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CANADA 
Province of Alberta 

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

 

  
Fatality Inquiries Act 
 

WHEREAS a Public Inquiry was held at the The Calgary Courts Centre 

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

on the 15-18 days of December , 2015 ,  
    year  

on the 19-21 day of September , 2016 , 
    year  

before Joanne Durant , a Provincial Court Judge,  
  

into the death of Aaron Campbell 23 
  (Name in Full) (Age) 

of Centre of Hope, 420 9th Avenue SE, Calgary, Alberta and the following findings were made: 
 (Residence)  

Date and Time of Death:  February 17, 2012 at 7:34 a.m. 

Place: Foothills Medical Centre, Calgary, 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)). 
 
Respiratory compromise and central nervous system depression due to multiple drug toxicity 

  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)). 
 Accidental 
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 Circumstances under which Death occurred:  
 
 
 
 

 
Introduction: 
 
On February 17, 2012 Aaron Campbell was found unresponsive in his room at the Centre of Hope at 
approximately 6:30 a.m.  He was pronounced dead at 7:34 a.m. that same day at the Foothills Medical 
Centre (FMC) in Calgary, Alberta.  Mr. Campbell had struggled with addiction to both alcohol and illegal 
substances  for some time but had, in the days leading up to his death, been voluntarily participating in 
addictions counselling and residing in a sober living environment.   Initially the Medical Investigator  
indicated that Mr. Campbell’s death had likely occurred as a result of a drug overdose and therefore it 
was not immediately determined to be suspicious.  However, on February 15, 2012, just 48 hours prior 
to his death,  Mr. Campbell had been involved in an incident with members of the Calgary Police Service 
(CPS) at which time  force had been used to subdue and arrest Mr. Campbell.  He was ultimately not 
charged criminally by officers but was transported to FMC pursuant to the authority found at section 10 
of the Mental Health Act, RSA 2000, c M-13. Mr. Campbell was treated at FMC for the concerns 
regarding his mental health (which resolved quickly) and was also treated at both FMC and the 
Rockyview General Hospital for the injuries he sustained to his face and eye during his arrest.  He was 
released from hospital shortly after 8a.m. on February 16, 2012.  Due to the proximity in the timing of 
Mr. Campbell’s death to the violent encounter with officers, CPS launched an investigation into the 
circumstances surrounding the use of force by the officers on the morning of February 15, 2012.  In 
addition, the investigation attempted to retrace Mr. Campbell’s movements following his release from 
hospital on the morning  of February 16, 2012 to the time he was found unresponsive in his bed on the 
morning of February 17, 2012.   
 
A formal complaint was filed by Mrs. Donna Campbell (Mr. Campbell’s mother) with the Professional 
Standards Section of CPS on February 23, 2012 alleging that the officers involved with Mr. Campbell had 
used excessive force which may have contributed to his death.   On September 7, 2012, the Medical 
Examiner, Dr. Tera Jones, released her autopsy report and listed the cause and manner of Mr. 
Campbell’s death as ‘undetermined’, contrary to the earlier opinion expressed by the Medical 
Investigator. Pursuant to section 33 of the Fatality Inquires Act, RSA 2000, c F-9, the Fatality Review 
Board recommended that a Public Fatality Inquiry be held to “clarify the sequence of events leading to 
the death vis a vis police involvement.” 
 
A considerable amount of evidence was presented during the course of this Inquiry.  Following the first 
five days of evidence many questions remained unanswered, and as such, all parties met on several 
subsequent occasions to discuss what further evidence would be helpful in determining the factual 
underpinnings that would ultimately inform the findings of this Inquiry.  For the purpose of outlining the 
evidence heard in an orderly fashion in this report I have chosen to review and group the evidence 
below under various headings.  It does not however reflect the order in which the evidence was called.    
 
Evidence of Stanley Peake 
 
Mr. Stanley Peake testified that on February 15, 2012 at approximately 5:30 a.m. while on his way to 
work as a personal trainer  at 111 Olympic Way SE in Calgary, he located a male and female sleeping on 
the floor of  a small anteroom just off the parkade by the elevator in that building.  He testified that the 
room smelled strongly of alcohol and perhaps body odour.  Mr. Peake testified that the female had her 
pants down around her knees, and that although he thought the male was clothed he was not certain. 
 
Mr. Peake testified that he contacted police, waited for them to arrive and then took them down to the 
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anteroom.  Mr. Peake testified that he did not stay but heard the female officer exclaim about the smell 
in the room and say “time for lovemaking is over.”  He testified that the female who had been on the 
floor woke up and he thought she seemed somewhat panicked and embarrassed.  He testified that he 
heard a male officer saying “wake up, wake up”- he assumed to the male on the floor.  Mr. Peake 
testified that he then heard a lot of banging and crashing but by that point was in the elevator and 
returning to his workplace on the 2nd floor of the building.   
 
Mr. Peake was advised by a client approximately an hour later that there was some blood in the 
anteroom.  He testified that he returned to the anteroom and cleaned up the few spots of blood that he 
located and that he threw out some empty beer containers.   
 
 
 
Evidence of CPS officers 
 
At approximately 5:30 a.m. on February 15, 2012 CPS dispatch received a 911 call from Mr. Peake  
advising that there was a male –later determined to be Mr. Campbell- and a female, asleep in a small 
anteroom located between the parkade and the elevator lobby at the condominium building located at 
111 Olympic Way SE, Calgary.  The call was classified as an “unwanted guest” complaint and officers 
were dispatched accordingly. The dispatcher advised officers that both the male and female were naked 
and that no weapons appeared to be present. 
 
Initially three CPS members attended-Constables Sandalack and Bandura and an officer who, because of 
his position now in an undercover unit, was identified only as Constable “ X”  in the proceedings 
following the imposition of a publication ban on his name for security reasons.  The evidence of the 
three officers involved in the encounter with Mr. Campbell differs one from the other in a number of 
areas.  The purpose of a Fatality Inquiry is not to undertake assessments of credibility or make findings of 
fault and therefore such an analysis will not be undertaken.  I do accept that Mr. Campbell was naked 
and that the female with him (later identified as Shirley Cardinal) was partially naked.   I accept that 
there was a strong odour of alcohol in the room.  It is clear from the evidence of the officers that I do 
accept, that when they attempted to wake the couple, the female woke up quite quickly and after being 
identified and permitted to dress, she left the scene immediately.  It is also clear that Mr. Campbell was 
much slower to respond to the officers telling him to wake up and get dressed.  I accept that Mr. 
Campbell was very agitated when he awoke, but rather than the officers stepping back (in albeit a small 
room) to allow Mr. Campbell time to orient himself, the situation very quickly escalated into a physical 
confrontation involving all three officers.  The testimony as to what actually started that physical 
confrontation differs between the officers,  but all agreed that once it had occurred and Mr. Campbell 
had ultimately been subdued and handcuffed, he was going to be arrested and charged for the offence 
of assaulting a peace officer. 
 
Following his arrest, I accept that Mr. Campbell became very despondent and asked police to shoot him, 
including suggesting they use him as ‘target practice’.  He then asked to be taken back to the Centre of 
Hope where he had been residing so he could speak to his counsellors.  Mr. Campbell indicated that he 
did not know who the woman found with him was, and that he believed he had been drugged. Given Mr. 
Campbell’s statements and apparent mood swings, officers made the decision not to charge Mr. 
Campbell with an offence pursuant to the Criminal Code of Canada RSC 1985, c C-46 but instead decided 
to have him taken to hospital pursuant to the authority of the Mental Health Act.  Since the original 
three officers involved in the altercation with Mr. Campbell were finishing a shift, a fourth officer, 
Constable Frank attended, took custody of Mr. Campbell, and drove him to FMC.   
 
Constable Frank testified that he had not been advised of any physical altercation or use of force that 
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had occurred between Mr. Campbell and the original three officers, only that he was to transport Mr. 
Campbell to hospital pursuant to the authority of the Mental Health Act.  Notably, the dispatch 
recording filed as an exhibit in this Inquiry, includes a specific request that two officers be dispatched to 
take Mr. Campbell to the hospital because of his violent history and assaultive behavior towards police in 
the past.   Constable Frank testified that during transport, Mr. Campbell stated that he had no reason to 
live and he wanted police to end his life.  He testified that Mr. Campbell’s emotional state was ‘up and 
down’ and that he could smell alcohol on his breath. 
 
Following arrival at FMC, Mr. Campbell was triaged and sent to a bed designated for psychiatric patients 
to await a doctor’s attendance.  Constable Frank testified that he removed the handcuffs from Mr. 
Campbell however, while waiting to see a doctor, Mr. Campbell became very agitated and attempted to 
flip over the hospital bed.  The officer testified that he needed to physically restrain Mr. Campbell 
against the wall to regain control of him.  He testified that he told Mr. Campbell that he needed to calm 
down or he would have to be sedated or restrained.  Mr. Campbell calmed down and once security 
officers attended, Constable Frank left to return to other duties.   
 
All officers were questioned extensively by counsel about the amount of force used during their 
respective interactions with Mr. Campbell. They were also questioned extensively about whether any of 
the use of force “tools” carried on their respective duty belts had been employed during the physical 
altercation with Mr. Campbell.  While Constable Sandalack’s  Conductive Energy Weapon (Taser) became 
detached from his duty belt during his attempts to subdue Mr. Campbell on the floor of the anteroom, 
there was no evidence that this officer’s Taser-nor those in the possession of the other officers-were 
ever employed as a use of force mechanism on Mr. Campbell (see medical evidence below).  There was 
evidence that one officer used a baton to try and pry Mr. Campbell’s arms apart in order for him to be 
handcuffed, but otherwise I am satisfied that  no “tools” of force were used by the officers either in the 
anteroom at 111 Olympic Way SE or at FMC. 
 
None of the four officers involved suffered any injuries during their dealings with Mr. Campbell. 
 
 
Evidence of Shirley Cardinal 
 
Ms. Cardinal’s attendance was secured for the purpose of these proceedings by way of a public interest 
warrant issued earlier in the proceedings due to the difficulty in locating her to serve her with a 
Summons.  At the time of the giving of her evidence, Ms. Cardinal was represented by Calgary Legal 
Guidance and accompanied to court by a social worker.  She had clearly suffered a recent injury to her 
face and hand, and indeed was being taken directly to a medical appointment following her testimony to 
have those injuries treated.  
 
Ms. Cardinal confirmed that in February 2012 she was homeless and she remained so at the time of her 
testimony.  She also confirmed that she has had two major brain surgeries over the years which have 
significantly impacted her ability to recall events.  She testified that she did not remember meeting Mr. 
Campbell and when shown a photo of him by Inquiry Counsel, testified she did not recognize him. 
Concern was raised by Mrs. Campbell through her lawyer that indeed Ms. Cardinal was not the person 
who had been with her son on the morning of February 15, 2012 in the parkade at 111 Olympic Way SE.  
I am satisfied that after further questioning of Ms. Cardinal, and with no evidence to the contrary having 
been called, that Ms. Cardinal was indeed the individual found with Mr. Campbell on the morning of 
February 15, 2012.  Officers recorded the name and date of birth of the individual found with Mr. 
Campbell and although Ms. Cardinal denied she also used the name Desjarlais (as was recorded in officer 
notes) she did confirm the name of Shirley Cardinal with the same date of birth.  After further 
questioning, she confirmed that she did have some recollection of the police waking her and 
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remembered leaving quickly because she didn’t want to receive any municipal fines.  She testified that 
she had no idea who the person was who was with her (although she vaguely recalled someone lying 
beside her naked), and had no recollection as to how she found herself in the anteroom.  She also 
recalled speaking to the police on one occasion after this incident but prior to the Inquiry, as is 
evidenced by the notes of Detective Harper (see below). 
 
Medical Evidence 
 
Dr. Stanley Bernbaum was the emergency room physician who took over Mr. Campbell’s care upon his 
admission to FMC the morning of February 15, 2012.  Dr. Bernbaum confirmed that he too was 
concerned about Mr. Campbell’s comments that he had asked the police to shoot him and as a result he 
continued to hold Mr. Campbell pursuant to the Mental Health Act.  Dr. Bernbaum ordered blood tests 
to determine Mr. Campbell’s blood alcohol content and asked that he receive a psychiatric assessment. 
Dr. Bernbaum confirmed that upon his initial assessment, although Mr. Campbell would not look directly 
at him, he did not complain about any physical injury.  Mr. Campbell was seen later in the day on 
February 15, 2012 by a psychiatrist, and as he was no longer exhibiting any suicidal ideations the Mental 
Health Act warrant was cancelled at 5:45 p.m.  Mr. Campbell was kept in the hospital however since Dr. 
Bernbaum had ordered an x-ray and CT scan of his head and facial bones.  Although neither test 
identified the presence of a fracture, when Mr. Campbell blew his nose while in hospital, there was a 
sudden and significant swelling of his left eye.  This caused doctors at FMC to investigate further (see 
below) and to ultimately set up an appointment with an eye specialist at the Rockyview General Hospital 
for the morning of February 16, 2012.  Mr. Campbell was kept at FMC overnight, placed in a cab the 
morning of February 16, 2012 and sent directly to the appointment at the Rockyview General Hospital.  
Upon discharge Mr. Campbell was prescribed 16 tablets of Percocet.  Dr. Bernbaum stated that in 
general smaller amounts of narcotics are given to individuals who have a history of substance abuse.   
Dr. Bernbaum confirmed that the injuries appeared consistent with blunt force trauma but were not 
consistent with a Taser having been used on Mr. Campbell. 
 
Dr. Grant Innes was the emergency room physician who took over care of Mr. Campbell once Dr. 
Bernbaum’s shift ended on February 15, 2012.  Dr. Innes confirmed that he had been advised by Dr. 
Bernbaum that Mr. Campbell had been involved in an altercation although he did not recall the specific 
mechanism of injury.  He did confirm that Mr. Campbell advised him that he had been kicked in the face.  
Dr. Innes testified that he did not assess Mr. Campbell immediately upon taking over his care since he 
was waiting for the results of the CT scan ordered by Dr. Bernbaum. Although he is quite experienced in 
reviewing these types of reports,   Dr. Innes testified that once the CT scan results were available he very 
likely spoke to the radiologist, and was satisfied that Mr. Campbell had suffered an occult fracture (ie 
one that was not detected on x-ray) of the orbital bone around his eye.  Dr. Innes testified that the only 
way that air could get in around the left eye to cause the noted swelling would be due to a fracture, 
likely what he referred to as a ‘blow out’ fracture.  As a result of the CT scan and the degree of facial 
swelling suffered by Mr. Campbell, Dr. Innes asked the doctor on call in the ophthalmology department 
to see Mr. Campbell the night of February 15, 2012.  Dr. Innes confirmed that the ophthalmology 
resident assessed Mr. Campbell and advised that while he did not need surgery, he did need follow up 
once discharged from hospital.  
 
Dr. Innes was asked about the possibility that Mr. Campbell had suffered a subarachnoid hemorrhage.    
Dr. Innes confirmed that he did not have concerns about a brain injury and testified that Mr. Campbell 
was neither confused nor disoriented when he examined him, although he was in quite a bit of pain.  Dr. 
Innes did not recall noting a subarachnoid hemorrhage on the CT scan but testified that had one been 
present, it would not have changed the management of Mr. Campbell in any way unless he was taking 
blood thinners.  Dr. Innes testified that subarachnoid hemorrhages are common when someone is hit in 
the head and although its presence would be a marker of the severity of that trauma, it would not 
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require surgery.   
 
Dr. Innes stated that he told Mr. Campbell to put ice on his face to reduce the swelling and prescribed 
him Percocet for pain relief.  Dr. Innes testified that he believed he was aware of a history of substance 
abuse for Mr. Campbell although he believed it to be predominantly a problem with alcohol.  He also 
testified that he would have had concerns about prescribing only Tylenol to Mr. Campbell under the 
circumstances, since he would be extremely unlikely to get any pain relief unless given an opioid.  Dr. 
Innes had familiarity with treating patients with severe addictions while working in Vancouver and 
testified that it is appropriate in every case to treat acute pain, the only difference being that those with 
addictions to opioids would have an increased tolerance to them and therefore would likely need a 
higher dose to get any pain relief.  In this case, Dr. Innes prescribed fewer Percocet tablets than he 
would normally prescribe under the circumstances.  Although he didn’t specifically recall, Dr. Innes 
testified that he was likely being cautious in prescribing a lower amount, hoping that someone else 
would reassess Mr. Campbell’s pain over the next few days. 
 
Dr. Innes testified that although Mr. Campbell had advised him he was upset with the police, at no time 
did he say anything about a Taser being used on him.  While Dr. Innes had not seen Taser injuries in his 
practice, he testified that he had attended courses regarding this type of injury and he believed that it 
was extremely unlikely that the injuries he saw on Mr. Campbell’s face were as a result of a Taser being 
used on him.   Dr. Innes confirmed that although he was aware of the initial mental health concerns, Mr. 
Campbell had been decertified by the time he saw him and he had no concerns about continuing  
suicidal tendencies.   
 
 
Dr Bryce Ford treated Mr. Campbell at the Rockyview General Hospital on the morning of February 16, 
2012 in the urgent eye clinic.  Dr. Ford confirmed that the purpose of the appointment was to assess the 
injury to Mr. Campbell’s eye and the area around his eye, and to confirm that the injury did not require 
further treatment or surgery.  Dr. Ford confirmed that although there was redness and swelling around 
the eye socket which was restricting the movement of Mr. Campbell’s left eye, there was no damage to 
the eyeball itself or the eye socket which required further treatment. When asked, Dr. Ford confirmed 
that he would not typically be looking for a “brain bleed” since that type of injury would normally be 
discovered through the imaging process and before a patient was referred to him.  Although he agreed 
there may be unusual circumstances in which he would discover such an injury, he confirmed he did not 
see a “brain bleed” when he examined Mr. Campbell.  Due to the presentation of Mr. Campbell’s injury, 
Dr. Ford believed there was a small fracture of the orbital bone that was permitting air to move into the 
subcutaneous layers around Mr. Campbell’s eye despite the fact no fracture had been observed on the 
CT scan (i.e. an occult fracture).    Dr. Ford’s main concern was infection and as such he prescribed Mr. 
Campbell antibiotics and instructed him to return for a follow up appointment in a week.  Dr. Ford did 
not prescribe Mr. Campbell any narcotic pain medication.  Although a technician had noted on Mr. 
Campbell’s chart that he had repeatedly asked for pain medication and that he had a history of 
substance abuse, Dr. Ford did not recall Mr. Campbell asking him for narcotic pain medication.  Dr. Ford 
advised that the fact that there was a history of substance abuse would not have impacted how he 
treated Mr. Campbell and that if Tylenol had not been adequate to control the pain he would have 
prescribed narcotic pain relief.  While  Dr. Ford did not see any indication that Mr. Campbell was a risk to 
himself or others he believed it would have been useful to know about the fact that Mr. Campbell had 
been the subject of a Mental Health Act admission to hospital the day before.  
 
Evidence from Rowan Ellis 
 
Rowan Ellis testified that she had known Mr. Campbell for three and a half years at the time of his death 
and had been in a relationship with him for the two years prior to his death.  They had been living 
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together until December of 2011 when she had returned to live in her parents’ home and Mr. Campbell 
had moved into the Centre of Hope.   Ms. Ellis confirmed that she had not seen Mr. Campbell on 
February 14, 2012 since he had been taken into custody for a bylaw offence but that Mr. Campbell had 
contacted her from jail that evening.  Ms. Ellis testified that she was next contacted by Mr. Campbell on 
February 15, 2012 and he indicated that he was at the FMC.  She went to visit him that afternoon and 
confirmed that while she sat in the hospital room with him there were security guards outside of the 
room.   
 
Ms. Ellis testified that Mr. Campbell advised her that upon his release from custody the night before, he 
had accepted something to drink from some strangers on the street and passed out in a parkade.  He 
told Ms. Ellis that he had been beaten up by police officers and wanted to charge them with assault.  Ms. 
Ellis said that Mr. Campbell “looked pretty bad” and that she was concerned about him.   
 
Ms. Ellis testified that she was contacted by Mr. Campbell after he was discharged from the Rockyview 
General Hospital the morning of February 16, 2012 and was later able to assist Detective Harper (see 
below) regarding Mr. Campbell’s movements until approximately 11 p.m. that night.  Specifically, Ms. 
Ellis  testified that on February 16, 2012 following his discharge from Rockyview General Hospital, she 
and Mr. Campbell were together at the Centre of Hope, the downtown library, a shisha bar, a 
McDonalds and a friend’s place before ultimately taking the bus back to the Centre of Hope late that 
night. Ms. Ellis confirmed that Mr. Campbell had some Percocet and that she took a number of the pills 
herself.  She testified that she didn’t remember how many pills she took and that she didn’t know why 
Mr. Campbell had given them to her.  Ms. Ellis last saw Mr. Campbell when he got off the bus at the 
Centre of Hope around 11 p.m.  She testified that she remained on the bus to carry on to her parents’ 
home.   
 
Evidence from the Centre of Hope  
 
Five witnesses testified during the Inquiry from the Centre of Hope:  Reverend Dennis Dafoe, Major 
Colleen Wells, David Jones, Don Wilfong and Karen Livick.  Although more detail will be provided below, 
the Centre of Hope is a transitional housing facility for men in the City of Calgary, operated by the 
Salvation Army. 
 
Reverend Dennis Dafoe testified that in February, 2012 he was (and remains) a member of the pastoral 
care team at the Centre of Hope.  He had known Mr. Campbell for a few weeks before his death but did 
not know him well.  Reverend Dafoe testified that on February 16, 2012, Mr. Campbell came into the 
lunchroom area after lunch was over and appeared to be very hungry.  Reverend Dafoe invited Mr. 
Campbell to join those sitting at his table at which time he noted the injuries to Mr. Campbell’s face.  
Reverend Dafoe testified that Mr. Campbell advised he had been beaten and robbed and had spent two 
days in hospital.  Referend Dafoe testified that Mr. Campbell did not tell him who had beaten him nor 
did he advise what had been stolen from him in the robbery.   Reverend Dafoe testified that to him it 
appeared that the injuries on Mr. Campbell’s face were in the shape of a boot print, although later 
stated that might have been his imagination.  Reverend Dafoe was surprised at how calm Mr. Campbell 
seemed to be but also very concerned when Mr. Campbell stated “this is why suicide is so easy.”   
Reverend Dafoe testified that he advised Mr. Campbell’s counsellor about the comment regarding 
suicide.  Reverend Dafoe testified that Mr. Campbell had also told to him that his stay in the Addiction 
Recovery Program was the first time he had felt hopeful in a long time.  
 
Major Collen Wells testified that in February, 2012 she was (and remains) the manager of pastoral care 
for the Salvation Army which includes the Centre of Hope facility.  She testified that she too recalled Mr. 
Campbell joining them at the table just as the dining room was closing.  Major Wells testified that she 
recalled Mr. Campbell advising them that he had been given some clear liquid and later woke up on the 
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ground receiving a boot to his head from police.  Major Wells testified that she was very concerned 
about that but did not report the comment to anyone. Major Wells testified there is a policy in place at 
the Centre of Hope that dictates mandatory reporting if an incident occurs in the building but not if it 
happens off site.  She testified  that there is no policy that requires ongoing monitoring of injuries 
suffered by clients at the Centre of Hope and that she had no plans to follow up personally with Mr. 
Campbell about his injuries but believed that other staff members would do so-specifically a Client 
Support Worker (CSW).  Major Wells recalled that Mr. Campbell left the table after he had eaten and 
went upstairs with another worker to discuss readmission to the facility.   
 
David Jones testified that he was employed by the Centre of Hope as a CSW in February, 2012.  At the 
time of Mr. Campbell’s death he had been employed there for ten years although for seven of a half of 
those years he had been employed as a janitor for the facility.  Other than some first aid training, Mr. 
Jones testified that he had no formal training prior to becoming a CSW. He testified that it was 
predominantly ‘on the job’ training as well as his background of being a recovering alcoholic and drug 
addict that qualified him for the position.  At the time of Mr. Campbell’s death, Mr. Jones testified that 
they did not have a manager in place for the CSW’s and that there was only one counsellor on staff.  
 
Mr. Jones testified that there are eight floors of residents at the Centre of Hope and that typically he was 
responsible for the fifth floor which was the Addictions Recovery floor. In 2012 there were 
approximately 15 clients on this floor.   As a CSW, Mr. Jones described his duties as including giving 
medication to the residents, talking to them if they had problems, doing bed checks, and doing random 
drug testing.  Mr. Jones testified that each CSW and resident had a specific access swipe card to open 
locked doors but he could not recall if he was using his own card or someone else’s swipe card during 
the early morning hours of February 17, 2012.  
 
Mr. Jones testified that he saw Mr. Campbell on the bus at approximately 11:15 p.m. on February 16, 
2012 and  in addition to observing injuries to Mr. Campbell’s face he noted Mr. Campbell was wearing a 
hospital identification bracelet.  Mr. Jones testified that Mr. Campbell told him that he had been beaten 
up and that although he did not know who had beaten him up, it wouldn’t be hard to find out.  Mr. Jones 
confirmed that Mr. Campbell had been discharged from the floor earlier, and he was concerned about 
him being late for curfew.  He also expressed concern that Mr. Campbell had no discharge/release 
papers from the hospital and was troubled about giving him medication due to his head injury.  Mr. 
Jones testified that someone with more authority than he had booked Mr. Campbell back into the facility 
that night and so that decision did not fall to him.  Mr. Jones confirmed that he dispensed Seroquel to 
Mr. Campbell although he didn’t know why he was taking that medication.  Mr. Jones testified that 
because he was concerned about Mr. Campbell he decided he would do hourly checks on him during the 
night. 
 
Mr. Jones testified that he went into Mr. Campbell’s room around 1 a.m. to check on him and scared Mr. 
Campbell when he did so.  He testified that Mr. Campbell had the stereo on with the blinds open and the 
lights were on.  Mr. Jones testified that when he walked in, Mr. Campbell bolted out of bed and was 
“shaking and vibrating”.   Mr. Jones testified that Mr. Campbell told him not to continue to check on him 
during the night since it would cause Mr. Campbell to have a heart attack if he did.  Mr. Jones testified 
that he and Mr. Campbell then went together to the smoking area for a cigarette and that Mr. Campbell 
seemed to be fine.  Mr. Jones confirmed that he did not check on Mr. Campbell again until between 
6:30-6:45 a.m. 
 
Mr. Jones testified that when doing the morning wake up call, he knocked on the door of Mr.Campbell’s  
room and when he did not get a response, he went into the room and found Mr. Campbell dead.  Mr. 
Jones stated that he put Mr. Campbell in a recovery position and believes another resident contacted 
911.  Mr. Jones testified that he believed security arrived but that he cannot remember very well what 
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else happened including how long it took for EMS to arrive and whether or not EMS performed Cardio 
Pulmonary Resuscitation (CPR) on Mr. Campbell. Mr. Jones testified that he vaguely remembered filling 
in a ‘client incident report’.  Mr. Jones testified that he left the Centre of Hope that morning and 
succumbed to his own addictions to alcohol and cocaine and that as of August, 2012 he was no longer 
employed by that facility.   
 
Mr. Jones testified that there are no emergency call buttons in the client rooms and that in hindsight he 
would not have allowed Mr. Campbell back onto the floor without his hospital discharge papers.  He 
testified that in his view what was going on at the time, by way of management of that floor, was 
“criminal if not downright negligent”. 
 
Don Wilfong testified that he has been employed by the Centre of Hope since 2002.  His position in 
February, 2012 was as the Manager of Protective Services.  In the past he had also held the position of 
Manager of Addiction Services and had also worked in the Correctional Department with the Centre’s 
parolee clients.  He testified that the Centre of Hope has eight floors.  The first floor is comprised of 
emergency short term beds where men are able to eat and live without cost.  The remainder of the 
floors, while still considered transitional housing, require those who are living there to pay a fee.  One 
floor is for parole clients from Corrections Canada and one floor is, as we have heard throughout this 
Inquiry, for Addictions Recovery.  Mr. Wilfong testified that the Centre can house up to 350 residents. 
 
As the Manager of Protective Services, all Protective Services workers report to him.  Mr. Wilfong in turn 
reports to Karen Livick (see below).  Mr. Wilfong described the duties of Protective Services as 
performing intake searches of new people coming into the Centre of Hope; performing random personal 
and room searches,  as well as performing random drug/alcohol testing on clients since the Centre of 
Hope has a zero tolerance policy for any intoxicants.    In addition, Mr. Wilfong testified that Protective 
Services will deal with other security issues as they arise.  Mr. Wilfong confirmed that all members of 
Protective Services at the Centre of Hope have first aid training.  
 
On February 17, 2012 Mr. Wilfong received a call from David Jones advising there was a medical incident 
on the Addictions floor.  Mr. Wilfong, along with two other Protective Services staff members, went 
immediately to the fifth floor and upon arrival was directed by Mr. Jones to Mr. Campbell’s room.  Mr. 
Wilfong found Mr. Campbell lying on his bed unresponsive.  He testified that he began performing CPR 
on Mr. Campbell.  Mr. Wilfong testified that EMS arrived within five minutes and took over CPR.  After 
EMS left with Mr. Campbell, Mr. Wilfong confirmed he had no further involvement. 
 
Mr. Wilfong was also able to speak to the issue of the use of swipe cards by the clients of the Centre of 
Hope in February of 2012.   Mr. Wilfong testified that the card needs to be swiped, or at least shown, to 
staff upon entering the building. The card also needs to be swiped to use an elevator and to enter a 
client’s room.  Mr. Wilfong confirmed that while those in the emergency beds cannot leave the facility 
after 11:30 p.m., there are no such restrictions on those who are paying rent, including for those men on 
the Addictions Recovery floor. 
 
Mr. Wilfong was also able to clarify that Protective Services had been told by Mr. Jones that he would be 
conducting hourly checks on Mr. Campbell.  He confirmed that Protective Services will do these kinds of 
checks if someone is on suicide watch or for medical reasons but that since the Addictions floor has 
CSWs assigned to it and none of the other floors are staffed, Protective Services leaves any wellness 
checks done on the Addictions Recovery floor to the CSWs on that floor.  He confirmed as well that 
security personnel would never open the room doors during the night unless accompanied by a CSW.    
Finally, he confirmed that security is not permitted to do pat- down searches of the clients and as such if 
a client chose to hide drugs on his person, security would not find it even if the client was searched. 
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Mr. Wilfong was asked about an audit that had been done on the ‘log’ of entry into room 557-the room 
assigned to Mr. Campbell.  The audit indicated that Mr. Campbell entered his room at 1:26 a.m. and then 
again at 2:47 a.m.  Mr. Wilfong confirmed that a request for an audit was never made for the doors to 
the residential section of the Centre of Hope or for the recorded swipe card usage for the elevator.  
 
 
Karen Livick provided evidence in this Inquiry due to her position as the Executive Director of 
Community Services for the Salvation Army.  Specifically she is the Chief Operating Officer and the Chief 
Financial Officer for Community Services in Calgary.  In that capacity she oversees all social operations 
run out of five separate buildings; one of those buildings is the Centre of Hope.    Ms. Livick testified that 
the Centre of Hope is a men’s residential facility with various types of beds available including 
emergency shelter, transitional housing, beds dedicated to parolee clients and Addictions Recovery.  
When asked specifically about the Addictions Recovery Program, Ms. Livick testified that the purpose of 
the program was to “provide quality recovery programs to assist men in their recovery from drug and 
alcohol addiction and to live a clean and sober life.”  She confirmed that the Centre houses up to 350 
residents and that one floor is dedicated to the Addictions Recovery program. Specific to the Addictions 
floor, Ms. Livick testified that by way of staffing there is one manager to oversee the program, three 
addictions counsellors, one intake worker and two-three CSWs.  She also confirmed that Protection 
Services is available if needed.   
 
Ms. Livick confirmed that in February 2012 the position of Manager for Addictions Recovery was vacant, 
and a manager of another program was tasked with overseeing the Addictions Recovery program on a 
part time basis until that position was filled.  Ms. Livick testified that the counsellors would each carry a 
full caseload and be available to meet with clients Monday thru Friday from 8 a.m. -5 p.m.   There was an 
intake worker fulfilling an administrative role who worked Monday thru Friday from 8 a.m.-5p.m. as well.  
Ms. Livick testified that the CSWs worked different shifts and occasionally they did not have one on the 
floor during the day.  Typically, the CSW’s worked 3 p.m. until 11 p.m. or 11:30 p.m. and then 11:30 p.m. 
until 7 a.m.  In addition to generally monitoring the floor and ensuring that cleaning was done, Ms. Livick 
testified that CSWs would also be involved in random drug testing of the clients on that floor, room 
searches,  and that they would also provide access to the client medication   
 
Ms. Livick confirmed that at the time these events occurred, the CSW’s did not ‘dispense’ medication-
they simply logged it.  The practice was that the client would put any prescription medication into a 
container and the medication would be held for the client with the CSW.  The client would come and 
sign for the medication and the bottle would be provided to the patient.  The client would count out the 
number of pills taken, this would be recorded by the CSW and the medication would be returned to the 
CSW to be placed back in an individual container.  Ms. Livick testified that since 2012, all client  
medication is now kept on the main floor at the west desk.  The medication is still logged and kept in 
individual containers but there is now a pharmacy involved in working with the clients to provide blister 
packs of medication when medication is prescribed to clients.  Ms. Livick testified that the change was 
made to deal with staffing shortages and to make the process more efficient overall.   
 
With regard to training of the CSWs, Ms. Livick testified that they complete training in conjunction with 
the orientation training checklist.  She confirmed that the CSW’s do not receive any first aid training and 
instead that role is allocated to Protective Services. Ms. Livick also testified that after 11 p.m., a client 
would need to swipe his access card to get back into the building or a staff member may let the client in.  
She confirmed that Addictions Recovery clients do not need to sign in and out of the floor, only parole 
clients are required to do so. 
 
Ms. Livick was taken through a variety of intake documents exhibited in these proceedings specific to 
Mr. Campbell and confirmed that he was accepted into the three month residential Addictions Recovery 
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program in January, 2012.  As of February 17, 2012, Mr. Campbell had been in the program for 21 days.  
Ms. Livick confirmed that attendance is required at counselling and that on February 10, 2012 the 
records reflect that Mr. Campbell had missed an appointment because he overslept.  Records also reflect 
that Mr. Campbell tested positive for amphetamines on February 12, 2012 but while the Centre of Hope 
has a zero tolerance policy, Ms. Livick testified that since it occurred over a weekend, he would not have 
been discharged immediately, instead Mr. Campbell would have been given the opportunity to explain 
to a counsellor why he may have tested positive during the drug screening.   On February 15, 2012 the 
records reflect that Mr. Campbell was away from the Centre of Hope without permission (AWOL).  Of 
course, it is with the benefit of hindsight that we know he was at the FMC.  Ms. Livick testified that the 
consequence for being AWOL would differ depending on how long the client had been missing as well as 
the reason for it.   
 
Centre of Hope records show that Mr. Campbell was readmitted into room 557 at 9:06 a.m. on February 
16, 2012.  Ms. Livick testified that this decision would have been made in consultation with the 
counsellor.  Ms. Livick testified that the Centre of Hope does not have medical personnel on site and that 
if a client does not disclose a medical issue to personnel, then the Centre of Hope would not know about 
it.   Similarly, if a client had been given prescription pain medication, personnel at the Centre of Hope 
would not know about it unless the client voluntarily disclosed that information.  The policy at the 
Centre of Hope is to not permit clients to have prescription (narcotic) pain medication kept at the facility 
and that if it is necessary, they try to have the medication kept and administered at a pharmacy offsite. 
 
Ms. Livick confirmed that in February, 2012 there was no standard procedure at the Centre of Hope 
regarding hourly checks for health concerns of clients nor was there a standard process for monitoring 
people who were discharged from hospital.  There is still no standard policy for monitoring someone just 
released from hospital-Ms. Livick testified that is a discretionary procedure and not mandatory.  The 
primary reason behind the Centre’s requirement that a hospital ‘sign off’ as to why the client was in 
hospital is to allow the Centre of Hope to make an informed decision as to whether or not it is still 
appropriate for the client to be in the facility.   
 
Ms. Livick testified that in her view, Mr. Jones made a ‘bad judgement call’ by not talking to a supervisor 
and Mr. Campbell’s counsellor if he was concerned about Mr. Campbell’s wellbeing.  Ms. Livick testified 
that this is the expectation if a CSW is concerned about a client’s wellbeing.  Ms. Livick testified that it 
would have been possible for Protective Services to perform hourly checks on a client although because 
it is quite intrusive, that direction would likely need to come from a manager and similarly resident 
consent would likely be necessary.   Ms. Livick confirmed there is no process or policy in place to have 
those kinds of checks performed on a client if he has recently been released from hospital or recently 
suffered a head trauma.   
 
Ms. Livick did confirm however, that since 2012 the Centre of Hope has a different process regarding 
clients being readmitted after having been released from hospital.  Ms. Livick testified that clients now 
require a hospital referral form in order to be readmitted into the Centre of Hope.  Although this policy 
had been in place for some time, Ms. Livick testified that a more formalized process is now in place.   
 
Ms. Livick was asked about Closed Circuit Television (CCTV) coverage in the Centre of Hope and 
confirmed that there are a multitude of cameras throughout the building although she testified that she 
did not believe that there was a camera by the client rooms on the fifth floor.  Ms. Livick confirmed that 
if someone is AWOL from the Centre of Hope, nothing is done.  She testified that the men staying at the 
facility are adults living in the program voluntarily so therefore can leave whenever they so choose. 
When questioned about having clients attend for medical care, Ms. Livick testified that they have no 
ability to require anyone to attend for a medical assessment, although they can certainly recommend 
that it be done.  Ms. Livick repeated that the Centre of Hope is not a medical facility and that they will 
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not take in people who are unable to care for themselves. 
 
 
Evidence of EMS-Stephen Feener 
 
Mr. Stephen Feener testified that he was one of three paramedics called to the Centre of Hope on 
February 17, 2012 to assist Mr. Campbell. He testified that upon arrival at 6:48 a.m. he found Mr. 
Campbell lying on his back in his room with a security officer (Mr. Wilfong) performing CPR.  Mr. Feener 
testified that he checked for a pulse and ensured Mr. Campbell’s airway was open.  Mr. Feener testified 
that although he understood that Mr. Campbell had recently been discharged from hospital following an 
assault, it did not change how EMS treated him.  Mr. Feener testified that although Mr. Campbell was 
pale he was still warm, so medications were given to attempt to start Mr. Campbell’s heart and CPR was 
continued by paramedics.  Mr. Feener made the decision to transport Mr. Campbell to hospital.  He was 
present when death was pronounced by medical staff shortly after arrival in hospital. 
 
 
Evidence  of Medical Investigator,  Medical Examiners and Toxicologist 
 
Ms. Sue Wigle is employed as a Medical Investigator with the Office of the Chief Medical Examiner and 
was the Medical Investigator who attended at the Centre of Hope the morning of February 17, 2012.  
She is a registered nurse and has a specialty in emergency medicine.  She also has a diploma in funeral 
directing and embalming.  Ms. Wigle described her responsibilities upon attending at the scene of a 
death as: gathering information from the body itself as well as the scene around the body, obtaining 
information from people at the scene, police, physicians and hospitals if relevant, communicating with 
the family of the deceased to provide information once it is available and complete, and communicating 
with the Medical Examiner.  Ms. Wigle testified that generally they are alerted to a death having 
occurred, through emergency medical services, the RCMP; physicians in hospitals or indeed physicians in 
offices.    Ms. Wigle clarified that a Medical Investigator does not attend to deaths that are ‘anticipated’ 
but if information is provided that the death was not due to natural causes, then a Medical Investigator 
will attend.  If a death is due to natural causes but was not anticipated, then the Medical Investigator 
may or may not attend depending on the circumstances.   
 
Ms. Wigle confirmed that she was notified by the emergency physician at FMC that Mr. Campbell had 
been found unresponsive in his residence and that he had subsequently died in the emergency 
department.  Although Ms. Wigle testified that she would often go to the hospital to view a deceased 
first prior to attending a relevant scene, she did not recall if on this occasion she went to the hospital to 
see Mr. Campbell prior to attending at the Centre of Hope.  She confirmed that she would have 
contacted police to see if they were still at the Centre of Hope so that she could meet them there.  Ms. 
Wigle testified that her role was to gather information from any articles in the area of Mr. Campbell’s 
room and to speak to anyone who had interaction with him and provide that information to the Medical 
Examiner and to police if they are involved.  Ms. Wigle testified that the police were present when she 
attended at the Centre of Hope.  She confirmed that the role of police is generally to ensure her safety as 
well as to obtain any additional information she believes to be useful (i.e. witness statements). She 
further confirmed that police are responsible for notification of next of kin of the passing of an 
individual.  Ms. Wigle testified that if she observed anything of concern when at the scene of a death, 
she would step away from the scene and ask that police do a further investigation.  She testified that it 
did not happen in this case but that she had asked police to speak to the staff at the Centre of Hope and 
to make inquiries as to when Mr. Campbell was last seen going in or out of his room, and if they had any 
concerns about his health or behaviour.   
 
Ms. Wigle testified that she received information from Mr. Campbell’s parents about the fact he had 
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struggled with homelessness and substance abuse.  She also received information regarding his 
involvement with CPS officers on February 15, 2012 after making a request for officer notes following 
her discussion with Mrs. Campbell. All of this information was documented and provided to the medical 
examiner (Dr. Tera Jones) along with medical records. Ms. Wigle referred to Continuation Notes which 
provided ongoing information about contact with Mr. Campbell’s family following his death.  They were 
exhibited in the Fatality Inquiry and clearly demonstrated the very challenging interactions staff had with 
the Campbell family in the days and weeks after Mr. Campbell’s death. 
 
 
 
Dr. Tera Jones was the Assistant Chief Medical Examiner for Alberta at the time of Mr. Campbell’s death 
and remained so at the time of her testimony.  She was qualified as an expert in  Forensic Pathology and 
as such was permitted to give opinion evidence in that particular area.  
 
Dr. Tera Jones confirmed that she reviewed the Medical Investigator’s report along with information 
from the family which included a timeline of Mr. Campbell’s known movements following his release 
from hospital.  Prior to completing her autopsy report, Dr. Tera Jones also reviewed witness statements  
(which included various accounts of what had occurred while Mr. Campbell had been in the hospital 
prior to his death), as well as all available hospital records.  She confirmed that after having completed 
the autopsy her finding was that the cause and manner of death was undetermined. Dr. Tera Jones 
confirmed that this was not a desirable result- nor is it common. 
 
Dr. Tera Jones testified that she did not believe any of the injuries sustained by Mr. Campbell on 
February 15, 2012 were associated with internal injuries that would cause his death.  She confirmed that 
because of information received and concerns raised by Mr. Campbell’s family, she specifically looked 
for any indication of a Taser having been used on Mr. Campbell which included performing special 
dissections of the soft tissue below his skin.  She testified that she saw no evidence of a Taser having 
been used on him.  Dr. Tera Jones testified that she was confident that she would have seen these 
injuries if they had existed.  Similarly Dr. Tera Jones also looked for fractures in and around Mr. 
Campbell’s left eye.  She removed tissue from the area of injury and looked at the bones and found no 
evidence of fracture. 
 
Dr. Tera Jones stated that she had found evidence of significant pulmonary congestion in Mr. Campbell’s 
lungs which resulted in his lungs being almost twice as heavy as would be expected.   This suggested to 
her that Mr. Campbell could have died as a result of a drug overdose.  She testified that upon reviewing 
the toxicology report however, all drugs found in the toxicology testing performed on Mr. Campbell  
were within therapeutic levels and consistent with the drugs Mr. Campbell had been prescribed in 
hospital.  However, she also found evidence of a very small focal right frontal subarachnoid hemorrhage.    
Dr. Tera Jones’ opinion was that this was likely as a result of trauma.  Although initially Dr. Tera Jones 
testified that this would not have been the cause of Mr. Campbell’s death, she later stated that she 
could not make this statement to a level of ‘medical certainty’ and as such she noted the cause of death 
was undetermined.  Dr. Tera Jones stated that perhaps she was ‘being chicken’ and that she should have 
been more assertive in explaining the potential of opiate intoxication as the likely cause of death in her 
autopsy summary.   
 
Dr. Graham Jones was the Chief Toxicologist for Alberta at the time of Mr. Campbell’s death and 
remains so today.   He was qualified as an expert in the field of Toxicology and was therefore permitted 
to give opinion evidence in that area. 
 
Dr. Graham Jones testified that although metabolites of oxycodone, acetaminophen, diphenhydramine, 
and quetiapine were all found in Mr. Campbell’s  blood upon analysis, all were determined to be within a 
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therapeutic level.  Dr. Graham Jones testified that the level of concentration of gamma-hydroxybutyrate 
(GHB) in Mr. Campbell’s blood was consistent with endogenous production (i.e. naturally produced in 
the body after death occurs).  Although Dr. Graham Jones was aware of the possibility of Mr. Campbell 
having consumed something that made him black out some 48 hours prior to his death, he did not 
believe the level of GHB found in Mr. Campbell’s  blood post mortem was in any way related to anything 
he consumed given how quickly GHB is metabolized in the blood. 
 
Dr. Graham Jones testified that there are now new illegal street drugs available that metabolize so 
quickly they are undetectable on a toxicology screening.  These substances present further difficulty in 
the screening processes as even with toxicology tests being performed, doctors don’t actually even know 
what they are looking for.    Dr. Graham Jones stated there are now more drug related deaths from drugs 
present at very low concentrations because they are so toxic in such minute quantities,  and because 
these drugs have such a short half-life, they are not being detected at autopsy.  Dr. Graham Jones 
testified that these types of deaths need to be reviewed more carefully and that additional testing 
should be considered.  Unfortunately, that option was not available in Mr. Campbell’s case since at the 
time of his death, toxicology samples taken for anything other than homicides were only stored for six 
months.  Following the move to a larger facility, samples are now stored for nine months, but clearly any 
samples taken from Mr. Campbell would have long been destroyed. 
 
 
 
 
Due to of the finding made by Dr. Tera Jones that Mr. Campbell’s cause and manner of death were 
‘undetermined’, and because of her testimony indicating that she had been intimidated by the 
circumstances surrounding his death, I requested that her opinion along with all evidence, reports and 
samples still remaining, be independently reviewed by another expert in the field of Forensic Pathology. 
Further, because of the involvement with CPS 48 hours prior to his death and the fact that Dr. Tera Jones 
had later testified that she could not rule out the subarachnoid hemorrhage being involved in Mr. 
Campbell’s death, I also asked that that an expert in the field of Neurology and/or Radiology review the 
CT scan taken of Mr. Campbell’s head and face on February 15, 2012 to determine if the subarachnoid 
hemorrhage was evident, and therefore perhaps not detected by the various doctors who had reviewed 
the scan prior to Mr. Campbell’s discharge from hospital. As such the following witnesses were either 
contacted or called upon to provide evidence by Inquiry Counsel. 
 
Dr. Robert Sevick is a diagnostic neuro-radiologist who was retained by Inquiry Counsel to review the 
medical records and CT scan performed on Mr. Campbell on February 15, 2012.  He was asked to 
determine if the subarachnoid hemorrhage that was found at autopsy by Dr. Tera Jones had been 
present at the time of the performance of the CT scan.  Dr. Sevick’s response to the questions posed by 
Inquiry Counsel was marked as an exhibit in the Inquiry.  In sum, Dr. Sevick indicated that he did not see 
any evidence of a subarachnoid hemorrhage or any intracranial abnormalities upon his review of the CT 
scan and x-rays of Mr. Campbell taken on February 15, 2012.   When asked about possible progression or 
treatment of a subarachnoid hemorrhage, Dr. Sevick advised he was likely not in the best position to 
address those questions and deferred to the opinions expressed by either a Pathologist or a 
Neurosurgeon in these particular areas.   
 
Dr. Jeff Gofton, the Chief Medical Examiner for Alberta was retained in order to conduct an independent 
review of all file material regarding Mr. Campbell’s death.  For the purpose of the Fatality Inquiry he was 
tendered and qualified as an expert in the field of Forensic Pathology.  Dr. Gofton testified that he 
reviewed all documentation as well as photos and tissue samples still available in relation to Mr. 
Campbell’s death and after doing so, he respectfully disagreed with Dr. Tera Jones and concluded that 
Mr. Campbell’s death was related to drug intoxication.   In support of this opinion, Dr. Gofton pointed to 
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three highly suggestive findings in the autopsy.  First, Mr. Campbell’s lungs were enlarged and 
congested.  Dr. Gofton explained that when an individual overdoses on opiates or narcotics, the brain 
loses consciousness and as such loses the ability to continue breathing.  During respiratory failure, the 
blood backs up into the lungs and fluid spills into the airways causing congestion.  Second, Dr. Gofton 
testified that there were microscopic findings of early pneumonia in Mr. Campbell’s lungs.  Dr. Gofton 
testified that this occurs when an unconscious person loses the ability to sense aspiration.  When 
conscious, the body senses the secretions in the back of the throat and swallows, but when unconscious  
the secretions carry foreign material into the airways causing the early signs of pneumonia.  Third, Dr. 
Gofton testified that there was a significant amount of retained urine in Mr. Campbell’s bladder.  He 
testified that one of the side effects of narcotics, specifically oxycodone, is the restriction/obstruction of 
the urinary outlet.  Dr. Gofton testified that there are now many drugs that are toxic in very low levels.  
As such, he testified that it can be extremely difficult to detect those drugs in the body and confirmed 
that it is entirely possible Mr. Campbell’s death was related to a drug not detected in the toxicology 
screening due to lack of sensitivity of the testing instruments, or lack of technology in detecting the drug.  
Dr. Gofton testified that although the drug levels appear to be low in the toxicology screening, the body 
will continue to metabolize drugs as the body dies and therefore those levels would have been much 
higher when Mr. Campbell was alive. 
 
When asked about Dr. Tera Jones’ findings of the subarachnoid hemorrhage, Dr. Gofton testified that he 
did indeed see it but did not think it was a significant finding.  Dr. Gofton confirmed that the hemorrhage 
could be related to trauma but it could also have been a post mortem artifact related to the cutting and 
processing of tissue during the autopsy or even due to resuscitation efforts.  Dr. Gofton testified that for 
a subarachnoid hemorrhage to have caused death it would have to be significant or substantial and this 
was not.  Dr. Gofton testified that there were also no corresponding indicators of bruising on the exterior 
of Mr. Campbell’s head at the location of the hemorrhage nor were there any other indicators of 
bruising on his brain.    
 
Dr. Gofton was asked about whether he was familiar with Taser injuries and testified that he was.  He 
described Taser injuries as being very distinct and recognizable and testified that there were no injuries 
found on Mr. Campbell that were consistent with Taser deployment.   
 
 
Evidence of Investigating Officers 
 
Detective Russell Harper, at the time of his testimony, was an 11 year member of the CPS.  Prior to that, 
he had served as a police officer in the United Kingdom for eight years, and prior to that service, had 
been a military police officer for 13 years.    
 
Detective Harper testified that on February 17, 2012 he received a call advising him of Mr. Campbell’s 
death at the Centre of Hope.  He was told that the Medical Investigator had advised that the death was 
not suspicious.  However, he was also advised that two days prior to Mr. Campbell’s death, Mr. Campbell 
had been arrested by members of the CPS and force had been used.  Detective Harper testified that this 
type of investigation would more properly go to the Homicide Unit or to the Alberta Serious Incident 
Response Team ( ASIRT ) and as such testified that he found it unusual that he was involved.  He  
testified that he explained to senior officers that he was concerned about the fact that officers assigned 
to  District One were being investigated by a  District One Detective,  and suggested for the purpose of 
transparency and to avoid any perceived conflict of interest, any investigation should be assigned 
elsewhere. 
 
Detective Harper testified that he was told to continue with his investigation.  He testified that he 
attended at the Centre of Hope but was not certain what he should be investigating since the scene of 
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Mr. Campbell’s death had been cleared.  He testified that despite this and the resultant loss of any chain 
of continuity, he had the Crime Scenes Unit attend to take photos.  Detective Harper also attempted to 
identify and interview people who had spoken to Mr. Campbell following his interaction with police on 
February 15, 2012 and his release from Rockyview General Hospital on the morning of February 16, 
2012.  Detective Harper testified that he also checked with Confidential Informants to determine if there 
was any information that could be provided to assist. 
 
Detective Harper testified that he made arrangements to speak with the officers involved with Mr. 
Campbell on February 15, 2012 but was then told that the Professional Standards Section (PSS) would 
meet with the officers.  He testified that he was advised by Sue Wigle that the autopsy on Mr. Campbell 
had been completed and that it appeared Mr. Campbell’s death had nothing to do with his interaction 
with police.  Detective Harper advised that because of that, the investigation would normally be led by 
the Office of the Chief Medical Examiner pending toxicology results.  He testified that he again 
questioned what it was that he was to be investigating since he was not being permitted to speak to the 
officers and Mr. Campbell could not be interviewed.  As such, Detective Harper testified that he decided 
to try and establish a timeline regarding Mr. Campbell’s actions between the time Mr. Campbell was 
released from hospital on the morning of February 16, 2012 to the time of his death the morning of 
February 17, 2012. Detective Harper testified that at any point, had he concluded that a Criminal Code 
offence had occurred, he would have immediately ceased his investigation and ensured that the 
investigation was either continued by an independent authority or turned over to other officers with 
relevant experience in that area. 
 
Detective Harper testified that he attended at 111 Olympic Way SE and seized whatever CCTV footage 
was available of the incident on February 15, 2012 but that the site line of the cameras were set up to 
capture vehicles (vs people) and that they did not capture the incident in the anteroom.  Detective 
Harper testified that with Mrs. Campbell’s assistance he was able to meet with Rowan Williams and 
document the time she spent with Mr. Campbell as well as the information Mr. Campbell had provided 
to her following his admission to FMC on February 15, 2012.  Detective Harper testified about the 
difficulties he had locating Shirley Cardinal.  He further testified that he was eventually able to locate and 
interview her in the cells at the Calgary Courts Centre, but that the interview had been very challenging  
because of the memory difficulties Ms. Cardinal has due to the brain surgeries she has undergone. 
 
Detective Harper testified that he requested an audit on the card swipe usage to Mr. Campbell’s room 
and discovered, after correcting for a time difference in the software, that Mr. Campbell’s room had 
been accessed with Mr. Campbell’s swipe card at both 1:26 a.m. and 2:47 a.m.  Although it appears then 
that Mr. Campbell left his room sometime after 1:26 a.m. such that he could then return at 2:27 a.m., 
there was no evidence that could be found as to when Mr. Campbell left the room or where he went, 
only that he returned again to the room at 2:47 a.m. (As a point of clarification, Mr. Campbell was 
captured on CCTV leaving the Centre of Hope at 2:37 a.m. and returning at 2:44 a.m., however there is 
no evidence as to where he went or what he was doing during this time frame).    Detective Harper 
testified that because the fifth floor is an Addictions Recovery floor, there is no CCTV surveillance and 
therefore was no CCTV camera footage available.  He testified that in hindsight he regretted not seizing 
all CCTV camera footage from the entire facility for that time period.  
 
Detective Harper testified that he additionally had difficulty accessing medical records belonging to Mr. 
Campbell for the purpose of his investigation.  He could not obtain a judicial order for them because he 
was not able to state a Criminal Code offence had been committed.  He clearly could not obtain 
permission from Mr. Campbell.  Detective Harper testified that Alberta Health Services refused to 
release any information to anyone unless Power of Attorney was produced, further complicated by the 
fact that Mr. Campbell had died without a will.  
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Detective Harper became aware of Mrs. Campbell’s concern that her son had been Tasered by the 
District One officers on February 15, 2012.  Although the officers had not reported using their Tasers and 
although there was no evidence from the Medical Examiner that Taser injuries had been found on Mr. 
Campbell, Detective Harper decided to make efforts to locate the three Tasers signed out to Officers 
Bandura, Sandalack, and “X” on the morning of February 15, 2012.  The Tasers were located and the 
information was downloaded from the Tasers assigned to Constable Bandura and to Constable “ X” 
without difficulty.  Both logs confirmed there had been no Taser activation during the shift.  The Taser 
assigned to Constable Sandalack had suffered a ‘catastrophic malfunction’ on February 9, 2012 (prior to 
the incident with Mr. Campbell) which corrupted all data for the device. Detective Harper testified that 
as a result, the Taser was sent to Taser International where the memory for the Taser was reconstructed.  
Once complete, Detective Harper testified that there was again no indication that the Taser had been 
used on February 15, 2012. 
 
 
Detective Julian Klyne was at the time of his testimony, a 14 year veteran with CPS and had been 
assigned to the PSS in 2011.  He testified that in this role, he is tasked with investigating all complaints 
made by the public about officers, as well as any internal complaints that the Service believes should be 
investigated. 
 
Detective Klyne testified that he was made aware of the death of Mr. Campbell in February, 2012 
although was initially advised that ASIRT would be conducting the investigation.  He was later told that 
District One General Investigations Unit would be conducting an investigation and then once that was 
complete, the file would come to him to conduct the internal investigation regarding the amount of 
force used.  He was later told that ASIRT would be reviewing the District One investigation and that the 
matter would then be forwarded to him.  Ultimately because of this uncertainty and the unclear 
definition of roles, Detective Klyne testified that he did not receive the file to review until October, 2013. 
 
Detective Klyne testified that the purpose of him reviewing the investigation was to compile a report 
pursuant to the Police Service Regulations.  His role was to summarize all of the information within the 
documents he received and provide them to the Office of the Chief of Police.  In addition to the task of 
reviewing the documents filed, Detective Klyne confirmed that three separate related complaints were 
received through the Professional Standards branch regarding the behavior of the CPS officers.   
 
Detective Klyne  testified that upon the review of all documentation provided to him, four allegations of 
misconduct pursuant to the Police Act (RSA 2000, c P-17)  were identified: 

1. That Constables Sandalack, Bandura and “X” used excessive force in the apprehension of Mr. 
Campbell; 

2. That Constable Frank used excessive force in his dealings with Mr. Campbell at FMC; 
3. That Constables Sandalack, Bandura and “X” used a Conductive Energy Weapon (Taser) on Mr. 

Campbell and; 
4. That while using a Conductive Energy Weapon on Mr. Campbell, Constables Sandalack, Bandura 

and “X” did not follow policy regarding reporting the use of the weapon. 
 
When asked, Detective Klyne testified that this particular investigation was challenging because the 
‘sudden death’ investigation conducted by Detective Harper was interwoven with the complaint about 
the use of force by the officers.  The former investigation could, to some extent, be investigated by the 
District One General Investigations Unit, but the latter could not.  Detective Klyne confirmed that 
Detective Harper had expressed his concerns about being involved at all and also confirmed that 
Detective Harper had been told PSS would be conducting the interviews with the officers at District One 
and that he was not to be involved with this aspect of the investigation. 
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Detective Klyne testified that he interviewed all four officers involved in the interaction with Mr. 
Campbell and following that, compiled his report which effectively was a summary of all information 
available regarding the police interaction with Mr. Campbell.  This report was then forwarded through 
Detective Klyne’s superior officers ultimately to the Executive panel of CPS for determination as to 
whether the complaints were to be substantiated.  Detective Klyne  testified that it was not his role as an 
investigator to determine whether the allegations are substantiated.    
 
Detective Klyne testified that when the matter was presented to the Executive Panel, the CPS Use of 
Force expert, the Inspector from District One as well as the representative from the CPS union would 
also have been present.  It is the role of the Executive Panel of CPS (comprised of four to five 
Superintendents) to determine if the complaint has been sustained or not sustained.  That 
recommendation is made to the Chief of Police (then Chief Rick Hansen) to either agree or disagree with 
the recommendation.   
 
Detective Klyne testified that after review by the Executive Panel, the recommendation to the Chief of 
Police was that while the panel determined that the allegations were all serious in nature (and therefore 
subject to the decision of the Executive Panel vs. the Chief of Police alone), there was no reasonable 
prospect of conviction and as such the matter would not proceed to a hearing.  Specifically, the final 
decision made by the Executive Panel was that although force was used, it was not excessive in response 
to the behavior of Mr. Campbell and therefore the complaint was not sustained.  In addition, the Panel 
determined that there was no evidence to suggest that a Conductive Energy Weapon had been used on 
Mr. Campbell.  This decision was communicated to Mrs. Campbell.  Detective Klyne testified that as far 
as he understood, the matter was not taken any further to the Law Enforcement Review Board although 
Mrs. Campbell could have pursued that avenue had she chosen to do so. 
 
Investigator Andrew Johnson was at the time of his testimony, employed as an Investigator by ASIRT 
which he confirmed is the civilian oversight body for police officers in Alberta. Investigator Johnson 
testified that he has been with ASIRT for eight years.  The first three years he was a seconded RCMP 
officer and then, after retiring from the RCMP following 25 years of service, he has remained with ASIRT 
for the last five years as an Investigator in a civilian capacity.  
 
 Investigator Johnson testified that ASIRT’s primary mandate is to investigate any injury or death caused 
by police action.   He explained that pursuant to section 46(1) of the Alberta Police Act, the Chief of any 
police service in Alberta is required to contact and notify the Director of Law Enforcement for the 
Province any time a person is seriously injured or dies as a result of dealings with police.  The Director of 
Law Enforcement will then determine if it is appropriate for the host police service to conduct the 
investigation, if a different police agency should conduct the investigation, or if ASIRT should conduct the 
investigation.  Alternatively, the Director can ask that ASIRT review an investigation that has been 
completed; as was done in this particular case. 
 
Investigator Johnson confirmed that he was tasked with conducting the review of the investigation into 
this matter on behalf of ASIRT.  He testified that effectively the review is a “quality control check” on the 
investigation completed by CPS to ensure that it was a thorough, accurate and fair investigation.  
Investigator Johnson testified that the source material for the review was provided by CPS and 
specifically that it encompassed the investigation conducted by Detective Harper. 
 
Investigator Johnson testified that in addition to the material provided by CPS he requested some 
additional information and also went to the Centre of Hope to review the onsite security cameras.  
Following his review of the investigation, Investigator Johnson provided his report which was exhibited 
in these proceedings.  Investigator Johnson noted some “minor inconsistencies” in the investigation and 
identified two areas where he would have recommended a more thorough investigation.  Specifically, 
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Investigator Johnson recommended that a more thorough interview should have been conducted with 
Mr. David Jones.  In addition, Investigator Johnson noted inconsistencies in the medication that had 
been prescribed to Mr. Campbell in and around the time of his death, with the medication that had been 
dispensed to him by staff at the Centre of Hope.   
 
At the time of Investigator Johnson’s review of the investigation into the death of Mr. Campbell, the PSS 
investigation regarding excessive force had not been completed.  He therefore recommended that the 
matter be returned to PSS for that investigation to be completed.   
 
Investigator Johnson testified that his report was provided to the (then) Executive Director of ASIRT, 
Clifton Purvis.  He confirmed that Mr. Purvis provided a letter to (then) Chief Rick Hanson advising that 
ASIRT was satisfied that the investigation into the sudden death of Mr. Campbell had been thorough and 
that there was no evidence to suggest that the actions of the officers on February 12, 2012 caused or 
contributed to the death of Mr. Campbell.   Mr. Purvis did advise that ASIRT would be willing to review 
the completed PSS investigation should CPS so request.   Investigator Johnson testified that he was not 
aware of whether or not a PSS investigation had been completed but that he was not involved in any 
further review related to this matter. 
 
 
Analysis and Findings: 
 
As noted, this is a report to the Minister of Justice and Solicitor General regarding an Inquiry held 
pursuant to the provisions of the Fatality Inquiries Act into the death of Aaron Campbell.  Pursuant to 
section 53 of that Act, I am directed to provide a written report to the Minister in which I am required to 
make findings regarding: 

a) The identity of the deceased, 
b) The date, time and place of death, 
c) The circumstances under which the death occurred, 
d) The cause of death and, 
e) The manner of death. 

 
My role is a limited one as section 53(3) prohibits me from making any findings of legal responsibility or 
coming to any legal conclusions.  I am however permitted to make recommendations in relation to the 
prevention of similar deaths as will be set out below. 
 
The date, time and place of Mr. Campbell’s death are not controversial, but determining the cause, 
manner and circumstances under which his death occurred proved to be far more difficult. This Inquiry, 
which included multiple meetings between parties in addition to the in-court testimony, was conducted 
over a number of weeks and included testimony from 24 witnesses. The Court heard an unusual amount 
of disputed evidence and alternate theories as to the circumstances under which the death occurred as 
well as the manner and cause of death.   
 
Mr. Campbell’s last days placed him in contact with a number of frontline workers who routinely interact 
with some of the community’s most marginalized and vulnerable citizens.  In light of the evidence heard, 
I include Mr. Campbell in this category of individuals.   For Mr. Campbell, these frontline workers 
included law enforcement, health care providers, and addiction counsellors, community outreach 
professionals and ultimately the OCME and ASIRT.  Despite often serving the interests of the same 
individuals, there are instances when the varied mandates and internal policies between these 
professionals create immense difficulties-as was experienced in this Inquiry.  In satisfying the 
requirement to determine the circumstances, under which the death occurred, as well as the cause and 
manner of death, this Inquiry was hampered by a number of factors.  It is in light of this, that I make the 
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following observations.  These observations are not recommendations.  I make them in the hope that 
should the various agencies involved choose to consider them, the fact finding process for Inquiries in 
the future will be considerably less challenging, resulting in a Court being presented with the best 
possible evidence available such that more fulsome and informed recommendations can be made.  

 

Calgary Police Service 

1.  While I have specifically made a finding that the conduct of the officers on February 15, 2012 is 
not connected to the death of Aaron Campbell (see below), I would respectfully suggest that 
further training occur within the Calgary Police Service directed at how officers are to deal with 
those members of our community suffering from mental illness and drug addiction.  Mr. 
Campbell was found naked and asleep on the floor of a small anteroom off a parkade in the 
middle of February.  He was not armed.  It was obvious that something was wrong, the 
circumstances were certainly odd and would suggest that police were dealing with someone 
who had been using intoxicants and/or was mentally ill.   During the course of the Inquiry, the 
training in this area was described as being ‘online.’  While not in any way discounting the 
service provided by front line officers to this community, perhaps more robust training in how to 
deal with these complex situations, including a focus on de-escalation and the availability of the 
Police and Crisis (PACT) team to assist in certain situations, would be very helpful.  

2. The quality of the evidence in this case suffered as a result of the delays in the investigation (543 
days) and uncertainty as to the lead investigative agency. There was considerable concern raised 
during the Inquiry by the Campbell family about the lack of objectivity in the investigation into 
the death of Mr. Campbell.  This concern began when Detective Harper was tasked with 
investigating officers from his own district. While I am confident that Detective Harper did his 
very best to complete the task he was assigned, it was clear from the evidence that his 
instructions continued to change, causing his role to become increasingly confusing.  As a result, 
it became difficult for him to complete any meaningful investigation and added to the concern 
about lack of public confidence in the objectivity of the investigation.   If Detective Harper was 
unclear as to his role, it is not surprising that the Campbell family did not understand his role.   
This confusion could have been reduced by earlier clear decisions being made, and 
communication of those decisions, as to who or what agency would be conducting the 
investigation into this matter such that more timely results could have been achieved for the 
Campbell family and all officers involved.  Ensuring that investigations in the future are at the 
very least not conducted by an officer within the same district as officers under investigation 
would assist in maintaining public confidence in the objectivity of the investigation.    

3. Similarly, the individual expert tasked with determining whether use of force by CPS members 
was appropriate, was himself a CPS member.  Again, for the purposes of public confidence in the 
objectivity of the investigation and the quality of evidence presented, I would respectfully 
suggest that any individual-or indeed any panel/board of individuals- assessing whether use of 
force was appropriate, not be a member of the same police service.  This had the impact of 
affecting the credibility and transparency of the evidence heard in this Inquiry.   Fatality Inquiries 
in the future requiring evidence from use of force experts would benefit greatly from the 
neutrality of such an expert witness.  To be clear, there is no evidence that the expert in this case 
demonstrated any bias, however that is not the only applicable standard. Public confidence in 
the investigative process demands that the circumstances do not create a reasonable 
apprehension of bias. 

4. Constable Frank testified that he was not made aware of any use of force by the officers 
involved in the incident with Mr. Campbell in the anteroom of 111 Olympic Way SE.  As such, he 
was not aware of the potential for Mr. Campbell to become violent as occurred after arrival at 
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FMC.  He was also not aware of any injuries Mr. Campbell may have suffered as a result of the 
use of force by the officers.  He was therefore not in a position to provide that information to 
either security at FMC or the doctors and nurses caring for Mr. Campbell. Having that continuity 
of information would have been very helpful both from the perspective of officer safety since 
Constable Frank was alone with Mr. Campbell, as well as patient care.  

5. Had the officers been fitted with body worn cameras at the time of their interaction with Aaron 
Campbell and Shirley Cardinal on the morning of February 12, 2012, the evidence would have 
been much clearer regarding what transpired between the officers and Mr. Campbell.  The 
availability of this “best evidence” would have been very helpful for this Inquiry and given the 
reasons cited by the Fatality Review Board for requiring the Inquiry in the first place, may have 
even rendered the Inquiry unnecessary. 

 

Office of the Chief Medical Examiner 

1. Dr. Tera Jones testified that she was intimidated by the controversy surrounding the events 
leading up to Mr. Campbell’s death which resulted in her being reluctant (“chicken”) to provide 
her medical opinion as to the manner of death.  As such, she listed the manner of death as 
‘undetermined.’  Dr. Gofton, the Chief Medical Examiner in Alberta was therefore tasked with 
reviewing all of the evidence available to Dr. Jones to determine if he would reach a different 
conclusion.  Dr. Gofton respectfully disagreed with Dr. Tera Jones and was confident that Mr. 
Campbell’s death was due to drug toxicity.  While a system of peer review was not in place at the 
time of Mr. Campbell’s death, it appears one may well now exist although it wasn’t clear under 
what circumstances a peer review would be conducted. 

It is always helpful to have the best possible evidence presented to the Court.  As such, I would 
suggest that all deaths that are classified as “undetermined” be the subject of a formal peer 
review as was done in this case.  Dr. Gofton’s evidence was very helpful for the Inquiry and 
answered many questions.  This type of review process would be very helpful for future Inquiries 
or other Court proceedings. 

2. Similarly, while I understand that the destruction of samples taken during autopsy is a matter of 
space availability, again, it would have been helpful if the original samples taken during Mr. 
Campbell’s autopsy had been available for analysis upon the review undertaken by Dr. Gofton.  
It would be assistance that if a manner of death has been classified as “undetermined” that 
these samples be held for an extended period of time, at the very least until a peer review has 
been conducted and/or a Fatality Inquiry has been ruled out. 

3. Dr. Graham Jones testified as to the challenge that his office faces regarding the incredible 
toxicity of new drugs available for purchase to those struggling with addiction. His testimony 
regarding the number of drugs that can be fatal in minute doses leaving them virtually 
undetectable at autopsy for various reasons, was very sobering.  Clearly as much information 
that can be made available to toxicologists should be made available since that will inform the 
types of testing done.   

Dr. Graham Jones testified that his department does not have access to Netcare records of a 
deceased.  It would be of assistance that this access perhaps be considered in the future since it 
would provide toxicologists with access to more information about the life of an individual, 
which would allow them to make more informed decisions about the type of testing necessary 
to determine what may have led to the death of that same individual. This will again provide the 
best evidence possible for future Inquiries. 
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Following the death of her son, Mrs. Campbell experienced difficulty obtaining answers to her many 
questions.  In part, this was due to the fact that Aaron Campbell was an adult when he died and as such, 
various organizations were duty bound to protect any remaining privacy interests he may have had as a 
result.  While Mr. Leonard Campbell (Aaron’s father) had been listed as next of kin in documentation 
filed with the Centre of Hope and therefore would have been entitled to some information, it was very 
clear during these proceedings that the relationship between Mr. Leonard Campbell and Mrs. Campbell 
is particularly strained and as such, the flow of information between them was not optimal.   

This Fatality Inquiry was ordered by the Fatality Review Board in part to attempt to answer many of the 
questions that remained following the death of Aaron Campbell.   It was clear from the documentation 
filed in this Inquiry authored by Mrs. Campbell, as well as the comments Mrs. Campbell addressed to the 
Court at the conclusion of the Inquiry, that she steadfastly believes her son died at the hands of 
members of the Calgary Police Service.  Further, Mrs. Campbell suggested in her closing comments that 
she believes that all parties-including Inquiry Counsel, and the Court are ‘friends’ and therefore, are 
reluctant to have the truth revealed if that truth meant unearthing behaviour that would expose criminal 
wrongdoing or civil liability. 

All attempts were made to address the questions of the Campbell family in a fair and transparent 
manner.  For instance, following the concerns raised by Mrs. Campbell from the outset that her son had 
been Tasered by CPS members, Detective Harper did what he could to follow up that area of inquiry 
despite the fact that there was no medical evidence to indicate that a Taser had been used on Mr. 
Campbell.  Mrs. Campbell claimed that officers had taken Mr. Campbell from the parkade at 111 Olympic 
Way SE to a district station and used a Taser on him there.  Counsel for CPS obtained GPS tracking 
coordinates for all police vehicles involved in an attempt to assist Mrs. Campbell in understanding that 
this also did not occur.  Mrs. Campbell frequently questioned the authenticity of evidence that was 
presented to the Court, no doubt as a result of her concern that the investigation had not been 
conducted in a fair and transparent manner.  It was only where the requests made by Mrs. Campbell 
were too far removed from the evidence heard during the Inquiry that the requests for further lines of 
investigation were denied. 

As indicated, this Inquiry, more than any other in which I have been involved, required specific findings 
of facts to be made in the face of, at times, conflicting evidence.  Having heard the evidence in this 
Inquiry, and being mindful of the mandate which prohibits me from making findings of legal 
responsibility or drawing any conclusions of law, I make the following factual findings: 

1. Mr. Campbell suffered from an addiction to drugs and alcohol and in February, 2012 he was 
making efforts to gain control over his addiction.  However, there was an indication that as of 
February 10, 2012 he was struggling with a potential relapse. 

2. While use of physical force was inflicted by members of the Calgary Police Service during their 
encounter with Mr. Campbell on February 15, 2012, a Taser was not used by any of the officers 
on Mr. Campbell during that encounter.  Not only was there a complete lack of any physical 
evidence to support the suggestion that a Taser had been used on Mr. Campbell, Mr. Campbell 
himself, while recounting the incident with police to numerous individuals never stated that a 
Taser had been used on him during this encounter. 

3. The physical injuries sustained by Mr. Campbell at the hands of the officers on February 15, 2012 
did not cause his death on February 17, 2012.   

4. The subarachnoid hemorrhage noted on autopsy by Dr. Tera Jones, played no role in the death 
of Mr. Campbell. 

5. CCTV surveillance at the Centre of Hope on February 17, 2012 captured Mr. Campbell leaving the 
facility at 2:37 a.m. and returning at 2:44 a.m.  Mr. Campbell returned to his room at 2:47 a.m. 
as noted by the audit done on the use of his swipe card.  While there was no evidence before 
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this Inquiry as to where Mr. Campbell went during that short period of time or what he was 
doing, it is suggestive of the possibility that Mr. Campbell was engaged in drug activity. 

6. Dr. Tera Jones initially indicated that the cause and manner of death were undetermined. Her 
testimony in the Inquiry itself however was supportive of the fact that Mr. Campbell died as a 
result of drug toxicity. 

7. Further medical evidence called during the Inquiry confirmed that Mr. Campbell died as a result 
of a drug toxicity. 

8. The drug overdose was accidental.  While Mr. Campbell had reportedly made comments 
expressing suicidal ideations in the days prior to his death, I am satisfied that there is no 
indication that Mr. Campbell actually did commit suicide. 

 

 
 
Recommendations for the prevention of similar deaths: 
 Section 53(1) of the Fatality Inquiries Act, RSA 2000, c. F-9 directs a written report be provided to the 
Minister at the conclusion of the Inquiry. Section 53(3) directs that the report shall not contain any 
findings of legal responsibility or any conclusions of law. However, section 53(2) provides authority for 

                
   

       

 

The Centre of Hope provides an essential service to a very vulnerable group of individuals in our 
community.  Those who are staying at the facility as part of the Addictions Recovery Program are 
particularly vulnerable.  With the frequency of deaths related to drug toxicity on the rise in this City it is 
particularly important for those tasked with the oversight of individuals in the Addiction Recovery 
Program be provided the necessary training and tools to be able to intervene if it appears that someone 
may be heading towards relapse.  In addition, at a time when every second matters in the event of a 
drug overdose, those front line workers need the training to begin emergency lifesaving treatment.  I 
understand from the evidence of Karen Livick that subsequent to Mr. Campbell’s death, changes 
regarding some practices have been implemented at the Centre of Hope.  Should the following changes 
not already have been put into place at the Centre of Hope, I make the following recommendations: 

1. Client Support Workers at the Centre of Hope be provided with increased training regarding 
addiction and mental health issues. 

2. Client Support Workers at the Centre of Hope be required to have training in both emergency 
first aid and the performance of Cardio Pulmonary Resuscitation.  The onsite availability of 
Naloxone kits and training by all Client Support Workers and Protective Services in how and 
when to administer Naloxone should be considered. 

3. A clear policy be created regarding when the Client Support Workers should seek the 
assistance of counsellors outside of normal business hours.  

4. Strict adherence to the policy of requiring clients to present hospital discharge papers prior to 
being readmitted into the Addiction Recovery Program at the Centre of Hope be required such 
that counsellors and intake workers are aware of any hospital stay or treatment provided  as 
well as medications (particularly opioids) that have been prescribed to the client on release. 

5. Central medication control be continued at the Centre of Hope. 
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DATED November 8, 2016 , 
 
 

  

at Calgary , Alberta. 
Original signed by 

  
Joanne Durant 

A Judge of the Provincial Court of Alberta 
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