
1 
 

Report of Fatality Inquiry Conducted by Judge W. A. Andreassen 
Into the Death of Cheryl Wendy Francine Simon 

 
INTRODUCTION 

[1] Cheryl Wendy Francine Simon, was a partner, daughter, mother, sister, and friend. 
Her death left a void in her family and community. In this Report, I will refer to her as 
Cheryl. This   informal reference is meant to humanize her, not disrespect her.  

[2] On April 4, 2014, she saw a new doctor who meant to, and did, prescribe the same 
medications she was already taking. Unintentionally, he prescribed one further 
medication. Only one week’s dosage of medications was to be released at a time. On 
April 11, 2014 Cheryl re-filled the prescriptions in the morning, then later a citizen called 
the RCMP in Maskwacis about her and some companions. The police located and 
apprehended Cheryl. She appeared to be under the influence of something beyond 
alcohol. The arresting officer arranged for her to be checked by EMS at the detachment 
around 7:00 p.m. During the examination, a number of pill bottles were found. Their labels 
indicated that they had been filled that day, and showed the total number of each which 
had been provided and the number to be taken daily. It was obvious, to everyone present 
including the ambulance attendants, that more than the prescribed numbers were 
missing. EMS cleared Cheryl to be taken into and held at the Maskwacis detachment 
cells. Shortly after 2:00 a.m. on April 12, she was noted to be unresponsive in her cell. 
After some hesitation arising from uncertainty whether to start CPR where there was a 
pulse but no breathing, RCMP officers performed CPR. EMS reattended and both pulse 
and breathing were restarted. She was taken first to the Wetaskiwin hospital, then 
transferred to an Edmonton hospital where breathing and blood circulation were 
mechanically supplemented. Unfortunately, brain activity was not restored. Life support 
was discontinued. Cheryl died on April 15. The medical examiner determined that her 
death was caused by multiple drug toxicity.  

[3] Cheryl was a member of the Samson Cree Nation. Chief and Council of the First 
Nation supported her family members through the Fatality Inquiry and suggested some 
recommendations. Concerns of the Women’s Advisory Committee of Band Council were 
also presented. The relationship between the RCMP and the Maskwacis community is 
uneasy.  

[4] This inquiry is into the death of a person in RCMP custody. The monitoring and 
emergency services in place were insufficient to preserve her life.  As provided by s. 53(2) 
of the Fatality Inquiries Act RSA 2000 C-F9, this Report may include recommendations 
to prevent similar deaths. I will be considering how the drugs were prescribed, how they 
caused Cheryl’s death, the community context within which this tragedy took place, 
Cheryl’s general health, her activities on April 11, applicable RCMP policies, her arrest 
and booking-in by the RCMP, examination by Maskwacis Ambulance Authority personnel, 
the monitoring while in cells, police response when she was found unresponsive, and 
changes to the practices in the Maskwacis RCMP Detachment since Cheryl’s death. 
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Nothing in the circumstances indicated any issue with the response of EMS or hospital 
staff after the 2:00 a.m. call back.  

[5] Before doing any of this, I must acknowledge the challenges faced by police and 
EMS when they are called on to make decisions about people whose level of intoxication 
is concerning but not obviously life-threatening. Even with the benefit of hindsight, the 
knowledge that Cheryl died, full toxicology testing far beyond what is available to police 
or EMS when a detainee is assessed, and specialized training and years of experience, 
both the medical examiner and toxicologist were somewhat surprised that even in 
combination the drugs taken by Cheryl resulted in death. There is no clear and exact way 
to know what level of risk a detainee is at.  

AUTOPSY FINDINGS 

[6] Dr. Dowling, then the Acting Chief Medical Examiner for Alberta, conducted an 
autopsy, reported on his findings and testified. Dr. Chatterton, a forensic toxicologist, also 
testified.  

[7] A summary of the information they provided about the cause of her death and the 
process by which drug overdoses can result in death, help to understand the policies and 
decisions of the police and ambulance attendants.  

[8] The autopsy disclosed the presence of opiates and sedatives in Cheryl’s blood. 
Although they were not at toxic levels, other possible causes of death were ruled out 
There were only a few minor bruises, one of which was likely caused when Cheryl fell 
soon after being left in the police cell. Cheryl would have consumed the drugs before she 
was brought to the detachment around 7:00 p.m. She was unresponsive shortly after 2:00 
a.m. Blood samples were taken at the hospital around 3:20 a.m. As part of the autopsy, 
the presence and concentrations of drugs in that sample were analyzed. The levels at 
3:20 a.m. would have been lower then when Cheryl was in the cells. Dr. Dowling 
concluded the cause of Cheryl’s death was multiple drug toxicity. The conclusion was not 
challenged at the Inquiry. I accept it.  

[9] The drugs present in Cheryl’s blood which contributed to her death were morphine 
(which is produced as one’s body metabolizes codeine, an ingredient in Tylenol 4 which 
is a pain reliever), clonazepam and nitrazepam (both sedatives). Her blood also contained 
gabapentin (a pain relief medication and anticonvulsant) but it has low toxicity. 
Diphenhydramine was also detected in Cheryl’s blood in an unspecified concentration. It 
is given to relieve allergy symptoms and has some sedative effect, but was not addressed 
by Dr. Dowling or Dr. Chatterton.  

[10] No alcohol was detected in the sample of Cheryl’s blood taken around 3:20 a.m. 
There could have been alcohol in her body at 7:00 p.m. the prior evening but which had 
been fully eliminated by her body when the blood sample was taken.  

[11] Dr. Chatterton explained that some time is required for drugs to be taken up by 
one’s body, after which the concentration of that drug in the blood reaches a peak. One’s 
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body then eliminates the drug over time. From the drug concentrations at 3:20 a.m. he 
could give no reliable estimate of how many of each of the medications Cheryl had taken 
before 7:00 p.m. To do so, he would have to know what time she took the medications 
and whether she started at a level of zero. Despite the absence of full information, his 
opinion was that she did not take all 6 of the nitrazepam pills missing from the pill bottle, 
might have taken the 4 missing clonazepam pills, and was unlikely to have taken all 33 
of the missing Tylenol 4 pills.  

[12] The measured concentration of each of the drugs detected in the blood sample 
was in the therapeutic range, not the toxic range. However, the sedative effect of the 
drugs is exacerbated when taken in combination, and further and significantly 
exacerbated if alcohol is added.  

[13] A chronic drug user like Cheryl builds some resistance to the pain reduction, 
sedative and euphoric effects of the drugs, but does not become immune to their effects 
on the central nervous system. Too many of the drugs depress and slow the central 
nervous system. It can become so depressed that breathing stops, then the heart stops 
beating. Brain function depends on the circulation of oxygenated blood. Interruption of 
such circulation for about five minutes results in brain damage that cannot be reversed 
even if breathing and heart beat are restarted.  

[14] Dr. Dowling did not feel qualified to suggest any optimal time period to awaken an 
intoxicated person so as to prevent the central nervous system from becoming 
dangerously depressed. He recognized that intoxicated people need rest, which need 
must be balanced against any benefit of awakenings.  

[15] Both Dr. Dowling and Dr. Chatterton commented that snoring can be a sign that 
one’s breathing is compromised by central nervous system depressants. Heavy snoring 
can accompany lethargic breathing caused by sedatives. An intoxicated person who is 
snoring heavily and difficult to awaken may need medical attention.  

COMMUNITY CONTEXT 

[16] Maskwacis is a community surrounded by four Cree First Nations – Samson, 
Ermineskin, Montana and Louis Bull. The Samson Cree Nation and Ermineskin First 
Nation have adjacent townsites making up the concentrated center of Maskwacis, which 
is approximately midway between Wetaskiwin and Ponoka. The Montana First Nation and 
Louis Bull Tribe are some distances outside the center of Maskwacis.  

[17] The RCMP have a detachment located in the Samson townsite in Maskwacis.  

SAMSON CREE NATION PERSPECTIVE 

[18] Cheryl was a member of the Samson Cree Nation. Some information about the 
Nation and concerns of its leadership and members, was given through a letter written by 
and testimony of Shannon Buffalo, a Councillor of the Nation and Chair of its Women’s 
Advisory Committee, and other witnesses also provided background.   
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[19] From the perspective of the leadership of the Nation, the lingering effects of 
colonialism including poverty, substance abuse and intergenerational trauma have 
contributed to anxiety, stresses and violence within families and the community as a 
whole. This perspective has been recognized and validated by the Supreme Court of 
Canada in such decisions as Gladue and Ipeelee, and is gaining broader recognition in 
Canadian society generally.  

[20] The effects on women are magnified by the erosion of the respect and value once 
placed on them in their traditional culture. Further, quoting from Ms. Buffalo’s letter:  

“As with many Maskwacis families, these losses (that is, those felt by 
Cheryl’s family) are not isolated, and there is a compounding effect of loss 
and grief which leads to greater risks of suicide, increased addictions and 
ultimately premature deaths.”  

 
[21] A concern expressed by family witnesses is that Cheryl was marginalized, and her 
human dignity minimized, by attitudes towards her addictions, ethnicity and gender such 
that she received substandard treatment during her arrest, incarceration and monitoring. 
The evidence does not establish that her gender or ethnicity made any difference to the 
ultimate decision to hold Cheryl that night; however, negative attitudes toward indigenous 
substance abuse sufferers have been and remain a reality. As noted in paragraph 134 
they may have played a role at an unconscious level in the police skipping a few steps 
that their policies required. Members of the Maskwacis community understandably 
identify RCMP officers as being the successors of their colonial oppressors who held and 
may continue to hold those negative attitudes.  

[22] Ms. Buffalo testified that 75-80% of the Samson Cree people are addicted to 
alcohol or drugs. The rate is higher among young adults, who make up a disproportionate 
part of the total population. Many start using intoxicants around age ten. Ms. Buffalo noted 
that there are no sobering centers or treatment centers for addiction sufferers in 
Maskwacis, although treatment is available through partnerships with other entities. Dr. 
Mazurek of the provincial physicians regulator whose evidence is discussed later, 
identified two places where deaths from misuse of prescription medications could be 
combatted: first and most urgently by preventing deaths using such techniques as 
collecting accurate data, providing supervised injection sites and other harm-reduction 
measures, providing better pain management  through physical and psychological 
therapy rather than medication alone, appropriate prescribing, and reducing stigma 
around and improving access to addiction treatments; second by addressing social issues 
and life trauma which underlie poor resilience and coping mechanisms. This Inquiry 
focused on one person, unfortunately but all-too-commonly and understandably addicted 
to prescription medication. Broad recommendations for sweeping social changes are 
beyond what the evidence heard in this Inquiry will bear. I will try to make concrete and 
specific recommendations to avoid deaths, one at a time, in similar circumstances.  
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RCMP PERSPECTIVE 

[23] Maskwacis not only has a high rate of addicted people, it is also plagued with gang 
and other violence. Police statistics indicate that the rate of violent and severe crime is 
almost four times higher in Maskwacis then in Alberta generally. Substance abuse and 
violence go hand in hand and both spike when money is injected into the community. 
Many Maskwacis residents arm themselves with firearms and other weapons. Individual 
RCMP officers must develop skills in de-escalating tensions. Resort to use of force is to 
be avoided wherever possible, especially where citizens are armed. In recognition of the 
special policing challenges in Maskwacis, the detachment has 12 more officers than the 
population served would otherwise warrant.  

[24] Three of those extra positions are filled by community resource officers. Part of 
what they do is attend weekly meetings of the community HUB program which is 
discussed later.  

[25] All RCMP recruits must take cultural awareness training and have the option of 
taking a week-long course on indigenous perceptions. As part of their orientation, 
members newly posted to Maskwacis are to attend and introduce themselves at the band 
offices and encouraged to attend a HUB meeting. All of this is worthwhile, but it is not the 
Chiefs, Councillors, elders, band officers or any agency employees who junior officers 
are likely to encounter in an intoxicated state.  

[26] In 2014 there were about 3600 prisoners in the Maskwacis cells. In 2017 and 2018 
there were about 2300. The number of these being held to sober up and be released 
without charges was not provided.  

[27] General duty officers are posted to Maskwacis for three years. They may stay for 
shorter periods, for various reasons. Higher ranking officers generally stay longer and are 
usually invited to Council meetings and important ceremonies. General duty officers are 
encouraged but not required to attend community events.  

[28] Ms. Buffalo lamented that it takes time to build a rapport and trust with the senior 
officers who come to Council with statistics and receive recommendations from Council. 
By the time an officer establishes a relationship with the Chief and Council, such officer 
moves on and the relationship building process must re-start.  

[29] Samson Cree Nation Council, through Cheryl’s family, suggested during argument 
a recommendation that senior RCMP officers posted to Maskwacis stay there for ten or 
more years, and that general duty officers stay longer than three years. I decline to make 
such a recommendation, as it may interfere with recruitment of officers and transfer for 
legitimate personal, family, career and other reasons.  

[30] Anything that fosters mutual respect and trust between the RCMP and the 
residents of Maskwacis, either on an institutional or individual level, is beneficial. Most of 
the formalized positive contact now occurring is at the level of senior officers and 
Chief/Councillors/elders, but it is front line officers who are faced with decisions on who 
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to hold and who to transport to hospital, based partly on information from regular 
residents. Informing regular residents about the reason police hold people overnight, and 
their desire to keep them safe, might reduce those residents’ hesitation in providing 
useful, possibly life-saving information to police. Introducing junior members newly posted 
to the Maskwacis detachment to the community, at the level of people they are likely to 
deal with day-to-day, may assist the officers to understand the people they are policing. 
Interactions with frontline police, as children and in non-emergency situations may kindle 
some positive attitude towards police and future co-operation with them.  

[31] The Inquiry did not address whether the community resource officers spent any 
significant time in schools or whether the RCMP have any teaching opportunities. 
However, it is likely that pre-school and kindergarten teachers welcome visitors to read 
or speak to the children and that information about policing would fit in with the curriculum 
in elementary or junior high and career and life management courses in high school.  

Recommendation #1  

The RCMP consult with the Chiefs and Councils of the four Nations, and if they 
support such program with school administrators, to arrange visits to pre-school 
and kindergarten classes and to design and present lessons in elementary, junior 
high and/or high school. Newly posted members should be required to participate 
in the visits and during the presentation of the classroom lessons with the 
presenting member, as soon as possible after posting. To be clear, this is not a 
recommendation that School Resource Officers be placed full time in schools. 

 

[32] There is a program in Samson Cree Nation called HUB. Under it, various 
stakeholders meet weekly to identify community members who are struggling, and to 
strategize on which services would be beneficial and how to connect the members to 
services. RCMP counsel advised that the RCMP already aim to have a visit to a weekly 
HUB meeting as part of the new members orientation.  

Recommendation #2 

This intention be carried out and if considered appropriate by HUB stakeholders, 
the new RCMP member would participate in contacting the community member 
being assisted and connecting him or her with the community service. If there is 
something similar to the HUB program in the other three Nations, this 
recommendation could apply to those programs.  

 

FAMILY CONTEXT 

[33] In April of 2014, Cheryl lived with Marilyn Thom and Ms. Thom’s common-law 
partner. Cheryl and Ms. Thom were such close long-time friends that they considered 
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themselves sisters. Ms. Thom lived in the Samson townsite, a few minutes walk from the 
Band Office, gas bar and Howard Buffalo Memorial Centre (“HBMC”). 

[34] Ricky Piegan had also been staying there a few months. He was Cheryl’s partner. 
Their relationship was long-term but had been interrupted by separations from time to 
time. The most recent separation was four years long and ended when he started staying 
at Ms. Thom’s. 

[35]  Ms. Thom understood Cheryl to have cancer, to be in constant pain, to overuse 
prescription medications (but never to the point of becoming unconscious) and to share 
medication with Mr. Piegan. She was also aware that Cheryl performed house cleaning 
services in return for medication from others.  

[36] Cheryl’s sister, Holly Simon-Parker, had also been staying at Ms. Thom’s for a few 
days. She went there after incurring a possible concussion in a fall. She did not want to 
return home and alarm her father about her possible head injury. Ms. Simon-Parker was 
aware that there had been some incidents in the relationship between Cheryl and Mr. 
Piegan causing Cheryl to have left from time to time.  

[37] Mr. Piegan had his own version of incidents which caused the four-year separation. 
Resolving those versions is well beyond the scope of this Inquiry. What is relevant to 
understand the events leading to Cheryl’s death is that there was sharing of prescription 
medications between Cheryl and her siblings, friends and partner. Their attitudes towards 
each other were not universally positive but did not prevent them from being supports to 
each other.  

[38] Ms. Thom, Ms. Simon-Parker and Mr. Piegan all knew Cheryl over-medicated 
herself. They all knew her to be in pain from arthritis and possibly cancer. They all said 
Cheryl did not abuse alcohol or street drugs. They all said she was not suicidal. Ms. 
Simon-Parker said Cheryl was considering going into treatment with a view to getting the 
children she had with Mr. Piegan out of foster care. Mr. Piegan added that they were 
beginning the process of getting their own residence to further that goal.  

[39] There were papers found in Cheryl’s bag when it was searched thoroughly later in 
the day of April 12, 2014. One was a direction to give another acquaintance only a certain 
number and kind of pills, and to not be talked into thinking Cheryl owed her more. It is 
unclear who that direction was to, or when it was written. The other was an unfinished 
note in Cheryl’s handwriting dated April 11, 2014, addressed to Ms. Thom and her partner 
saying: 

“Hello, this is my last letter to you two, who’ve been so good to me.”  
[40] There was some speculation that this may be been the start of a suicide note and 
Cheryl’s refusal to go to the hospital may be consistent with a suicide. However, I do not 
conclude the death was by suicide. My conclusion is based on Ms. Simon-Parker’s 
testimony that writing was a favorite activity of Cheryl when she was over-medicated and 
Cheryl was considering treatment; Mr. Piegan’s testimony that they had a place to move 
and Cheryl wanted to move; Cheryl considering upgrading her employment credentials; 
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there having been some spat over Tylenol 3’s that Cheryl had obtained from Ms. Thom 
or Ms. Simon-Parker earlier that day and Mr. Piegan having told Cheryl to smooth things 
over before the two of them moved from Ms. Thom’s residence; and most importantly that 
Cheryl had not taken all the pills, which would be expected if suicide was her goal.  

[41] My conclusion is based partly on information not available to the police or EMS the 
evening of April 11, 2014. Had they found the note that evening it is more likely they would 
have taken Cheryl to the hospital.  

[42] It was apparent from the statements and evidence of Ms. Simon-Parker and Mr. 
Piegan that they blamed Cheryl’s death on substandard monitoring by the police and 
guards due to bias against female indigenous people with addictions. Mr. Piegan also felt 
the police were covering up something. However, there was no evidence or even 
questioning to support Mr. Piegan’s claims about the police having turned off detachment 
video or failed to look for surveillance video which would have shown the arrest, or that 
Cheryl was calling for help and was ignored by police and guards, or that people observed 
the arrest and the police did not track them down. I do not find there to have been any 
kind of police cover-up.  

CHERYL’S MEDICAL HISTORY 

CANCER RELATED 

[43] In 2002 abnormal growths of a kind which could evolve into cervical cancer were 
detected in Cheryl through a pap smear. The growths were removed during a relatively 
minor procedure.  

[44] A 2008 pap smear revealed further growths. A similar procedure was 
recommended, which Cheryl had performed in 2009. For undisclosed reasons, Cheryl did 
not or could not attend at the Cross Cancer Institute in Edmonton for post-procedure 
check-ups; however, pathology results did not indicate the presence of cancer. The Cross 
Cancer Institute never received any subsequent abnormal test results and there is no 
reason to think there were any such results elsewhere.  

[45] The growths never progressed to become cancer and Cheryl did not receive any 
chemotherapy or other treatment for cancer. She did advise people, including doctors she 
saw and Cst. Nikolovski, that she had cancer or a cancer history. Whether this was 
because she misunderstood the extent of the earlier growths, or was intended to foster 
sympathy or to obtain prescription medication, is unclear from the evidence at the Inquiry.  

OTHER 

[46] Records of various clinics show that Cheryl suffered from asthma, insomnia, 
anxiety, occasionally depressed mood, and chronic pain from osteoarthritis. She was 
prescribed medication including anti-inflammatories and pain-relievers (ibuprofen, 
Tylenol with codeine and Mobicox); anti-anxiety and sleep aids (clonazepam, 
temazepam, diazepam); and anti-depressant (Paxil) and various allergy and asthma 
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medications which do not appear to have been a factor in her death. Varieties of 
medications which were both central nervous system depressants and addictive, were 
prescribed over a lengthy time period. From time to time, Cheryl was warned that she had 
to make the prescribed drugs last longer, counselled about drug abuse, and told her 
doctors would not keep prescribing “benzos and opioids” indefinitely. Eventually, doctors 
at two Red Deer clinics declined to keep seeing her.  

DR. ALBRBAR 

[47] Dr. Albrbar practices family medicine out of the All Healthy Medical Clinic in 
Edmonton. Another doctor had seen Cheryl at an associated clinic on March 13, 2014. 
The only information in evidence from that visit, is a brief record indicating she was 
seeking clonazepam for anxiety, was taking Tylenol 3 for chronic pain and was advised 
to get a regular doctor.  

[48] On April 4, 2014, Cheryl went to the All Healthy Medical Clinic and saw Dr. Albrbar. 
He discussed her medical history and current complaints and reviewed information on the 
Netcare system. He understood Cheryl had moved to that part of Edmonton and was 
looking for a regular doctor. Between what she told him and what he learned from 
Netcare, he believed she suffered from chronic arthritic pain (for which he prescribed 
ibuprofen, gabapentin, baclofen, Tylenol 4 and domperidone to counter the effects on her 
digestive system), anxiety, depression and insomnia (for which he prescribed 
clonazepam and paroxetine), and asthma (for which he prescribed three inhalants). She 
advised him of the abnormal cervical growths and earlier surgery. He referred her to a 
gynecologist to follow up on those.  

[49] His Netcare search of medications confirmed she had been on these medications 
for some time, which indicated to him that her complaints had some validity. He realized 
that the combination of drugs might be problematic, but considered that she had been on 
the combination for some time so she could handle the combination. She would have built 
tolerance and suffered withdrawal if she was taken off of them. This was Cheryl’s first visit 
with him and rather than take the easy way out and simply decline to prescribe any 
medications, he concluded she did legitimately need these medications. He wrote the 
prescriptions for sufficient quantity to last a month, but only a seven-day supply of the 
medications to be released at a time. He also referred her to a rheumatologist to have the 
arthritis complaints fully addressed. He intended to get an opinion on the proper pain 
medication regime, then wean her off medications over time. His medical records confirm 
the referrals were made, identify an addiction concern, and corroborate his intent was as 
he testified.  

[50] The software program he used apparently communicated with the Netcare 
program and generated two options for medications. Dr. Albrbar could either select one 
medication from those listed or select them all. Intending to write several prescriptions, 
he selected all. One of the prescriptions listed and selected automatically by the software 
was nitrazepam, used to induce sleep. Dr. Albrbar did not intend to prescribe nitrazepam. 
Dr. Dippenaar, a Wetaskiwin family doctor and emergency doctor also testified that it 
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would be highly unusual to prescribe two benzodiazepines like clonazepam and 
nitrazepam at the same time.  

[51] The nitrazepam was prescribed under the brand name Mogadon. The prescription 
was printed as Mogadon 10mg po qhs, prescribed April 4, 2014, permitting generic 
substitutions. It differed from the pain, anxiety and depression medications in that it did 
not say “for a month, release weekly”. According to Dr. Albrbar, this meant some 
instructions to the pharmacist were missing which should have caused the pharmacist to 
have called him before filling the prescription. The various prescriptions were filled at a 
drug store in Edmonton on April 4, 2014, then at a drug store in Wetaskiwin on April 11, 
2014. Neither pharmacist called Dr. Albrbar. I infer that the pharmacists were able to 
determine to their satisfaction what Dr. Albrbar intended, by reference to what appears to 
be a standard medical abbreviations “po” and “qhs” The pill bottle containing nitrazepam 
which Cheryl had with her the night of April 11, 2014, was labelled to initially contain seven 
pills. The pharmacists obviously understood Dr. Albrbar to have meant Cheryl to use one 
of these sleeping pills per day.  

[52] Dr. Albrbar also noted in his record of Cheryl’s April 4, 2014 visit, that there had 
been previous suicide attempts. Cheryl had been on the anti-depressant paroxetine for 
some time and told him she was seeing a counsellor. He found no current suicidal 
thoughts. If he had, he would have sent her by ambulance to a hospital staffed with 
psychiatrists.  

NETCARE SYSTEM 

[53] Certain medical records kept by every health care provider in Alberta are stored in 
a province-wide Alberta Electronic Health Record. They can be accessed by other health 
care providers. Dr. Karen Mazurek, the Deputy Registrar of the College of Physicians and 
Surgeons of Alberta (“College”), swore an Affidavit which was included in an exhibit in the 
Inquiry. Selected paragraphs from her Affidavit follow: 

“40. The AEHR was created to allow a patient’s diagnostic, treatment and 
prescribing records to be available to a health care provider involved in the 
treatment of the patient without having to obtain a copy of a paper record 
from another health care provider. This is also known as Netcare.  
… 
45.The information available online includes all prescriptions dispensed by 
a pharmacist to the patient with the name of the prescriber, the drug 
prescribed, the dosage and the amount of the drug dispensed.” 

 
[54] Certain medications prone to abuse are closely monitored under the Triplicate 
Prescription Program (“TPP”) of the College. Those medications require that prescriptions 
be written in triplicate, with copies kept by the prescribing physician, the dispensing 
pharmacist and the College. As medical record-keeping evolved from paper to electronic, 
and as Netcare was developed, TPP has also evolved. One of the features of Netcare is 
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the Pharmaceutical Information Network (“PIN”). The PIN contains the information 
referred to in paragraph 45 of Dr. Mazurek’s Affidavit, reproduced above.  

[55] Prior to July, 2015, there was one list of medications under TPP, all of which 
required triplicate prescriptions. Since July of 2015, TPP has contained two lists of 
medications. Those listed under Type 1 require triplicate prescriptions. Those listed under 
Type 2 are monitored under the Program but do not require triplicate prescriptions. 
Benzodiazepines, of which clonazepam and nitrazepam are two, became Type 2 
monitored drugs in July 2015. Codeine was added to the Type 2 list of monitored drugs 
in 2016.  

[56] Below are additional selected paragraphs of Dr. Mazurek’s Affidavit, further 
describing TPP: 

“44. Any authorized TPP prescriber (which includes physicians and 
pharmacists with prescribing authority) can go online and check an 
individual patient’s prescribing history at any time.  
… 
46. This information allows any prescriber to determine if the patient is 
seeing other prescribers or is seeking early renewal of Type 1 or Type 2 
Medication. 
47. The online information also includes whether a pharmacist or a 
prescriber has refused to issue or renew a prescription for a Type 1 or Type 
2 Medication to the patient.  
… 
54. The Netcare system is designed to ensure that there are no gaps in a 
patients’ triplicate prescribing history when a physician accesses PIN as 
part of the decision making process in prescribing a Type 1 or Type 2 
Medication.” 

[57] In 2017, the College adopted a Standard of Practice (“Standard”) to address the 
prescribing of drugs which might be misused, shared or sold. The Standard includes a 
requirement that all physicians must review PIN before initiating a prescription, renewing 
a prescription and every three months or less. Further requirements apply in cases of 
long-term opioid treatment.  

[58] In 2014, Dr. Albrbar prescribed the medications which caused Cheryl’s death. The 
Netcare system including its PIN feature were in place. Dr. Albrbar accessed PIN to inform 
himself of Cheryl’s prescription history although the official Standard now requiring 
prescribers do so was not yet in place. Codeine and benzodiazepines were not yet listed 
and monitored under TPP, but Dr. Albrbar was aware of their potential for addiction. 
Netcare contains information on whether other physicians have refused to prescribe, a 
patient is seeking early renewal or if there are prescriptions from multiple doctors. He had 
access to sufficient information to exercise appropriate professional judgment as to what 
to prescribe. Refinements to TPP and to professional standards have been made since. 
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Those refinements reinforce that the medications prescribed for and dispensed to Cheryl 
can be misused, and that knowledge of a patient’s medication history must be accessed 
when considering and prior to writing prescriptions. The record-keeping, sharing and 
accessing appears appropriate.  

[59] It is beyond the scope of this Inquiry to comment on the professional judgment of 
Dr. Albrbar (or any other witness). Even if it were within the Inquiry’s mandate, I would 
decline to do so on the evidence I heard.  

EVENTS OF APRIL 11, 2014 

[60] Mr. Piegan, Ms. Thom and Ms. Simon-Parker all made statements to the police on 
April 13, 2014 and all testified at the Inquiry. Their descriptions of events on April 11 were 
not entirely consistent from statement to testimony or from one reporter to the other. I will 
piece together what likely happened.  

[61] All were at Ms. Thom’s the morning of April 11, having stayed there the night 
before. Ms. Thom’s husband was also there for at least the early part of the morning.  

[62] All were aware of Cheryl’s intent to have her prescriptions re-filled that day. Ms. 
Thom’s husband gave Cheryl some money to help pay for the prescriptions.  

[63] Cheryl removed some Tylenol 3 medication from Ms. Thom’s purse and ingested 
it. This resulted in a verbal confrontation between Cheryl and Ms. Thom. Mr. Piegan was 
of the impression Cheryl would have to give Ms. Thom some medication back or be kicked 
out of the house. Ms. Simon-Parker understood that the basis on which Ms. Thom’s 
husband provided funds was that Cheryl would be giving some of the medication to Ms. 
Thom.  

[64] Cheryl and Mr. Piegan left mid to late morning and hitchhiked into Wetaskiwin. 
Cheryl was already under some degree of influence of the Tylenol 3. She got her 
prescriptions filled at a drug store in central Wetaskiwin. She came out with a large bag 
containing medications. Mr. Piegan asked to see them and meant to hold them, as he 
feared she would take too many of the pills. She gave him some number of pills. At one 
time, he said it was three Tylenol 3s and one other pill, while they were still in Wetaskiwin; 
at another time he said it was three Tylenol 4s and three gabapentins but did not specify 
where. Cheryl was upset that Mr. Piegan tried to take the medications. They argued, split 
from each other, and returned separately to Maskwacis.  

[65] Mr. Piegan says they met up later in Maskwacis, but he passed out in front of the 
band office and did not see Cheryl thereafter. He was picked up by police, taken to Ms. 
Thom’s and the police let him stay there as Ms. Simon-Parker verified he lived there.  This 
was about 7:00 p.m. or 8:00 p.m. Ms. Thom was then out. He was very high on 
medications. Ms. Simon-Parker said he had a handful of pills. He went to the basement 
where he fell asleep in the laundry room. Ms. Thom arrived home and also recognized 
him to be intoxicated on medication. She and Ms. Simon-Parker assisted him into a 
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bedroom. Sometime later he called to the RCMP detachment to see if they knew were 
Cheryl was, but he was not given any information.  

[66] Of the three, only Mr. Piegan was with Cheryl after she had filled the prescriptions, 
and that was only for a short time. No one was with her when she was arrested and none 
of them knew what condition she was then in. None of them considered her to be a drinker 
and all thought she did not drink alcohol that day. None of them considered her to be 
suicidal.  

[67] It was only after Cheryl was found unresponsive in cells after 2:00 a.m., that all her 
pills were counted. Cst. Reddy retrieved Cheryl’s belongings from the guard’s 
safekeeping and counted and recorded the prescriptions, all labelled as having been filled 
April 11: 

- Apo Nitrazepam 10mg – 1 of 7 remaining 
- Pms-Clonazepam 1 mg – 3 of 7 remaining  
- Pms-Diphenhydramine 50mg – 6 of 14 remaining 
- Tylenol 4 – 16 of 49 remaining 

[68] The remaining bottles still contained six days’ supply of pills. No one knows how 
many of the 6 nitrazepam, 4 clonazepam, 8 diphenhydramine or 33 Tylenol 4s Cheryl 
took.  

RCMP POLICIES 

[69] RCMP members in Maskwacis are subject to a national Operational Manual 
(abbreviated in this Report by “OM” followed by a chapter number), a K Division 
Operational Manual (abbreviated by “KOM” and chapter number), and Unit Supplement 
specific to the Maskwacis Detachment. The KOM must be consistent with the OM and 
the Unit Supplement must be consistent with both.  

POLICIES- DETENTION 

[70] OM 17.1 guides members in assessing and managing risk when responding to 
incidents. The model is taught at the members initial training and members must re-certify 
annually. The model identifies the primary duty of a peace officer as preservation and 
protection of life, and the primary objective of any intervention as public safety. These 
objectives inform other chapters in the manuals. 

[71] For example, OM 18.1 covering arrest and detention starts with identifying public 
safety as the primary objective. Section 7.2 contemplates the arrest or detention of a 
person under s. 175 of the Criminal Code or provincial legislation such as s. 115 of the 
Alberta Gaming, Liquor and Cannabis Act. Officers are to be aware that such person 
might injure himself or another or succumb to external environmental factors, and to 
consider alternatives to police lock-up.  
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POLICIES - ASSESSMENTS 

[72] OM 19.2 addresses a member’s obligation to assess responsiveness before 
incarcerating a person and includes a flow chart to guide the assessment. The chart 
includes a step of responding to commands such as opening eyes and lifting arms. Cst. 
Nikolovski did not give these commands to Cheryl before taking her to the detachment or 
allowing her to be taken to a cell; however, she was ambulatory and appropriately verbal 
at the point of her arrest and initially at the detachment. 

[73] The Rousability Chart ends with a reminder that drowsiness and/or intoxication 
may accompany or indicate a serious health condition, and that when in doubt a member 
is to call for immediate medical assistance.  

[74] OM 19.2 requires medical assistance be sought if a person is not fully conscious, 
or is suspected of having “alcohol and/or drug poisoning”. Such term is not defined. It is 
difficult to know when a person’s life is or will become at risk from alcohol or drugs.  

[75] KOM 19.2 requires members in Maskwacis and elsewhere within K Division, to 
seek medical attention at the time of arrest for people who are intoxicated and cannot be 
easily aroused from sleep, have difficulty communicating, are drowsy, or have little to no 
reaction to parts of their body.  

[76] OM 19.3 requires at s. 3.1 that members assess rousability at the book-in stage 
using the Rousability Chart, record that result on Form C-13, consider a medical 
assessment of suspected substance abusers or in circumstances listed in s. 21.2 of OM 
19.2 If medical recommendations are made, the member is to record them and advise 
the guard. Supervision of prisoners then becomes the responsibility of the guards.  

[77] Section D.7.a of Chapter IXX of the Maskwacis Unit Supplement in effect when 
Cheryl died (the “former Unit Supplement”) assigns additional responsibilities to the 
arresting member when assessing responsiveness during the book-in process. Such 
member is to “undertake inquiries about drug and alcohol consumption independent of 
the prisoner and to document the results of those inquiries and action” on Form C-13. A 
prisoner may, intentionally or unintentionally, understate or otherwise provide inaccurate 
information about alcohol or drug consumption. Accurate information might influence 
whether a medical assessment or additional monitoring are indicated. This section of the 
Maskwacis Unit Supplement was added in response to a recommendation from a Fatality 
Inquiry into an earlier death at the detachment (Report of Judge B.D. Rosborough dated 
August 10, 2010, into the death of Arthur Ross Lafrance). 

[78] The Maskwacis Unit Supplement has been revised since Cheryl’s death. It now 
specifically provides, in s. 3.1.7, that prisoners considered in need of medical attention 
will normally be taken to a “suitable medical facility”, but that EMS examination may be 
sufficient. The shift supervisor is responsible to ensure complete notes and entries are 
made in guard logs and member notebooks, then to initial them. Such oversight increases 
the likelihood that assessments are undertaken when indicated, conducted fully, and a 
record is kept. The current Unit Supplement also states that a member who still thinks a 
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prisoner may need medical attention can take the prisoner to a hospital for assessment, 
even if EMS has cleared the prisoner to be held at the detachment. This is similar to a 
note at the end of OM 19.2 - the arresting member can also decide to take a prisoner to 
a medical facility if the prisoner does not want to go.  

[79] If a member decides that a detainee will be held in cells, the policies relating to 
booking in and monitoring by guards become applicable.  

POLICIES – BOOK-IN 

[80] Besides being assessed for responsiveness, a prisoner is to be searched and a 
book-in form (Form C-13) must be completed.  

[81] Section 3.1.2 of OM 19.3 tasks the arresting officer to search prisoners 
“thoroughly” before they are lodged. The OM later contemplates that the search may, in 
some circumstances, be conducted by a guard.  

[82] In Maskwacis, under both s. D.1.c of the former Unit Supplement and 4.1.d of the 
current version, guards are not to search prisoners. Apparently, there are generally 
members of both genders available, so incoming prisoners can be searched by a member 
of the same gender.  

[83] In the search, medications are to be taken from the prisoner, as are any items 
which might be used to escape or to inflict harm on the prisoner or others (OM 19.3, s. 
3.2.2). The Unit Supplement identifies some types of clothing which should be taken to 
prevent use for self-harm (former version s. D.1.d, current version s. 4.1.e). 

[84] The Unit Supplement also directs the booking member to search the prisoner’s 
effects (s. D.1.b of the former version, s. 4.1.c of the current version). The extent of such 
search is not addressed in the RCMP policies, but was the subject of some questions 
during the Inquiry. Searches incidental to the arrest are also the subject of s. 5 of OM 
13.1. Such searches are to be reasonable and necessary in the circumstances, with the 
search targets limited to weapons and evidence connected to the offence for which the 
person was arrested. The former Unit Supplement specified in s. D.1.c that guards were 
not to secondarily search personal effects like jackets and bags. This limitation was not 
carried forward into the current version.  

[85] By OM 19.3, s. 3.2.3 the obligation to list all items taken from a prisoner for 
safeguarding is assigned to the member. Form C-13 has pre-printed on it some common 
items like jackets and purses, with a box to check to indicate whether such item was 
taken. The Unit Supplement confirms additional duties on the guard where there are large 
amounts of cash, to note the same on Form C-13 and to securely store the cash (former 
version s. D.3, current version s. 4.3). 

[86] As noted, s. 3.2.2 of OM 19.3 directs the member to take possession of medication 
from a prisoner before the prisoner is lodged. The member is also supposed to confirm 
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validity and dosage with the prescribing professional, where practical and before allowing 
the prisoner to take prescription medications (OM 19.3, s. 3.4.1). 

[87] Under s. 4.7.1 of OM 19.3 the guard is to record particulars of medications 
including dosage and times they are to be taken on both Form C-13 and the log book. It 
was explained during the testimony that this is intended to alert the guard whether 
medication is due during the period a person is incarcerated.  

[88] The process in the policies, therefore, is for members to search and take 
medications, and to check with the doctor who prescribed “where practical”, but for guards 
to list medications on the book-in form. The member is responsible to complete other 
portions of the book-in form, and ultimately ensure the form is completed fully and properly 
(Unit Supplement, former version s. D.2, current version s. 4.2). 

[89] There is insufficient room on Form C-13 to list medications and their particulars. In 
Maskwacis, a separate page is supposed to be appended to Form C-13 with medication 
information.  

[90] The obligation on the guard to complete a portion of Form C-13 is an anomaly. The 
member and the guard might each think the other is doing so. The listing of medications 
could fall through the cracks, as happened here. It did not much matter here because the 
members involved at the book-in, the examining EMT, and Guard Lafrance were all well 
aware that Cheryl had taken too many of several prescribed pills. However, in a future 
case, a clear obligation imposed on a member to verify the medication part of Form C-13 
might focus his or her attention on the importance of finding medications and ensuring 
they are listed. This, in turn, might alert the member of the involvement of multiple 
medications and to consider hospitalization or more intense monitoring.  

Recommendation #3 

Renumber 3.4.1 of OM 19.3 as 3.4.2 and add a new 3.4.1: 

3.4.1 Review and initial the medication information recorded on Form 
C-13-1 by the guard, under s. 4.7.1 

Replace 4.7.1 with: 

4.7.1 Record the following on Form C-13-1, and have the booking 
member initial your record. Record the same information in the 
prisoner log book. 

 (4.7.1.1 to 4.7.1.3 would remain) 

(3.4 applies to members. 4.7 applies to guards. Both sections require amendments so 
they are consistent with each other) 
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POLICIES – MONITORING PRISONERS 

[91] OM 19.3 obliges the Commander of a detachment to post guard duties and the 
Rousability Chart, and to ensure the Rousability Chart says: 

“If in doubt, seek medical assistance” 
[92] The Commander must also have one member in charge of orientation, training and 
recertification of guards and ensure members and guards read and initial all policies and 
do so every six months. OM 19.3.1 requires a guard, presumably on initial hiring, to 
acknowledge understanding and acceptance of responsibilities of care and guarding of 
prisoners. The requirement for semi-annual review of policies with all guards is repeated 
in KOM 19.1, s. 4.3.8. 

[93] In the section of OM 19.3 addressing the guards training, s. 4.2.3 includes a 
corresponding obligation on guards to receive orientation on policies and to review the 
Rousability Chart every six months. Guards must also obtain First Aid and CPR training 
and recertify to keep certification current.  

[94] When prisoners are lodged, the member is directed by OM 19.3, s. 3.1.1, to instruct 
the guard to “assess responsiveness as required” and to record results in the prisoner log 
book, including any kind of enhanced supervision and medical recommendations 
(sections 3.1.3 and 3.1.6.2). This Inquiry does not involve a suicidal prisoner and I will not 
consider policy provisions for that circumstance.  

[95] Guards are to check prisoners frequently, by a physical check not a check on the 
video equipment, at least every 15 minutes (OM 19.3, s. 4.5.1). KOM 19.1 does not add 
to this, saying only that prisoners are to be checked frequently and the results logged. 
The version of the Unit Supplement in effect in 2014 provided in s. E.1 that there were to 
be “visual” checks at least every 15 minutes. There was some understanding at the 
Maskwacis detachment in 2014, that a video check could satisfy this requirement.  At a 
guard meeting held after Cheryl’s death, guards were told every second check could be 
on video. This is a misunderstanding and has since been corrected. The national policy 
is clear. The former version of the Unit Supplement may have permitted an expansive 
concept of a sufficient “visual check”, but Unit Supplements can not relax the 
requirements under the national policy. In the current version, it is clear that visual checks 
from the cell door are required no more than 15 minutes apart, and these checks can be 
supplemented but not replaced by checks on the video (s. 5.1). Each cell contains a small 
window and a slot through which a guard can pass food or speak to a prisoner.  

[96] The policy manuals do not say that prisoners must be awake, or awakened, on 
every 15-minute check. Evidence at the Inquiry confirmed that this is neither the intent of 
the policies, or the practice of even the most competent and conscientious guards. Seeing 
the prisoner breathing, or have the prisoner respond to a knock at the door or a call 
through the food slot, is sufficient on the 15-minute checks.  

[97] OM 19.3, s. 4.5.2 requires that intoxicated prisoners “must be awakened and 
responsive a minimum of once every four hours”. Responsiveness is to be assessed 
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using the Rousability Chart. Section 4.3.1 reinforces that the guards must be familiar with 
the monitoring and assessment responsibilities, and s. 4.3.3 cautions against assuming 
a prisoner is “sleeping it off”. Evidence at this Inquiry indicated that, counter-intuitively, 
snoring does not necessarily provide assurance of satisfactory breathing. Snoring can 
indicate compromised or insufficient breathing.  

Recommendation #4 

Replace OM 19.3 s. 4.3.3 with:  

Never assume a prisoner is “sleeping it off”. Be aware that snoring 
may indicate breathing problems. Assess responsiveness according 
to App 19-2-1.  

 

 
[98] The current version of the Unit Supplement repeats the requirement to awaken 
and assess intoxicated prisoners at least every four hours in s. 6.  

[99] Pursuant to OM 19.3, s. 4.1.4 and the Unit Supplement (former version s. G.1.a, 
current version s. 7.1) guards are not permitted to enter a cell except in an emergency. 
According to evidence at the Inquiry, the type of emergency contemplated is a life-
threatening condition where there is no member in the detachment. The expectation in 
Maskwacis is that on a four-hour awakening, a guard will bang on the door and call 
through the slot and have the prisoner respond to questions. If this is unsuccessful, the 
expectation is that a guard will call on a member to enter the cell, awaken the prisoner, 
and have the member assess responsiveness.  

[100] If there is any doubt about the level of consciousness of a prisoner, OM 19.3, s. 
4.3.2 directs the guard to seek immediate medical attention and ask a member to assist.  

[101] The Maskwacis Unit Supplement differentiates between a request for, or apparent 
advisability of, medical attention (the procedure there is to call a member, call an 
ambulance if it is obviously needed, otherwise let the member or shift supervisor decide 
what to do - former ss. F.1 and F.2, current version ss. 6.1 and 6.2) and a medical 
emergency. In a medical emergency, the guard is directed by s. 7.6 of the current version 
to call an ambulance and advise members.  

[102] Guards are responsible to record information in a prisoner log book. The book is 
to have pre-numbered pages – OM 19.3, s. 4.4.2. This is obviously to prevent any kind of 
after-the-fact page replacement or revisions between an event and a review. KOM 19.1 
specifies in s.1, the specific type of log book to be used and headings under which 
information is to be recorded, and requires the arresting member to enter the prisoner 
number in the log book at the completion of booking in. OM 19.3, s. 4.4.2 requires that 
the guard note, for each prisoner and cell, the time of each check, the type of check (at 
cell door or by video), and the observed prisoner activity. Both the former and current 
versions of the Unit Supplement include suggested abbreviations for observed activities, 



19 
 

such as “SB” for sleeping on back. The Maskwacis NCO now in charge of supervision of 
guards, has created a more comprehensive list of shorthand and mandated its use. Later 
in this Report, I recommend an additional column to be added to the log book to identify 
the kind of check.  

[103] The Unit Supplement provides that guards are hired “solely” to monitor prisoners 
– former version E.3, current version 5.3. However, guards do have other duties. They 
assist during book-ins. They take and safeguard belongings and handle them when a 
prisoner is transferred or released. They enter information in the prisoner log book. They 
prepare and serve meals. They are responsible for some cleaning on the weekends. 
Some of these other duties are contained in the Unit Supplement, the very document that 
says their sole duty is to monitor prisoners. It was clear in the evidence at the Inquiry that 
monitoring the condition and well-being of the prisoners was the primary but not the only 
expectation on guards. The authoritative effect of the written policies is compromised 
where they are inconsistent internally and do not align with the actual expectations. This 
kind of inconsistency sends a mixed message to the guards about whether monitoring 
well-being of prisoners is really as important as the policies say it is. Mixed messages can 
lead to inconsistent compliance and should be avoided.  

Recommendation #5  

Section 5.3 of the current Unit Supplement be replaced with:  

5.3 Monitoring prisoners is the most important duty of the guards. 
Prisoner checks and log book recording are to be performed in priority 
to any other guard duties.  

 

[104] Although responsibility to monitor well-being of prisoners passes from the arresting 
member to the guard at completion of book-in, RCMP policies also give a role to the shift 
supervisor. 

[105] The supervisor is required by OM 19.3, s. 5, to check the cell block at the beginning 
and end of each shift and periodically, to initial the log book when he or she does so, and 
to “rectify shortcomings”. KOM 19.1 covers these responsibilities in ss. 4.1 – 4.3.1, which 
specifically make the supervisor responsible to ensure that the policies pertaining to care 
of prisoners are carried out. The former version of the Maskwacis Unit Supplement 
provided in s. D.14 that members were to check the guardroom at the beginning of some 
shifts and end of others, and to initial the log. Section 4.6 of the current version brings this 
more in line with the national and K Division policy manuals. It directs shift supervisors to 
check the guardroom, initial the log book at the start of shifts, and conduct other checks 
“as time permits”. A small revision to the Unit Supplement is necessary to make it fully 
compliant with the national policy by clarifying that checks are required at both the 
beginning and end of shifts, and all checks are to result in the shift supervisor initialing 
the log book. The requirement for the initials provides the responsible detachment 
Commander a means to check on whether shift supervisors are fulfilling their 
expectations. Shift supervisors would likely conduct more and more careful reviews of the 
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guard activity as indicated in the log book, which in turn would likely cause guards to be 
intentionally conscientious about conducting and recording checks.  

Recommendation #6 

Replace 4.6 of the Unit Supplement with:  

4.6 The Shift Supervisor shall check the guardroom at the start and 
end of his/her shift ensuring all is in order. This will include a physical 
count of the prisoners and review of the guard’s log. Shift supervisors 
will conduct additional checks throughout their shift as time permits. 
Shift supervisors must initial the log book at the beginning and end of 
the shift and at every check during the shift.  

 

[106] I recommend, later in this Report, some form of audit requirement so that 
Commanders review the log book entries of guards and shift supervisors.  

ARREST 

[107] Around 6:40 p.m., Tommy Saddleback saw some people whose behavior raised 
some concerns, in the Samson townsite. He identified Cheryl as one of them. There was 
either one male (according to a statement given by Saddleback on April 13, 2014) or two 
males (according to police reports) with Cheryl.  

[108] Saddleback, who did not testify at the Inquiry, said in his statement that a male 
and Cheryl were in the band office parking lot, staggering into traffic, then the male came 
to the gas bar and Cheryl went to the parking lot of the Howard Buffalo Memorial Centre 
(“HBMC”). The male removed his shoes and threw them at the gas pumps. Saddleback 
called the RCMP.  

[109] Cst. Nikolovski was one the officers who responded. He understood there to be 
two males and one female panhandling at the gas bar, all intoxicated. On his arrival, he 
got a description of the female, then saw Cheryl in the HBMC parking lot. She matched 
the description. She appeared to be trying to pick something up off the ground. Her purse 
was on the ground, but about two meters away. Cst. Nikolovski did not deal with any 
males. No information was provided on the substances which may have contributed to 
the male’s intoxication. 

[110] Cst. Nikolovski noted Cheryl to be “swaying” and “wobbly”. He asked her if she 
had been drinking and what she was doing in the area. Cheryl did not answer directly. 
She appeared to be confused and slow to respond. Her speech was slurred and her eyes 
glossy. He said he smelled alcohol from her. Her family members who testified said that 
she was not a drinker, but they were not aware of her whereabouts and activities that day. 
Other members who dealt with her did not notice a smell of alcohol and no alcohol was 
detected in the blood drawn from her about nine and a half hours later.  
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[111] Cheryl told him she was a cancer patient. He understood her to mean she was 
taking chemotherapy. He assumed she would be on other medications as well. He was 
not aware of the effect of a combination of alcohol, chemotherapy and unknown drugs, 
but considered her to be significantly impaired by something beyond alcohol alone.  

[112] He arrested her for causing a disturbance. He did not intend to charge her. He 
wanted to have her assessed. An EMS crew was at the detachment when he was 
dispatched on this matter a few minutes earlier, so he radioed and asked that they stay 
there until he arrived with Cheryl. If she was cleared to remain in custody, Cst. Nikolovski’s 
intention was to have her released without charges, when sober.  

[113] Cst. Nikolovski was unaware of what the chemotherapy and drugs would do to 
Cheryl’s physical strength. He did not want to harm her by handcuffing her. He did not 
handcuff her.  

[114] During cross-examination and argument, Cheryl’s relatives, through counsel, 
questioned the authority for Cheryl’s arrest. It was suggested that, as Cst. Nikolovski had 
not actually seen Cheryl panhandle or accost anyone, he had not found her committing 
the summary conviction offence of causing a disturbance created by s. 175 of the Criminal 
Code, so had no authority under s. 495(1)(b) to arrest her.  

[115] This argument overlooks that one can be causing a disturbance by being drunk. 
The jurisprudence indicates an officer can act on what is apparent at the time and can 
infer disturbance to the public.  

[116] Cheryl’s relatives also argued that none of the criteria listed on s. 495(2)(d)(i-iii) 
were present so Cheryl should not have been arrested. Section 495(2)(d) prohibits 
warrantless arrests where a peace officer believes on reasonable grounds that the public 
interest may be served without an arrest, after consideration of all circumstances 
including those listed in (i) (establishing identity), (ii) (securing or preserving evidence), 
and (iii) (preventing future offences). This argument overlooks that the overall standard is 
public interest and the three listed circumstances do not exhaust all considerations as to 
what is in the public interest. Preserving the safety of Cheryl is a proper “public interest” 
consideration consistent with jurisprudence on the common law duties and powers of the 
power.  

[117] In any event s.53(3) of the Fatality Inquiries Act precludes me from ruling on the 
legal validity of Cheryl’s arrest or detention, and I decline to do so. I will say only that Cst. 
Nikolovski’s decision to take her in and later detain her once EMS deemed her fit to stay, 
appear to have been motivated by concern for Cheryl’s well-being.  

[118] Staff Sgt. McDermott was not in Maskwacis in 2014. He arrived in 2017, as the 
NCO in charge of operational support at the Maskwacis RCMP detachment. He testified 
at the Inquiry and in his evidence reviewed relevant policies and the intent behind them, 
and commented on his understanding of whether they were followed in this case.  
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[119] He said that before a member takes a person who appears intoxicated into 
custody, the member must have both an authority and a purpose. He referred to OM 18.1, 
s. 7.2 which summarizes the authority to arrest someone for causing a disturbance under 
the Criminal Code, or to hold someone for public intoxication under provincial legislation. 
Before a person is even initially detained for public intoxication, the RCMP member is to 
consider whether he presents a risk to him/herself or whether the weather presents a risk. 
If a person is detained the member should consider whether (s)he can then be left with 
someone able and willing to take responsibility or to a detoxification center, rather than 
being locked up at the detachment. 

[120] Sgt. McDermott stressed that the police do not have blanket authority to arrest 
people who exhibit signs of intoxication and hold them until sober, and there is no policy 
to do so. He was satisfied from his review of reports, that Cst. Nikolovski had authority for 
the arrest and a purpose to hold Cheryl (to safeguard her well-being). However, Cst. 
Nikolovski did not consider alternatives to holding her.  

[121] In my view, Cst. Nikolovski complied with the RCMP policies concerning 
assessment of Cheryl. On her arrest and at booking, Cheryl was awake and able to 
respond to questions, so satisfied the criteria for rousability in the Chart. However, Cst. 
Nikolovski was concerned with her level of consciousness. He drove her directly from the 
arrest site to the Maskwacis detachment, where he knew an EMS team was present to 
assess her.   

BOOK-IN 

[122] Cst. Charette was acting as shift supervisor that evening in Maskwacis. He and six 
other constables were working from 6:00 p.m. to 6:00 a.m. He had nine years’ experience 
at the time.  

[123] He was aware of the shift supervisor’s responsibility to check the cell block area at 
the start of a shift and to initial the log book. Based on his standard practice he thinks he 
checked the area. He did not initial the log book. He recalls it being a busy night, with 
prisoners there when the shift started and intoxicated prisoners coming and going.  

[124] He had dealt with Cheryl before. From that incident, he understood she had a 
serious illness. He was aware of her reputation to abuse medications and believed EMS 
attendants were also aware of it. Guard Lafrance also knew of Cheryl’s reputation. Cst. 
Nikolovski had never dealt with Cheryl before.  

[125] When Cst. Nikolovski arrived at the book-in area with Cheryl around 7:00 p.m., 
Guard Lafrance, Cst. Charette, Cst. Reddy, Cst. Brown, Cst. Ziolkowski and the EMS 
attendants Giesbrecht and Holland were all in the area. Cst. Brown and Cst. Ziolkowski 
were dealing with prisoners from other incidents, so had only indirect involvement with 
the book-in process. They did both note the presence of pill bottles or discussion of pills 
and that Cheryl was examined by EMS.  
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[126] Cst. Reddy was partnered with Cst. Ziolkowski. As such, she was partly 
responsible for another prisoner, but as the only female on duty she was called upon to 
search Cheryl. She too was aware of Cheryl’s reputation for medication abuse.  

[127] Csts. Charette and Reddy assisted Cst. Nikolovski and Guard Lafrance during 
book-in. They considered Cheryl to be drowsy, slow moving and a little bit wobbly. They 
did not notice any smell of alcohol. Cst. Reddy had to assist Cheryl with clothing during 
the search.  

[128] Cheryl’s jacket was removed. Cst. Charette found a number of pill bottles in 
Cheryl’s jacket. All were labelled so as to indicate they had been filled that day. They had 
many more pills missing then the prescribed daily dosage. Cst. Charette pointed this out 
to the EMS attendants. Guard Lafrance also noticed, and said, that only one of seven of 
one of the medications remained in one of the prescription bottles. Cheryl was patted 
down by Cst. Reddy, who found some loose pills in a pant pocket and put them on the 
counter. One of the EMS attendants said they were Tylenol 4’s.  

[129] Cheryl was asked by EMS about the large number of pills missing. She said she 
had taken only the prescribed amount and hidden the others at home so they would not 
be taken by others. Cst. Nikolovski overheard this. Her claim to have hidden the pills was 
plausible although other evidence called at the Inquiry shows it was untrue. While he 
suspected Cheryl had taken more of the pills than she said, he relied on EMS to assess 
her fitness to remain in cells. Cst. Charette also overheard Cheryl’s claim that she had 
only taken the prescribed number of pills, and did not believe it. Cst. Reddy heard some 
discussion of pills and recalled Guard Lafrance being involved in it. When the assortment 
of missing pills was discovered, Cst. Nikolovski asked EMS if they should take Cheryl to 
the hospital. The reply was that she was fit to stay in cells even if she had taken all the 
missing medication.  

[130] Cst. Nikolovski did not make any attempt to check with Dr. Albrbar about 
prescriptions. There was no reason to think that she would not be released in the morning 
when sober or to think she would be taking medication while in the cells. The policy on 
attempting to speak to a prescribing physician applies “if practical” and before any 
medication was administered. In the circumstances here, it was impractical to try and 
reach Dr. Albrbar.  

[131] Cst. Nikolovski attempted no independent inquiries about Cheryl’s alcohol or drug 
consumption that day. Sgt McDermott, in his comments on policy compliance, noted the 
Unit Supplement’s direction to make these inquiries. He explained that the kinds of things 
contemplated include inquiries of companions at the time of arrest and family members, 
and consideration of any known history of substance abuse. Here, despite the lack of any 
inquiries, Cheryl was known to overuse medication. No one was with her on the arrest. 
Her family did not know how many of the drugs she had taken that day. Neither EMS nor 
the police accepted at face value her statement that she took only the prescribed amounts 
and hid the rest. The failure to make independent inquiries did not influence the decisions 
or conduct of the EMS, RCMP members or Guard Lafrance.  
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[132] Cst. Nikolovski did not feel that Cheryl could look after herself if he released her. 
He did not ask whether a family member would assume responsibility for her. Cst. 
Charette said it would be rare that a person arrested for intoxication to be released when 
sober, would be released after an EMS check to a family member. Most family members 
asked to assume responsibility for an intoxicated person would decline.  

[133] Had he undertaken inquiries, I conclude Cst. Nikolovski would have still decided 
to hold Cheryl and have her monitored in cells. He did not know who was with Cheryl 
before her arrest. Had he learned she was staying with Ms. Thom and Mr. Piegan was 
there, he would not have released her to them. Mr. Piegan was intoxicated so not to be 
trusted to protect Cheryl. Ms. Thom would not likely want another intoxicated person 
there, and even if she did, Cst. Nikolovski was already concerned about Cheryl’s well-
being and level of intoxication and knew she had some more pills with her and overheard 
that she had more hidden in Ms. Thom’s house. It would have been irresponsible to take 
her to that house.    

[134] Although I have concluded that efforts to try to learn of what Cheryl consumed that 
day, or to find an alternative to a night in cells, would have been futile, RCMP policy 
dictates that those efforts be made. It is possible that further efforts would have been 
made to comply with these policies if a middle-class Caucasian male had been found in 
these circumstances. Therefore, it is possible that unconscious biases towards 
indigenous female substance abusers influenced Cst. Nikolovski.  

[135] Any information gained by the RCMP through inquiries about drug consumption  
would help them ensure public safety, which is part of the main objective of every police 
response according to OM 17.1. The requirement that RCMP make some inquiries 
impacts the issue of privacy which arose at the Inquiry. For the police to have any realistic 
hope of getting information which they are obliged to seek, they would have to tell people 
that Cheryl was with them and why.  

[136] Evidence indicates that Mr. Piegan called the Maskwacis detachment to check on 
Cheryl’s whereabouts and condition, but information was not provided out of concern 
about Cheryl’s privacy rights. The Privacy Act, RSC 1985, c.P-21 applies to the RCMP. 
The general rule is that personal information is not to be disclosed. There is an exception 
under s.8(2)(m). Personal information can be disclosed: 

“(m) for any purpose where, in the opinion of the head of the institution, 
(i) the public interest in disclosure clearly outweighs any invasion of 
privacy that would result from disclosure.”  

[137] There is a public interest in assessing then providing the appropriate level of 
monitoring the condition of intoxicated detainees and considering alternatives to police 
detention. Judge Rosborough, who wrote the Fatality Inquiry Report referred to in the 
Maskwacis Unit Supplement, was apparently of the view that seeking information from 
family, friends or reliable sources carried an importance outweighing privacy interests of 
detainees. I agree. The RCMP would have to disclose that a person was in their custody, 
and in some stage of intoxication, as part of asking for information about a detainee’s 
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alcohol or drug consumption, any suicidal tendencies and whether there is somewhere 
else the person would be safe. If information has not been sought at the initial detention 
or book-in and a family member or friend calls later inquiries should be made then as part 
of the ongoing obligation to monitor condition of detainees.  

Recommendation #7 

A note should be added to OM 19.2 s. 2.1.2.3 and OM 19.3, s. 4.3.3 that efforts 
should be made to obtain information from reasonably available family, friends, 
companions or other sources about the persons consumption of alcohol or 
drugs, mental health and suicidal tendencies, at the time of the initial 
assessment, or subsequent to the assessment if such sources come forward 
later. Limited disclosure about the detention and police concerns can be made as 
part of their inquiries.  

 

[138] By way of comment, other police services in Alberta are subject to the Personal 
Information and Protection of Privacy Act, RSA 2000, c.P-25. Section 40(1)(c) permits 
them to disclose information for a use consistent with the purpose for which information 
is collected. The provincial legislation does not require any authorization from the head 
of the police service, but other police services should include similar policy or note in their 
policy manuals.  

[139] Cst. Nikolovski was aware that one of his responsibilities as arresting officer, was 
to ensure Form C-13 was properly completed. The form included spaces to write the 
instructions on release (which he completed with shorthand for “release when sober”), 
boxes to check for specific items and a small space for prescription medications.  

[140] By policy, the arresting officer is to search a prisoner. Cst. Nikolovski relied on 
Csts. Charette and Reddy for assistance. There is nothing improper about this, provided 
Cst. Nikolovski was aware the responsibility was ultimately his. Cst. Reddy’s search, as 
policy required, included removal of clothes which might be used for harm. Cst. Charette 
said he looked in the jacket specifically for drugs, which again was consistent with policy 
to seek information about source of impairment.   

[141] Cst. Nikolovski considered the main purpose of his search was to find valuables, 
list them and ensure their safekeeping. Again, this was consistent with policy.  

[142] He did not search the contents of her bag when she was booked-in. Even if he 
had, he says he would not have looked at her papers. There was no indication she was 
suicidal. There was no reason apparent to him to read any papers in her handbag. 

[143] Questioning at the Inquiry touched on the issue of whether Cst. Nikolovski or 
others ought to have conducted a more thorough search of Cheryl’s purse. Such search 
may have uncovered the incomplete note and raised the possibility of suicide. This in turn 
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may have resulted in EMS deciding to take Cheryl to the hospital where she could be 
tested for drugs and her vital signs monitored more closely.  

[144] OM 13.1 authorizes a search incident to arrest, if it is reasonable and the search 
is for weapons or evidence related to the reason for arrest.  

[145] The Unit Supplement requires a physical search of both the individual and his/her 
effects. The scope of the required search of effects as described in OM 13.1 is not 
amplified by the Unit Supplement or Form13-1. Sgt. McDermott testified that the extent 
of search depends on the nature of the arrest. Here, Cheryl was simply going to be held 
and her well-being monitored. There was no reason to conduct a detailed search of the 
contents of the purse to look for evidence. He said, as did Cst. Nikolovski, that the purpose 
of this search was to list valuables so they could be safeguarded and returned when 
Cheryl was released.   

[146] The propriety of a search of a purse following arrest has been considered in the 
recent decision of R v Smith, 2019 SKCA 126. The Court decided at paragraph 43 that: 

“The common law power of search incident to arrest has not been expanded 
to allow a blanket search of the personal property of a detainee on the basis 
it will inevitably be searched for inventory purposes. “ 

As to the inevitability of a search of contents of a purse at the time of booking in, the Court 
was alive to the need to recognize:  

“the balance between an arrested person’s privacy interests and the need 
for the police to know exactly what they are putting into safe keeping at the 
police station” (at paragraph 40, quoting from R v Majedi, 2009 BCCA 276, 
p.33)  

but was not prepared to conclude there was an obligation on the police, even for their 
own interests, to inspect and record every item in the purse of an arrested person, 
describing it as an area of judgment to be carried out in an objectively reasonable manner.  
[147] I agree with Sgt. McDermott’s conclusion that a minute examination of all the 
contents of Cheryl’s purse would have been unwarranted in the circumstances here. I 
also conclude that the flexibility under existing RCMP policy accords with Charter values 
and any kind of blanket policy requiring that every prisoner’s effects be gone through with 
a fine-tooth comb would direct unwarranted invasions of privacy interests. I make no 
recommendation to change this part of the RCMP’s policies.   

[148] In the small space on Form C-13 for prescription medications, only “various 
medications” was written. This did not comply with policies requiring the guard to list all 
medications with particulars. The failure to do so, did not impact on decisions of the police, 
EMS or Guard Lafrance, all of whom believed Cheryl have taken too many of a variety of 
medications.  

[149] Cheryl was assessed as for incarceration, and the appropriate box on Form C-13 
was marked and a notation added “CJ checked with EMS”. CJ is the name used by EMS 
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attendant Giesbrecht, who conducted the assessment. None of the RCMP members or 
Guard Lafrance heard either ambulance attendant say anything about special monitoring 
of Cheryl’s condition. Cst. Nikolovski was aware that he could take Cheryl to hospital 
despite the conclusion of EMS, but trusted their determination. Both Csts. Nikolovski and 
Charette knew members could tell the guard to provide enhanced monitoring. Neither did 
so, as EMS had not indicated it was necessary.  

[150] Once a prisoner has been assessed for responsiveness and, if necessary, cleared 
medically for incarceration, s. 3.1 of OM 19.3 provides the member is to brief the guard 
about circumstances of arrest and any requirements for enhanced care, to assess 
responsiveness as required and keep a log.  

[151] Here Guard Lafrance was aware of the arrest, the intention to release Cheryl when 
sober, the apparent ingestion of too many of a variety of medications, and the EMS 
examination. This policy was effectively complied with. Cheryl was walked to a cell by 
Cst. Reddy. Monitoring her condition then became the responsibility of Guard Lafrance.  

EMS ASSESSMENT  

[152] EMS services in Maskwacis are provided by the Maskwacis Ambulatory Authority 
(“MAA”). Samson Cree Nation is the shareholder of MAA and appoints its directors. 
Alberta Health Services (“AHS”) has protocols governing EMS services. MAA has 
adopted those protocols. They are available to all MAA employees on tablet computers. 
MAA employees are expected to be familiar with and follow the protocols.  

[153] MAA operates out of a location a few minutes from the Maskwacis RCMP 
detachment. If prisoners are to be taken to the hospital, Wetaskiwin General Hospital is 
about 15 minutes away. Dr. Dippenaar is the Medical Director of the Wetaskiwin General 
Hospital, and informed the Inquiry about the concerns presented by an intoxicated or drug 
overdosed patient and the monitoring and medical interventions available at the hospital. 
I will address them in this section of the Report, because the hospital measures available 
as an alternative to monitoring a detainee in cells, might inform the decision by EMS 
whether to deem a prisoner fit for incarceration or to take her to the hospital. Unlike the 
police, EMS do not have the options to simply release a prisoner, or release her to the 
care of a friend or relative.  

[154] The EMS attendants who were already at the detachment and who assessed 
Cheryl were EMT Giesbrecht and Paramedic Holland.  

[155] Cheryl had been the subject of ambulance calls in the past, and EMT Giesbrecht 
was familiar with her. The earlier calls had dealt with injuries, intoxications, drug 
overdoses and generalized pain and discomfort. EMT Giesbrecht understood Cheryl 
suffered from cancer and a general pain disorder and took a variety of medications. When 
Cheryl was brought into the detachment EMT Giesbrecht noticed a slight slur and 
imbalance, but nothing out of the ordinary for Cheryl. Cheryl’s blood pressure, heart rate 
and breathing were normal. She appeared alert and orientated. EMT Giesbrecht was 
aware the police had found pill bottles indicating unaccounted-for medications. EMT 
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Giesbrecht asked her about the missing pills and Cheryl told her she had only taken the 
prescribed amount and had hidden the rest. EMT Giesbrecht understood from past 
dealings that Cheryl sometimes sold some of her pills and sometimes overdosed.  

[156] EMT Giesbrecht asked Cheryl if she wanted to be taken to the hospital to be 
checked. Cheryl declined. Vital signs were normal. There appeared to be no compelling 
medical reason to take her to the hospital. EMT Giesbrecht considered her fit to remain 
in cells, briefly consulted Paramedic Holland, then told police Cheryl was good to stay. 

[157] Paramedic Holland provided information in a statement to the police and testimony 
at the Inquiry. He explained the Patient Care Record which was completed as EMT 
Giesbrecht’s examination proceeded. Vital signs were recorded. Scores were assigned 
for significant deviations from normal (there were none), and for a subjective assessment 
of Cheryl’s eyes, and verbal and motor skills. He saw a number of nearly empty pill bottles 
and listed them on the PCR. He asked Cheryl what had happened to all the pills. She told 
him that same thing she told EMT Giesbrecht and he also recalls her saying the reason 
she hid some of the pills was so they would not be stolen. I find that Cheryl was being 
untruthful. She had taken more than normal dosage and given some pills to Ricky Piegan. 
She may have given or sold some pills to others. She had not been home since she 
acquired the pills.  

[158] Paramedic Holland asked about missing pills a second time and got a similar 
answer. He did not ask her specifically how many pills she had taken. He was aware that 
some of the medications would cause slow breathing, drowsiness and lowered blood 
pressure. He did not specifically turn his mind to these consequences as he did not know 
how many of each medication she had taken, or when. He believed her to be intoxicated, 
based on her slow and slurred speech and some unsteadiness on her feet, but she was 
able to converse appropriately, stand on her own and cooperate with the police in 
arranging clothes suitable for incarceration. The reaction of her pupils to light indicated 
she had taken some form of opiate. He did not smell any alcohol on her. He considered 
her level of intoxication to be mild. He was not greatly concerned about her being detained 
for a number of hours. Cheryl’s breathing and heart vital measurements were normal. 
She assured them that she only took a normal amount of medication and said she did not 
want to go to the hospital.  

[159] The police did not direct the EMS attendants to take Cheryl to the hospital. As 
between he and EMT Giesbrecht, Paramedic Holland had final authority to determine 
whether to transport Cheryl to hospital. Based on the examination results, Cheryl’s wish 
to remain, and his knowledge that she would be monitored while in custody, he told the 
police she was “good to stay”.  

[160] He did not discuss with Cheryl, the risks to her if she did not go to the hospital. The 
AHS Protocol on Refusal of Care and/or Transport, would if applicable require he do so. 

[161] In my view, this Protocol was not applicable. Cheryl was in custody, under the 
control of the RCMP, and not free to make her own choices of whether to go to the hospital 
or not. She was asked whether she wanted to go, but I am satisfied that if the EMS 
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assessment indicated she must be transported, or the police told EMT Giesbrecht and 
Paramedic Holland to take her to the hospital, they would have done so whatever Cheryl’s 
preference.  

[162] Paramedic Holland also commented on Forms 6 and 10 under the Mental Health 
Act, RSA 2000 c. M-13. Form 6 deals with transfers between secure facilities and is not 
applicable. Form 10 is used when a police officer exercises the statutory authority to 
apprehend a person thought to be suffering from a mental disorder and represent a 
danger to herself or others or a risk to deteriorate, and take that person to a “facility” for 
examination. The Wetaskiwin hospital is not such a facility and none of the RCMP or 
ambulance attendants thought, or had reason to think, Cheryl was suicidal or mentally 
disordered. This is not a situation where Form 10 was applicable.   

[163] Although Paramedic Holland’s recollection is imperfect, he believes he would have 
told the police to expect Cheryl to be drowsy, and to call EMS back if there was any 
change. He did not, however, advise them of the kind of change to be concerned about. 
In his testimony, he said he would not be concerned by Cheryl sleeping soundly. He would 
be concerned if she could not be awakened, or did not move for an extended period. To 
him, such extended period would mean an hour. RCMP policies require that prisoners be 
checked every 15 minutes, and awakened if they have slept more than four hours. The 
basis for the length these intervals was not explained in the evidence, by Holland, the 
police, the medical examiner, the toxicologist, or Dr. Dippenaar. For example, it is unclear 
that an intoxicated person who sleeps five hours is more likely to progress to respiratory 
or cardiac failure, than one who has slept for only three hours.  Obviously, appropriate 
monitoring of prisoners, especially prisoners who are vulnerable because they are 
intoxicated and because the level and source of their intoxication is not always clear, is 
critically important. I can not tell whether the intervals in the RCMP policies are sufficient 
to protect intoxicated prisoners.  

Recommendation #8 

The RCMP consult with emergency medical specialists to determine whether the 
intervals at which they check and awaken prisoners, are appropriate, and revise 
monitoring policies if indicated.  

 

[164] Paramedic Holland addressed the training EMS professionals receive about the 
recognition of drug overdoses. They are trained and upgraded at regular intervals. There 
is no indication that their training is inadequate. They can recognize signs that a person 
has taken certain families of drugs, but there are no tests available to them to disclose 
the level of drugs present in a patient’s body.  

[165] There is an AHS Protocol for Assessment of a Patient in Custody. In 2014, it 
contained certain criteria under which a patient must be transported to hospital. Cheryl 
did not meet any of their criteria. The Protocol has since been amended. While it has long 
been available for EMS professionals to phone an On-Line Medical Control line to speak 
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to physician for advice and guidance, the revised Protocol now makes either such a 
consultation or transport to hospital mandatory if the specified criteria are present. It also 
adds “extreme intoxication” as one condition requiring transport or consultation, using 
these words.  

“Patient is exhibiting extreme intoxication and unable to safely walk or stand 
without the assistance of another person.” 

[166] Cheryl would not have met this threshold. She was able to walk and stand, and 
was considered mildly intoxicated by both EMT Giesbrecht and Paramedic Holland.  

[167] Mr. Schmidt, the General Manager of the MAA, testified at the Inquiry. He spoke 
with EMT Giesbrecht and Paramedic Holland and reviewed the PCRs they authored 
within days of Cheryl’s death. He did not take issue with their decision not to transport 
Cheryl to the hospital. None of the criteria requiring transport under the applicable 
Protocol were met. Paramedic Holland confirmed to him that Cheryl was alert and 
orientated, had no chest pain, no apparent injury, no psychiatric distress, no chief 
complaint and did not want to go to the hospital; that all MAA employees were aware that 
there were police policy requirements that prisoners be monitored and awakened 
periodically; and that Paramedic Holland felt with the examination conducted and the 
monitoring and invitation for police to call back if Cheryl’s condition changed, she would 
be safe. In fact, Paramedic Holland told him he felt more confidant that Cheryl would be 
monitored in police custody then if she were at home, or even if taken to the hospital as 
he had experience with patients being taken there and discharged very quickly if they did 
not want to stay.  

[168] Mr. Schmidt felt one of the MAA ambulance attendants should have asked Cheryl 
specifically how many of each pill she had taken, and recorded her answer. He had not, 
prior to testifying, been aware that the assessment had been completed in 13 minutes 
rather then the 15 minutes or more required by Protocol.  

[169] He noted the Refusal of Care/Transport Protocol was not fully complied with, in 
that there is no indication that risks were discussed with Cheryl and she did not sign the 
form acknowledging she was refusing recommended transport. As I have already said, 
the decision to transport or not in the circumstances here was that of the police, not 
Cheryl. 

[170] Mr. Schmidt acknowledged that transport to hospital could be effected with police 
involvement, even where a prisoner did not want to be taken to hospital. He was not 
prepared to generalize on when someone apparently mildly intoxicated by prescription 
drugs should be taken to hospital. He considers it to be a case be case decision. He also 
felt that it was not the role of EMS to speculate on what condition Cheryl or others like her 
may be in two or three hours, or over the course of their expected detention. He considers 
the role of EMS to transport and provide immediate medical response based on the 
circumstances at the time, and leave it to police to call them back is a prisoner’s condition 
changes. I do not agree. The position of Dr. Dippenaar is preferable; when a person has 
taken sedatives of unknown nature and quantity, the danger of respiratory shutdown over 
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time should be a consideration of EMS and the safety of the person is best protected with 
monitoring available at a hospital.  

[171] Dr. Dippenaar described potential adverse outcomes for people intoxicated by 
alcohol and drugs. The first concern is breathing – the intoxicant might suppress one’s 
respiratory system to the point she is no longer continuously breathing, or the patient may 
vomit or her tongue may block the breathing passage. The second concern is the 
cardiovascular system – the intoxicant may depress it to the point one’s heart stops 
beating or disrupt heath rhythm and cause cardiac arrest.  

[172] It is routine in hospital to take blood from intoxicated patients and measure blood 
alcohol concentration, with results available in about 30 minutes. At a blood alcohol level 
approaching 65 millimoles of alcohol per litre of blood (or approximately four times the 
legal limit to drive, 80 milligrams of alcohol per 100 millilitres of blood equating to 17 
mmol), a patient would be at risk that her central nervous system would slow to a stop so 
she would die. Doctors would keep a patient with that concentration of alcohol in hospital. 

[173] Determining a possibly lethal level of drugs in a patient is more difficult. It would 
depend largely on how much of what drugs were taken, and when. No lab tests are 
available which provide fast results to emergency doctors. Doctors would depend on vital 
signs, physical examination of airways, information of EMS and history from the patient. 
Dr. Dippenaar would be skeptical of information from the patient, who might have limited 
memory or ability to recount even recent events, or who might be lying or suicidal. He 
would assume the worst and keep the patient in hospital whenever there was a possibility 
of a dangerous level of a drug or combination of drugs.  

[174] He was asked to comment on some of the circumstances in this case. His 
comments were made with the benefit of hindsight. Loud snoring is not necessarily a sign 
of problem-free breathing. It can indicate obstructed airways, and an intoxicated 
(therefore sedated) person might be so relaxed that her jaw or tongue becomes 
positioned to block airways. Cheryl’s indicia of intoxication alone were not unduly 
concerning. However, when the lack of any or any significant odor of alcohol is factored 
in, it became apparent that drugs were the intoxicant. The near-empty pill bottles would 
be highly concerning to him, especially as there were multiple drugs involved.  

[175] In hospital, an intoxicated patient’s oxygen level and heart output are continuously 
monitored by machines, with results and alarms going to the nursing station in real time. 
Any issues are responded to immediately by trained medical professionals who can apply 
breathing assistance and chest compressions, and can transfer patients to intensive care 
if required to assist with oxygenation or blood flow. There is no need for physical checks 
or periodic awakenings. Dr. Dippenaar is confident Cheryl would not have died had she 
been taken to hospital at 7:00 p.m. and monitored there.   

[176] It would be unusual, in Dr. Dippenaar’s experience, for a person brought to hospital 
by police due to intoxication and to be discharged when sober, to insist on leaving the 
hospital. If this situation arose, Dr. Dippenaar would likely issue a Form 1 under the Mental 
Health Act. Such action permits limited ongoing detention. While it is of interest that police 
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and doctors have ability in some circumstances to compel examinations under the Mental 
Health Act, and RCMP policies direct members to be aware of such power, that was not 
what happened with Cheryl. She was otherwise detained. The scope of this Inquiry is to 
consider recommendations in similar circumstances, that is, in the process of deciding 
whether to hold an intoxicated prisoner in cells and the monitoring of such people while 
in police custody.  

[177] Dr. Dippenaar suggested that the police measure prisoners blood alcohol 
concentration when they are brought to cells, and whenever they are required to be 
awakened. They should be taken to hospital if their readings approach 320 milligrams per 
100 litres of blood. I am not going to make this a recommendation. Intoxicated people are 
prone to be uncooperative, aggressive and to react badly if required to provide breath 
samples. Testing on instruments approved for drinking and driving investigations would 
be available in most detachments, but successful tests require the test subject to 
cooperate. Required and repeat testing would likely cause problems. This is not to say 
the police should not, in appropriate cases, offer to test blood alcohol content if a prisoner 
wants or agrees to provide a sample to assist in the decision whether to take him or her 
to the hospital.  

[178] Dr. Dippenaar suggested that a patient should be monitored on the equipment 
available in hospital, if she appears to be extremely intoxicated by alcohol, or significantly 
intoxicated beyond what would be explained by apparent alcohol consumption, or there 
is some indication she has taken an unknown quantity and/or variety of drugs. Hospital-
standard monitoring and response is clearly superior to what is available in RCMP cells. 
Police are already required to seek medical examination for intoxicated persons who are 
drowsy/not fully conscious (KOM 19.2, s.1.1.2.3) or suspected of alcohol and/or drug 
poisoning (OM 19.2, s 2.1.2), and to assess responsiveness at book-in and whenever in 
doubt due to drowsiness (OM 19.3, s. 3.1.1 and Rousability Chart). If the medical attention 
sought is at hospital, physician standards will apply and hospital level monitoring will take 
place. If the attention sought is from EMS, Dr. Dippenaar’s suggestion should be reflected 
in the standards governing EMS.  

Recommendation #9 

The AHS Protocol on Assessment of Patients in Custody ought to be further 
revised, to require transport or on-line medical consultation if patients exhibit 
extreme intoxication such as extreme drowsiness or inability to safely stand or 
walk without assistance or there is reason to believe blood alcohol level is near 
60 mmol/300mg/ml)  or more significant intoxication than expected from apparent 
alcohol level, or significant intoxication which appears to result from a 
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combination of alcohol and drugs or ingestion of unknown kind and/or quantity of 
drugs. 

  

GUARD LAFRANCE 

[179] Ms. Lafrance was the guard on duty that night in Maskwacis. She was respected 
by the members as being experienced and capable. They had no reservations about her 
ability or willingness to monitor Cheryl or any other person.  

TRAINING, UNDERSTANDING OF POLICIES 

[180] By April of 2014, Guard Lafrance had 14 years of experience. She had started 
guarding in another detachment. She had been trained by shadowing a senior matron 
when she first started. She was required to take CPR certification periodically. She was 
first given a manual including policies when she was in Maskwacis detachment. Like all 
guards in Maskwacis, she was asked to review the Rousability Chart and manual 
containing guard’s duties from time to time. There were meetings of the guards where 
they could raise concerns. She recalled them being every six weeks or so.  

[181] She understood her responsibilities at time of book-in, to be ensuring Book-In Form 
C-13 was completed, to take custody of personal effects and to assign a prisoner and cell 
number. It was the responsibility of members, not guards, to assess responsiveness at 
time of book-in and to conduct searches.  

[182] She was aware of the space on the prescribed Book-In Form, to list medications. 
For prisoners not being released when sober she would list on a separate page all 
medications and the dosage and times they were to be taken. It was not clear whether 
she bothered with such list for prisoners to be released when sober. She made no such 
list here. 

[183] Ms. Lafrance gave some imprecise information on whether she was required to 
physically check cell prisoners at least every 15 minutes. At times, she indicated these 
checks could be either from the cell door or be viewing CCTV screens at the guard desk 
(there were cameras in every cell, sending images to those screens); at other times she 
said physical checks were required; and once said they were the “aim”. In her experience, 
physical checks were not always possible. It depended on the number of prisoners, what 
else was happening such as bookings or incidents, and other expectations including 
completion of written log entries and feeding prisoners. When there got to be 10 or more 
prisoners, a second guard was to be called but it was not always possible to find one.  

[184] Her evidence on whether she knew of the requirement to waken prisoners if they 
had been asleep for four hours was also imprecise. She said that by the time she testified 
at the Inquiry she was retired and did not recall this requirement, but may have known 
about it in April of 2014. At another point she said she was aware of this requirement, and 
that members were also supposed to come to the cells and ensure this was done.  
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[185] She was aware the guards were not to enter cells, that she was to record her 
observations in a log book and that guards were never to assume a prisoner was simply 
“sleeping it off”.  

[186] Any calls from family inquiring about a prisoner would be taken by a member, not 
a guard. 

BOOK-IN  

[187] Guard Lafrance started her shift on April 11, 2014 at 5:00 p.m. She was at the 
guard desk when Cheryl was brought in. EMS personnel were already at the detachment 
to deal with another person. Guard Lafrance was familiar with Cheryl, having guarded 
about 10 times when Cheryl had spent the night in cells, and knew she overused 
prescription medications. Guard Lafrance thought Cheryl was intoxicated but by 
medication not alcohol. Cheryl was very sleepy. She had to lean on the counter for 
support and her speech was slurred. In short, Guard Lafrance thought Cheryl was “out of 
it” and would be taken by EMS to the hospital. She was in the area during the examination 
and book-in process, but was also monitoring other prisoners. She saw officers find a 
number of pill bottles in Cheryl’s jacket, saw they were dated that day, and recognized 
one of the medications as being a sleeping pill. The label indicated there should have 
been seven pills in the bottle, but there was only one. She advised the paramedics. She 
overheard paramedics asking Cheryl how may pills she had taken, but was not paying 
close attention to the conversations. Cheryl said, as she had in the past, that she had 
cancer and took a variety of medications. Guard Lafrance would not assume that Cheryl 
would truthfully say what she had taken.  

[188] Guard Lafrance was surprised when the paramedics concluded that Cheryl could 
stay in cells, but did not consider it proper to challenge them. She understood the 
paramedics to say Cheryl’s blood pressure was fine and she would sleep it off. Guard 
Lafrance was not told by paramedics, or any member, to intensify her monitoring of 
Cheryl. It was clear from her testimony that she sincerely regretted not insisting that EMS 
take Cheryl to hospital.  

[189] Cheryl’s purse was not searched during the book-in process. Ms. Lafrance said 
that was routine, when the reason she was arrested did not indicate a need to search 
through her purse for evidence. The medications were not detailed on the Book-In Form, 
which showed them only as “various medications”. Guard Lafrance knew Cheryl was not 
going to be taking any medication in custody.  

[190] Cheryl was placed in a “tank”, a cell with a toilet but no bed, blanket or other 
amenities. She soon fell asleep, near the door, and started snoring loudly. Both Guard 
Lafrance and the officers working in the detachment that night interpreted the snoring to 
mean Cheryl was breathing. Neither she nor any of the members were aware that snoring 
might indicate deficient breathing.  

[191] Cheryl was in the tank from around 7:00 p.m. until around 2:00 a.m. when Guard 
Lafrance noticed she had stopped snoring.  
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MONITORING 

[192] Guard Lafrance described it as a busy night, with five prisoners including a youth 
in cells at the start of her shift, about 12 prisoners being in the detachment in total, but 
with comings and goings about 10 prisoners being in cells at a time. There was a chronic 
difficulty in bringing in second guards, and no attempt was made to find a second guard 
that night.  

[193] When there were that many prisoners Guard Lafrance could not keep up with the 
physical checks and logging every 15 minutes or less. She conducted some checks by 
going to cell doors, and some by checking CCTV screens. Her decision whether to 
perform a physical check was influenced in some cases by familiarity with the prisoner; if 
a prisoner had been there before and was acting as expected, she considered the need 
to check from the cell door to be mitigated.  

[194] Over approximately seven hours from 7:00 p.m. to 2:00 a.m. Guard Lafrance 
recorded 26 checks of Cheryl in the log book. Of these, 6 were conducted from the cell 
door and the rest were from CCTV observations.  

[195] Cheryl remained in the same location, in the same position, sleeping and snoring 
throughout the period. Guard Lafrance did not attempt to waken her after four hours. 
When awakening prisoners, Guard Lafrance would yell their name or poke them through 
the small slot used to pass food through the cell door, then call on a member if those 
steps were insufficient. She did not try to waken Cheryl because Cheryl’s snoring showed 
she was breathing, Guard Lafrance felt she was “out of it” and would not be easily 
awakened, and EMS had said she was good to stay in cells.  

[196] At around 2:00 a.m. it was time for Guard Lafrance to eat. She was diabetic and 
required some regularity in her own eating times. She checked the prisoners on CCTV 
and recorded her observations at 2:10 a.m., using the time display on the phone in the 
guard room. She microwaved her meal and started to eat. Then at 2:17 a.m. she realised 
she no longer heard Cheryl snoring. She went to the cell, found her to be unresponsive, 
was unsuccessful in awakening her by calling and touching her through the slot in the 
door, and so summoned members using the intercom.  

[197] The RCMP members working in the detachment that night had also noticed 
Cheryl’s loud snoring and interpreted it as meaning adequate breathing.  

[198] It was apparent in the evidence, that Cst. Charette had been in and out of the cell 
block area from time to time. He had not initialled the log book as required by OM 19.3, 
s.5. In his testimony, Cst. Charette used the term “hit and miss” in describing his checks 
whether prisoners were awakened every four hours.  

RESPONSE BY RCMP MEMBERS 

[199] The guard desk and cell block are in a different part of the detachment building 
than the members’ working area. Guard Lafrance made the request that a member attend 
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cells over an intercom system broadcast throughout the building. Cst. Brown happened 
to already be on his way to the cell block for an unrelated reason and was the first to 
arrive. Guard Lafrance told him Cheryl had stopped snoring and she couldn’t wake her.  

[200] Cst. Brown went into the cell, tried unsuccessfully to waken Cheryl, saw she was 
not breathing, turned her on the side, then felt for a pulse and thought there was a weak 
pulse.  

[201] Cst. Charette came to the cell block from the work area in response to the guard’s 
call. He entered the cell while Cst. Brown was turning Cheryl. He also felt for a pulse and 
could feel none. He thought Cheryl had died.  

[202] Csts. Brown and Charette had eight and nine years experience as RCMP officers, 
but neither had dealt with the situation of a prisoner in cells who could not be roused and 
might be deceased.  

[203] Cst. Charette told Guard Lafrance to call EMS and ask they hurry as a prisoner 
may have died. He went to the work area and told members there that Cheryl had stopped 
breathing, and asked them to come to the cell block. Csts. Reddy and Ziolkowski returned 
with him. Cst. Nikolovski finished a task and came soon after.  

[204] Both Csts. Reddy and Ziolkowski detected a weak pulse. Cst. Charette tried again, 
and again found none. Members were hesitant about starting CPR, and discussed 
whether they should do so. Cst. Charette decided to start and did start chest 
compressions. Cst. Ziolkowski spelled him off for a while. EMS arrived when Cst. Charette 
had resumed compressions. They were satisfied with those compressions and told him 
to continue. They examined Cheryl and were preparing to use the defibrillator, but they 
detected a heart beat before it was used.  

[205] They inserted a breathing tub, started an IV line, then took Cheryl to the hospital 
in Wetaskiwin.  

[206] The approximate time intervals between key events can be summarized as follows: 

7 minutes - from prior check until Guard Lafrance detected change in Cheryl’s 
 condition from absence of snoring; 

1 minute - from then, until Guard Lafrance was unable to arouse Cheryl and           
radioed for a member; 

30 seconds - until Cst. Brown entered cell, joined in about another 30 by Cst. 
Charette; 

1 minute - Until Csts. Brown and Charette completed initial assessment; 
2 minutes - until officers, now including Csts. Reddy and Ziolkowski were back 

in cell; 
2 minutes - until chest compressions started by Cst. Charette; 
4 minutes -  until arrival of EMS. 
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[207] There was no Automated External Defibrillator in the Maskwacis detachment in 
2014. There were breathing barrier masks for use during CPR, although it does not 
appear that members knew where they were kept.  

CPR TRAINING 

[208] Both guards and members must take CPR training and renew that training every 
three years.  

[209] The Canadian Heart and Stroke Foundation is a member of the International 
Liaison Committee on Resuscitation (“ILCOR”). Together with the American Heart 
Association it sets the North American training guidelines for courses on resuscitation 
after cardiac arrest, and publishes course materials for use by training entities including 
St. John Ambulance. RCMP members are trained in CPR by the St. John Ambulance in 
their initial recruit training. The update courses are also provided by the St. John 
Ambulance and are generally taken during “block training” when a member spends a 
period of time at Alberta RCMP headquarters for training purposes. During the Inquiry, I 
indicated a possible recommendation might be to conduct CPR training in detachment 
cells so as to more closely mirror the kind of emergency situation members might 
encounter. The RCMP, through counsel, said this would be unduly disruptive to 
scheduling. I have concluded that it would be more effective to post the guidelines as to 
when CPR should be started.   

[210] Diane Bayles of the Heart and Stroke Foundation explained the guidelines and 
course materials in testimony. The guidelines contemplate one level of training and 
materials for health care providers (“BLS for Healthcare Providers”) and another for the 
medically untrained (“Heartsaver CPR AED Course”). The course manuals were re-
written in each of 2011 and 2016 following ILCOR recommendations in 2010 and 2015. 
The Inquiry was provided with copies of summaries of the ILCOR scientific 
recommendations for 2010 and 2015, the BLS manuals for 2011 and 2016, and the 
Heartsaver manual for 2016.  

[211] There was a fairly significant change in the recommended training following the 
2010 ILCOR recommendations. Previously, the recommended sequence of steps for 
people without medical training was A-B-C, or opening of airways, breaths, then chest 
compressions. In recognition that lay people are hesitant about starting any resuscitation 
steps over uncertainty and reluctance to perform rescue breathing, that those in cardiac 
arrest will already have some oxygen in their blood, and that chest compressions will 
circulate blood to the brain and increase survival rates, the recommended sequence is 
now C-A-B. It is now recommended that lay people with Heartsaver or a similar level of 
training start with chest compressions, and with an option to add two rescue breaths every 
30 compressions. This is the appropriate level of CPR for RCMP, who are not medical 
professionals and will have the lower level of training. The evidence of RCMP members 
indicates there are barrier masks at every detachment, so there should be no 
impediments to members following the C-A-B sequence and cycle while awaiting arrival 
of an AED or EMS personnel.  
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[212] The evidence satisfies me that, once CPR was started by Cst. Charette, the chest 
compressions he and Cst. Ziolkowski provided were of high quality, such that EMS had 
those members continue even after EMS was on scene and that heart beat and rhythm 
was restored.  

[213] More germane to the situation as it unfolded, was the initial uncertainty whether to 
start CPR. Csts. Brown and Charette, then a few minutes later Reddy, Ziolkowski and 
Charette again all found Cheryl to be unresponsive, and none of them noted her to be 
breathing. All but Cst. Charette felt they detected a weak pulse. Cst. Charette, acting as 
shift supervisor, had the authority to decide what action to take. He hesitated in starting 
chest compressions where others considered Cheryl’s heart to be beating, as 
compressions create a risk of rib injuries and EMS would arrive soon. Cst. Ziolkowski was 
unsure from his training whether to start CPR if there was a pulse. Csts. Brown and Reddy 
recalled being trained that where an unresponsive person was not breathing but had a 
pulse, chest compressions should not be started; rather airways should be checked.  

[214] Ultimately, there was a consensus that it was better to take the risk of rib injuries, 
and start chest compressions.  

[215] Although the Heartsaver manual from 2010 was not in evidence, the 2010 
guidelines were summarized in the highlights. Both they and the 2015 Heartsaver manual 
indicate that when a person is unresponsive, and either not breathing or only gasping, a 
rescuer should call 9-1-1, call for an AED and initiate CPR. The training is different for 
healthcare professionals in the BLS for Healthcare Providers manual for both 2010 and 
2015. Such professionals should follow the same steps up to and including calling 9-1-1- 
(or a code if in-hospital) and for an AED, but then should also feel for a pulse and start 
CPR if they do not definitely feel a pulse. If there is a pulse, medical professionals should 
proceed to rescue breathing.  

[216] It is possible that some RCMP members learned the A-B-C sequence on initial 
training, then the C-A-B sequence on re-certification. It is possible that, in an emergency 
situation, members did not accurately recall their training. In any event, it is clear that for 
non-healthcare providers, like RCMP members, the appropriate steps are as summarized 
at pages 10 and 11 of the 2015 Heartsaver manual, which are: 

1. Make sure the scene is safe. 
- Tap and shout (check for responsiveness). 
- If the person is responsive, ask him if he needs help. 
- If the person is unresponsive, go to the next stop. 

 
2. Shout for help.  

 
3. Phone 9-1-1 and get an AED   
 
- Phone or send someone to phone 9-1-1 and get an AED. 
- If you are alone and have a cell phone or nearby phone, put it on speaker mode 

and call 9-1-1.  
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4. Check for breathing.  
- If the person is breathing normally, roll them onto their side (if you don’t think 

they have a neck or back injury) and stay with the person until advanced help 
arrives. 

- If the person is not breathing normally or only gasping, begin CPR and use an 
AED.  

[217] A person in cardiac arrest can suffer irreversible brain damage and die, within 
minutes. The sooner CPR is started, the better the chances of survival. It is 
understandable that when presented with an emergency, RCMP members like other 
people will not have immediate and full recall of their CPR training. Having a reminder 
available may avoid delays in starting chest compressions. 

Recommendation #10 

The above steps should be reviewed by supervisory level RCMP officers and St. 
John Ambulance officials and revised if appropriate to create a simple summary 
list suitable to act as a reminder available to consult in an emergency. The list of 
steps should be posted either at the guard station or outside cell doors, at every 
RCMP detachment. Other police services should do the same.  

 

REVIEWS AND CURRENT PRACTICES AT MASKWACIS DETACHMENT 

[218] After an initial investigation but before autopsy results were received, RCMP 
Inspector Haney from a different K Division detachment reviewed witness statements, 
logs and videos, then wrote a report including comments and recommendations. The 
possible suicide note was significant to him. He did not have the benefit, as I did, of 
hearing from Cheryl’s family. I have concluded she was not suicidal. I differ from him in 
thinking the note should have been discovered and read during the book-in.  

[219] I share his conclusions that the medication should have been fully documented, 
notes and Form C-13 and the guards log book should have contained more detail, guards 
should be reminded that the required 15 minutes checks be physical, guard log entries 
should differentiate between checks at the cell door and checks off of CCTV, policies be 
reviewed and regular guard meetings held.  

[220] Most of his suggestions are already covered by existing policies. However, in my 
view one of those suggestions should be formalized in written policy changes at the K 
Division and Unit Supplement levels. OM 19.3, s. 4.4.2 already requires that there be a 
column in the log book to indicate whether the check was on video or from cell door. Such 
column does not exist under KOM 19.1, s.1.1.1 or Maskwacis Unit Supplement Appendix 
A.  
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Recommendation #11 

KOM 19.1, s.1.1.1 and Appendix A of Maskwacis Unit Supplement to be amended 
to add a column headed video (“v”) or physical (“p”). 

 

[221] Another of Inspector Haney’s recommendations was that people exhibiting signs 
of gross or extreme impairment by alcohol or drug, be taken to hospital for examination 
by a physician. While I agree with such recommendation, the problem is in differentiating 
between mild, moderate and extreme intoxication. Here, EMS attendants considered 
Cheryl to be mildly intoxicated, whereas Cst. Nikolovski and Guard Lafrance thought she 
was at a higher level. RCMP members have authority under existing policies to take an 
intoxicated detainee to hospital, or they can call EMS for an assessment. In situations like 
this, where EMS is known to be much closer than hospital, it is reasonable that police 
retain this discretion.  

[222] My recommendation to add to the AHS Protocol to be followed by EMS personnel 
on assessing persons in custody, is intended to accomplish what Inspector Haney also 
recommends – grossly intoxicated people, or significantly intoxicated or drowsy people 
with unknown amounts of unknown drugs in them, will be seen by a doctor.  

[223] Inspector Haney commented that, in spite of violations of policy during the arrest 
and incarceration of Cheryl: 

- Cheryl’s arrest was motivated by Cst. Nikolovski’s genuine desire to 
ensure her safety and well-being, and he consciously arranged medical 
assessment; 

- Guard Lafrance was “astute” in realizing cessation of snoring meant her 
condition changed, promptly realized she was in distress and 
immediately summoned for help; and 

- The life-saving efforts of Csts. Charette and Ziolkowski were meritorious. 

I adopt those comments.  

[224] Staff Sgt. McDermott’s testimony at the Inquiry relating to the basis to arrest 
intoxicated people, independent inquiries about drug consumption contemplated by the 
Unit Supplement, and the extent of search of personal effects, has already been 
addressed in this Report. He also spoke to changes he has made since coming to 
Maskwacis in 2017 as NCO responsible for operations including guard training, and how 
he communicates and handles expectations on guards and shift supervisors.  

[225] There have been several changes to the guarding procedures since Cheryl’s 
death. There are now two defibrillators in the detachment and Sgt. McDermott has 
confirmed each guard knows how to use them. Every member carries naloxone and there 
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is naloxone in the guard room. K Division has created a power point presentation to train 
guards. Sgt McDermott has: 

- Compiled the national, provincial and detachment policies applicable to 
the guards in a binder, reviewed it with existing guards at a meeting (new 
guards must review it as the first step of their training,) and has it kept in 
the guard room.  

- Re-written the Unit Supplement. Significant changes that address 
assessment and monitoring of intoxicated detainees are: 

3.1.3   Now provides intoxicated prisoners are not fed until  
   sober. 

3.1.7   A new provision, expressly stating what was   
   understood in this case even without it. A member or  
   supervisor who believes that a prisoner needs   
   medical attention, even though (s)he has been cleared 
   to stay in cell by EMS, is authorized to take the prisoner 
   to the hospital.  

 3.1.8   Another new provision, dealing with prisoners with an  
   identified suicide risk. Besides initial assessment, a re-
   assessment for possible mental health interventions is 
   required once such prisoner sobers up.  

4.6   Another new provision, this one stating the   
   expectation that shift supervisors are to conduct  
   checks in the guard room to “ensure all is in order…  
   throughout their shift as time permits”. 

5.4   A new provision which clarifies that preparation and  
   serving prisoner meals does not displace the necessity 
   of prisoner checks.  

5.6   Adds to the Unit Supplement the requirement already  
   in the national manual, that intoxicated prisoners are  
   to be awakened and their responsiveness checked at  
   least every four hours.  

6.2   A new provision, which clarifies the expectation that if  
   in doubt about whether medical assistance is needed  
   (in this portion of the Supplement at the request of a 
prisoner), such assistance is to be sought.  

14    A new section containing requirement for first aid and  
   CPR certifications, and familiarity with AED location  
   and use.  
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Appendix D  Point 4 clarifies the process on giving medications to  
   prisoners.  

- Appointed a head guard who is responsible for training, recommending 
when a new guard is ready to work unsupervised and scheduling.  

- Held guard meetings, about every six months, to review applicable 
policies and expectations and issues which may have arisen. 

- Kept a separate file for each guard, to keep track of when first aid and 
CPR re-certifications are due.  

 
[226] Ms. Minto became a guard at the Maskwacis Detachment in 2015. She is one of 
four full-time guards and there are nine to ten casual guards. It was clear from her 
testimony that she is competent and from the testimony of Sgt. McDermott that she is 
trusted. She acts as head guard. In that capacity she trains new guards and schedules 
guards, in addition to her regular guard duties.  

[227] Her guard duties include: 

- Exchanging information on shift change. The fact that a prisoner had 
been checked by EMS would be the kind of information exchanged.  
 

- Assisting members during the book-in process. Her responsibilities as 
guard include taking custody of valuables and other personal effects and 
storing them. It is the responsibility of the arresting member, not the 
guard, to check rousability and to decide whether to request EMS to 
attend. She said it was the members responsibility to list medications 
and record prescription bottles and indicate if any should be 
administered during the anticipated period of detention. I note that it is 
the guard’s responsibility under OM 19.3 s. 4.1 to record this information 
on the Book-In Form C-13. Ms. Minto was not aware of any situations 
where the responsible member had attempted to reach a prescribing 
doctor or pharmacist, as required “where practical” under OM 19.3 
s.3.4.1. 
 

- Checking on prisoners. Ms. Minto was familiar with the responsibilities 
of guards under OM 19.3 ss. 4.3 (Prisoner Log Record Book) and 4.5 
(Monitoring). She conducts checks at random intervals of 15 minutes or 
less by going to the cell, looking in the window and looking for visual 
breathing. She does not rely on either the CCTV monitor, or snoring, to 
confirm breathing, but she will look for movement on CCTV monitor 
between checks. If she is unable to see the prisoner breath, she knocks 
on the door or brightens the lighting. There is no formal procedure to 
keep track of when four-hour awakenings are due. It is her practice that, 
if she has not observed a prisoner being awake on three checks, she 
awakens him or her on the fourth check with noise or light, and if those 
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measures are insufficient she calls for a member to enter the cell and 
awaken the prisoner.  She does not know how other guards keep track 
of when a four-hour awakening is due, but when she is working with a 
second guard that guard will follow the same practice as hers. She 
understands prisoner checks to be her first priority, and that she is to 
record the results in a standardized way in the prisoner log books. She 
is sometimes advised by an arresting member to keep a close watch on 
an intoxicated prisoner. In those cases, she checks on that prisoner from 
the cell door more frequently. If EMS has cleared a prisoner to stay in 
cells, she may make more frequent checks initially but otherwise her 
checks are the same. In her experience, EMS has never given specific 
instructions or advice on monitoring anyone – all they say is whether the 
person is fit to stay.  

[228] Telephone calls from family members who want to talk about a prisoner would be 
taken by a member, not by her.  

[229] Ms. Minto described how guards are trained. They are given a manual from the 
Commissionaires, a second containing applicable national and K Division policies and 
unit supplements, shown the Rousability Chart which is in the national manual and posted 
in the guards’ area, then work under her supervision. She provides the supervision and 
emphasizes the primary importance of prisoner checks and log book entries, 
demonstrates how to conduct checks and observes the new guard. There is no set period 
during which a new guard is supervised. When Ms. Minto feels the trainee is ready to 
work alone she advises Sgt. McDermott. Sometimes a trainee has requested more time 
under supervision.  

[230] Guards, including Ms. Minto, must maintain basic first aid and CPR certification 
and periodic re-certification. When she testified, Ms. Minto did not recall whether CPR 
should be started on a person with a faint pulse.  

[231] The policies and manuals are reviewed on an ongoing basis, and whenever a 
change is made to them.  

[232] Ms. Minto believes that her performance as guard is informally assessed by 
members who are constantly in and out of the guard area. She does not know whether 
video recordings from the CCTV system are reviewed to confirm whether she or others 
check on prisoners as required. All guards share the log book, so it would be apparent 
where one was not following the expectation that entries be recorded on every check and 
using standard shorthand. If she were aware that another guard was not checking 
prisoners or not keep the log book as expected, she would advise Sgt. McDermott.  

[233] Since Ms. Minto started as a guard there has been a strict policy to follow once 
there are ten prisoners in cells. The guard is to consult with the supervising member who 
decides whether any prisoners could be released; if not, a second guard is called in. First 
causal guards are called. If none are available, the regular guards are called. If none are 
available guards from nearby detachments are called. Theoretically, if no second guard 
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can be found, the supervising member could direct one of the other members to assist 
the guard. This has not become necessary in Ms. Minto’s time. The only time a member 
has been required for guard duty is when the guard then on duty has been in a staff 
meeting.  

[234] One reason that members have not been needed for guard duty is that prisoner 
counts are lower in the Maskwacis Detachment than in 2014 and earlier. The main 
reason, however, is that Ms. Minto now schedules the guards. It is somewhat predictable 
when there will be many prisoners in cells, often as a result of an injection of money into 
the community. Prior to those days, Ms. Minto will pre-arrange for a casual guard to keep 
himself or herself available if called, or she will schedule one of the other regular guards 
to work and will keep herself available in case a second guard becomes needed.  

[235] Sgt. McDermott says he reminds guards and shift supervisors periodically that they 
are not to assume an intoxicated prisoner is just sleeping it off, that other guard duties 
are subordinate to checks of a prisoner’s well being, and that four-hour awakenings must 
be done even when a prisoner has asked not to be wakened.  

[236] He also expects shift supervisors to ensure that four-hour awakenings are 
conducted. While he said he would take some action if he was in a cell block area and 
saw this requirement being ignored, he is not in the detachment at night. There does not 
appear to be any mechanism or procedure to audit whether shift supervisors (or those 
acting in such capacity as was Cst. Charette the night Cheryl was in custody and who 
presumably have less training and experience than regular supervisors) are in fact 
ensuring prisoners are being awakened when required.  

[237] There are no regular or formal employment reviews. He relies on his own review 
of the guard’s log book and information from shift supervisors or other RCMP members, 
to alert him about any deficiencies in performance of guard duties. He might speak to a 
delinquent guard privately, address an issue at a guards meeting, or even let a guard go. 
Sgt. Mc Dermott has directed the Corps of Commissionaires, which technically employs 
of the guards, to dismiss guards who prove unsuitable during training or after.  

[238] Sgt. McDermott’s testimony did not identify any process by which he formally 
reviewed or audited the expectation that shift supervisors ensure that the 15 minute and 
four-hour checks were being made or that shift supervisors are checking the cell block 
area from time to time.  

[239] There is a weakness in the system of checks. A guard will surely know that the 
regular checks, every 15 minutes or less, are a priority and will be conducting and 
recording such checks almost continuously. No additional reminders are necessary. 
However, a guard monitoring several prisoners, and assisting with book-ins and releases, 
could on a busy shift easily lose track of when each prisoner was last awake. There is 
nothing in the system to trigger a reminder. A shift supervisor is supposed to be monitoring 
guards and reminding guards of their responsibilities, but only “as time permits”.  A busy 
night for a guard will also be a busy night for the shift supervisor who will be responding 
to calls and dealing with other situations. It is unreasonable to expect a shift supervisor 
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to keep track of when each prisoner is due to be awakened, especially as the time will 
constantly change based on responses during the more frequent checks, or to direct the 
guard on duty every time one of the multiple and ever-changing awakenings becomes 
due. Guard Minto’s personal policy of wakening every prisoner on the fourth check is not  
required of every guard under RCMP polcies, and not every guard will be as capable as 
Ms. Minto. 

[240] There is no evidence as to why four hours was selected as the maximum time to 
let a prisoner sleep. Dr. Dippenaar considered himself unqualified to say whether being 
woken up would boost the level of an intoxicated prisoner’s central nervous system to a 
higher level, from which it would be unlikely to slow to the point of reaching a life-
threatening low before the next four-hour awakening.  As already mentioned, Dr. Dowling 
was unwilling to suggest an appropriate interval to awaken intoxicated prisoners. I have 
already recommended that the period after which a sleeping prisoner must be awaked be 
reviewed and if appropriate changed. There should be a policy that is clear and easy to 
follow, to ensure guards are aware of when they are to awaken each prisoner. For the 
purposes of Recommendation #12, I will assume that the period remains four hours. 

Recommendation #12 

OM 19.3 should be amended to replace 4.5.2 with:  

4.5.2 An intoxicated prisoner must be awake or awakened and 
responsive on the first check after 2:00 a.m., 6:00 a.m., 10:00 a.m., 2:00 
p.m., 6:00 p.m. and 10:00 p.m. Assess responsiveness according to 
App. 19-2-1, and record results in the prisoner log book.  

 

[241] The four-hour period could be replaced if the RCMP received medical advice that 
a different period would better balance the benefits of being awakened against the 
restorative effect of sleep, and thereby better protect the health of prisoners. The specific 
times could be modified for operational effectiveness – there is no magic in 2, 6 and 10. 
Provincial and detachment policies would then be amended to be consistent with the 
national Operation Manual.  

[242] I also suggest there be a requirement for detachment commanders to audit the log 
entries from time to time. I am satisfied that Sgt. McDermott in Maskwacis is doing this 
informally, but a formal requirement in all locations would create some incentive to ensure 
duties are being fulfilled as both guards and shift supervisors would know their 
performance was being regularly and formally reviewed.  
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Recommendation #13 

Add to OM 19.3 to the section applicable to the Commanders: 

6.1.5 Every six months select a random shift for each guard and shift 
supervisor, and review log book entries. Take corrective measures 
necessary to rectify shortcomings.  

 

SAMSON CREE NATION RECOMMENDATIONS 

[243] The Council of the Samson Cree Nation recommended some RCMP action in a 
Resolution made on September 18, 2018. Council’s first recommendation was that shift 
supervisors be required to check on guards and review their notes at regular intervals. I 
agree that there is some merit in this recommendation as it would discourage guards from 
becoming complacent. However, frequent checks like those recommended would remove 
supervisors from other duties and their availability is unpredictable. Supervisors are 
already required to check both the cell block and log entries and I have recommended 
audits which hopefully address the concern behind this recommendation. 

[244] Council’s second recommendation is to differentiate between physical and video 
checks. This is already covered in policy, in Maskwacis detachment’s current practice, 
and in a recommendation to add a column to the log book.  

[245] Council’s third recommendation is for two guards to be in the detachment at all 
times. It appears that one guard is usually sufficient and there is a mechanism to have a 
second guard available when the need is expected.  

[246] Council’s fourth and fifth recommendations suggest there be EMS present at all 
times, or EMS be regularly updated whenever there are intoxicated prisoners. Sgt. 
McDermott responded to this recognizing that the RCMP would not object to EMS being 
on hand, but the MAA has a facility and personnel nearby, enjoy a good relationship with 
the RCMP and will promptly respond if called. To his comments, I add there are already 
policies to make RCMP recognize the responsibility to protect intoxicated prisoners by 
assessing and monitoring them. This Report already contains a number of 
recommendations to tweek RCMP policies and to EMS protocols to broaden the criteria 
for which a physician assessment is required.  

FINAL RECOMMENDATION  

[247] Cheryl’s intoxication was recognized, and the RCMP appropriately arranged a 
medical assessment. The assessment disclosed no reason under criteria then in place to 
take her to hospital. There were some technical policy violations by both RCMP and EMS 
that did not contribute to Cheryl’s death. There was a failure to awaken her after four 
hours and chest compressions were not started immediately. It is impossible to know 
what the outcome would have been, had either or both of those steps been taken. It was 
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already surprising to the post-mortem experts that the level of drugs in her body resulted 
in her death.  

[248] There have been other Inquiries where people who have not been forthcoming 
about prescription drug over-consumption, usually in combination with alcohol, have died 
in police custody. In his report dated February 6, 2013 in the death of Kurt Krause in 
Gleichen RCMP cells, Judge Grieve made no recommendations. In his report dated 
August 27, 2010 in the death of Charles Robert Ramsey who died in hospital after being 
in custody in Grande Prairie RCMP cells, Judge Paul made no recommendations for 
actions to be taken when police take custody of an intoxicated person from hospital or 
when a person is going to be in a restraint chair for longer then two hours. Neither of 
those circumstances was present here. In his report dated September 1, 2009 into the 
death of Colleen Marie Akazay in Grande Prairie cells, Judge Watson recommended that 
a drug registry be established, through which medical professionals who prescribe drugs 
which might be misused, can access information about prior prescriptions. This is now 
available. 

[249] In each of those deaths, as in Cheryl’s, it was difficult to tell whether alcohol and/or 
drugs toxicity would subside with rest, or would depress the nervous system to the point 
that breathing stops. The RCMP is aware of the latter possibility, and has adopted policies 
requiring and emphasizing regular checks of each prisoner’s condition. I have 
recommended several enhancements to them. It is regrettable, but not unexpected that 
guards and officers become complacent over time about performing what are usually 
routine duties. A daily reminder of the importance of such duties might prevent 
complacency, at very little cost.  

Recommendation #14 

A nation-wide policy be adopted, requiring Notice in bold print be kept in the 
guard room of every detachment where prisoners are held, but not visible to 
prisoners. The Notice should indicate either that no prisoners have died in cells 
in that detachment, or the date(s) that prisoners have died there. Each guard and 
shift supervisor should be required to initial the Notice at the beginning of every 
shift.  

 

 

                                                           September 2, 2020 

 

                                                            

                                                           W. A. Andreassen 

                                                           Provincial Court Judge 
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