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Report to the Minister of Justice 

and Solicitor General 
Public Fatality Inquiry 

  
 

 

  
Fatality Inquiries Act 
 

WHEREAS a Public Inquiry was held at the  Law Courts  

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

from the 14th to 16th  day of January , 2019  
    year  

before T.D. DePoe , a Provincial Court Judge,  
  

into the death of Jason Sinclair 30 
  (Name in Full) (Age) 

of Edmonton and the following findings were made: 
 (Residence)  

Date and Time of Death: September 29, 2015 at 5:10 PM 

Place: Royal Alexandra Hospital, Edmonton, Alberta, Canada 
    

 
 

Medical Cause of Death:  
(“cause of death” means the medical cause of death according to the International Statistical Classification of 
Diseases, Injuries and Causes of Death as last revised by the International Conference assembled for that purpose 
and published by the World Health Organization – Fatality Inquiries Act, Section 1(d)). 
 
Excited delirium due to or as a consequence of methamphetamine toxicity 
  Manner of Death:  
(“manner of death” means the mode or method of death whether natural, homicidal, suicidal, accidental, unclassifiable 
or undeterminable – Fatality Inquiries Act, Section 1(h)). 
 Accidental 
 
 Circumstances under which Death occurred: 
 
Summary of the Evidence 
 
Witness List:  

1. Dr. Mitchell Weinberg 
2. Dr. Curtis Johnston 
3. Dr. Jonathan Davidow 
4. Dr. Christine Hall  
5. CPO Ben Rau 
6. CPO III James Mayne  
7. Kane Dozorec 
8. Andrea Lee 
9. Ken Johnston  
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Jason Sinclair was 30 years old at the time of his death. He did not have a history of mental illness, 
but had a lengthy criminal record dating back to 2006, which included a wide range of offences 
including several for violence. 
 
The circumstances leading to the death of Mr. Sinclair are not controversial. Mr. Sinclair was 
housed in the Unit 2A, Cell 20 at the Edmonton Remand Centre (ERC). He shared this cell with 
another male, Hichem Bedhiafi. Sinclair had been at the ERC since August 13, 2015. 
 
On Sunday, September 27, 2015, at 7 AM, correctional staff reported to unit 2A to commence their 
assigned duties for the day. Two security rounds were done at 8:15 AM and 10:03 AM. Mr. Sinclair 
was exercising in his cell, and his cellmate was asleep. Nothing unusual was noted. 
 
The common areas of Unit 2A are covered by CCTV cameras, and video of what occurred outside 
the cell was available for review. 
 
At approximately 10:25 AM, Correctional Peace Officer (CPO) Rau and CPO Nolan, who were on 
duty in Unit 2A, were alerted to loud noises that appeared to be emanating from within Cell 20. 
CPO Rau left his station and proceeded there. He observed Mr. Bedhiafi sitting on his bed with 
noticeable facial injuries. Mr. Sinclair appeared to be moving towards him in an aggressive manner 
with balled fists. CPO Rau felt that the inmates were fighting, and immediately initiated in 
Emergency Code 66 over his radio. This code signifies that he requires immediate backup, and 
alerts other officers that the officer initiating the code is dealing with inmates that are fighting at his 
location. 
 
CPO Rau gave Mr. Sinclair multiple verbal commands through the closed cell door to get on the 
ground, but he ignored the direction. CPO Rau then entered the cell and sprayed OC (pepper 
spray) directly towards Mr. Sinclair. CPO Rau then shut the cell door, and noted that after 
approximately five seconds Mr. Sinclair appeared to feel the effects OC and proceeded to lay face 
down on the cell floor. 
 
Within one minute after initiating the emergency code, multiple officers responded to Unit 2A and 
converged on Cell 20. Mr. Bedhiafi was removed from the cell and escorted off the unit to be given 
medical attention. He was later found to have suffered minor injuries, including swelling on the left 
side of his head and scratches were visible on his neck, consistent with being in a physical 
altercation. 
 
Six responding officers then entered the cell. Mr. Sinclair was given direction to cooperate but he 
continued to resist all attempts to place him in restraints (normal practice following assaultive 
behaviour) and attempted to keep his hands under his body. He continued to struggle and provide 
physical resistance while officers attempted to free his arms and gained control of him to place him 
in handcuffs and leg irons. Officers used knee strikes while giving him verbal commands to put his 
hands out to the side. Sinclair demonstrated balled fists, and offered aggressive resistance. 
 
The multiple officers were able to apply handcuffs, and a spit mask over his head (a mesh fabric 
hood that prevents inmates from spitting). Spit masks are used as a precautionary device to prevent 
the transmitting of any bodily fluids to staff. 
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From review of the CCTV evidence, all of this was done in approximately one minute and 41 
seconds. 
 
At approximately 10:28 AM, Mr. Sinclair was escorted out of the cell and was walked off the unit 
by responding officers. The CCTV footage shows that he appeared to be off balance and walking 
shakily in a somewhat staggering fashion, but he moved largely under his own power. The intention 
was to escort him to the Admission and Discharge (A&D) area of the ERC, firstly for the purpose 
of decontamination, and for the further purpose of determining whether the inmate required a new 
placement within the institution. 
 
The Edmonton Remand Centre is a very large building, and the walking time from Unit 2A to the 
A&D area is approximately five minutes. At a point approximately halfway, Mr. Sinclair began to 
complain that he could not breathe. There was evidence that persons sprayed with OC commonly 
complain that they can’t breathe. 
 
It was approximately this time when the escorting officers noted that Mr. Sinclair’s clothing was 
altered in that he had a significant amount of material stuffed inside his coveralls. There was no 
evidence as to why this was not observed, and addressed, sooner.  
 
Escorting officers believed at that moment that Mr. Sinclair was talking and appeared to be 
breathing fine. The decision was taken to continue on to the A&D area for a better assessment and 
for decontamination. 
 
At approximately 10:32 AM, Mr. Sinclair arrived in the shower area of A&D. The escorting officers 
immediately began to attempt to remove his coveralls to commence the decontamination process. 
However, their efforts were hindered as they noted Mr. Sinclair had created some type of 
homemade flak jacket. He had a second set of coveralls on backwards which was stuffed with 
bedding, a pillow, a soft box [a plastic container used for inmate personal effects], cardboard, 
magazines and various other items that were stuffed and woven together. It appeared to be a kind 
of improvised body armour. When questioned by one of the CPOs, “who is that for”, Mr. Sinclair 
reportedly stated, “it was for everybody”. 
 
In the correctional environment, inmates that are preparing to either assault someone or are fearful 
of an impending assault will often construct layers of clothing and/or any other type of material, that 
they may feel will lessen the chance of injury from various types of attacks. 
 
The escorting officers used scissors to cut away the restrictive clothing. As they removed the 
clothing, Mr. Sinclair started to show additional signs of medical distress. He was described as “his 
head was rolling around. He couldn’t maintain any eye functions, like his eyes would flutter. He 
was having trouble standing”. 
 
At approximately 10:36 AM Mr. Sinclair was moved into the shower stall and placed on his knees. 
An attempt was made to remove the restraints to facilitate the decontamination process. Mr. 
Sinclair started to tense up and it was felt that he was going to become assaultive, so at the 
handcuffs which had begun to be removed were reapplied. 
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It was at this moment that the tension in Mr. Sinclair’s body suddenly dissipated. He fell forward 
into the shower stall. A Code 99 (medical emergency) was initiated. One of the Alberta Health 
Services (AHS) nurses nearby was directed to call for an ambulance. At this time the restraints 
were removed. 
 
Mr. Sinclair was moved out of the shower stall and placed on the floor in the standard recovery 
position. At this time, he vomited, but appeared to be unconscious. 
 
Paramedics arrived on scene only seconds after the medical emergency was initiated, as they had 
been positioned nearby. Appropriate resuscitation procedures were commenced. A defibrillator 
was deployed, his airway was cleared and CPR was commenced. At approximately 10:50 AM and 
again at 10:54 AM epinephrine was injected, while multiple persons in turn provided chest 
compressions. At approximately 10:55 AM these efforts combined revived Mr. Sinclair, as a strong 
central pulse with good pressure was noted by AHS members. However, he was not breathing on 
his own accord; his respirations were assisted via manual ventilation. 
 
At approximately 10:58 AM Edmonton fire and Emergency Medical Services (EMS) personnel 
arrived. Mr. Sinclair was placed on a stretcher, he was loaded into the ambulance, and they 
departed the ERC at 11:14 AM en route to the Royal Alexandra Hospital. At that time his condition 
was deemed critical; he did have a pulse, but was unconscious and not breathing on his own. 
 
Dr. Curtis Johnston was Mr. Sinclair’s attending physician in the intensive care unit at the Royal 
Alexandra Hospital. He testified that the six- to eight-minute period that Mr. Sinclair’s heart was 
stopped was very significant, and more than sufficient to cause a serious hypoxic brain injury. This 
would also have a significant deleterious effect on the liver and kidney function. This would lead to 
significant “metabolic derangement”. It was determined on admission that Mr. Sinclair was very 
unlikely to survive, however it takes between 24 to 72 hours to determine if there is any chance of 
meaningful neurological recovery. 
 
Mr. Sinclair was removed from life support on September 29, 2015 late in the afternoon and he 
passed away shortly thereafter. 
 
Dr. Mitchell Weinberg, assistant chief medical examiner for the Province of Alberta performed an 
autopsy on Mr. Sinclair. It was noteworthy that Mr. Sinclair was 6’4” and weighed 280 pounds. Mr. 
Sinclair was seen to have some external superficial injuries in the form of abrasions and contusions, 
which he said were consistent with “a scuffle”. There were no blunt force head injuries or other 
injuries which contributed to the death. 
 
At autopsy, it was noted that Mr. Sinclair suffered from a heart abnormality, in that his heart was 
enlarged, weighing 630g, whereas the normal range would be 400 to 450g. This was pathologic, 
that is “atypical, in a negative way”.  
 
Based on the information provided to him, and information obtained at autopsy Dr. Weinberg 
concluded that the cause of death was methamphetamine induced excited delirium, leading to 
arrhythmia and heart failure. 
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Contributing factors were firstly the presence of methamphetamine, which causes arrhythmia, or 
weakness, of the heart, and secondly hyperthermia.  
 
Dr. Weinberg also noted that on the morning of September 27, 2015 Mr. Sinclair was wearing an 
excess of clothing and material on his body. He suggested that this could have elevated Mr. 
Sinclair’s core body temperature (hyperthermia), and more likely than not was a contributing factor 
in causing the heart arrhythmia.  
 
The lengthy period of cardiac arrest, during which Mr. Sinclair had no active heartbeat, meant that 
his brain was not receiving oxygen, and therefore suffered a significant anoxic injury, leading to a 
number of metabolic derangements, from which he was unable to recover. 
 
Dr. Weinberg also interpreted the toxicology results, in context. Mr. Sinclair was found to have high 
levels of methamphetamine (0.29mg/l) and oxycodone (0.47mg/l) in his blood. These illicit 
substances can cause arrhythmia, with excited delirium. 
 
Mr. Ken Johnston, the Director of Security at the Edmonton Remand Centre also testified. He has 
33 years of experience in the correctional system. He gave lengthy evidence on the subject of how 
the Remand Centre attempts to prevent the introduction of contraband, including drugs. He testified 
about how inmates are searched and scanned upon entry. He also indicated that vehicles, and 
inmate mail are carefully inspected and searched. Random searches of individual inmates, cells 
and entire units are frequently undertaken. Inmate telephone calls are intercepted and monitored, 
with the exception of privileged calls to counsel. Outside staff, including kitchen staff and cleaners, 
are kept separate and apart from inmates. He was confident that the amount of drugs entering the 
Remand Centre has been reduced over time, particularly since the introduction of an ion body 
scanner. However, clearly drugs continue to be brought in and are used and abused by inmates. 
There was no evidence before the inquiry as to how the situation could be improved. 
 
Dr. Christine Hall is an MD and emergency medicine specialist who practices in Victoria, British 
Columbia. She is an expert on and was qualified to testify on the topic of Excited Delirium. She 
essentially confirmed that “excited delirium” is a recognized medical condition, accepted as a 
diagnostic entity. It is seldom fatal. It is diagnosed on the basis of the patient experiencing delirium 
with excitation; the patient presents as an acutely delirious person not interacting normally with 
other persons or their environment. The patient suffers impaired input to their senses and their 
cognition is significantly altered. A person experiencing excited delirium has a very high probability 
of being in what she described as a metabolic emergency. The patient is unwell and needs medical 
attention immediately. 
 
Dr. Hall also testified that only a small percentage of police interactions involve persons displaying 
features of excited delirium, and of those only 2% are fatal. It is typically brought on by drug abuse, 
usually with methamphetamine, cocaine or PCP, and is often accompanied by pre-existing 
psychiatric illness, including schizophrenia and bipolarity. 
 
In a state of excited delirium, it is predictable that a number of people will suddenly die. Their 
symptoms will first appear to be acting in a manner that is incoherent, with rapid breathing and in 
a highly agitated state. The individual may become combative and/or violent. 
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Dr. Hall testified that recognition of excited delirium is the first step in applying appropriate medical 
care, but medical care cannot be safely or appropriately administered to an individual who is violent, 
aggressive, incoherent, uncooperative and who cannot understand or comply with direction. It is 
therefore necessary to first gain and maintain physical control of the individual. This is unlikely to 
reliably occur voluntarily in the delirious person. 
  
She further testified that there are at least 10 recognized features of excited delirium. Available 
medical literature suggests more: 
 

1. Extremely aggressive or violent behaviour 
2. Constant or near constant physical activity 
3. Does not respond to police presence or direction  
4. Attracted to/destructive of glass/reflective surfaces 
5. Attracted to bright lights/loud sounds 
6. Naked/inadequately clothed 
7. The person is overheated -hot to touch 
8. Rapid breathing 
9. Profuse sweating 
10. Making unintelligible noises 
11. Insensitive to/extremely tolerant of pain 
12. Excessive strength (out of proportion) 
13. Does not tire despite heavy exertion 

 
There is no particular hierarchy to these features, but the presence of overheating, and 
superhuman strength are more commonly represented. It is most common to have only one or two 
features.  
 
Where six or more of these features are present, there is a very high probability that the individual 
is suffering from excited delirium, is in “metabolic emergency”, and is in need of immediate medical 
attention. 
 
Dr. Hall was clear that it therefore follows that law enforcement personnel of all types must be 
trained to recognize the state of excited delirium. Gaining physical control over the individual is key 
to giving them the immediate medical intervention they need, which must follow as soon as possible 
on gaining that control. Paramedics and emergency physicians need to be engaged in treating the 
patient as soon as possible. 
 
Dr. Hall also reviewed the 2017 Justice and Solicitor General Training Academy module dealing 
with excited delirium. This was entered as an exhibit. 
 
On page 5, Dr. Hall noted that the word “will” should be changed to “may”. Paragraph 4, should be 
reworded to say “should they suddenly become calm,” this should be considered a sign of imminent 
trouble. Cardiac arrest is a mere possibility. It is not necessarily true that strain on the heart will be 
fatal. (Paragraph 5) 
 
She testified that in particular, page 9 required considerable revision.  
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Dr. Hall pointed out the following: 
• to state that the struggle against restraint prevents the subject from taking full breath and 

self ventilating is incorrect. Hypoventilation does not occur. 
• It is incorrect to say that a decrease in blood oxygen levels is life threatening. People in a 

state of excited delirium are acidemic. It is not an oxygen related problem. 
• Muscle fibers do not tear, but breakdown.
• It is not correct to say that the strain of the struggle, coupled with the lowered oxygen in the 

blood and increase in lactic acid leads to cardiac arrest.

Dr. Hall emphasized that the medical emergency starts when the person is in a highly agitated 
state. It is vital to call 911 early to get the earliest possible medical intervention. 

Recommendations for the prevention of similar deaths: 
1. The Justice and Solicitor General Training Academy module dealing with excited delirium

needs to be revised and updated, keeping in mind the critique offered by Dr. Hall. A review 
of her evidence, as well as her very detailed chapter in the Encyclopedia of Forensic and 
Legal Medicine, Volume 2 dealing with excited delirium (Published by Elsevier Ltd. 2016), 
should be undertaken. This was entered as an exhibit, and reviewed by the court.

2. All correctional and law enforcement personnel need better training to recognize the 
symptoms of excited delirium. As well, they should be trained that the earliest possible 
medical intervention is required.

3. In the prison setting, it is important that paramedics be on scene when a potential case of 
excited delirium presents itself, so that medical treatment can begin the moment the subject 
is under control.

DATED July 30, 2020 , 

at Edmonton , Alberta. 
T.D. DePoe 

A Judge of the Provincial Court of Alberta

Original Signed
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