
 

  

CANADA 
Province of Alberta 

Report to the Minister of Justice 
and Attorney General 
Public Fatality Inquiry 

Fatality Inquiries Act 
 

WHEREAS a Public Inquiry was held at the Law Courts Building 

in the City of Edmonton , in the Province of Alberta, 
 (City, Town or Village)  (Name of City, Town, Village)  

on the twenty fourth day of September , 2012 , (and by adjournment 
    year  

on the twenty fifth day of September , 2012 ), 
    year  

before Terrence J. Matchett , a Provincial Court Judge,  
  

into the death of Terry Donald McLellan  
  (Name in Full) (Age) 

of 6 Lorelei Close, Edmonton, Alberta T5X 2E7 and the following findings were made:
 (Residence)  

Date and Time of Death: December 22nd, 2010 at 4:23 p.m. 

Place: Royal Alexandra Hospital, Edmonton, Alberta 
    

 
 

Medical Cause of Death:  
(“cause of death” means the medical cause of death according to the International Statistical Classification of 
Diseases, Injuries and Causes of Death as last revised by the International Conference assembled for that purpose 
and published by the World Health Organization – The Fatality Inquiries Act, Section 1(d)). 

Clinical Cause of Death - Hanging. 

Manner of Death:  
(“manner of death” means the mode or method of death whether natural, homicidal, suicidal, accidental, unclassifiable 
or undeterminable – The Fatality Inquiries Act, Section 1(h)). 

Suicidal 
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Circumstances under which Death occurred: 

(See attached) 

Recommendations for the prevention of similar deaths: 

(See attached)
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Circumstances under which Death Occurred: 
 
 
Overview 
 
On December 20th, 2010 at approximately 4:15 p.m. the deceased, Terry McLellan, was brought 
to the Royal Alexandra Hospital by ambulance after his wife found him with a decreased level of 
consciousness and an empty bottle of prescription pills at their home in an apparent suicide 
attempt. 
 
After being medically stabilized at the Royal Alexandra Emergency Department, Mr. McLellan 
was transferred to the Psychiatric side of Emergency for further assessment. 
 
Upon initial assessment, Mr. McLellan reported that with a recent increase in the dosage of his 
anti-depressant medication, he was experiencing increased agitation and aggression resulting in 
arguments with his spouse.  He advised medical staff that he decided to end his life so that his 
wife could be happy.  Mr. McLellan summarized his mood as “I don’t want to do this anymore”.  
When the idea of hospital admission was raised, he agreed that “it is a good idea”.  He went on to 
say that he had little hope for anything that was going to help him and said that when he left the 
hospital he still planned to end his life. 
 
Sadly, on December 22nd, 2010 at 12:30 a.m. Mr. McLellan was found in the bathroom of his 
hospital room with a ligature around his neck which was attached to a grab bar.  He was 
unconscious and a Code Blue was called.  The Code team arrived and he was intubated, 
resuscitated and transferred to Emergency medical.  However, the next day Mr. McLellan was 
declared brain dead and, after extensive discussions with his family, it was decided that life 
support would be withdrawn.  He died at 4:23 p.m. on December 22nd. 
 
Mr. McLellan had a long standing history of depression and had previously attempted suicide in 
January, 2008 by ingesting sleeping pills and a large quantity of alcohol.  At that time, he had 
been admitted to Psychiatry at the University of Alberta Hospital and thereafter followed-up as an 
out-patient. Mr. McLellan continued, however, to have ongoing thoughts of suicide and had been 
treated by his doctor with several different psychiatric medications. 
 
The first witness to testify at the inquiry was the deceased’s wife, Rosalind McLellan.  She 
described an argument between her and her husband on the afternoon of December 20th, 2010, 
shortly after which Mr. McLellan admitted to her that he had taken an overdose of 50 pills of his 
sleeping medication, Zopiclone.  She called an ambulance and her husband was transferred to 
the Emergency department at the Royal Alexandra Hospital.  Because of two prior heart attacks, 
stabilizing Mr. McLellan physically was the initial priority of Emergency staff. 
 
Mrs. McLellan and her daughter spent much of the day with her husband in Emergency.  She 
said that during that time Mr. McLellan was wearing a hospital gown over pajama pants, but she 
did not know whether the pants were his or hospital issued. 
 
When Mrs. McLellan returned to the hospital the following day about mid-afternoon, her husband 
was transferred from the Emergency Psychiatric Unit to the Acute Psychiatric Unit, Unit 62.  She 
attempted to become involved in an interview with Mr. McLellan on Unit 62 but was told she 
would have to return later.  Mrs. McLellan was also advised that she would not be able to speak 
to a psychiatrist that day, but would have to wait until the Unit 62 psychiatrist was present the 
following day.  Mrs. McLellan said that when she left the hospital that evening, she had no idea 
that her husband was still seriously suicidal and intent upon killing himself when he left the 
hospital.  She also testified that she had not been advised that her husband had been certified 
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under the Mental Health Act. 
 
The Emergency department at the Royal Alexandra Hospital has both a medical side and a 
psychiatric side.  Tristin Brand, a Mental Health Assistant, was asked to meet with Mr. McLellan 
while he was still on the medical side of the Emergency department.  She spent about an hour 
and a half with him and then assisted in transferring him over to the psychiatric side of 
Emergency. 
 
Once on the psychiatric side, Ms. Brand was asked to secure Mr. McLellan’s belongings and 
have him change out of the pajama pants he was wearing under his hospital gown.  The pajama 
pants Mr. McLellan was wearing were not hospital issued.  She could not recall whether those 
pants had a draw string. 
 
The pajama pants, along with all the other clothing which had been brought to the hospital for Mr. 
McLellan, were placed in a plastic bag and then secured in a locked locker.  She then completed 
a Valuables Tracking Form which documented the securing of these items. 
 
While Ms. Brand did not specifically say so, it appears that she afforded Mr. McLellan privacy 
when removing his pajama pants, so she was not in a position to observe whether or not there 
was a draw string in the pants or what may have happened to it. 
 
Ms. Brand was aware that Mr. McLellan had been placed on close observation, meaning that he 
was to be observed every 15 minutes.  She indicated that this level of observation was relatively 
easy on the psychiatric side of the Emergency ward because there were only 3 curtained rooms, 
all of which were adjacent to the Nursing Station. 
 
Christina Adewunmi, a Registered Psychiatric Nurse, was the medical professional who assumed 
responsibility for Mr. McLellan when he was transferred to the psychiatric side of Emergency at 
approximately 10:35 a.m. on December 21st, 2010.  She noticed that he was in his own pajamas 
and she advised him that was not permitted on the unit.  She asked the mental health assistant, 
Ms. Brand, to assist with that task of changing.  At Mr. McLellan’s request, he was given hospital 
issued pajama pants which do not have a drawstring.  Nurse Adewunmi confirmed that the 15 
minute observation requirement of close observation was satisfied by the two mental health aides 
that work on that side of Emergency. 
 
Dr. Peter Florence, a medical doctor with a specialty in Psychiatry obtained in 2002, testified as 
to the psychiatric care received by Mr. McLellan in the days preceding his death.  Dr. Florence 
has approximately 10 years experience as an Emergency Psychiatrist.  He is currently the staff 
Psychiatrist at the Royal Alexandra Hospital where he spends approximately half of his time in 
Emergency psychiatry and the other half on general medical and surgical units within the 
hospital.  The majority of his practice over the past nine years has been providing medical care to 
suicidal patients. 
 
Dr. Florence explained that when Mr. McLellan was admitted to Emergency, he was assessed 
both medically and psychologically by the Emergency medicine physician, Dr. Rico, who was on 
duty at that time.  Her records, later provided to him, indicated that Dr. Rico had received 
information from Mrs. McLellan and her daughter, conducted a review of Mr. McLellan’s medical 
history and concluded that because of his depression and the overdose attempt, he should be 
placed on a Form 1 certification under the Mental Health Act allowing him to be detained up to 24 
hours for further evaluation.  This certification allows enough time for a patient to be referred to a 
psychiatrist for further evaluation of risk. 
 
Dr. Florence first saw Mr. McLellan the next day on December 21st, after he had been transferred 
to the Psychiatric side of the Emergency department.  Prior to meeting with Mr. McLellan, Dr. 
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Florence reviewed a medical history prepared by an Emergency medicine resident, Dr. Shazma 
Mithani.  The source of information within that document were discussions with both Mr. and Mrs. 
McLellan, as well as a review of Emergency records and EMS records.  In terms of Mr. 
McLellan’s emotional status, the history stated: 
 

“When asked about his mood, he describes his mood as “I don’t want to do this anymore”. 
The patient is still having active suicidal ideation and feels unsafe to go home.  He does 
admit to a plan.  He also states that he has little hope for anything that is going to be able 
to help him as he states that when he leaves the hospital, he still plans to end his life.” 

 
In terms of her overall impression of Mr. McLellan’s current mental state, Dr. Mithani wrote: 
 

“Mr. McLellan is a 57 year old married man with multiple stressors currently in his life, as 
well as a history of long term depression and suicidal ideation.  The patient currently is 
still suicidal with a plan and is very clear on his intentions regarding this.  The patient has 
poor coping strategies with limited supports.” 

 
After taking this history, Dr. Mithani reviewed it with Dr. Florence who subsequently conducted a 
separate interview with Mr. McLellan.  Based upon that clinical evaluation, he signed a second 
Mental Health Act certification allowing Mr. McLellan to be detained as a formal patient for up to 
one month.  He also directed that Mr. McLellan would be placed upon close observation meaning 
that he would be observed every 15 minutes during the day and every ½ hour after 12:00 a.m. 
 
In describing why he chose close observation, Dr. Florence referred to the suicide attempt, a 
prior suicide attempt in 2008, and a number of other risk factors.  He did not place Mr. McLellan 
on constant observation because Alberta Health Service policy is to attempt to find the least 
restrictive observation level consistent with the risk analysis and it was his clinical judgment that 
constant observation was not required. 
 
Capital Health policy regarding observation levels in place in 2010 when this death occurred 
provided that observation levels would be determined on the basis of a comprehensive 
assessment and that the levels of observation were constant, close and general.  The policy also 
provided that the only circumstance in which constant observation was mandated was where it 
was required for any patient in limb/trunk restraints or in seclusion.  Dr. Florence mentioned other 
situations that might justify constant observation: a patient attempting to harm themselves while 
under observation, a patient attempting to escape, patients with psychotic symptoms or patients 
who are agitated or acting very aggressively.  Mr. McLellan did not exhibit any of these 
behaviors.  The observation levels policy at the time also provided that patients have a right to 
the least restrictive care based upon their level of responsible functioning, as well as the right to 
information regarding their levels of observation.  Mr. McLellan had advised Dr. Florence when 
he spoke with him that he thought it was a good idea that he was being admitted to hospital 
considering the seriousness of what had happened.  Dr. Florence believed that Mr. McLellan was 
taking some level of responsibility for what had happened and that the hospital had an obligation 
to match their observation level with Mr. McLellan’s level of responsibility and provide the least 
restrictive level of observation. 
 
Dr. Florence was asked whether he considered placing Mr. McLellan on constant observation 
and replied: 
 

“Frankly, I didn’t, based on the reasons I mentioned to you before that, you know, having 
dealt with numerous similar cases in the past, Mr. McLellan did not have the history and 
mental state that led us to that level of concern that we thought constant observation was 
necessary.” 
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Later in his testimony, Dr. Florence was asked whether Mr. McLellan stood out to him as being 
more suicidal than the usual suicidal patients.  He replied that while there were a number of risk 
factors for completing suicide, in his clinical judgment and experience he believed that Mr. 
McLellan could be admitted and managed safely on close observation.  He also testified that the 
majority of patients with suicidal thoughts and behaviors are placed on close observation and 
they are managed safely. 
 
Dr. Florence was asked whether there are any criteria or guidelines within the psychiatric 
community in Canada to assist psychiatrists in deciding when a suicidal patient should be placed 
on constant watch.  He responded as follows: 
 

“No, there- - there are no specific criteria as far as I’m aware, and you may ask 10 
psychiatrists and get 10 different opinions on who they place on close versus constant 
observation.  As you can imagine, it’s something very difficult to study in you know, who 
you put on close versus constant because of, obviously, the risk of missing something”. 

 
He then went on to say: 
 

“And - - as far as I know, there are no best practices documents or specific guidelines 
related to what patient characteristics you place on different levels of - - of observation”. 

 
At approximately 4:15 p.m. on December 21st, 2010, Mr. McLellan was transferred from the 
psychiatric side of the Emergency department to Unit 62, the acute psychiatric unit at the 
hospital.  Lisa Hoff, a Registered Nurse on Unit 62 since 1999, was assigned to care for Mr. 
McLellan.  Nurse Hoff has a Bachelor of Arts degree in psychology and specific training in 
relation to self- injurious behavior.  On that date, she was working the evening shift between 3:00 
p.m. and 11:15 p.m. and had 6 patients under her care.  As the admitting nurse, she was 
responsible for completing an admission history and ensuring that Mr. McLellan’s belongings 
were secured.  In preparing the admission history, Nurse Hoff interviewed Mr. McLellan for 
approximately two hours.  She concluded from this lengthy discussion that Mr. McLellan would be 
suicidal if he were to be sent home, but would not be while he was in the hospital as he 
verbalized no intent or plan for suicide in the hospital environment.  He had been open and 
forthright in the conversations with her and had asked about access to his belongings and how to 
obtain his heart medication.  He talked about a plan upon release from the hospital to consume 
alcohol and overdose on his wife’s Tylenol 3.  He was calm and settled and had just seen Dr. 
Florence approximately 2 hours before arriving at Unit 62.  Because his clinical presentation was 
unchanged from that which Dr. Florence observed earlier that afternoon, Nurse Hoff saw no need 
to increase the observation level for Mr. McLellan, that being close observation. 
 
Nurse Hoff referenced hospital records showing that the close observation order of Dr. Florence 
regarding Mr. McLellan had been observed by nursing staff up until the time her shift ended at 
11:15 p.m. on December 21st, 2010. 
 
Nurse Hoff advised Mr. McLellan that he would be seen by their staff psychiatrist, Dr. Osanchuk, 
the next day.  Nurse Hoff also advised Mr. McLellan that two certificates under the Mental Health 
Act had been issued in support of his treatment and what that meant.  She provided him with 
copies of the certificates and pamphlets which explained what it means to be a “formal” patient,  
the rights affiliated with being a formal patient and the appeal process which is available.  Her last 
entry into the patient care record at 11:05 p.m. indicated that Mr. McLellan was “slowed - settled 
and continues to contract to keep self safe”.  At that time he was still awake and watching 
television. 
 
The next entry into the patient care record at 11:30 p.m., indicated that Mr. McLellan was 
received into the care of licenced practical nurse Angie Lowen at 11:30 p.m. and that he 
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appeared to be asleep at that time.  Nurse Lowen explained that she worked the night shift from 
11:00 p.m. on December 21st to 7:15 a.m. on December 22nd , 2010.  Her role as a licenced 
practical nurse was to assist the registered nurses in caring for the patients on Unit 62.  There 
were four staff on duty during the night shift; two registered nurses and two licensed practical 
nurses.  She explained that before commencing her duties at 11:15 p.m., the charge nurse from 
the evening shift reviews the status of all patients with the night shift staff.  Night shift staff are not 
assigned the care of specific patients, but share responsibility for taking care of all patients. 
 
Nurse Lowen explained that when staff conduct their rounds, they carry a flashlight with them and 
actually check to ensure that the patient is breathing. 
 
Registered nurse Mary Sommer was the night shift charge nurse on Unit 62 that evening.  The 
previous charge nurse who had reviewed the status of all patients with her expressed no 
particular concerns with respect to Mr. McLellan that evening.  She confirmed that she had 
conducted the initial round of observations and found Mr. McLellan sleeping at 11:30 p.m.  The 
“S” letters on the night checklist confirm that either he was sleeping at both 11:30 and 12:00 a.m. 
on December 22nd, 2010, or it appeared from their observations of him at those specific times 
that he was asleep. 
 
During the night shift on Unit 62, close observation means that patients are observed on the ½ 
hour rather than every 15 minutes.  As a consequence, after 11:30 p.m. the observation times 
are one half hour apart. 
 
When nurse Sommer entered Mr. McLellan’s room for the 12:30 a.m. observation round, she 
noticed that he was not in his bed and there was light coming from underneath the bathroom 
door.  She knocked on the door a few times and having received no answer, opened it and found 
Mr. McLellan on the floor with a ligature around his neck.  She immediately ran to the front desk, 
called an emergency code, grabbed a pair of scissors and ran back to the room.  She cut the 
ligature.  Staff arrived shortly thereafter and commenced CPR.  She returned to the front desk to 
call the psychiatrist on-call and her program manager and to place a call to Mrs. McLellan. 
 
Nurse Sommer originally believed that the ligature was a shoelace but, when she later examined 
it, said it looked like a drawstring cord that had been knotted up.  She could not explain how the 
Medical Examiner’s office had recorded the ligature as a call-bell cord.  Nurse Sommer indicated 
that she had been in her current position at the Royal Alexandra Hospital for approximately 14 
years and that this was only the second time that someone had committed suicide on her unit. 
 
Mark Snaterse is the Executive Director, Addiction and Mental Health, Alberta Health Services, 
Edmonton zone.  As such, he is the administrative lead for all addiction services and mental 
health services within the Edmonton area which includes inpatient beds at Alberta Hospital, the 
Royal Alexandra Hospital, the University of Alberta Hospital and the Glenrose Hospital.  Mr. 
Snaterse gave evidence with respect to the quality assurance review he conducted after the 
death of Mr. McLellan.  Mr. Snaterse also gave evidence respecting relevant policies in place in 
2010 when Mr. McLellan died, as well as new policies which have been implemented province-
wide since that time. 
 
The review into Mr. McLellan’s death determined that the ligature which he used was the 
drawstring from the pajama pants he was wearing when first admitted to the Emergency 
department at the hospital.  While Mr. McLellan had removed those pants at the request of staff 
when he was in the Emergency department, at some point prior to that or during the process of 
turning over the pajama bottoms, he had removed and hidden somewhere upon him the pajama 
drawstring.  That drawstring had never been observed by hospital staff until Mr. McLellan was 
found hanging from it within his hospital room bathroom.  The conclusion reached was that Mr. 
McLellan removed the drawstring from his pajamas and hid it on his person some time prior to 
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being transferred from Emergency to Unit 62. 
 
For reasons that did not become clear during the inquiry, the Medical Examiner’s records 
describe the ligature as a call-bell cord.  Mr. Snaterse explained why that was not possible as 
there are no call-bell cords on Unit 62.  Mr. Snaterse said that he learned relatively quickly that 
the ligature was not a call-bell cord, but that it took some time thereafter to discover that the blue 
cord that had been used by Mr. McLellan was a perfect match to the pajama bottoms in secure 
storage which had been previously removed from Mr. McLellan when he was in the Emergency 
department. 
 
Mr. Snaterse reviewed the observation level policies in place in 2010, as well as the policies 
currently in effect. 
 
The 2010 Capital Health policy relating to suicidal patients provided that observation levels were 
to be determined on the basis of a comprehensive assessment.  The 3 levels of observation were 
“constant”, “close” and “general”.  Constant observation involved a staff member within easy 
reach, keeping a constant watch on the patient.  Close observation entailed observing the patient 
at least every 15 minutes while awake and every 30 minutes during the night when asleep.  
General observation required observing the patient at least hourly. 
 
The observation policy also specifically stated that patients had a right to the least restrictive 
care, based on their level of responsible function and also had the right to receive information 
regarding their levels of observation.  Finally, the policy provided that the assigned nurse 
provides information to the patient and family regarding the reason for the observation level or 
changes in observation levels. 
 
Mr. Snaterse explained why patients have the right to the least restrictive care.  Based upon best 
practices, the therapeutic environment must be conducive to the wellness and recovery of 
patients. The environment has to be dignified, non-stigmatizing, welcoming, engaging and 
respectful if mental health patients are to become well while in the hospital. 
 
Mr. Snaterse went on to explain the interplay between risk assessment and observation levels.  
Observation levels for mental health patients are determined by a psychiatrist based upon their 
risk assessment of the patient.  However, because suicide risk is a very dynamic and changing 
situation, it needs to be constantly reassessed as part of the ongoing engagement that all staff 
have with the patient.  Staff on psychiatric units use an interdisciplinary team approach to patient 
care, so that every member of the treatment team is continuously re-evaluating risk as they 
interact with the patient.  Other regulated professionals including Registered Nurses, Registered 
Psychiatric Nurses, Social Workers, Occupational Therapists and Psychologists also have 
competency in mental health assessments and risk assessments.  While the observation level is 
determined initially on a comprehensive assessment by a Psychiatrist, it is the function of other 
members of the treatment team to continuously re-assess the patient.  While other regulated 
professionals have the ability to exceed the level of observation designated by the Psychiatrist if 
a situation warrants a higher level of observation, they do not have authority to reduce 
observation levels. 
 
Another policy specifically relating to suicidal patients provided that for any patient assessed as 
being “actively suicidal”, the observation level had to be a minimum of close observation.  It also 
provided that the rooms of such patients, as well as their belongings were to be searched and all 
“potentially dangerous objects” removed from the patient’s immediate possession. 
 
Mr. Snaterse explained that typically a search of the patient would involve asking the patient to 
turn over all of the belongings that they brought to the hospital.  They would then be asked to 
change out of their street clothes and would then be attired in just a hospital gown and slippers.  



Report – Page 9 of 13 
 
 

J0338 (2007/03) 

Whether the patient changed in front of staff or were afforded privacy would be in the discretion 
of the staff member, but the usual practice was to preserve patient dignity and give them some 
privacy as they were changing out of their clothes.  It was not the policy of the hospital to 
physically search a patient to determine whether they might be secreting any items on their body.
 
In her testimony before the inquiry, Mrs. McLellan indicated that she had not been told that her 
husband had been certified or provided information regarding his level of observation.  She said 
that she felt that she was not informed about what was happening with her husband or what the 
hospital’s treatment plan was for him. 
 
Mr. Snaterse testified that the “common practice” when observation levels are established or 
whenever they are changed, is to inform a family member present or when they arrive at the 
hospital.  This practice however is not imbedded in policy. 
 
All of these Capital Health policies have been replaced effective November 23rd, 2011 by a new 
suite of Alberta Health Services policies that apply across the province.  The primary change 
from the Capital Health policies in effect when Mr. McLellan died is that there are now 4 
observation levels which can be utilized in managing suicide risk: 
 

a. Constant – means an assigned staff member is with the patient at all times with 
uninterrupted close contact; 

  
b. Q15 (minutes) Observation Level – at least every 15 minutes throughout any 24-hour 

period; 
 

c. Q30 (minutes) Observation Level – at least every 30 minutes throughout any 24-hour 
period; and 
 

d. Q60 (minutes) Observation Level – at least every 60 minutes throughout any 24-hour 
period. 
 

The new policy also provides that patients and their agent, guardian, nearest relative or others 
with consent, will be informed of the observation level assigned to the patient, as well as the 
rational for the level of observation assigned. 
 
There are also a new suite of provincial Alberta Health Services policies relating to suicide risk 
assessment and management.  That policy provides, in part, that patients assessed as being 
high or moderate risk for suicide during any assessment will have a Safety Plan in effect.  A 
Safety Plan is defined as: 

  
“A plan developed with the patient and is usually summarized and as a written plan when 
the management of increased suicidal ideas and for how to stay safe both in hospital and 
once he or she returns to the community.  Strategies, choices, moments of control, coping 
strategies and contact numbers that were discussed during the intervention should be 
included in the Safety Plan”. 

 
Mr. Snaterse acknowledged that ideally a Safety Plan would be documented. 
 
The new policy also provides that patient access to “lethal means/harmful items/substances” 
must be assessed on admission to acute impatient psychiatric units.  Such things are defined 
broadly in the policy to include any items or substances which have the potential to be harmful or 
can be made harmful by the patient, including but not limited to: weapons, belts, hood strings or 
hooded top strings, pant legs, shoelaces, electrical cords and any other item that can form a 
ligature (waist drawstrings, pantyhose, suspender belts, knee socks and scarfs). 
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Another document in the suite of new suicide risk management policies provides that upon 
admission to an acute inpatient psychiatric unit, all patients will undergo a search of their 
personal property for lethal means/harmful items/substances and, when deemed appropriate, a 
search of their person.  The policy also provides that all attempts will be made by staff to obtain 
verbal consent and cooperation with all patients prior to any search of a patient, their personal 
belongings including clothing, and the patient’s bedside area.  Searching a patient’s person 
without their consent is only appropriate if the patient is considered a formal patient under the 
Mental Health Act or if the search is authorized by Court Order.  Where it is deemed necessary to 
search the patient and the clothing they are wearing, staff of the same gender as the patient 
(where possible), will remain with the patient during the clothing exchange.  The documentation 
of action taken with regard to searches must be entered in the patient’s Health Record. 
 
Another policy directed towards reducing the risk of suicide within acute psychiatric units requires 
and annual written environmental risk assessment to identify potential hazards and take remedial 
action to reduce the risk of harm to patients, staff and visitors.  One change to the physical 
structure of Unit 62 since 2010 is that the handicap grab bars located next to the toilets in the 
washrooms have been removed. 
 
Upon completion of the evidence, the inquiry heard final submissions.  Mrs. McLellan argued that  
given the risk factors for suicide present in her husband’s case such as serious overdose, a prior 
attempted suicide, suicide ideation, a history of depression, a family history of suicide and current 
stresses Mr. McLellan should have been placed on constant watch for a minimum of 72-hours 
until all the drugs which he had ingested were out of his system and his suicide risk was 
thoroughly assessed.  She also submitted that the family should have been more involved when 
the risk assessment analysis was done by hospital medical staff. 
 
Mr. J. Guthrie, Q.C. was counsel for the Health Authority and the nurses who testified at the 
inquiry.  He emphasized that none of the clinicians who cared for Mr. McLellan, based upon their 
training and experience, believed that constant observation was clinically appropriate for Mr. 
McLellan.  The doctors and nurses who cared for him exercised their best clinical judgment and 
that’s all we should expect or ask of them.  Mr. Guthrie also reiterated that a vast amount of work 
has been done by Alberta Health Services on a provincial level following the amalgamation of all 
of the health regions in the spring of 2008.  This work resulted in a new suite of provincial policies 
dealing with suicide risk assessment, observation levels, patient belongings and other things.  
Moreover, the policies which were in place in 2010 in relation to these particular areas were 
followed and documented as being followed. 
 
Mr. Gurthrie pointed out that back in 2010 policies in relation to searches of patients were not as 
enabling as those which currently exist.  Strip-searches were not performed, and not referenced 
in any policy.  While such searches going forward must occur with the utmost of caution and 
respect, they are at least now contemplated as being something that may occur.  Mr. Guthrie also 
highlighted Dr. Florence’s evidence that close observation is, by a significant margin, the most 
common level of observation utilized when patients are admitted to an acute psychiatric facility 
under the Mental Health Act as formal patients.  The vast majority of patients are safely managed 
with close observation which is consistent with Dr. Florence’s experience and also reflected in the 
medical literature.  Constant observation usually results from a very different presentation where 
patients need restraint, are uncooperative, exhibit psychotic symptoms including hallucinations or 
are extremely agitated.  Mr. McLellan did not exhibit any those types of presentations or clinical 
indicators.  When Nurse Hoff dealt with Mr. McLellan in the hours prior to his death, he had been 
open and forthright with her, and provided no indication to her that he would not be safe on the 
unit. 
 
Mr. Guthrie concluded by suggesting that the central issue at the inquiry was the level of 
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observation chosen for Mr. McLellan.  Both Dr. Florence and Mr. Snaterse testified that suicide, 
even in a patient population such as those on Unit 62, cannot be predicted.  Suicide risk analysis 
is a continuing process based upon staff interaction with the patient, it can change rapidly and 
one cannot create a policy which replaces the best clinical judgment of the medical personnel 
caring for the patient. 
 
Ms. Heibert, counsel who represented Dr. Florence at the inquiry, emphasized that he has many 
years of experience in assessing and treating patients with suicidal ideation in crisis situations.  In 
this case, Dr. Florence made a clinical judgment that it was appropriate to admit Mr. McLellan 
under the Mental Health Act.  Based upon the history obtained from the patient, as well as 
information about a past hospitalization for a suicide attempt, it was appropriate to admit Mr. 
McLellan for another 30 days and to choose the observation level of close observation. 
 
 
RECOMMENDATIONS 
 
Suicide Risk Assessments and Resultant Observation Levels 
 
Mr. McLellan committed suicide while under close observation which, at the time of his death, 
was defined in Capital Health policy as observing a patient at least every 15 minutes while awake 
and every 30 minutes during the night when asleep.  Therefore, at the time of his death 
observation levels were every 30 minutes. 
 
Where a patient was deemed to be actively suicidal (which was clearly the case here), policy 
required that the minimum observation level which could be employed was close observation.  
The new observation levels policies effective since November 23rd, 2011 no longer reference the 
term “actively suicidal”, nor do they provide for any minimal level of observation, but rather leave 
open 4 options: 
 

a. Constant observation; 
  

b. Q15 (minutes); 
 

c. Q30 (minutes); and 
 

d. Q60 (minutes). 
 

In effect, medical staff now have an even broader clinical discretion in terms of the observation 
levels they stipulate for a suicidal patient.  The policies contain no criteria or guidelines which 
would assist a physician or the nursing team in deciding which level might be appropriate for a 
particular patient at a particular time. 
 
I repeat as well, the evidence of Dr. Florence when asked whether there were any criteria or 
guidelines within the psychiatric community to assist psychiatrists in deciding when a suicidal 
patient should be placed on constant watch.  He responded that there are no specific criteria as 
far as he was aware and that you could ask ten psychiatrists and get ten different opinions as to 
who they place on close versus constant observation. 
 
When combined with a broad discretion now afforded medical professionals in designating 
observation levels for suicidal patients, I find this evidence that there exists no criteria, best 
practices or specific guidelines relating to who should be placed on constant observation to be of 
concern. 
 
While none of the evidence I heard at this inquiry would lead me to criticize or question the 
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clinical judgment exercised by any of the medical staff involved in this particular case, clinical or 
expert judgment in any profession should be guided by something more than the personal 
experience of the person exercising that judgment.  That is particularly true given the 
interdisciplinary team approach utilized on psychiatric units.  A psychiatrist is not always on the 
unit and every member of the treatment team is continuously re-evaluating suicide risk as they 
interact with the patient.  Staff have the discretion to increase an observation to constant 
observation.  What factors or criteria will they apply when making that decision? 
 
Recommendation #1:  
 
Alberta Health Services develop guidelines to assist all health professionals decide 
whether and when a patient on an acute in-patient psychiatric unit should be placed on 
constant observation. 
 
On November 18th, 2009 Judge William Cummings issued a Public Fatality Inquiry Report into 
the death of Donald Clark who committed suicide in an acute care in-patient geriatric unit at the 
Rocky View General Hospital, Calgary, Alberta.  In his report, Judge Cummings concluded that 
“the evidence in this inquiry supports the finding that fail safe monitoring of psychiatric patients by 
nurses may, for all practical purposes, be difficult if not impossible to achieve.  Nursing staff must 
be assisted in their efforts with the sole objective of enhancing patient safety.” 
 
Judge Cummings recommended the installation of 24-hour central monitoring of patient rooms 
and common areas in Unit 48 at the Rocky View General Hospital, using real-time on site video 
cameras.  He further recommended that the system be evaluated by Unit 48 administrators and 
nursing staff within 6 months of its installation and that evaluation be provided to Alberta Health 
Services to consider the installation of similar systems in other similar acute care psychiatric units 
throughout the Province of Alberta. 
 
It appears that this recommendation has not been acted upon.  Mark Snaterse testified at this 
Inquiry that there has been no video monitoring of patient rooms or common areas implemented 
anywhere in the Capital Health region, nor is he aware of any pilot project anywhere in Alberta 
using video monitoring. 
 
In an age where video monitoring has become an accepted tool to prevent traffic or Criminal 
Code infractions, it is difficult to understand why it would not be utilized as a tool to help keep 
suicidal patients safe in what can be life or death situations. 
 
 
Recommendation #2: 
 
I recommend the installation of 24-hour central monitoring of patient rooms and common 
areas on Unit 62 of the Royal Alexandra Hospital using real-time on site video cameras.  
The system should be evaluated within one year and Alberta Health Services should 
thereafter consider the installation of similar systems in other acute care psychiatric units 
throughout the Province of Alberta. 
 
The latest Alberta Health Services, Suicide Risk Assessment and Management Policy provides 
that patients assessed as being high or moderate risk of suicide will have a Safety Plan in effect.  
Mark Snaterse testified however that while “ideally” this plan would be documented, there is no 
requirement in policy that the plan be reduced to writing. 
 
An undocumented Safety Plan for higher risk suicidal patients housed within an interdisciplinary 
medical environment where communication about patient care is critical, seems to fall short of 
professional good practice.  If not a written document, how does the Safety Plan get 
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communicated to the next shift? 
 
 
Recommendation #3: 
 
I recommend that the Safety Plans for patients in all acute in-patient Psychiatric units 
assessed as being a high or moderate risk of suicide be documented somewhere on the 
patient’s health record. 
 
 
Searching Suicidal Patients 
 
The latest Alberta Health Services policy on searching patients admitted to acute in-patient 
psychiatric units appears to address the two main shortcomings of the policy in effect in 2010 
when Mr. McLellan died.  Firstly, the policy now clearly sets out what kinds of items might be 
considered harmful if left with the patient and it specifically includes things that could be utilized 
as a ligature such as belts, shoelaces, electrical cords and waist drawstrings.  Secondly, the 
policy now specifically provides for personal searches of a patient when deemed appropriate.  
Staff of the same gender as the patient will observe the patient remove their clothing and change 
into hospital pajamas of a gown.  The patients clothing would then be searched. 
 
No recommendations are appropriate in this area. 
 
 

 
DATED February  14, 2013 ,  
  

at Edmonton , Alberta. 
Original signed by 

  

Judge Terrance J. Matchett 
A Judge of the Provincial Court of Alberta
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