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CANADA 
Province of Alberta 

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

 

  
Fatality Inquiries Act 
 

WHEREAS a Public Inquiry was held at the Law Courts  

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

on the 4th day of July , 2013 , (and by adjournment 
    year  

on the  day of  ,  ), 
    year  

before The Honourable E.A. Johnson , a Provincial Court Judge,  
  

into the death of Arnold Barstad 90 
  (Name in Full) (Age) 

of 1117, 16515 - 88 Ave., Edmonton, Alberta and the following findings were made: 
 (Residence)  

Date and Time of Death: February 24, 2011 at approximately 1:45 a.m. 

Place: Room 1117, Villa Caritas,16515 - 88 Ave., Edmonton, Alberta 
    

 
 

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

  Manner of Death:  
(“manner of death” means the mode or method of death whether natural, homicidal, suicidal, accidental, unclassifiable 
or undeterminable – The Fatality Inquiries Act, Section 1(h)). 
 Suicide. 
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 CIRCUMSTANCES UNDER WHICH DEATH OCCURRED: 
  
Introduction 
 
Arnold Barstad died on February 24, 2011.  He committed suicide by hanging.  At the time he was a 
resident of Villa Caritas, a geriatric psychiatric facility in Edmonton where he had been since February 3, 
2011. 
 
On July 6, 2011, The Fatality Review Board recommended that a public fatality inquiry be held pursuant to 
s. 33(3) of the Fatality Inquiries Act (the “Act”), as the death in question falls within the ambit of s. 11(b); Mr. 
Barstad being a formal patient in a facility as defined by the Mental Health Act. 
 
The Inquiry and its Mandate 
 
The Inquiry occurred on November 16, 2012.  Evidence was led by inquiry counsel. 
 
Pursuant to s. 49(2) members of Mr. Barstad’s family had standing to participate in the inquiry.  Family 
members attended the Inquiry. 
 
At a pre-inquiry conference, interested party status pursuant to s. 49(d) of the Act was granted to Covenant 
Health Services and Dr. Candace Walker, both of whom were represented by counsel at the Inquiry. 
 
The Inquiry heard from the following witnesses: 
 

Dr. Candace Walker, psychiatrist practicing geriatric psychiatry and employed at Villa Caritas. 
 

Neil Maralit, psychiatric aid employed by Covenant Health at Villa Caritas. 
 

Julia Richardson, registered nurse, employed at Villa Caritas. 
 
Scott Baerg, Vice President of Mental Health, Covenant Health. 

 
Exhibits were tendered which include the Medical Examiner’s Medical Certificate of Death, the Certificate 
of Medical Examiner and a Toxicology Report as well as medical and other documents. 
 
The Act calls on the judge conducting the Inquiry to make a report to the Minister containing findings as to: 
the identity of the deceased, the date, time and place of death, the circumstances under which the death 
occurred, the cause of death and the manner of death (s. 53(1)). 
 
The judge may also make recommendations as to the prevention of similar deaths (s. 53(2)).  
 
The findings of the judge may not include any findings of legal responsibility or any conclusions of law (s. 
53(3)). 
 
Events Surrounding the Death of Mr. Barstad 
 
At the time of his death, Mr. Barstad was 90 years old.  Before coming to Edmonton in February 2011, he 
lived in Elk Point.  He is described (in the discharge summary) as having a longstanding history of 
depression as well as a possible generalized anxiety disorder. 
 
During the three months prior to February 2011, his condition worsened.  He moved to a lodge in Elk Point 
and was involved in the care of his wife who suffered from Alzheimer’s dementia.  Although he had no 
history of suicidal behaviour, he made several suicide attempts. 
 
On February 1, 2011, he was examined in Elk Point by Dr. Oyebode who completed an Admission 
Certificate (Form 1 pursuant to s. 2 of the Mental Health Act) certifying (as required in s. 2), that Mr. 
Barstad was suffering from a mental disorder, that he was likely to cause harm to himself or others and that 



Report – Page 3 of 6 
 
 

J0338 (2007/03) 

he was unsuitable for admission to a facility other than as a formal patient.  Mr. Barstad was transferred to 
the Royal Alexandra Hospital (“RAH”) in Edmonton for examination. 
 
On February 2, 2011, Mr. Barstad was examined by Dr. Marsh-Joyal at the RAH who also completed a 
Form 1 Admission Certificate. 
 
On February 2, 2011, a Form 6 Memorandum of Transfer to Another Facility was completed transferring 
Mr. Barstad from RAH to Villa Caritas. 
 
On February 3, 2011, Dr. Candace Walker conducted a clinical interview with Mr. Barstad.  He told her of 
the move to a lodge in Elk Point and spoke about the stress of caring for his wife.  She described him as 
suffering from a severe depressive episode.  His treatment was to include medication (which, Dr. Walker 
says should show some sort of effect within two to four weeks), as well as daily interaction with nursing 
staff and other members of the interdisciplinary team and, when he was able, taking part in programs (such 
as skill building, stress management, exercise and distraction programs such as movies and bingo). 
 
When he was admitted to Villa Caritas, Mr. Barstad was put under “close” observation, which meant that 
Mr. Barstad was observed every 15 minutes during the day and every 30 minutes overnight. 
 
On February 16, close observation was discontinued.  Mr. Barstad was subject to general observation 
which meant that he was observed every 30 minutes around the clock.  Dr Walker said she would have 
made this direction in consultation with the interdisciplinary team.  She said Mr. Barstad’s mood had 
improved, his anxiety seemed less pronounced and he was spending more time socializing with staff and 
other patients.  The next stage would have been to have him engage in programming, which could only 
happen if he was on general observation. 
 
Dr. Walker said she and Mr. Barstad discussed his return home and what steps he could take to reduce his 
stress there. 
 
Dr. Walker was away on vacation from February 17 to February 23.  When she saw Mr. Barstad on 
February 23, she said he appeared to be doing well.  He again spoke about moving back home, and made 
other statements which made her conclude that he was future-oriented.  She had not been told that he was 
having any suicidal ideations at that time. 
 
Neil Maralit is a psychiatric aide, employed at Villa Caritas.  He was working night shift on February 24, 
2011.  Part of his job was to check on patients, including Mr. Barstad who was occupying Room 1117. 
 
Mr. Maralit checked on Mr. Barstad in half-hour intervals from 11:00 p.m. to 1:30 a.m.  He identified a 
Patient Sleep Monitoring chart which contained names, room numbers for each patient and a box 
representing each half-hour interval.  Notations appear in some boxes (such as “AO” meaning awake out 
of bed and “A” meaning awake in bed).  Mr. Maralit said if the patient was sleeping he would not make an 
entry.  There are no entries on Mr. Barstad’s chart for the intervals from 11:00 p.m. to 1:30 p.m., which 
indicated to Mr. Maralit that at those intervals Mr. Barstad was in bed asleep. 
 
Mr. Maralit went in to check on Mr. Barstad again at about 1:45 a.m. and found that Mr. Barstad was not in 
bed.  Mr. Maralit checked the bathroom.  He found Mr. Barstad lying in the shower area with a ligature 
around his neck.  He described him as having good colour and fresh blood coming from his mouth and 
nose. 
 
Mr. Maralit immediately called for Julie Robertson, the charge nurse who said she arrived within about five 
seconds of his call.  She described what she saw when she arrived - Mr. Barstad suspended from a towel 
rack with a dark thing around his neck.  She undid the knot to ease him down.  They repositioned him to 
receive oxygen and she and Mr. Maralit began CPR.  When other staff arrived, Ms. Robertson called EMS 
and followed the instructions in the process binder.  CPR continued until EMS arrived.  EMS took over but 
determined that they would not continue CPR, as Mr. Barstead was deceased. 
 
The ligature used was described as a cloth belt from Mr. Barstad’s robe, about 5 feet long. 
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Covenant Health Review 
 
After Mr. Barstad’s death, Covenant Health conducted an internal review.  Mr. Baerg described it as a 
quality assurance review.  It included a review of the patient’s chart and interviews with staff.  It resulted in 
a number of recommendations.  Some of them arose from the event; others are not related to Mr. 
Barstad’s death but arose from the review. 
 
A June 11, 2012 news release summarized the recommendations: 
 

“Risk Assessment 
 
1. Standardize policies and procedures for the assessment and management of 

suicide risk. 
2. Change the frequency of rounds for patients on close observation to every 15 

minutes around the clock. 
3. Standardize observation check list to improve the ability to monitor people who are 

at increased risk and be able to document accordingly. 
4. Standardize Covenant Health’s Mental Health Program acute care documentation. 
 
Personal Items 
 
1. Restrict which items can be brought into the facility based on the risk assessment 

of the patients. 
2. Recommend families participate in orientation, which includes a discussion about 

patient safety processes such as contraband items. 
 
Physical Environment: 
 
Modify two rooms on two different units (total of four rooms) for patients at increased risk 
of suicide. 
 
Modifications include: 
 
1. Install closed type grab rails and enclose plumbing fixtures. 
2. Change shower heads to ligature resistant design and ensure hand held spray 

devices are removable and only used under staff supervision. 
3. Remove towel bars and replace with flip-down hooks designed to support the 

weight of a bath towel. 
4. Shorten call bell cords. 
5. Ensure fitted sheets are free of elastic. 
6. Ensure closets and drawers have the ability to lock. 
7. Ensure handles in the room are designed so they cannot be used as an anchor 

point. 
 
Training 
 
1. Educate all frontline staff about the environmental risk factors and environmental 

interventions for higher risk patients.” 
 

Mr. Baerg spoke about the review. 
 
With respect to the matters under the heading “Risk Assessment”, Mr. Baerg described standardizing 
policies and procedures for the assessment and management of suicide risk.  He said it was felt that more 
detail and consistency was needed in documenting assessments of patients. 
 
On the frequency of rounds for individuals on close observation, Mr. Baerg said it was felt that if they were 
being checked every 15 minutes during the day they should probably be checked every 15 minutes during 
the night. 
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The observation checklist was also changed.  The new form requires completion of every portion of the 
chart. 
 
Mr. Baerg said the issue of standardizing Covenant Health’s mental health program acute care 
documentation did not arise from any factors relating to the incident under review.  The people doing the 
review looked at charts, spoke to staff and reviewed literature on best practice.  It was felt that there were 
inconsistencies in the documentation they reviewed and improvements could be made in that regard. 
 
With respect to the matters raised under “Personal Items”, Mr. Baerg noted that the determination relating 
to personal items that can be brought into the facility related to the risk assessment of the patient.  The 
recommendation also raised the importance of participation of families in orientation and safety processes.  
He said this is not to say that families were not involved prior to this, however there is now a greater 
emphasis on documenting those conversations. 
 
With respect to recommendations under “Physical Environment”, Mr. Baerg addressed the changes that 
were recommended and those which have been implemented.  He said that a number of safety features 
were added at Villa Caritas and their review indicated areas where these could be enhanced. Of the 
physical modifications recommended, most have been done.  At the time of the hearing the closets did lock 
and removable hand held showers had not been installed.  In addition to the changes listed, mirrors have 
been changed to non-shatterable glass.  Another change has been implemented such that when someone 
is on close observation for suicide they lock the bathroom doors. 
 
Post Hearing Communication 
 
After the conclusion of the hearing, counsel forwarded a letter from the Elder Advocates of Alberta Society 
directed to the Chief Crown Prosecutor which reads as follows: 
 

“November 23, 2012 
Via Facsimile  780 422-9756 
Letter to follow 

Chief Crown Prosecutor Steven Bilodeau QC 
6th Floor, Brownlee Building – 10365 – 97 Street 
Edmonton, AB   T5J 3W7 
 
Dear Sir: 
 
Fatality Inquiry – Arnold Harry Barstad – November 16, 2012 – Provincial Court Edmonton, AB – 
Judge E. Johnson presiding. 
 
It was troubling that there was failure to call the testimony of the Medical Examiner’s Office and 
EMS personnel.  The Inquiry had to rely on the testimony of Villa Caritas staff. 
 
The Inquiry was informed by a Villa Caritas aide, that Mr. Barstad, Unit 1 A, Rm. #2117, hung 
himself from a towel bar.  In fact, when this matter was first brought forward in 2011 by Mr. Brian 
Mason, it was said that an elderly man hung himself by hanging himself from a hook on the wall. 
 
The matter of his alleged, abrupt onset of paranoia was not examined although the Inquiry was told 
that Mr. Barstad was “smiling” and “brighter”.  Our long experience with Alberta Hospital and Villa 
Cariitas [sic] is, that when clients complain about mistreatment at the hands of staff, they are 
deemed to be paranoid. 
 
Finally, past and present clients of Villa Caritas have told us that the name on the door of Rm. # 
2117 was in fact George Anderson, not Arnold Barstad. 
 
We would be grateful if you would advise us in regard to these matters.  Thank you. 
 
Yours truly, 
 
Elder Advocates of Alberta Society 
 
Per: 
 
Ruth Maria Adria RN Ret.” 
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Several comments are necessary. 
 
The Elder Advocates Society did not apply for standing under the Act.  There is nothing before the Inquiry 
to indicate that it would fall within the category of persons who fall within s. 49 as individuals who may 
participate in the Inquiry. 
 
The Inquiry heard witnesses and received evidence as contemplated by s. 40 of the Act, including reports 
from the Medical Examiner, and detailed medical records from Villa Caritas, the RAH, and the oral 
testimony from the physician who cared for Mr. Barstad and others. 
 
The evidence was that Mr. Barstad was in Room 1117 (not 2117). 
 
 
RECOMMENDATIONS FOR THE PREVENTION OF SIMILAR DEATHS: 
 The Act permits the Inquiry to make recommendations as to the prevention of similar deaths. 
 
Covenant Health conducted a review after Mr. Barstad’s death.  Changes were made to policies relating to 
personal property of patients and monitoring of patients.  Changes have been made to towel bars and 
other physical aspects of the accommodations.  More changes are planned. 
 
In view of the significant review done by Covenant Health after this incident, there are no 
recommendations. 
 
 
 
   

DATED August 8, 2013 , 
 
 

  

at Edmonton , Alberta. 
 

  
Judge E.A. Johnson 

A Judge of the Provincial Court of Alberta 
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