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DEATH IN CUSTODY - SIMON ROCHFORD 
Statement by Minister for Corrective Services 

MS M.M. QUIRK (Girrawheen - Minister for Corrective Services) [2.15 pm]:  I wish to inform the house 
about a recent death in custody in Albany Regional Prison.  There has been extensive media coverage of this 
matter, the death in custody of Simon Rochford, a person of interest in the Pamela Lawrence murder.  
Mr Rochford was serving a 15-year minimum prison sentence for wilful murder.  Mr Rochford was a British 
national and subject to deportation upon completion of his sentence.   

On Thursday, 11 May, police interviewed Mr Rochford in relation to the murder of Pamela Lawrence.  
Following the interview, as a proactive measure, the prison superintendent placed Rochford on the at-risk 
management system, ARMS, register and moved him to an observation cell.  Over the next three days, 
Mr Rochford was kept under observation and interviewed by the prison counselling service.  The counselling 
psychologist reported that he appeared extremely stable and had no issues in relation to the police review of the 
murder.  On Monday, 15 May, Mr Rochford was returned to his own cell as the sole occupant and on the 
following day was again assessed by the prison counselling service and subsequently removed from the ARMS 
register.  I am informed that Mr Rochford appeared to be coping well and was looking forward to the planned 
visits with his mother.   

Early on Friday, 19 May, a prison officer found Mr Rochford dead in his cell.  I understand that a prison nurse 
was at the scene within a minute.  After establishing that Mr Rochford was dead, prison management 
implemented death in custody management procedures.  These include securing the scene and prison records, 
notifying relevant personnel, recording events, notifying details to the next of kin and other reporting 
requirements.  Mr Rochford’s mother attended the prison that evening and was advised of the circumstances 
concerning her son’s death.  The British Consulate has since been providing assistance to her.  Albany police, 
including detectives, attended the prison and took possession of the scene, commencing inquiries in accordance 
with police procedures.  Further, an experienced police team attended to carry out an investigation, which will 
result in a coronial inquest.  The state forensic pathologist and a member of the Corruption and Crime 
Commission staff also attended that morning.   

The Department of Corrective Services’ internal investigation unit is conducting a critical review of the 
circumstances of the death, including specifically addressing the prisoner’s placement on ARMS and his 
subsequent evaluation.  The unit has been instructed to provide interim reports on its review, so that any 
recommendations can be addressed as a matter of priority.  The department is acutely aware of the impact that an 
incident of this nature has on staff and other prisoners.  A support psychologist was available to staff throughout 
the day of the incident and on 24-hour call.  Staff exposed to the incident have also been offered support by the 
department’s staff support team.  Additional prison psychologists and departmental representatives are assisting 
with counselling and support.   

This incident draws our attention to the challenging and confronting work undertaken by the Department of 
Corrective Services every day.  I anticipate being able to provide further advice to the house, member for 
Nedlands, upon receipt of the investigation reports.   
 


