was this so? Had the checks been followed, would this have prevented Mr 
Ward�s death; and, if not, what changes are needed? Are privatised services safe enough for transporting 
prisoners? Most importantly, could this happen again; and, if so, what can be done to prevent it? 

October last year marked 25 years since the death of Mr John Pat in Roebourne. He was the young Aboriginal 
man whose death led to the Royal Commission into Aboriginal Deaths in Custody. It has been more than 
15 years since the royal commission published its report�an extraordinary document that set out in meticulous 
detail both the causes of death in custody and a recipe for prevention. How far have we come in the 15 years 
since then? The report of the Royal Commission into Aboriginal Deaths in Custody made it clear that the key to 
prevention lies in addressing overrepresentation of Aboriginal people in prison. We must make, and the 
government must make, a firm commitment to this outcome. I will share with the house the words of Dennis 
Eggington, the chief executive officer of the Aboriginal Legal Service of Western Australia, who said 
yesterday�rightly, in my opinion�that according to the report of the royal commission, unless we make a firm 
commitment to stop the overrepresentation of Aboriginal people in custody, deaths in custody will keep on 
happening, and we will be haunted forever by the spectre of those people who have died, and will continue to 
die, in state custody. 
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For the week ending 2 April 2009, the Department of Corrective Services� published weekly offender statistics 
record that 41.1 per cent of the adult prisoner population and 72.2 per cent of the juvenile prisoner population are 
Aboriginal. That is out of a population in which three to four per cent are Aboriginal. 

In a report in The Australian on 17 October 2008, the Attorney General is quoted as saying that Aboriginal 
justice issues are not at the top of his list of priorities and that he would not focus on recommending reforms to 
tackle high rates of Aboriginal incarceration. If this is correct, I hope he will reconsider. There are two things 
that he might wish to consider prioritising in the light of Mr Ward�s death. The first is prisoner transport. In May 
2007, the Inspector of Custodial Services published a thematic review of custodial transport services in this state 
containing several recommendations. A year later the inspector reported in his 2007-08 annual report that � 

Problems persisted in the transport of prisoners, with a death in custody, numerous vehicle breakdowns, 
a significant number of cancellations of specialist medical appointments and funeral attendances, and an 
increase in the instances where prison management were required to go outside the transport contract 
and provide services from its own staff and resources in order to meet important prisoner transports. 

Secondly, I would like the Attorney General to consider amending the Coroners Act to require government 
agencies to respond to coronial recommendations, and that those responses be tabled in Parliament. Members 
may be surprised to know that at this stage there is no requirement for a government response to coronial 
recommendations. Last year, the Aboriginal Legal Service of Western Australia published an article in 
Australian Indigenous Law Review calling for such reforms and pointing out that, since inquests provide 
information about the causes of death, they can assist governments to prevent a recurrence. The article referred 
to sections 46A and 46B of the Coroners Act of the Northern Territory. Section 46A provides � 

46A Reports etc. under section 27 or 35 to be forwarded to Agencies etc. 
(1) If the Attorney-General receives a report or recommendation from a coroner under 

section 27 or 35 that contains comment relating to an Agency or the Police Force of 
the Northern Territory, the Attorney-General must, without delay, give a copy of the 
report or recommendation to the Chief Executive Officer of the Agency or the 
Commissioner of Police, as the case requires. 

(2) If the Attorney-General receives a report or recommendation from a coroner under 
section 27 or 35 that contains comment relating to a Commonwealth department or 
agency, the Attorney-General, must without delay, give a copy of the report or 
recommendation to the Commonwealth Minister responsible for the administration of 
the department or agency. 

Section 46B, �Response to reports�, states � 

(1) If a Chief Executive Officer or the Commissioner of Police receives a copy of a report 
or recommendation under section 46A(1), the Chief Executive Officer or 
Commissioner must, within 3 months after receiving the report or recommendation, 
give to the Attorney-General a written response to the findings in the report or to the 
recommendation.  

(2) The response of the Chief Executive Officer or the Commissioner of Police is to 
include a statement of the action that the Agency or the Police Force is taking, has 
taken or will take with respect to the coroner�s report or recommendation.  

(3)  On receiving the response of the Chief Executive Officer or the Commissioner of 
Police, the Attorney-General:  

(a) must, without delay, report on the coroner�s report or recommendation and 
the response to the coroner�s report or recommendation; 

(b) may give a copy of his or her report to the coroner; and  

(c) must lay a copy of his or her report before the Legislative Assembly within 3 
sitting days after completing the report.  

(4) The coroner may give a copy of the Attorney-General�s report to: 

(a) the senior next of kin of a deceased person mentioned in the report (or a 
representative of the senior next of kin); 

(b) a witness who appeared at the inquest the subject of the report (if any); and  

(c) any other person who the coroner considers has sufficient interest in the 
inquest or investigation the subject of the report. 
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That comprehensive provision means that when the coroner produces a report, there is an obligation to respond, 
and also that the matter be placed before the Parliament.  

I would like to remind members of the breadth of the report of the Royal Commission into Aboriginal Deaths in 
Custody. Its relevance to the Western Australian Attorney General, the Minister for Corrective Services, the 
Minister for Police and the Minister for Indigenous Affairs is obvious; but the report is also relevant to other 
ministers.  

Members might remember last week during the adjournment debate when I spoke on the �National Close the 
Gap Day� about the current unacceptable situation that still remains in which the life expectancy gap between 
Indigenous and non-Indigenous Australians stands at 17 years, and how Australia is the only First World country 
that has failed to make progress on the health and life expectancies of our first peoples. I ask all members to do 
all they can to close what is an unacceptable gap.  

I now reiterate that request in this issue that I raise today, which is the ongoing and unacceptable level of deaths 
in custody.  

The report of the Royal Commission into Aboriginal Deaths in Custody goes right to the causes of Aboriginal 
disadvantage and provides thoughtful recommendations as a means of addressing crime and hence 
imprisonment. These recommendations are relevant to the Ministers for Health, Mental Health, Education, Child 
Protection and Housing. The report also contains recommendations about alcohol and employment. It contains 
recommendations for all ministers whose policies and programs impact on Aboriginal people and the role of 
self-determination in the design and implementation of these policies and programs. Each of these ministers has 
a critical role to play in addressing the over-representation of Aboriginal men, women and children in prison 
statistics and thus, ultimately, in the statistics of deaths in custody.  

I raise this because when I looked at this matter I realised that it is 15 years since the recommendations of the 
royal commission were published, and I think it is extraordinary that more has not been done to address the 
issues that were raised so thoroughly in that report. The case that is currently before the coroner is another awful 
example of a death in custody that is a blight on the Western Australian system.  

Finally, I raise a general comment about the capacity of the Coroner�s Court to deal with inquiries. I noticed an 
article in The West Australian newspaper just last month, 26 March 2009, in relation to an inquiry into the death 
of Mr Michael Williams. The important point in that article, which relates to this urgency motion, reads as 
follows �  

State Coroner Alastair Hope launched an unprecedented attack on the State Government last year when 
he warned that his office was so understaffed it might not be able to do its job properly. He said 
inquests could need to be delayed indefinitely or cancelled and his office had only two counsellors to 
provide support, which was often required 24 hours a day, 365 days a year.  

The West Australian editorial of the following day, Friday, 27 March, picked up on this matter as well and reads 
as follows � 

The Government is considering the future funding of the court but must take urgent action to redress the 
situation and allow the court to do its job so that families like the Williams do not continue to suffer 
needlessly.  

It is also worth putting on the record that in the case of Mr Ward, who died in early 2008, we are almost halfway 
through 2009 before the matter is finally before the coroner, and I am sure, will lead, ultimately to a decision 
from the coroner in this case. Of course, for family and relatives, that is a very, very long time to wait for the 
answers they need in this very tragic case.  

With those comments, I encourage all members to do whatever they can to prevent these tragedies from 
happening in our state and to ensure that those responsible for people in custody are fulfilling that obligation.  

HON HELEN MORTON (East Metropolitan � Parliamentary Secretary) [3.56 pm]: I support this motion. 
When I first heard about the urgency motion, I thought it related specifically to Aboriginal deaths in custody, but 
subsequently I received a copy of the motion and realised it was a general reference to deaths in custody. Having 
said that, I fully concur with the comments made about the case of Mr Ward and the seemingly incredible 
situation in which he was placed in that van under those circumstances.  

The motion also led me to reconsider some evidence that came before the Standing Committee on Estimates and 
Financial Operations about the number of juveniles who come to the attention of the juvenile justice system and 
how, frequently, the best option for these juveniles to obtain an education, decent housing, clothing et cetera is to 
remain within the juvenile justice system.  
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As I said, this urgency motion is not necessarily about Aboriginal deaths in custody; it was written in a more 
general way. I want to speak more specifically to suicide, which is the leading cause of deaths in correctional 
institutions in Western Australia. Suicide accounts for almost half of all prison deaths. There were 63 suicides 
recorded in WA prisons in the 1986 to 2005 period, of which 62 were male, and the suicide rate of Aboriginal 
people in custody was higher than the rate for non-Aboriginal prisoners. For the 2001 to 2005 period, the male 
suicide rate in WA prisons was more than 20 times higher than in the general population, and the rate of deaths 
in custody peaked in the late 1990s and early 2000s, but has reduced substantially following major reforms in the 
prison system since 2003.  

However, the higher suicide rates were evidenced in remand prisoners rather than in sentenced prisoners, which 
is consistent with indications that there are higher levels of emotional stress amongst people in the early stages of 
custody, with the first three weeks of incarceration identified as the high-risk period. Early identification of those 
risks is absolutely essential if we are to do anything to prevent the high number of suicides in prisons.  

In Western Australia during the past 20 years more than one-third of males�34 per cent�and 59 per cent of 
females who completed suicide had suffered from a diagnosed psychiatric disorder in the 12 months prior to 
their death. I raise that issue because many of the people in prisons have a diagnosable mental illness. Some 
reports indicate that this figure is as high as 80 per cent; other reports indicate that it is just under 50 per cent. If 
there is a high rate of people in prison with a diagnosable mental illness, it is no wonder that the rate of suicide in 
prison is very high. Probably not enough has been done over the past while to try to address the rate of suicide. 

The Western Australian coroner�s database found that in 2005, 73.3 per cent of males and 86 per cent of females 
who completed suicide had sought some form of help in the preceding 12 months. The suicide may not have 
occurred specifically because of a psychiatric illness; however, it reflects contact with health-care professionals 
in the 12 months leading up to the suicide. The reason I raise that point is that there have been some issues with 
health services and the delivery of health services in prisons in the past five or so years that I have been aware of 
the matter. More than one-third of all Western Australian males who completed suicide between 1986 and 2005 
had been admitted to a psychiatric hospital or a public hospital for psychiatric treatment at some time in their 
lives. Fifteen per cent of those people completed suicide on the day of discharge from their last admission. 
Similarly, one-fifth of Western Australian females who had been previously admitted to hospital for psychiatric 
treatment completed suicide on the day of discharge and one-third did so within a month of discharge. 

The issues that I am raising are of concern because suicide has been seen as the leading cause of death in 
Australian correctional institutions. Not enough has been done to address the issue; certainly, not enough has 
been done to address the issue of mental health service delivery in correctional institutions. I am pleased to say 
that the government has made suicide prevention a high priority. It will spend $13 million this year and in the 
next two years. We are spearheading a call to action for a comprehensive suicide prevention strategy across all 
levels of government and all sections of the community, including corrective services. 

There are estimates that as many as 40 per cent of prisoners have a really serious illness and are not getting any 
treatment for that illness. The previous government was very aware of this information some time ago. The 
Joyce report, as it is commonly referred to, was released in 2006, after the Inspector of Custodial Services 
released the report that Hon Giz Watson referred to, �Thematic Review of Offender Health Services�. The 
inspector�s report recommended that the Department of Health take a greater role in�in fact, to assume 
responsibility for�providing health services to the prison population. Mr Greg Joyce, the former Director 
General of the Department of Housing and Works, was asked to put together a response to the inspector�s report. 
In his response, he makes a number of recommendations, but he outlines absolutely clearly that 46 per cent of 
patients were diagnosed with a mental condition; 50 per cent of male and 30 per cent of female inmates 
warranted referral for major depression; 50 per cent of prisoner patients reported abuse of alcohol to hazardous 
levels; and 64 to 74 per cent of inmates reported regular drug use in the 12 months prior to entering prison. 
When I visited Bandyup Women�s Prison not long ago, I heard that nearly 70 per cent of the female prisoners 
had tested positive for hepatitis C, with a similar number testing positive for hepatitis B. There are many issues 
that make me realise that our prison system is not getting adequate mental health services in particular and health 
services in general. A range of reports that have been released in the past 10 years indicate this fact. I do not 
believe that sufficient action has been taken to address those issues. Apart from the Joyce report, what is referred 
to as the Mullins review was undertaken in 2008, whereby the Western Australian State Forensic Mental Health 
Service was reviewed. That report laid around for a number of months. When we were in opposition, we could 
not get hold of it to see what was in it. Once again, that issue highlights the terrible situation of mental health 
services in the prison system and for prisoners who are discharged. 

In closing, I support the motion. I hope that the current government does a whole lot better in this area. I am very 
excited to know that the government�s commitment to suicide prevention will be released in the next couple of 
months. 
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The PRESIDENT: Are there any further speakers? 

HON SIMON O�BRIEN (South Metropolitan � Minister for Transport) [4.05 pm]: I certainly do not want 
the debate to collapse prematurely. On behalf of the government, I will respond to the motion. The motion by 
Hon Giz Watson states that the Council consider, as a matter of urgency, the failure of successive governments 
to take all reasonable steps to prevent deaths in custody from occurring in Western Australia. That is the subject 
of the debate to which I will address my remarks. If the honourable member had wished to debate a different 
motion, she perhaps would have worded it differently. The honourable member spoke more about coronial 
matters and, in particular, mentioned a case that is currently before the Coroner�s Court, and I will come back to 
that in a little while; however, I will ensure that I observe the rules surrounding and respecting the sub judice 
aspect of that matter. 

In addressing the terms of the motion, I assert, with respect, that successive governments have indeed taken, and 
continue to take, reasonable steps to prevent deaths in custody. I am not convinced by any action that I have seen 
from either side of the house that that is not the case. It is a matter that is taken very, very seriously. It is 
reflected in the sorts of notes that have been provided to me about, for example, the approach taken by the 
Western Australia Police to strategies to prevent deaths in police custody. I relay to the house that the WA Police 
points out that section 262 of the Criminal Code provides a legislative requirement for, and sets out the duty of, 
every person having charge of another in detention to provide the necessaries of life. Any person who, by reason 
of any omission, fails to perform that duty commits an offence, and a very serious offence that is. Custodial care 
begins from the moment a person is taken into custody as a detainee or arrested person. Custodial care requires a 
police officer, in the first instance, to be vigilant and consistent in preventing a detainee or person in custody 
from suffering illness, injury or death. When necessary, this includes medical treatment prior to admission to a 
lockup or while in police custody. Western Australia Police has been active in implementing recommendations 
from the Royal Commission into Aboriginal Deaths in Custody and the Gordon inquiry through the government 
action plan. 
The police have standard operating procedures and a lockup manual for the management of police lockups and 
detainees. These procedures are maintained, regularly reviewed and, when necessary, amended to ensure that the 
Western Australia Police minimises the incidence of self-harm and death in police custody. The police take a 
range of measures to ensure that officers are responsive to this particularly sensitive issue. They have policies to 
prevent deaths in police custody, which are subject to continuous review. They have introduced safer cells and 
sobering-up shelters. There is training and legislative and duty-of-care requirements. There are thorough 
investigations into any incidents that occur, so that in future members such as those in this place can consider 
these matters with some degree of confidence in that agency.  

The Department of Corrective Services has also implemented some strategies to prevent deaths in custody. We 
have just heard from Hon Helen Morton, in her capacity as Parliamentary Secretary to the Minister for Mental 
Health, that the majority of deaths in custody are caused by suicide. Therefore, it is not surprising that many of 
the strategies that have been implemented by the Department of Corrective Services are suicide prevention 
strategies. The department has implemented an at-risk management system. It has also implemented a primary 
suicide prevention strategy. That strategy involves the development of �a healthy prison environment�, such as 
by improving offender-prison officer relationships. It has also implemented a secondary suicide prevention 
strategy, which includes a support and monitoring system. It has also implemented suicide awareness training for 
officers; established a suicide prevention unit, with several permanent positions in it, specifically to support, 
monitor and enhance suicide prevention strategies; improved prison infrastructure in terms of how cells and 
other detention facilities are constructed; and introduced a peer support scheme and an Aboriginal visitors 
scheme. However, unfortunately from time to time deaths in custody do occur, notably by suicide, but also by 
natural causes, and by fatal injuries, inflicted either deliberately or accidentally, or caused by neglect on the part 
of authorities.  
The Ward case is sub judice, as I said in my opening remarks, and I do not intend to go down the path of 
examining matters that are currently before a coronial inquiry. However, I can advise the house that as a 
consequence of the tragic incident involving Mr Ward, who was arrested on 26 January last year and died on 
27 January last year, just after he had been transported from Laverton to Kalgoorlie, a number of changes have 
been made. These changes have been recorded and will be implemented irrespective of what may come out of 
any coronial inquiry. Firstly, the design and specifications of the replacement vehicle fleet used for prisoner 
transport have been reviewed and implemented with the aim of preventing deaths in custody; that is, some 
changes have been made to the vehicles that are used for prisoner transportation. Secondly, contractor policies 
and procedures relating to duty of care have been reviewed and amended to provide additional measures and 
assurances that the health and wellbeing of persons in custody are addressed. This includes regular welfare 
checks on long-haul journeys. For example, I understand that formerly, a prisoner being transferred was required 
to be checked on during the course of the journey only if the journey exceeded five hours in duration. I 
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understand that now, a prisoner being transferred is required to be checked on every two hours, and is to be 
offered further drinking water or food if the prisoner requires it. Thirdly, the department has developed minimum 
standards for all replacement secure escort vehicles. Fourthly, remote temperature monitoring and update duress 
alarms have been installed in all fleet vehicles.  
I am sure all members would agree that it is a matter of regret when a prisoner in the care and custody of 
government officers dies unexpectedly or not as a result of natural causes. A number of these incidents have 
been reported over the years. However, as we have seen in the case that has been raised by the member today, 
successive governments have responded by taking all reasonable steps to prevent further deaths in custody. I 
have given some examples of the sorts of measures that have been put in place. The member has raised an 
important matter for discussion. However, it is a matter that has been pursued in a positive way by governments 
of all persuasions. I might add that since the tragic case referred to in January last year, there has been a change 
of government, so both sides of the house have been involved.  

In conclusion, I am glad to report that in the first six months of this government, there have been no Indigenous 
deaths in custody. I think that demonstrates that reasonable steps are being taken to prevent deaths in custody. I 
hope that good record is maintained so that we do not have any more grieving families in this state.  

HON KATE DOUST (South Metropolitan � Deputy Leader of the Opposition) [4.15 pm]: I note the 
comments made by Hon Giz Watson about Mr Ward�s tragic and unexpected death. I note also that I find myself 
in agreement with Hon Simon O�Brien on this occasion, because successive governments have indeed been 
trying to improve the prisoner transport system and to reduce the number of deaths in custody, be it as a result of 
suicide, or by other means. Hon Simon O�Brien referred to the fact that he has recently visited Bandyup 
Women�s Prison. One only needs to go into the prison system to see the substantial improvements that have been 
made in a range of prisons, even just in simple things such as cell design and accommodation, and in monitoring, 
training, health care and the alternative programs that are provided. I have visited Boronia prison in my 
electorate. There is a stark difference between that prison and the former Nyandi prison, not only in the facilities 
that are provided, but also in the approach that is taken. It is not just the physical environment that is important; 
it is also the approach that is taken by the people who have primary responsibility for the care of these prisoners.  

I have been to a number of prison officer graduations, and I have talked to prison officers and have looked at the 
training programs. A cultural change is occurring not only in training, but also in recruitment, because 
individuals with different life experiences and expectations are being recruited to work in the prison system. 
These changes have been taking place over a long period, under both our government and this government. 
Serious consideration has been given to how improvements can be made. I am not saying that the system is 
perfect. It is obviously not perfect, because we have had the aberration of the tragic death of Mr Ward. We hope 
that situation does not occur again. In Western Australia there have been a number of very tragic deaths in the 
prison system. It is beholden on everyone involved to do everything we can to address that situation. For the 
Labor Party this has been a consistent issue that we have tried to address in our Indigenous affairs platform. We 
have acknowledged that the recommendations from the Royal Commission into Aboriginal Deaths in Custody 
have not been adequately implemented. Therefore, part of our role in opposition is to ensure that the government 
of the day complies with those recommendations and does everything it can to improve the system. When we are 
in government again, we will be doing everything we can to ensure that that happens as well.  

Hon Simon O�Brien went through a range of changes that have been made in the prison system over the past few 
years. However, it is very important that we do not just leave it there. Governments need to continue to make 
changes. I always take the view that prevention is better than cure. I want to refer to some comments that were 
made recently in Sydney. The comments are found in an article in the Koori Mail of 25 February about the 
launch by the federal Minister for Home Affairs, Bob Debus, of a special edition of the Australian Indigenous 
Law Review, �Coronial Reform and Preventing Indigenous Death�. At that time he commented, appropriately I 
think � 

� the problem essentially is that we have not been able to effectively stop the astonishing and 
distressing level of imprisonment that continues, � 

He then went on to say that we must address other issues. I think we do. If we want to get down to the core of the 
issue, we must ask: how do we prevent people getting into the system where these things can occur? It is 
beholden on governments, particularly members opposite now that they are on the other side of the chamber, to 
address issues of primary importance such as housing, appropriate education and health. I note that even this 
week The West Australian of 6 April ran an article about nurses who work in that area under the headline 
�Nurses �quit� over prison healthcare�. An unnamed nurse is quoted as saying that the shift away from 
personalised care and the fact that prisoners are not getting the health care they need mean that nurses are not 
getting job satisfaction and want to move away from that area. That is a really important issue that this 
government needs to address. That might be linked to Hon Helen Morton�s comments about supporting people in 
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the system with mental health issues. It will be very interesting in, say, six to 12 months� time, once this 
government has brought down its first budget, to see what moneys it has allocated to mental health, and 
particularly the prison system, to provide that sort of support. However, I think it is more important to go back to 
the beginning and ask: what are we going to do to try to break the cycle to ensure that proper accommodation, 
education and health care are provided and are accessible? We need to break the cycle to ensure that people are 
not put into that situation.  

In coming back to the issue of transport, I note that when the very tragic death of Mr Ward occurred, then 
Minister Quirk instigated a review of that tragedy, and particularly the issue of prisoner transport. A number of 
recommendations came out of that. I note that, today, the Commissioner of Police, Karl O�Callaghan, made a 
call to the Attorney General to shift responsibility for prisoner transport from police to Corrective Services. It 
will be interesting to see the response of the Attorney General and even the police minister.  

There are a lot of problems out there and I acknowledge the seriousness of this issue that Hon Giz Watson has 
raised. I do not necessarily agree with her, because I think this is a matter that governments have been working 
on. I think Hon Simon O�Brien said that no matter what we do some occasions arise on which deaths happen. 
Those are issues that are being addressed in the system. Hon Giz Watson could have a look at the changes that 
have been made. I gave a couple of examples in which significant changes have been made in prisoner care to try 
to alleviate these problems. We need to note that changes have been made, and that governments do take these 
matters seriously. Again, the matter Hon Giz Watson raised about Mr Ward is significant, and it will be 
interesting to hear what findings are made. It is a singular tragedy for Mr Ward�s family, and I note that he has 
very young children. I hope that, in due course, the government recognises the difficulty his wife and family now 
face with the loss of husband and father and provides some sort of recompense for them.  

The points that have been outlined are relevant; I do not think we have anything to be embarrassed about. I think 
the former Labor government was moving forward and trying to address these issues. It will be interesting to see 
whether this government continues to move on and to improve what is already there and whether it puts into 
place other mechanisms to try to reduce the capacity for people to enter the criminal system.  

When I visited Rangeview, I saw an enormous number of young people, with a very high Indigenous population. 
I think of those young people and wonder what we are doing in the community and what members opposite are 
doing in government to try to ensure that those young people do not get caught up in the system. If, ultimately, 
those young people become repeat offenders, we might be in here at some stage again talking about another 
tragic death. Although Hon Simon O�Brien said that there had not been a death in custody since he had been in 
government, I think it was reported in The West Australian that a man was arrested in Broome and died as a 
result of other injuries. I mention that tragedy to correct Hon Simon O�Brien�s claim.  

Hon Simon O�Brien: The information was provided from a departmental source that there had been no 
Indigenous deaths in custody in the past six months.  

Hon KATE DOUST: He was Indigenous. These are, indeed, very, very serious matters. Nobody treats them 
lightly. We need to ensure that this government puts as much money as it can into the appropriate departments 
and sessions to ensure that we reduce any future deaths in custody.  

HON ANTHONY FELS (Agricultural) [4.25 pm]: I rise to make a few quick comments on the motion moved 
by Hon Giz Watson before the debate ends. I thank Hon Giz Watson for moving the motion. No doubt, as were 
most members in this place, I was disgusted and ashamed at the recent death in custody of the Aboriginal man 
who was being transferred to the Kalgoorlie prison. I know his death is the subject of a coroner�s inquiry, and I 
eagerly await the outcome. I hope we get to the bottom of all the issues so that we learn why it occurred in the 
first place. It was an outrageous event to happen in our state.  

Since I have been a member of Parliament I have seen more inquiries held into the deaths of pigs in piggeries; 
for example, I am reminded of the story on the front page of The West Australian on Australia Day 2007, and the 
Royal Society for the Prevention of Cruelty to Animals inquiry last year into the deaths of livestock on a farming 
property at Grasspatch. There is no doubting the tragedy of those situations, which are sometimes preventable. 
However, a death in a prisoner transport vehicle is totally different from a suicide and other deaths in permanent 
institutions such as prisons. This death was abhorrent and should never have occurred. As I said, I hope the 
coroner takes as long as is absolutely necessary to ask all the relevant questions to find out exactly how such a 
situation was able to occur. I do not think there will be a need for further inquiries or new rules and regulations 
aimed at preventing something like this in future. If normal duty of care is taken by the people responsible, that 
sort of tragedy should be preventable.  

As members of Parliament we are all part of the government and we all have a responsibility to make sure we 
keep the executive arm of government responsible and accountable. It is very important that ministers with that 
responsibility are in charge of their portfolios and their departments and that proper duty of care is adhered to in 
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these situations. It is a totally horrific and unacceptable event that not only should not have occurred, but also 
should never potentially occur.  

HON GIZ WATSON (North Metropolitan) [4.30 pm] � in reply: I thank members for their contribution to 
this urgency motion. I sum up with a couple of questions that I direct particularly to government members who 
have spoken. I appreciate that the way in which the urgency motion was couched left room for a broad 
discussion about deaths in custody. I listened carefully to the comments of Hon Helen Morton and agree with 
much of what she said. I welcome any attempt to deal particularly with health issues in the prison system, 
because it is an issue that I have pursued for quite a while. One particular question is whether the government 
will consider putting the health of people in the prison system under the direct control of the Department of 
Health and not under the Department of Corrective Services. Professor Harding, Inspector of Custodial Services, 
made this recommendation. It seems to me that particularly if we are to seriously deal with people�s mental 
illness and mental anguish that they experience when incarcerated, we need to enact this recommendation. Even 
someone who does not have a diagnosable mental problem before being incarcerated may ultimately end up with 
one. We must take seriously the health issues surrounding incarceration if we are to ensure that people do not 
reoffend and that they reintegrate into the community once they have served their time.  

The second point I want to address is Hon Simon O�Brien�s contribution to the debate. Members on both sides 
said that successive governments have tried to address this issue and that we are doing the best we can. I am not 
saying that nothing has been done, but I suggest a lot more could be done and needs to be done. We have not 
fully implemented all the recommendations of the Royal Commission into Aboriginal Deaths in Custody. I ask 
Hon Simon O�Brien to convey to the Attorney General, if he could, the issue of looking at legislation similar to 
that of the Northern Territory, which would require reports from the coroner to be responded to. That is quite a 
sensible policy position. I think it would go a long way to reassuring the public that the coroner�s work is taken 
seriously and that a formal response is provided to the various agencies that are named and to the Parliament, in 
the same way that when a standing committee or a select committee of this Parliament reports on a matter of 
seriousness, agencies and ministers are expected to respond, and that is a formal expectation. I would ask that 
consideration be given to amending the Coroners Act to include a provision such as that in the Northern 
Territory act. 
Finally, recommendations contained in various reports from the Inspector of Custodial Services dealing with 
prisoners� transport still need serious attention. I will finish on a point that I have raised by way of questions on 
notice; that is, whether the vehicles are actually equipped to transport people, and I do not mean in the cab but in 
the back of the vehicle. That is a pretty critical issue for the transportation of people in regional Western 
Australia.  
Motion lapsed, pursuant to standing orders. 
 


