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Report to the Minister of Justice 

and Solicitor General 
Public Fatality Inquiry 

  
 

 

  
Fatality Inquiries Act 
 

WHEREAS a Public Inquiry was held at the Provincial Court of Alberta 

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

on the 9th – 10th  days of November , 2016 , (and by adjournment 
    year  

on the  day of  ,  ), 
    year  

before Judith Shriar , a Provincial Court Judge,  
  

into the death of B.A.H. 15 
  (Name in Full) (Age) 

of Morley, Alberta and the following findings were made: 
 (Residence)  

Date and Time of Death: Between 2:00 a.m. and 9:30 a.m. August 4, 2014 

Place: At home in Morley, Alberta 
    

 
 

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

  Manner of Death:  
(“manner of death” means the mode or method of death whether natural, homicidal, suicidal, accidental, unclassifiable 
or undeterminable – The Fatality Inquiries Act, Section 1(h)). 
 Suicide 
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In compliance with the Child, Youth and Family Enhancement Act, identifying information has 
been redacted, as follows: 
 
B.A.H. is the deceased child and subect of this Fatality Inquiry.  
 
 Circumstances under which Death occurred: 
  [1]  On August 4, 2014, B.A.H. a 15 year old male hung himself in the basement of his 
family home where he resided with his mother and some of his siblings.  He hung himself 
by the neck using a cable cord that he had wrapped around a ceiling beam four times.  
He was last seen alive at about 2:00 a.m. by one of his brothers.  This same brother found 
B.A.H. hanging when he awoke at around 9:30 a.m. 
 
[2]  EMS personnel declared B.A.H. deceased on noting obvious signs of death.   
 
Summary of Evidence 
 
[3]  B.A.H. lived on the Stoney Nation Indian reserve at Morley, Alberta for most of his life. 
The evidence showed that B.A.H. was one of the four oldest children in his family.  His 
father, who died in 2011, did not live with the family for most of B.A.H.’s life.  B.A.H’s 
mother had numerous younger children also.  The file showed ongoing involvement with 
Stoney Nakoda Child and Family Services (SNCFS) starting in July 2000 when B.A.H. 
was around 18 months old.   
 
[4]  SNCFS is a delegated agency under the Child Youth and Family Enhancement Act, 
(CYFEA), responsible for enforcement of the Act and implementation of applicable Alberta 
Ministry of Human Services policies and procedures.  Delegated agency child and family 
workers are trained by Ministry representatives.  The Ministry is authorized to conduct 
audits and file reviews in all delegated agency offices to ensure standards are maintained 
and also to provide mentoring services and assistance where and as required.   
 
[5]  In B.A.H.’s mother’s home there were ongoing issues of domestic violence, drug and 
alcohol abuse, truancy and difficulties safely managing the numerous small children. 
 
[6]  From the year 2000 until his death, B.A.H. was apprehended several times by child 
welfare authorities based on evidence of neglect or abuse, and was the subject of 
numerous applications and orders for custody, for temporary and even permanent 
guardianship, for supervision or enforcement of family enhancement agreements. 
   
[7]  Throughout his short life B.A.H. was therefore placed several times in foster or kinship 
care arrangements including for one extended period between 2006 and 2010 with a 
grandparent. 
 
[8]  In June 2012 B.A.H. was living with his mother and numerous siblings on the reserve 
when he and his siblings were apprehended as a result of what were described as 
“deplorable” conditions in the home where his mother was unable to safely supervise or 
care for the family.  It appeared that neither he nor his siblings had attended school most 
of that school year. 
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[9]  Applications were commenced under the CYFEA for an apprehension order, for 
custody, for a supervision order and for guardianship in favour of the statutory Director.  
 
[10]  Between November 2012 and October 2013, as the various court applications 
worked their way through the legal system, B.A.H. was placed in four residential treatment 
centres, with a view to obtaining detailed assessments of his mental and physical health, 
and his level of social and educational function.  The evidence was that these treatment 
facilities, known as Youth Assessment Centres, are for young people in the child welfare 
system who require assessment and treatment regarding matters such as mental health 
or addictions. 
   
[11]  In general the Assessment Centres have on site staff with training and expertise in 
provision of mental health and addictions services, plus counselling and therapy that 
varies with the age and functioning of the young person.  Individualized treatment plans 
can be developed after consulting with the young person and his caseworker and 
obtaining and reviewing relevant background materials.  Educational supports and 
resources are also available on site. 
 
[12]  On reserve kinship placements with extended family are considered optimal when it 
is deemed necessary to remove a child from the parent’s home, but difficult to find for 
older children especially those with complex, hard to handle behaviors like B.A.H.’s.   
 
[13]  An undated Behavioral Assessment Report and a February 2013 Educational Report 
regarding B.A.H. were tendered into evidence.  They appear under cover of letterhead of 
a Youth Assessment Centre where B.A.H. resided for around five weeks in early 2013.  
The behavioral assessment indicates issues with communication skills, manipulative and 
disruptive behaviours and inappropriate topics.  The assessment contained four 
recommendations.    
 
[14]  First, it was recommended that B.A.H. be placed in a structured environment offering 
a high level of routine, and limiting opportunities to interact with negative peers and limiting 
access to negative influences like drugs or alcohol.   
 
[15]  Second, noting the lack of positive male role models in his life, it was recommended 
that B.A.H. be connected to a mature male youth worker who could act as a role model, 
perhaps introducing him to new hobbies, activities and alternative outlets for his stress 
and frustration.   
 
[16]  Third, it was recommended that he be connected to an aboriginal elder to help him 
learn about his culture and history and to cultivate pride in his heritage. 
 
[17]  Finally, it was recommended that B.A.H. receive counselling to help him deal with 
ongoing issues including, significantly, “depression.”  It was suggested that counselling 
could help B.A.H.y learn positive coping mechanisms instead of maladaptive ones, such 
as drugs and alcohol, and “exposure to unsafe situations.” 
  
[18]  The educational assessment, dated February 2013, reviewed results of testing 
designed to measure B.A.H.’s achievement in a wide variety of academic skills including 
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relating to math, writing, reading and oral expression.  In addition, a narrative section 
reviewed observations of his behavior, attitude and interactions. 
  
[19]  The stamp on the bottom of both reports indicates they were received at the SNCFS 
agency office on June 17, 2013. 
     
[20]  It was not clear from the evidence that workers or supervisory staff responsible for 
B.A.H.’s file after June 2013 were aware of the reports or their recommendations.  That 
said, arranging for B.A.H. to attend at a certain counselling program in the Cochrane area 
was a priority for agency staff once he was living at home again from October 2013.   
Despite that appointments were made and transportation offered and available, neither 
B.A.H. nor his mother ever attended.    
 
[21]  Between June 2012 and October 2013 B.A.H.’s living situation was quite unstable.  
The placements are summarized below: 
 
June 25 to 28, 2012                                  Foster care 
June 28 to November 26, 2012                 Parental care 
November 26 to December 24, 2012        Group care (The Stampede Ranch, Ltd.) 
December 24 to 28, 2012                          AWOL 
December 28, 2012 to January 3, 2013   Residential treatment (Blue Thunderbird Tee-
Bee Group Home) 
January 3 to February 8, 2013              Residential treatment (Youth Assessment 
Centre, Red Deer) 
February 8 to 24, 2013                              AWOL 
February 24 to 28, 2013                            Residential treatment (Blue Thunderbird Tee 
Bee Group Home) 
February 28 to March 18, 2013                 AWOL 
March 18 to October 1, 2013                    Residential treatment (Elk Island Child 
And Youth Ranch) 
October 1, 2013 to August 4, 2014  Parental care 
 
[22]  By December 2012 there were reports of B.A.H. threatening and fighting with other 
young people at the group home placement, and reported reference to gang involvement 
and connections. His caseworker felt a lot of the talk was more braggadocio than reality 
based.  She had no serious mental health concerns about B.A.H. 
 
[23] In one Youth Assessment Centre B.A.H. claimed to have been abused. A screening 
and assessment of the facility was undertaken, and a number of meetings held with B.A.H. 
directly to try to get to the bottom of his allegations.  He was non communicative and in 
the end the abuse allegation was deemed unsubstantiated. 
   
[24]  In one placement he was too disruptive for permission to stay and he went “AWOL” 
on at least three occasions, though quickly located.  At one point he was charged under 
the Youth Criminal Justice Act with uttering threats arising from an altercation at a 
treatment facility. 
  
[25]  By the fall of 2013, after going AWOL from the last treatment centre placement, 
B.A.H. was located living at home. Although the court applications arising from the June 
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2102 apprehension and custody order remained outstanding, his caseworker thought it 
best to leave him at home where it was less likely he would run away or hitchhike.  To that 
end, the worker drafted a family enhancement plan setting express goals for the family 
especially relating to B.A.H.  The evidence was that there was considerable buy-in from 
mum and B.A.H. who were happy about the prospect of living together long term and of 
his not having to go back into third party placements off reserve. 
 
[26]  The idea was to sign and implement a family enhancement plan and agreement that 
might better serve B.A.H.’s interests. 
 
[27]  Therefore, from October 2013 until his death B.A.H. was living at home with his 
mother and some of his siblings.  In November 2013 the application for guardianship was 
withdrawn. The following summarizes the evidence regarding contact with B.A.H. and his 
mother from October 2013 until his death: 
 
[28]  In October 2013, a family enhancement plan was prepared once it was decided to 
transition B.A.H.’s file from protective services, namely the guardianship application, to 
enhancement services.  The evidence showed no reports of contact with or about B.A.H. 
from October to mid-December, 2013.  B.A.H.’s assigned worker transferred positions 
within the agency and another worker, one with prior and ongoing responsibilities for his 
younger siblings, assumed carriage of B.A.H.’s file too. 
    
[29]  Contact in December and January concerned locating certain of B.A.H.’s personal 
effects he thought he left at the last treatment centre placement. 
   
[30]  Early in February, 2014 there was a report about his mother drinking with her sons, 
which she denied. There were meetings and communications with family about finalizing 
the contemplated family enhancement agreement.  File notes show the terms discussed 
included that B.A.H. and his brothers were to attend school, mum was to maintain a drug 
and alcohol free home environment, to provide adequate supervision, and to attend 
counselling regarding dealing with teenagers. 
   
[31]  Toward the end of February, mum reported she had made an appointment with the 
counselling agency, and by the end of February the caseworker contacted the Cochrane 
school representative about B.A.H. attending school there and not at Morley, where he 
reportedly had concerns about bullying.   
 
[32]  In March 2014 however, though B.A.H. was still home there was no progress about 
his attending school.   
 
[33]  Contact in May 2014 revealed that B.A.H. was not in Morley but staying with an aunt 
in Calgary, where he was supposedly trying to get into school. It was too late for him to 
register for school for that academic year, and mum was urged by B.A.H.’s worker to 
encourage her sons to obtain employment and proof of registration for the next school 
year.   
 
[34]  The evidence was that there is a relatively short statutory time line for compliance 
with Family Enhancement Agreements, and the SNCFS supervisor concluded that if 
B.A.H. would attend school the file could be closed.  Though B.A.H. was not in school, no 
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steps were taken for other intervention or to terminate the Family Enhancement 
Agreement. 
   
[35]  In May and/or June 2014 B.A.H. was arrested at least once. RCMP advised that on 
June 2 B.A.H. and his brother had been fighting over drugs and B.A.H. pulled a “kitchen 
knife” and attempted to stab his brother. The brother ran to his room, and B.A.H. allegedly 
stabbed the door of his bedroom multiple times.  
 
[36]  Shortly after that, B.A.H.’s mother said that he was hard to handle, taking off 
whenever he pleased and getting stoned and drunk.  He was asking about why he was in 
the child welfare system for so long.  She reported that B.A.H. gets out of control and 
makes holes in the walls.  
 
[37]  B.A.H.’s worker tried to get police information about the number of calls regarding 
B.A.H.’s behaviour but police refused to disclose details to her, asking that her supervisor 
call.  The supervisor though, testified he had no recall of that information or of following 
up. 
   
[38]  In mid-July 2014 mum reported her concern that B.A.H. was mentally unstable, that 
he wanders off, keeps to himself, and is non-communicative. Mum was advised she had 
to take B.A.H. to see a doctor for psychological / mental health referral.  B.A.H.’s 
caseworker made a medical appointment, scheduled for July 23, 2014. 
  
[39]  Two days later mum called again reporting her observations that B.A.H. has not been 
himself since he returned from the last group home, in October 2013.  Mum said B.A.H. 
stays indoors, peeking outside windows, keeps to himself and does not participate in 
family fun activities.  Other times he disappears on foot. When asked about his 
whereabouts,B.A.H. says he has been to church.  She said B.A.H. was “calling down” 
white people. 
   
[40]  Worker reminded mum of importance of his attending the July 23 medical 
appointment.  On that date, however, mum texted the worker advising B.A.H. did not want 
to go to the doctor but said he would go to a later rescheduled appointment.  The worker 
agreed to reschedule but advised mum there was no choice and that if B.A.H. refused 
again, he could be apprehended.   
 
[41]  As stated above, B.A.H. was last seen alive at about 2:00 a.m. August 4, 2014 by 
one of his brothers.  This same brother found B.A.H. hanging when he awoke at around 
9:30 a.m.  EMS personnel declared B.A.H. deceased on noting obvious signs of death.   
 
[42]  During the course of the investigation, RCMP located what appears to be a suicide 
note in B.A.H.’s room. It was entered into evidence but sheds little light on what led to this 
tragic decision. 
 
Recommendations for the prevention of similar deaths: 
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Recommendation 1.   
 
[43]  The primary principle of all interventions under child welfare legislation, the CYFEA, 
is in the best interests of the child.  Keeping children safe including from the awful 
temptation of suicide is the sine qua non of that overarching principle.   
 
 [44]  All front line workers and supervisory staff at child and family service agencies must 
be adequately trained regarding suicide prevention and awareness.  That training must 
be regularly and formally updated. Agencies should establish a diary system alerting 
management to deadlines for completion of training and updates.  Up-to-date training 
materials, including information regarding best practices for suicide prevention and 
awareness should be easily accessible to all agency workers and supervisors.  Suicide 
awareness should also be a focus for ongoing staff education, perhaps in the context of 
in service training or an educational component of staff meetings.   
 
Recommendation 2.   
 
[45]  The responsible child and family services agency must ensure that for each child 
receiving services under any program, all relevant information whether of contact directly 
with the child or family members, or with other workers or third parties, and all reports or 
assessments quickly be made part of the client’s file.  All relevant information about the 
child including historical information as to the legal status, residential placements, medical 
and school information, and applicable statutory time periods and deadlines must be 
readily available to everyone with responsibility for proper program service delivery.   
 
[46]  Agency management, supervisors and frontline workers share responsibility to 
ensure the paper and or electronic files for each child in care are complete and accurate. 
This is necessary to help ensure meaningful file review by front line workers and 
supervisory staff, and to help ensure optimal timely decision making. 
 
Recommendation 3.   
 
[47]  Agency management and supervisors share responsibility with front line workers to 
ensure regular ongoing face to face contact with children receiving services.  This 
personal contact and attention might encourage open communication and help build trust 
between children and workers.  It can help confirm information and concerns about the 
child’s physical and emotional condition and help detect changes, especially negative 
changes, in the child’s mental health and emotional outlook requiring further intervention 
or follow up for the child.  
 
[48]  Dated signed records of regular face to face contact should be placed on the relevant 
files to document that the contact is occurring, and that the agency and worker are aware 
based on direct observations of the child’s current condition.  Effective diary systems 
should be put in place to remind those responsible for a child’s file to directly monitor the 
child’s progress with face to face contact, and to prepare and file and a detailed report of 
that contact.  
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Recommendation 4.   
 
[49]  Workers and supervisory staff must diarize and conduct regularly scheduled file 
reviews.  Informal discussions of files and families and children in care among colleagues 
and co-workers are important but insufficient.  Especially in a busy agency office where 
all workers and supervisors have multiple files and responsibilities.  Those regular file 
reviews should (a)be based on up to date file information, (b)should focus on (i)assessing 
progress on previously set goals and timelines, and (ii)reporting and considering contact 
and new information since the last review.   
 
[50]  Next steps should be discussed, determined and documented. All with a view to (a) 
ensuring and monitoring progress, (b) ensuring children and families are receiving 
appropriate program services, and (c) considering and accessing additional or alternative 
resources to provide the optimal support for children and families in need.  
 
[51]  Regular formal file reviews allowing for input and direction from supervisory staff are 
recommended, given differing levels of workers’ skill and experience dealing with the 
numerous complex emotional, social and legal problems arising in families receiving 
multiple services from different workers and agencies.   
[52]  Action items including naming the staff member responsible for follow up should be 
recorded on the client’s file and readily accessible on file review to allow quick overview 
and assessment of the status of any given file. 
 
Recommendation 5.   
 
[53]  Ministry of Human Services policies and procedures relevant to applying and 
enforcing the CYFE Act apply equally to child and family services offices in city, regional 
and delegated agency offices and are available and accessible online. A number of those 
policies and procedures were tendered into evidence. Including those dealing with 
transitioning files between the family enhancement and protective services programs, 
transferring files between workers, closing files, maintenance of up–to-date assessment 
records.  Applicable policies and procedures relating to identifying and handling a possibly 
suicidal child were also exhibited.  
 
[54]  There was no evidence regarding how agency compliance is monitored or enforced.  
It is recommended though that the ministry oversight authority be vigilantly exercised to 
ensure agency management, through its supervisory and frontline staff, are able to fully 
comply with policies and procedures, to ensure clients receive timely quality service 
responsive to their needs as they arise. Though it is beyond the scope of this Inquiry to 
itemize potential steps for the ministry to take to help detect and remediate deficiencies, 
these are required and respectfully recommended.   
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DATED July 18, 2018 , 
 
 

  

at Calgary , Alberta. 
Original signed by 

  
J. Shriar 

A Judge of the Provincial Court of Alberta 
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