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Report to the Minister of Justice 

and Solicitor General 
Public Fatality Inquiry 

  
 

 

  
Fatality Inquiries Act 
 

WHEREAS a Public Inquiry was held at the 
Provincial Court of Alberta, Calgary Courts Centre, 

601 5 Street SW 

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

on the 18th  day of September , 2017 , (and by adjournment 
    year  

on the 19th and 20th  day of September , 2017 ), 
    year  

before The Honourable Peter Barley , a Provincial Court Judge,  
  

into the death of James Keith Reader 26 
  (Name in Full) (Age) 

of No Fixed Address - Calgary and the following findings were made: 
 (Residence)  

Date and Time of Death: March 7, 2015 between 9:30 a.m. and 10:22 a.m. 

Place: South West Lot 8 Parkade on ground, Foothills Medical Centre, Calgary 
    

 
 

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)). 
 
Multiple blunt force injuries. 

  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: 
 Summary 
 
[1]   The deceased, James Keith Reader, was a patient in the psychiatric unit of Foothills 
Hospital.  He was admitted at his own request on December 29, 2014 and was a patient 
continuously until March 7, 2015.  On that date, while on an off-unit pass he committed suicide by 
jumping from a parkade on the hospital grounds. 
 
Circumstances 
 
[2]   Mr. Reader had suffered from years of mental illness and substance abuse.  On December 
29, 2014 he attended the Emergency Unit of the Foothills Hospital in Calgary, asking to be 
admitted because he felt unsafe.  He was admitted on that day with a diagnosis of chronic 
substance abuse and personality disorder. 
 
[3]   He was transferred to Unit 22, a psychiatric unit within 24 hours, and remained on that unit 
until his death.  He was under the care of Dr. White, a psychiatrist, who continued to be his 
primary doctor until March 7, 2015. 
 
[4]   There were usually around 28 patients on Unit 22 suffering from a wide range of psychiatric 
issues.  They were served by six or seven psychiatrists, plus other staff.  Each psychiatrist would 
be caring for certain of the patients during their stay on the unit, which could be brief or last for 
years. 
 
[5]   Dr. White was Mr. Reader’s primary psychiatrist during his stay on Unit 22 and saw him 
every day during his work week.  He was aware that Mr. Reader had a history of substance 
abuse, and had completed three months at Claresholm Care Centre to deal with that issue.  He 
was to have them attend the Foothills Dual Diagnosis Clinic, but was unable to, as he had 
relapsed shortly after leaving Claresholm. 
 
[6]   This overlap between Mental Health issues and substance abuse were to continue through 
this stay at Foothills.  The eventual hope was that Mr. Reader would go to Ponoka and then go to 
the Addiction Centre which specializes in treating both addiction and mental health. 
 
[7]   The problem was that it had to be certain that he was no longer using drugs to ensure that 
the symptoms being experienced were not caused by drug use.  Over time Dr. White determined 
that the major problem with Mr. Reader was that he was psychotic but had learned to hide it.  
This psychosis meant that he could not go to Ponoka until it was under control. 
 
[8]   Dr. White was aware that Mr. Reader had previously been taken to the hospital under the 
terms of the Mental Health Act when he was intoxicated by drugs.  These interventions by the 
police had been resisted by Mr. Reader and the subsequent stays were involuntary. 
 
[9]   This admission in December 2014 was different because Mr. Reader was there voluntarily 
asking for help.  As Dr. White testified, “this is what we wait for”. 
 
[10]  This voluntary admission came with drawbacks.  The patient could leave at any time, unless 
he was certified under the Mental Health Act. The possibility of leaving at any time meant that he 
had to agree to any proposed course of treatment.  This left the staff in a grey area, in that they 
need to respect his autonomy, but still convince him to act in what they considered to be his best 
interests.  The biggest issue was that Mr. Reader was reluctant to take the appropriate 
medication.  He was well educated on anti-psychotic medications, and was aware of the possible 
side effects.  Dr. White thought that the drugs should be introduced gradually, so that Mr. Reader 
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could see that there was no harm in taking them.  He compared it to getting a deer to eat from his 
hand. 
 
[11]  Mr. Reader was taking Clorazepam at the time of his admission.  Continued use of that 
would prevent him from attending Ponoka. Eliminating this drug would cause anxiety, so the 
dosage of other medications would be increased. 
 
[12]  As a voluntary patient, Mr. Reader was allowed off unit privileges.  He would leave the unit 
at regular intervals for a short period of time.  This approval was recorded on a white board by 
the exit door.  A staff member would have to release the door for a patient, after checking with 
the board.  Although this permission was given by a psychiatrist, any nurse could wipe the name 
from the board if they had concerns about the patient leaving the ward.  If that was done, the 
patient lost off unit privileges until seen by a psychiatrist. 
 
[13]  On admission, Mr. Reader reported that he had experienced suicidal thoughts the previous 
day, but that he no longer had them. 
 
[14]  He was noted on admission to have excellent insight into his condition, being aware that he 
was either schizophrenic or suffering from drug induced psychosis.  Dr. White agreed with this 
analysis and regular urine testing showed that the patient was not using drugs on the unit.  This 
left a diagnosis of schizophrenia. 
 
[15]  The nurses on the unit would do a head count every 15 or 30 minutes, to ensure that all 
patients were present.  In addition, every day each nurse would be the primary nurse for a 
number of patients.  This would involve face to face meetings with those patients.  The nurses 
would also have access to the notes made by nurses on the previous shift. 
 
[16]  On January 7, 2015, a nurse spoke to Mr. Reader about his use of the off unit privileges.  
He advised that he felt safe using off units, and denied suicidal ideations.  
 
[17]  Mr. Reader’s records show no concern by the nurses about the use of off unit privileges 
during his stay on the unit. 
 
[18]  On March 1, 2015 Mr. Reader told the nurse that he could not feel anything and that his life 
had been a waste.  He felt anxious but denied any thoughts of suicide.  On March 2, he seemed 
to be better and used his off unit privileges. 
 
[19]  On March 3, 2015 Mr. Reader told Dr. White that he was feeling suicidal and asked to be 
certified under the Mental Health Act.  This was done, which cancelled his off unit privileges. 
 
[20]  Dr. White signed the form to certify Mr. Reader under the Mental Health Act.  This required 
his opinion that the patient was suffering from a mental disorder, was a danger to himself or 
others, was at risk of serious physical or mental deterioration and was not suitable for treatment 
in any other way. 
 
[21]  He gave that opinion based on Mr. Reader reporting that he was becoming increasingly 
hopeless and despondent in hospital and feared that he might attempt suicide. 
 
[22]  Dr. White’s certificate alone would only make Mr. Reader a formal, or involuntary patient for 
24 hours, but a second certificate would make the patient involuntary for a month, or until the 
patient was well.  This second opinion was given by Dr. Sellmer, another psychiatrist on the unit.  
He noted persecutory delusions, command auditory hallucination to harm himself and intermittent 
suicidal thoughts. 
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[23]  This certification eliminated Mr. Reader’s off unit privileges.  However, on the next day, Mr. 
Reader told Dr. White that he was feeling better with less suicidal thoughts.  He seemed to be in 
a better mood. 
 
[24]  He was therefore allowed to resume his off unit privileges.  On March 5th, Dr. White spoke at 
length to Mr. Reader who seemed despondent.  Mr. Reader was resistant to continuing to take 
antipsychotic medication and was resigned to being institutionalized.  He was afraid that being in 
the community might lead to crime or suicide.  Dr. White felt that it was important to allow Mr. 
Reader to make his own decisions on his treatment, but had decided to make him an involuntary 
patient if he refused to take his medication.  He did not tell Mr. Reader that. 
 
[25]  At the Inquiry, Mr. Reader’s father questioned the short time that his son was on suicide 
watch before the off unit privileges were reinstated.  Dr. White pointed out that risk can fluctuate 
over days, or even hours.  Mr. Reader had come to him when he was considering suicide, so his 
opinion the next day that things had changed had to be considered.  He pointed out that Mr. 
Reader was very sensitive and that loss of his autonomy might jeopardize his chance of success 
in treatment. 
 
[26]  Later on March 4, Mr. Reader told his nurse that he felt comfortable using off unit privileges, 
and denied suicidal ideation.  This was repeated later in the day on several occasions. 
 
[27]  On March 5th and 6th he used his 30 minutes per hour off unit privileges appropriately.  
There were no concerns about his mood noted in the nursing records. 
 
[28]  On March 7, Mr. Reader used his off unit privileges properly at 7:30 a.m. and 8:30 a.m. He 
spoke to his nurse who noted him to be settled.  At 9:30 a.m. he took another off unit break. He 
smiled and waved at another nurse who noted that he did not seem to be in distress.  
Unfortunately, during this time off the unit he jumped to his death from a parkade on the hospital 
grounds. 
 
[29]  Evidence was given that it is now required that every psychiatric patient on unit 22 be asked 
during each nurse’s eight hour shift, a series of questions that address the patient’s risk of 
suicide.  If concerns arise, a more intensive inquiry is conducted. 
 
[30]  It is now a rule at the Foothills Hospital that off unit privileges cannot be exercised in the first 
30 minutes of a nurse’s shift to allow the incoming nurse a chance to be aware of each patient. 
 
[31]  Mr. Reader’s mother asked that I make four recommendations: 
 

1) That patients in the psychiatric unit be subject to random drug testing.  I am advised that 
such testing already takes place. 

2) That a safe and secure area be established for the use of psychiatric patients that would 
allow them time and space to socialize with other patients and get fresh air.  This would 
be a mid-point between being strictly monitored on unit, and being free to go out without 
any limit or supervision. I am told that some psychiatric facilities do have enclosed 
courtyards.  Foothills does not have room to expand unit 22 which is on the second floor.  
There are also staffing issues involved.  More importantly, such a separate place would 
be clearly be more pleasant for patients, but it would not be practical to have patients who 
are too much at risk to be totally off unit allowed to leave the unit proper, where they are 
seen by staff at least every 15 minutes, to use a separate area. 

3) That there be recreational and craft opportunities for patients.  There was reference 
during the testimony to play therapy, and there is reference in the nursing notes to a gym 
class. 

4) That severely mentally ill patients have diminished privacy rights and that family members 
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should be able to provide specific information about the patients to the treatment staff. 
 
[32]  It may be that specific psychiatrists may talk informally with family members of patients to 
get background information on that patient.  However, Dr. White pointed out that patients like Mr. 
Reader, who was a voluntary patient for all but a very brief time, must be afforded autonomy.  
This is an essential part of their treatment.  I think the level of family involvement that could be 
afforded would likely vary from case to case.  A patient that has the right to refuse treatment and 
who is learning to trust the treatment staff, might very well be reluctant to engage with the 
treatment team if they knew that family members were being asked for information about the 
patient. 
 
[33]  As such I do not think that I have enough information to support a recommendation in this 
regard that could apply to all mentally ill patients. 
 
Recommendations 
 
[34]  That the procedure of evaluating the suicide risk of psychiatric patients during every nursing 
shift be maintained. 
 
 
 
 

   

DATED November 20, 2017 , 
 
 

  

at Province of , Alberta. 
Original signed by 

  
Peter Barley 

A Judge of the Provincial Court of Alberta 
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