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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 Edmonton Law Courts 

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

on the 7th and 8th day of May  , 2015 
, and by adjournment 
to 

    year  

on the 10th day of May , 2016  
    year  

before D.M. Groves , a Provincial Court Judge,  
  

into the death of Mehari Wodaje 46 
  (Name in Full) (Age) 

of 
Federal serving prisoner –  

in transit at Edmonton Institution and the following findings were made: 
 (Residence)  

Date and Time of Death: October 11, 2012 at 11:45 a.m. 

Place: Royal Alexandra Hospital, Edmonton, Alberta 
    

 
 

Medical Cause of Death:  
(“cause of death” means the medical cause of death according to the International Statistical Classification of 
Diseases, Injuries and Causes of Death as last revised by the International Conference assembled for that purpose 
and published by the World Health Organization – The Fatality Inquiries Act, Section 1(d)). 
 
Hanging – intentional self-harm by 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)). 
 Suicidal 
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 Circumstances under which Death occurred: 
 
 
A. Introduction 
 
This Fatality Inquiry concerned the death of Mehari Wodaje (Wodaje).  Wodaje was a Federal 
serving prisoner in transit at the Edmonton Institution, awaiting transfer to the Bowden Institution 
(Bowden).  While waiting to be transferred to Bowden, Wodaje committed suicide by hanging. 
 
 
B.  Preliminary Matters 
 
Ms. Jennifer Stengel represented the Solicitor General, and was counsel for the purpose of 
conducting this Public Fatality Inquiry. 
 
Pursuant to section 49(2)(d) of the Fatality Inquiries Act, RSA 2000, c. F-9 (“FIA”) Correctional 
Service Canada applied, and was granted Interested Person Status.  Mr. Kerry Boyd followed by 
Ms. Debjani Poddar was counsel representing Correctional Service Canada. 
 
Pursuant to section 49(2)(a) of the FIA, Wodaje’s next-of-kin were notified and advised of their 
right to appear and participate in the Fatality Inquiry either personally or through counsel.  The 
next-of-kin did not exercise their right to participate. 
 
 
C.  Procedural History 
 
The Fatality Inquiry was heard on May 7 and 8, 2015.  During these two days, the Court heard 
from ten witnesses, and four documents were entered as Exhibits.  The Inquiry was then 
adjourned sine die awaiting preparation of an expert report.  Two further documents were entered 
as Exhibits #5 and #6 on later dates. 
 
Exhibit #1 was voluminous.  Along with the Medical Examiner’s Certificate of Death, and the 
medical, hospital and emergency personnel documents; the Exhibit #1 binder also contained 
numerous documents provided by Correctional Service Canada.  Among these documents was a 
Board of Investigation Report (the Board) located at Tab 20.  The Board conducted an 
investigation into Wodaje’s death by reviewing files, emails, and documentation from Grierson 
Institution where Wodaje was an inmate, until two days prior to his suicide.  The Board conducted 
interviews with staff at the Edmonton and the Grierson Institutions; reviewed videos from the day 
of the incident; and toured the Edmonton Institution.  The investigation concluded with the Board 
making several findings, but no recommendations. 
 
Exhibit #2 was a brief DVD clip of the post use of force interview conducted by Edmonton 
Institution staff.  In compliance with policy, since Wodaje had seen a can of OC/pepper spray on 
his transit from the Grierson Institution to the Edmonton Institution, the post use of force 
assessment was necessary, regardless that the OC spray had not been used on Wodaje. 
 
Exhibit #3 was the Curriculum Vitae of Sherry Antonucci, B.A., M.Ed., Ph.D., Provisionally 
Registered Psychologist who had been Wodaje’s psychologist while he was an inmate at 
Grierson. 
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Exhibit #4 was a CD from Correctional Service Canada.  Included on this CD are five separate 
items:  1) both the online and in-class course description for the Suicide and Self-injury 
Intervention Refresher Training course (SSIRT); 2) SSIRT participant handouts for both the 
mens’ and womens’ institutions; 3) the SSIRT facilitator manual; 4) facts sheets; and 5) 
Correctional Service Canada Prevention of Suicide and Self-Injury Initial Training Program.  
Despite there being a reference that the training package was the ‘old’ training package, I was 
informed that it is the one currently used.  There is reference in the CD to a Train the Trainer 
Package – used to train the mental health workers who would then be responsible for training the 
front line workers. 
 
At the conclusion of the inquiry on May 8, 2015, I requested that Inquiry Counsel seek out an 
expert who could provide a report in the area of suicide detection and prevention.  After 
considerable efforts by Inquiry Counsel, Dr. James L. Knoll, IV, M.D. (Dr. James Knoll) from 
Upstate Medical University in the State of New York was identified as an expert in the this field, 
with particular focus on suicide risk assessment and prevention in institutions.  Entered as Exhibit 
#5 is the Curriculum Vitae of Dr. James Knoll, IV, M.D. 
 
At this point, the inquiry was adjourned sine die awaiting receipt of Dr. James Knoll’s expert 
report. 
 
On May 10, 2016 the Fatality Inquiry resumed.  Both counsel agreed to enter Dr. James Knoll’s 
report as Exhibit #6, without the necessity of calling Dr. James Knoll to testify. 
 
I have read the expert report prepared by Dr. James L. Knoll, IV, M.D.  Dr. James Knoll was 
asked to address five questions, with clear instructions that no opinion was to be expressed 
regarding legal responsibility.  The questions Dr. James Knoll was asked to address were as 
follows: 
 

1. What are the risk factors for suicide generally? 
2. Are inmates at higher risk for suicide than non-inmates? 
3. Are there special suicide risks in a prison setting that staff should be aware of, and if 

yes, what are they? 
4. What training would you recommend for prison staff? 
5. What measures should be taken in prisons to decrease suicide attempts? 

 
 
D. Mehari Wodaje’s Background 
 
On February 18, 2002, Wodaje murdered his girlfriend by strangulation; he then attempted 
suicide.  Wodaje was hospitalized for five days, prior to being released into police custody.  
Wodaje was cooperative with police, and admitted to killing the victim. 
 
On November 5, 2007, Wodaje pled guilty, and was sentenced to an indeterminate life (10) year 
sentence for the offence of second-degree murder.  Since Wodaje was subject to an 
indeterminate sentence, there was no expiry date, meaning after 10 years he would be eligible 
for parole, but the sentence would never expire.  He would always be subject to some form of 
supervision. 
 
At the time Wodaje was sentenced for the offence of second-degree murder, he had no prior 
criminal record.  He had however, been charged with a number of violent offences against his ex-
wife.  The offence dates for these offences were between January 2000 and June 2001.  In 2005, 
the Crown stayed these charges. 
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For anyone serving a life sentence, it is mandatory that a minimum of two years of the sentence 
be at a maximum security facility.  Wodaje spent the maximum security portion of his sentence at 
Edmonton Institution, prior to his re-classification to medium security and subsequent transfer to 
the Bowden Institution in March 2010.  In March 2011, Wodaje was re-classified from medium to 
minimum security, and on January 31, 2012 Wodaje was transferred to the Grierson Institution, a 
minimum security facility. 
 
At Wodaje’s request, he received psychological counselling while serving his sentence at 
Bowden Institution.  Wodaje continued to attend counselling once he transferred to Grierson – he 
attended four counselling sessions with Sherry Antonucci, Provisionally Registered Psychologist, 
and an additional five sessions with Dr. Deveda Mah. 
 
During Wodaje’s time at the Grierson Institution, he had undertaken some escorted temporary 
absences and had applied for two unescorted temporary absences.  A Correctional Plan dated 
August 16, 2012 and an Assessment for Decision completed on September 17, 2012, were in 
support of these unescorted temporary absences, with one of the conditions being that Wodaje 
was to report all intimate relationships with females.  The Parole Board Committee was the body 
that would authorize such absences, and the hearing before this Board was set for November 
2012. 
 
Subsequent to the ‘Correctional Plan’ being prepared in August 2012, the Community 
Management Team (CMT) received new information in regards to Wodaje’s relationship with a 
female community support worker.  During a routine cell search on October 2, 2012, the staff at 
Grierson found a number of Wodaje’s journal entries.  These entries outlined some of Wodaje’s 
interactions with the community support worker.  The CMT was extremely concerned with the 
nature of these entries.  The overture of the entries suggested that Wodaje and the community 
support worker were becoming romantically involved, a concern that the CMT had previously 
discussed with both Wodaje and the community support worker.  Based on this new information, 
it was determined that both Wodaje and the community support worker had been lying to the 
CMT.  As a result, on October 9, 2012 the CMT completed a new security re-classification scale 
for Wodaje.  The resulting score was a 15.5, which falls within the minimum range, but the CMT 
supported an increase to medium security based on a change in ratings for both institutional 
adjustment and public safety – two categories that the CMT had discretion to alter. 
 
The CMT brought Wodaje in for a meeting to advise him that the team was recommending 
Wodaje be re-classified to medium security.  Since the Grierson Institution was a minimum 
security facility, they had no means to adequately house Wodaje, and as such he was 
temporarily transferred to the Edmonton Institution, a maximum security facility until his  
re-classification was approved by the Board and a determination was made as to what prison he 
would be transferred to. 
 
When an inmate is subject to an emergency involuntarily re-classification, the inmate will be 
transferred out of the institution and the re-classification paperwork/report follows within 48 hours.  
Once the inmate receives the re-classification report, he/she has 48 hours to rebut their  
re-classification. 
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Wodaje was re-classified by the CMT at Grierson Centre on October 9, 2012, and immediately 
transferred to the Edmonton Institution on a temporary basis, with a recommendation that 
Wodaje be sent to Bowden Institution.  On the morning of October 11, 2012 Mr. Jacknicke, a 
Parole Officer, attended the Edmonton Institution to serve Wodaje with the re-classification 
report, which would have started the 48 hour clock for Wodaje to rebut his re-classification.  It 
was at this time that the staff at the Edmonton Institution found Wodaje in his cell, having 
committed suicide by hanging. 
 
 
E. Circumstances Under Which the Death Occurred 
 
On October 9, 2012, the CMT at the Grierson Institution involuntarily transferred Wodaje to the 
Edmonton Institution.  At the time of Wodaje’s transfer, there was a Memorandum of 
Understanding between Grierson Institution and Edmonton Institution facilitating these types of 
temporary transfers. 
 
Upon arriving at the Edmonton Institution, a nurse met with Wodaje, after which, Wodaje was 
placed in administrative segregation, awaiting transfer to a medium-security prison. 
 
Over the next few days, while Wodaje was in segregation, the staff at the Edmonton Institution 
had the opportunity to interact with Wodaje.  None of the staff at Edmonton Institution noticed 
anything of concern regarding Wodaje’s behaviour. 
 
Correctional Officer, Steven Ross, first interacted with Wodaje on October 11, 2012 when he 
served Wodaje’s breakfast around 7:00 a.m.  He again spoke with Wodaje around 9:55 a.m., 
when Wodaje inquired whether he could get a new mattress. 
 
Subsequent to this, Parole Officer Jacknicke attended Wodaje’s cell around 10:20 a.m. to serve 
Wodaje with the re-classification report.  After receiving no verbal response, and unable to gain a 
visual into Wodaje’s cell, Mr. Jacknicke attended the sub-control post to inquire of Wodaje’s 
whereabouts.  Correctional Officer, Roy Croucher, attended with Mr. Jacknicke to establish 
contact with Wodaje.  With the aid of a flash light, Mr. Croucher was able to see inside Wodaje’s 
cell, and observed Wodaje hanging from a noose attached to the window.  Mr. Coucher did not 
have a radio or personal alarm on him, and so returned to the sub-control post to acquire a 911 
tool.  Mr. Croucher returned to the cell, where Correctional Officer Steven Ross met him.  The 
two entered Wodaje’s cell, cut him loose and began to perform cardiopulmonary resuscitation 
(CPR).  Nursing staff arrived minutes later, and took over CPR until Edmonton Emergency 
Medical Services arrived at 10:46 hours.  Wodaje was pronounced dead at 11:44 hours at the 
Royal Alexandra Hospital. 
 
 
F. Board of Investigation Findings 
 
Upon concluding their investigation, the Board made several findings, but made no 
recommendations. 
 
The Board of Investigators interviewed staff at the Edmonton Institution.  Some of these staff also 
testified at the Fatality Inquiry.  Pursuant to policy, upon an inmate arriving at the Edmonton 
Institution as well as upon an inmate being placed in segregation, the staff are required to 
interview the inmate, and complete a number of checklists.  The Board found that some of these  
 
 
 



Report – Page 6 of 8 
 
 

LS0338 (2014/05) 

 
interviews and checklists were not completed.  While the Board did not identify any known pre-
incident indicators to the incident, they did identify Wodaje’s placement in segregation as one 
potential proximal precipitating event.  Nonetheless, from the accounts of all that interacted with 
Wodaje, there was no evidence to suggest that Wodaje was suicidal or at risk of self-harm. 
 
The Board found that the decision to remove Wodaje from Grierson Institution, and re-classify 
him to a medium security facility was appropriate. 
 
Grierson staff believed there was a Memorandum of Understanding between the Grierson 
Institution and the Edmonton Institution that allowed for these temporary transfers.  The Board of 
Investigation found that “while Commissioner’s Directive 709, Administrative Segregation, 
paragraph 21, provided the authority to establish Memorandums of Understanding, it did not 
provide the authority to establish a Shared Services Agreement in relation to the use of 
segregation facilities.  Therefore, Grierson Institution’s Standing Order 709, Administrative 
Segregation, and the Shared Services Agreement were contrary to policy.” (Exhibit #1, Tab 20, 
pages 00209-00210). 
 
The Board noted two minor compliance issues in relation to the first Correctional Officer who 
attended Wodaje’s cell with Parole Officer Jacknicke.  The first was that the Correctional Officer 
did not possess either a portable radio or personal alarm; the second was that the Correctional 
Officer signaled for an additional officer to be present at Wodaje’s cell rather than directing that 
the cell door be opened.  Since Mr. Jacknicke was present with the Correctional Officer, pursuant 
to Commissioner’s Directive 566-4, the two staff requirement prior to opening an inmate’s door 
was satisfied.  There was no need for another Correctional Officer to attend. 
 
The Board identified one further compliance issue, relating to the four health care staff that 
responded to Wodaje’s cell.  None of the staff had his/her re-certification on the International 
Trauma Life Support and Cardio Pulmonary Resuscitation.  There was no evidence however, that 
any of the actions taken by the staff at the Edmonton Institution were improper. 
 
Evidence at the Fatality Inquiry indicated that the training provided in 2012, specific to suicide 
detection and prevention, involved an annual online thirty minute training session. 
 
 
G. Steps Initiated Subsequent to this Event 
 

a. Training Initiatives 
 
In relation to the re-certification of staff in regards to trauma life support and cardio pulmonary 
resuscitation, the Institution subsequently developed an action plan and follow-up training was 
undertaken. 
 

b. Suicide Detection/Prevention Training 
 
In addition to an annual online one hour suicide detection and prevention training course, the 
Institution implemented a two hour in-class refresher course offered every two years. 
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c. Structural Modifications 

 
The Edmonton Institution had the windows in the segregation cells retrofitted, with the window 
cranks moved from the top of the window, where they were in 2012, to the bottom of the window, 
in an effort to prevent a similar incident from occurring. 
 
 
 H.  Recommendations for the Prevention of Similar Deaths: 
   

a. Scope 
 
It is useful to begin by recalling that the purpose of this Inquiry is to enable me to prepare a report 
for the Attorney General that addresses five factual matters:  the identity of the deceased, the 
date, time and place of death, the circumstances under which the death occurred, the cause of 
death and the manner of death.  In addition, I may make recommendations as to the prevention 
of similar deaths. 
 
I have considered the evidence of the witnesses that testified at the Inquiry, and I have reviewed 
all the documentation and reports entered as Exhibits.  Exhibit #6 was the expert report prepared 
by Dr. James L. Knoll, IV, M.D.  Dr. James Knoll was asked to address the following five 
questions: 
 

1. What are the risk factors for suicide generally? 
2. Are inmates at higher risk for suicide than non-inmates? 
3. Are there special suicide risks in a prison setting that staff should be aware of, and if 

yes, what are they? 
4. What training would you recommend for prison staff? 
5. What measures should be taken in prisons to decrease suicide attempts? 

 
Given the complexity of some of his answers, and in an effort to share these resources with those 
who may benefit from Dr. James Knoll’s expertise, I have included a copy of Dr. James Knoll’s 
Curriculum Vitae (Attachment “A”), as well as a copy of his report (Attachment “B”).  To avoid any 
uncertainty, Dr. James Knoll’s report is not intended to provide any opinion regarding legal 
responsibility. 
 

b. Recommendations 
 
None of the staff from the Edmonton Institution that interacted with Mr. Wodaje noted anything of 
concern regarding Mr. Wodaje being a potential suicide risk; therefore, it is uncertain whether the 
implementation of any recommendations would have prevented Mr. Wodaje’s suicide.  Nor was 
there anything to suggest that the health care workers that responded to Wodaje’s cell did 
anything improper.  Nevertheless, there is always opportunity to learn from these unfortunate 
situations, and to implement change in an effort to reduce similar incidents in the future. 
 
Given Dr. James Knoll’s extensive education, training, experience and specialty in psychiatry with 
particular focus on suicide risk assessment and prevention (see Attachment “A” – Dr. James 
Knoll’s Curriculum Vitae), I adopt the recommendations outlined at pages 28 through 30 of Dr. 
James Knoll’s expert report in their entirety (see Attachment “B” – Expert Report prepared by Dr. 
James Knoll). 
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Attached to this Fatality Inquiry Report are the following two documents: 
 
Attachment “A” – Curriculum Vitae of Dr. James L. Knoll, IV, M.D. – entered as Exhibit #5 at the 
Fatality Inquiry. 
 
Attachment “B” – Expert Report of Dr. James L. Knoll, IV, M.D. – entered as Exhibit #6 at the 
Fatality Inquiry. 
 
   

DATED May 16, 2016 , 
 
 

  

at Edmonton , Alberta. 
Original signed by 

  
D.M. Groves 

A Judge of the Provincial Court of Alberta 
 



This is Attachment "A" referred to in 
the Public Fatality Inquiry Report of 

Mehari Wodaje
































































































































	in the
	46
	Mehari Wodaje
	into the death of
	Federal serving prisoner – 
	and the following findings were made:
	in transit at Edmonton Institution
	Medical Cause of Death:
	Manner of Death:
	Original signed by
	D.M. Groves
	A Judge of the Provincial Court of Alberta




