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CORRECTIONS BRANCH 
Critical Incident Review 

 
 
 
Subject:                            In-custody Death 
                                          
                                          
 
 
Date of Incident:           October 19, 2010 at 
                                          Fraser Regional Correctional Centre, Living Unit 4C 
  
 
Review Team:  Dawn Kelly, Chair 
                                        Deputy Warden, Alouette Correctional Centre for Women 
 
                                         Carol Niemela, Member 

                               Assistant Deputy Warden, Fraser Regional Correctional 
                               Centre                   
 
                               Member 
                               Community Advisory Board, Fraser Regional Correctional  
                               Centre 
 
                               Dr. Paul Beckett, Member 
                                Medical Director, Corrections Branch 
 
                               Jim Shalkowsky, Participant/Observer 
                               Deputy Director, Investigation and Standards Office 

                                            
 
Review Dates:                   October 25 to 28, 2010 
                                           Fraser Regional Correctional Centre 
                                           
Mandate and Scope of Review: 
 
On October 20, 2010 the assistant deputy minister, Corrections Branch, requested that a 
critical incident review be conducted to investigate the circumstances surrounding the death 
of an inmate while in custody at Fraser Regional Correctional Centre (FRCC) and to 
specifically address the following: 
 

• compliance with Adult Custody policy and procedures; 
• the provision of emergency procedures; and 
• any other factors that may be relevant to this incident. 
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One of the potential consequences of any investigation is that the findings may disclose just 
cause for discipline pursuant to the Public Service Act.  While the discipline of staff is not 
the mandate of this investigation, the facts contained in this review are available to 
managers empowered to take such action.  Consequently, unionized employees were 
provided with the opportunity to have union representation during interviews.   
 
Consistent with branch policy, all evidentiary material, including any original records, tapes 
and transcripts, has been maintained at Fraser Regional Correctional Centre.    
 
An independent review by the Investigation and Standards Office of the Ministry of Attorney 
General was conducted concurrently with this investigation.  A separate report may be 
submitted by that office. 
 
The team was directed to report their findings and recommendations by November 12, 
2010. 
 
The report and findings were provided to the provincial director on November 10, 2010. 
 
Prior to the commencement of the review, the Ridge Meadows RCMP was contacted to 
ensure this review would not compromise any investigations that department may have 
been conducting. Clearance was granted and the review proceeded. 
 
 
Background: 
 

(the subject) was admitted to
for charges of 

These 
charges were consistent with 

In addition, he also had 
He was sentenced 

 
He was initially housed in due to 

upon admission.  Following CAR 
he remained in until Having 

completed the subject was transferred to FRCC where he 
was placed on Living Unit (LU) 4C in of the 
His status was reviewed regularly as per Adult Custody policy and by
he had progressed to due to the 
rules governing 
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Due to his
the subject was classified to LU 4C on and bunked in cell 8 with 

inmate (the roommate), who was on the program.  
Entries in the subject’s client log reflect that there were minimal issues for the 
next six days.  The subject’s ‘Alerts’ in CORNET included concerns,
concerns and that stated “never to be housed with a
program inmate” as the subject was not on the program and had 

  
On October 19, 2010, staff commenced their shift on LU 4C at approximately 0708 hours 
and spent the next six minutes in the office. (All times are approximate as there appears to 
have been a discrepancy of 10 minutes between the times of the DVR footage reviewed 
and unit clocks and staff watches.)   Cells 1-6 were unlocked and immediately re-locked as 
a page via the intercom indicated the nurse would be attending for medication rounds.  The 
nurse arrived at 0717 hours, dispensed medication to two inmates, and left at 0720 hours to 
radio healthcare when she discovered that there was no on the cart.  When it 
was realised that the was left behind on the counter in health care, rather than 
the nurse and the runner retrieving the the health care correctional officer was 
asked by the nurse in health care to deliver the to LU 3C.  The unit was 
unlocked and the subject is first seen, via CCTV at 0722 hours, appearing to wait with his 
roommate for someone or something to come to the front door.  He eventually retrieved his 
breakfast tray, sitting at a table at the far end of the unit by the kitchen area.  The nurse 
returned to the unit at 0728 hours and was granted access to distribute The 
subject is seen to approach the front door where she was located.  While the CCTV camera 

with the nurse, both the nurse and the health 
care runner  report that the nurse diligently performed the required identity check via a 
phone card he presented, then ensured the name and CS number were consistent with the 
information It is important to note that there was some 
resemblance between the subject and the photo on the phone card he presented to the 
nurse.  He was sent to get water on two occasions, finally ingesting the at 0729 
hours.  After drinking water he was placed in the TV room.  The 
second inmate ingested his dose and and water before 
being secured in the TV room at 0731 hours.  The subject is seen via CCTV appearing 
hyperactive, pacing around the room, talking animatedly and laughing.  During the 
distribution process the unit remains unlocked, and the roommate is witnessed standing by 
the table the subject had been sitting at earlier. 

The nurse distributing the was on her second shift at the centre and should 
have been shadowing the regular nurse rather than working on her own.  The regular nurse 
was busy trying to do a call out to replace a nurse who had called in sick and, also, was 
called away to do some blood work on another inmate.   
 
There is no direct observation of the recipients in the TV room as the officers 
deliver breakfast to those secured in their cells and perform other duties.  Seventeen 
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minutes after the second inmate was placed in the TV room, and nineteen minutes after the 
first, they were released, at which point the subject’s roommate greets him in the common 
area and throws an arm around his shoulder.  As the subject was on he 
should have been locked at 0800 hours but instead was allowed to attend yard with six 
other inmates.  They were escorted off the unit at 0818 hours and returned at 0926 hours.  
Contrary to Adult Custody policy, no count was conducted nor was a visual check 
completed of the inmates in this unit for over an hour and a half.  It was also revealed 
during review team interviews that sometime during the shift, unit staff discussed whether 
the appropriate inmate received however, no further action was taken or 
reported. 
 
The subject made a phone call and is finally secured in his cell along with his roommate at 
0932 hours. Staff secured 
the rest of the unit for their coffee break from 0930-0950 hours.  The subject was allowed 
out at 1020 hours to make a lawyer call, securing again at 1028 hours.  Images captured on 
CCTV in the common area do not indicate any signs of intoxication, but the subject has a 
towel over his head obscuring his face while on the phone.   
 
The lunch meal cart arrives shortly after 1100 hours, and two trays are delivered by staff to 
the subject’s cell at 1106 hours.  Staff report the subject was lying on the top bunk on his 
left side facing the wall.  

staff do not recall, it is unclear if the subject ate lunch.  The unit was secured at 
1150 hours for formal count, remaining locked until 1400 hours to facilitate staff meal 
breaks and training.  During this lock down period, at 1223 hours, the subject and his 
roommate were both requested to attend health care for routine follow-up appointments 
regarding unrelated medical issues.  When the runner and unit staff accessed the cell, the 
roommate immediately stated he would go first as the subject was sleeping.  The subject 
was asked if he wanted to attend health care. He made no response, and staff report he 
made snoring-like sounds.  His roommate was taken to health care.  During the return 
escort from health care, the roommate mentioned at least twice to the runner that the 
subject was really tired as he had stayed up all night watching TV so likely would not want 
to go see the doctor.  There does not appear to have been any subsequent attempts to 
determine if the subject wished to attend and health care was notified he had declined.  It 
was confirmed with the attending physician that it was not essential that he attend, so it was 
logged that he had declined. 
 
Following the missed visual checks first thing in the morning, it appears that for the 
remainder of the day, afternoon and evening, these checks were conducted as per local 
centre standing orders and Adult Custody policy with staff reporting during the interviews 
that the subject was always seen lying on the top bunk on his left side facing the wall.  At 
1435 hours the afternoon shift officer arrived, completed shift exchange and at 1442 hours 
unlocked cell 8 to facilitate a one hour time out as per

At no time is the subject 
seen outside of the cell during this ablution period.  Cell 8 was secured at 1548 hours.  
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The dinner meal cart arrived at approximately 1615 hours, and two trays were delivered by 
staff to cell 8.  An inmate is seen on CCTV at 1630 approaching the area of cell 8.  As he is 
still present in that area when staff collected the trays at 1641 hours, he carries two empty 
trays back to the meal cart.  It was reported by this inmate when he was interviewed that he 
told the subject’s roommate to dump the subject’s dinner into a bowl as it was not being 
eaten.  No further activity near this cell is witnessed until after the unit is unlocked at 
approximately 1820 hours following staff dinner breaks. 
 
Numerous inmates are then seen walking over to the area where cell 8 is located but none 
spend much time there.  The tray packer who had been at the cell earlier returned to the 
area again for about twelve minutes and then alerted one of the staff that she should to 
check on one of the inmates in cell 8.  The officer appears to attend the cell at 
approximately 1836 hours and then goes into the office while her partner goes to the cell.  
She briefly returned to the cell and then entered the office where she called the CS to 
report that the subject was unresponsive.  Upon being told to physically attempt to rouse 
the subject she returned to the cell and shortly thereafter at 1841 hours, a code blue was 
called by her partner.  The unit began to lock up and the roommate was removed from the 
cell and secured in the TV room. 
 
Within thirty seconds the first responder entered the unit followed by 3 more staff over the 
next forty five seconds.  Health care arrived within a minute and a half.  After conducting a 
cursory assessment of the subject in the cell and determining that he was cold, pale and 
cyanotic with no pulse or breathing, he was carried from his top bunk and placed on the 
floor of the common area.  At 1846 hours chest compressions were started; however, they 
were stopped and started again as oxygen was applied and the ambubag was introduced.  
Sustained CPR commenced at 1850 hours.  Inmates, including the subject’s roommate, 
indicated to staff that it was a overdose so Narcan was initiated at 1853 with an 
additional three doses given.  Four firemen were escorted to the unit at about 1859 
immediately taking over CPR, inserting an airway and attaching the automatic external 
defibrillator (AED).  At 1900 hours the paramedics arrived.  They continued to monitor the 
AED while starting an IV but no activity was detected in the heart.  A call was placed to the 
ER physician at 1906 hours and he pronounced the subject dead at approximately 1908 
hours.  All emergency protocols were terminated, equipment was removed and the body 
was covered by 1912 hours.  Just prior to this, staff removed the subject’s roommate from 
the TV room, placing him in an empty cell and began covering the cell windows. 
 
Both the Ridge Meadows RCMP and the coroner attended the centre subsequent to the 
pronouncement of death, after which the body was removed to Royal Columbian Hospital. 
 
Findings: 
 

• The subject received prescribed to
• the subject ingested which was not prescribed 

for him. 
• The ingestion of the was planned and deliberate. 
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• The unit was not locked down during distribution. 
• Direct observation of those who had received did not occur and the 

required twenty minute observation period was not fully completed. 
• The LPN involved was on her second orientation shift at FRCC but was not 

accompanied by her orientation supervisor when delivering morning medications due 
to unexpected staff absence. 

• for distribution to the living units was not placed on the cart prior to 
medication rounds commencing, necessitating it be delivered after the fact on 4C. 

• The was transported by non-medical personnel which is inconsistent 
with health care policy.   

• Control and the supervisor were not notified that staff was delivering the 
to 3C. 

• The quality of the phone card picture and the diminished lighting in the area where 
was distributed in this case may have contributed to the subject’s ability 

to deceitfully receive medication that was not prescribed to him. 
• Visual cell checks were not done for the first hour and a half of the shift. 
• Visual cell checks were not signed for by the officer completing them. 
• The medical alert indicating the subject was never to be housed with someone on 

the program was not adhered to. 
• A white board on the unit details the for each inmate on the unit.  A 

review of this board does not appear to have been conducted at the beginning of the 
shift, as the subject and his roommate were able to access the yard which was in 
contravention of the privileges offered those on

• Unit staff suspected a dose was ingested by a person for whom it was 
not prescribed.  The suspicion was neither confirmed by staff nor reported to 
supervisors. 

• A count was not conducted prior to unlocking the unit. 
• The subject was secured in his cell at 1028 hours and was seen in his cell, making 

snoring- like sounds, at approximately 1223 hours. 
• It was logged in CORNET that the subject declined to attend health care when in fact 

he was non-responsive when asked.  
• Code response by correctional staff and heath care personnel was timely and 

reports were completed as per policy. 
• There was a delay in commencing sustained CPR. 
• Dosing of Narcan was not consistent with cardiac life support guidelines in the 

community. 
• There is discrepancy between nurses’ recollection of how many doses of Narcan 

were administered.  
• Health care personnel did not have current medical information on the subject when 

they responded to the code and subsequently had to return to the clinic to retrieve 
information required by the paramedics. 

• The review team was unable to determine precisely when the subject went into 
distress. 
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• Correctional staff and supervisors were unfamiliar with local policy regarding frisking 
of inmates prior to receipt of 

• Correctional supervisors were unfamiliar with local policy requiring their presence on 
the living units when medication is distributed. 

• There is confusion amongst correctional staff and health care personnel as to 
responsibility for checks after and medications are ingested by 
inmates. 

 
Recommendations: 
 

1. The medical director, Corrections Branch should review the 
Program in terms of risks, benefits, and harm reduction strategies. 

 
2. The health care contractor and FRCC management should review current 

distribution practices to ensure compliance with local standard operating 
procedures, Adult Custody policy and Health Care Services Manual policy.  Staff 
should also be made aware of the potential effects of when taken by 
someone not prescribed to do so.  

 
3. The health care contractor should consider implementing regular, on-going code 

response training which includes hands on administration of CPR.                                                
 

4. The health care contractor should review staffing call-out practices and ensure that 
expectations for new staff orientation with appropriate supervision are clearly 
communicated.  
 

5. The health care contractor should consider implementing the practice of assigning a 
scribe during code blue events.  

 
6. FRCC management should ensure that staff is aware that unit logs and CORNET 

entries are records as defined by the Freedom of Information and Protection of 
Privacy Act and therefore they should be accurate and entered by the officer 
documenting the observation or action. 

        
7. The Adult Custody Division should consider exploring an alternative means of 

inmate identification and in the interim ensure that pictures on the phone cards are 
updated when damaged or there are changes to the inmate’s features. 

 
8. The Adult Custody Division should ensure that classification officers maintain only 

current alerts in CORNET and take all alerts into consideration when classifying an 
inmate.  

 
9. The Adult Custody Division should review the current availability of AED’s in 

correctional centres. 
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