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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 the Courthouse 

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

on the 29th day of January  , 2018 , (and by adjournment 
    year  

on the 30th day of January , 2018 ), 
    year  

before Hon. Bart Rosborough , a Provincial Court Judge,  
  

into the death of T.S. 15 
  (Name in Full) (Age) 

of Box 2398, Maskwacis, Alberta and the following findings were made: 
 (Residence)  

Date and Time of Death: October 3rd, 2014; 12:26 a.m. 

Place: University of Alberta Hospital 
    

 
 

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

  Manner of Death:  
(“manner of death” means the mode or method of death whether natural, homicidal, suicidal, accidental, unclassifiable 
or undeterminable – The Fatality Inquiries Act, Section 1(h)). 
 Suicide 
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 Circumstances under which Death occurred: 
 
Foreward 
 
In accordance with the provisions of the Child, Youth and Family Enhancement Act, R.S.A.2000, 
c.C-12, s.126.2(1) and the order of Rooke A.C.J. dated October 9, 2014, certain individuals will 
be referred to in this Report as follows: 
 

• “T.S.”:  the deceased child (subject of this Fatality Inquiry) 
• “Ta. ”: mother of the deceased child 
• “E.S.”:  father of the deceased child 
• “B.S.”:  paternal aunt of the deceased child 
• “D.W. & M.”: relatives of the deceased child into whose care she was placed shortly 

before her death 
 
On the evening of October 2nd, 2014, T.S. was found hanging by her neck in the basement of her 
father’s home in Maskwacis, Alberta. She was rescued and transported by emergency personnel, 
first to the Wetaskiwin Hospital and thereafter to the University of Alberta Hospital (Stollery 
Children’s Hospital). Despite persistent efforts to resuscitate her, she died on the morning of 
October 3rd, 2014.  
 
History & Events Leading Up to Suicide 
 
T.S. was born to Ta. and E.S. on December 8th, 1998. Little is known of her early life or the 
circumstances of her parents for her first two years. Commencing in July 2000, however, T.S.’s 
involvement with government agencies became a constant. That involvement is summarized by 
Child and Family Services in the following terms: 
 

Between July 2000 and November 2009, the intervention history for [T.S.] and her siblings 
included six Screenings, four investigations, two Support Agreements with Guardian, 
three Custody Agreements with Guardian, two Supervision Orders, two Emergency 
Apprehensions, one Apprehension Order and one Interim Custody Order. The concerns 
were all related to abandonment, neglect, alcohol and drug use. [T.S.] and her siblings 
were in and out of the care of the Director while her parents sporadically attended 
parenting classes, treatment facilities and counselling. It was discovered in 2009 that in 
June 2009, [E.S.] was intoxicated, threatened to harm himself and then attempted suicide. 
He was arrested and transported to [deleted] for an assessment.  

 
By the summer of 2010 it became apparent that neither Ta. nor E.S. was capable of meeting 
T.S.’s needs. E.S. suffered a debilitating brain injury, was unable to care for himself and required 
A.I.S.H. In addition, he was said to have involvement with a negative peer group and continue 
use of alcohol and marijuana. Ta. struggled with her addictions and had abandoned her children. 
After a parenting assessment in August of 2011, the Director sought and obtained Permanent 
Guardianship Orders for T.S. 
 
By 2012, T.S. and her siblings were placed in kinship care with D.W. & M. Although M. 
subsequently left his wife, D.W. continued caring for T.S. and her siblings with assistance from 
Child and Family Services. T.S.’s contact with Ta. and E.S. was sporadic for some time 
thereafter. By late 2013, however, E.S.’s circumstances had changed considerably. He was 
abstaining from alcohol, was developing independent living skills and was exhibiting significant 
and sincere interest in T.S. and her siblings. In addition, B.S. was spending increasing amounts 
of time in E.S.’s residence, helping out with meals and budgeting. 
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Coincident with E.S.’s renewed interest in and responsibility for T.S. and her siblings was a 
degeneration in circumstances of T.S.’s kinship care. On July 5th, 2014 the Child and Family 
Service’s Crisis Unit received information expressing concerns about T.S.’s care at the home of 
D.W. & M. T.S. is said to have expressed an intention to ‘cut’ herself and that she wanted to die; 
that she was frequently hungry, people were coming and going from the kinship residence, D.W. 
had a new boyfriend and that there was lice in the home. More will be said of this information 
later. By the end of that month, T.S. was placed in E.S.’s residence due to the fact that there had 
been a ‘domestic dispute’ at D.W.’s residence. 
 
T.S.’s caseworker was away at the time of this dispute but spoke to T.S. upon her return. T.S. 
was reticent to talk about the dispute for fear that D.W. would be in trouble. Information received 
by the caseworker following T.S.’s death suggested that one of D.W.’s friends had attempted 
suicide in the home while the children were residing there. She was uncertain whether T.S. had 
witnessed the incident. 
 
T.S.’s caseworker questioned her about the reports of self-harm, etc. T.S. denied them. Her 
caseworker saw no marks on T.S.’s body. In fact, she had never seen any marks on T.S.’s body 
nor any other indications of self-harm. T.S. and her siblings were never hungry; there was ample 
food in the E.S. residence. T.S. did indicate that she no longer wanted to arrange visits with Ta. 
as Ta. frequently failed to show up and T.S. found that heartbreaking. 
 
T.S. was a shy and quiet girl who was described as being “full of life”. She was likely called upon 
from an early age to play a maternal role with respect to her siblings and this may have 
prevented her from developing friendships outside the family unit. However, T.S. was close to 
B.S.’s daughter and would confide in her. T.S. was also in the process of developing a trusting 
relationship with her caseworker. There were no signs of depression, anxiety or apparent 
detachment. Although suicide is a sad reality in Maskwacis, it was seldom discussed amongst 
family members.  
  
Throughout the summer and early fall of 2014, case and youth workers had frequent and 
continuing contact with T.S. at E.S.’s residence and elsewhere. On September 9th, 2014 the 
caseworker documented that T.S. and her sisters, “ … were registered for school and seemed 
happy to be residing with their father.” She later testified at this inquiry that, “[E.S.] was the most 
dedicated father she had ever come across.” Moreover, he and his sister, B.S., were a good 
team in that she was strict and he was very affectionate. 
 
On the morning of October 2nd, 2014, E.S. took T.S. to the Wetaskiwin Hospital to have a boil on 
her stomach examined. It was subsequently treated by medical staff at the hospital. Records 
from the hospital show an unremarkable recovery thereafter. There was some residual pain from 
the surgery and E.S. advised T.S. that they would re-attend on October 3rd, 2014 to have her 
checked out. These events appear to be disconnected from the later suicide. 
 
On the late afternoon of that day, T.S. went to the basement of the residence to lie down and 
rest. E.S. attended with her to comfort her. She advised E.S. that it was okay for him to join the 
others upstairs as she would just rest there. E.S. left the premises to buy pizza for everyone’s 
supper. When he returned, he joined the family upstairs for a time but went to check on T.S. It 
was at this time that he found her hanging by her neck from the basement ceiling. T.S. was 
removed, 911 was called and efforts were made to resuscitate her.   
 
T.S. was 15 years of age at the time of her death.  
 
Ministry of Children’s Services & ‘KCWS’ 
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In 2013, I had occasion to review the Alberta government organizational structure relating to child 
or family services as it existed in and before 2009. I also reviewed (at some length) the operation 
of the Kasohkowew Child Wellness Society (‘KCWS’) as a Delegated First Nation Agency 
(‘DFNA’) charged with the responsibility of carrying out the Ministry’s mandate at Maskwacis. 
See: Public Inquiry Into the Death of K.B.N., June 21st, 2013, at pp.2-5. I will not repeat that 
review in this Report save to note that the organization of the responsible government ministry is 
somewhat different and has been renamed. The Report following that inquiry made a total of 9 
recommendations, many of them for improvement in the organization and operation of KCWS. 
 
There have been a succession of Directors placed in charge of KCWS since that Report. The 
current Director of KCWS, Caroline Peacock, testified at this Inquiry. It was readily evident that 
she has been committed to reorganizing KCWS and improving its operation in accordance with 
many of the Report’s recommendations and otherwise. Impressive steps have been taken in that 
regard. In particular, KCWS now employs only qualified staff who are educated (and continuously 
educated) on suicide prevention. I will not review in this Report all of the steps taken to improve 
KCWS’s service delivery. Nevertheless, I have heard testimony from Norman Welch, the Senior 
Manager of Quality assurance for the Child and Family Services Authority, that regular audits 
place KCWS in the top 5 of 26 service areas in the Province of Alberta. 
 
The organization of KCWS and its service delivery were part of the problem in 2009 when K.B.N. 
died a tragic and premature death. That is no longer the case. The testimony of staff at KCWS, 
supported by that of professionals at the Ministry of Children’s Services satisfies me that both the 
Ministry and its DFNA were competently and professionally discharging their responsibilities at 
times relevant to the subject-matter of this inquiry. 
 
Suicide 
 
Suicide is a grave social problem in Canada. It is the 9th leading cause of death in this country. 
See: Statistics Canada – Leading Causes of Death, at: http://www.statcan.gc.ca/tables-
tableaux/sum-som/l01/cst01/hlth36a-eng.htm. In 2015, there 4405 suicides in Canada. Moreover, 
Canada stands out internationally as a country with a high teenage suicide rate. Statistics 
Canada reports: 
 

The World Health Organization maintains the largest database on teenage suicide. The 
Organisation for Economic Co-operation and Development (OECD) uses this database to 
report on teenage suicide rates, defined as the number of deaths due to "intentional 
self-harm" among 15- to 19-year-olds per 100,000 population. Although not available in 
sex-disaggregated format, data for 2013 or the latest available year suggest that, of the 
33 OECD countries examined, Canada had the 6th highest teenage suicide rate (8.8 deaths 
per 100,000 population, reported for 2011). New Zealand had the highest suicide rate for 
teenagers aged 15 to 19, at 18.9 deaths per 100,000 population. In contrast the teenage 
suicide rate was lowest in Greece at 1.4 deaths per 100,000 population. 

 
And further: 
 

Since the OECD report, newer data for Canada have been released. In 2012, the suicide 
rate for 15- to 19-year-olds was 10.2 deaths per 100,000 population, that is, 14.1 deaths 
per 100,000 population and 6.2 deaths per 100,000 female population 

 
More than a decade ago, Alberta recognized the significance of suicide as a leading cause of 
death in this province. In A Call to Action: The Alberta Suicide Prevention Strategy [2005] the 
reporters noted: 
 

Suicide is consistently a leading cause of death among Albertans. Suicide claims more 
lives annually than other more openly discussed issues such as motor vehicle collisions, 

http://www.statcan.gc.ca/tables-tableaux/sum-som/l01/cst01/hlth36a-eng.htm
http://www.statcan.gc.ca/tables-tableaux/sum-som/l01/cst01/hlth36a-eng.htm
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AIDS or homicide. Historically, Alberta has generally had a higher suicide rate than the 
overall national rate (Alberta Centre for Injury Control and Research, 2000). According to 
Alberta Mental Health Board (AMHB), in the 2001/02 fiscal year, 466 people in Alberta 
died by suicide. But suicide deaths are just the tip of the iceberg. For every death, there 
were nearly six hospitalizations and more than 15 emergency room visits for self-inflicted 
injuries in one year alone. 
 
A Provincial Mental Health Plan for Alberta (Alberta Mental Health Board, Provincial 
Mental Health Planning Project, 2004) has identified the general population, school-aged 
children, and vulnerable populations such as Aboriginal youth as priorities for suicide 
prevention. 
 
Suicide is the second leading cause of injury [or] death among the First Nations people in 
Alberta. When looking at mortality, suicide is among the largest disparities between First 
Nations people and the Canadian population. Suicide rates among First Nations males 
are 2.6 times higher than for the Canadian population in general. Among First Nations 
females the rates are four times higher (Alberta Centre for Injury Control and Research, 
2000).  

[emphasis added] 
 

As disturbing as these numbers are for the general population, they are even more troubling 
when viewed in the context of aboriginal youth. In the report: Toward a Better Tomorrow: 
Addressing the Challenge of Aboriginal Youth Suicide, Office of the Child & Youth Advocate, 
Alberta, March 2016 (‘Toward a Better Tomorrow ‘), the author reports: 
 

There are some alarming statistics: 
• In Canada, suicide rates of Aboriginal young people between 15 and 19 years of 

age almost tripled from the 1950s to the 1980s. 
• The suicide rate for First Nations male youth (between 15 and 24 years of age) is 

126 per 100,000 – over five times higher than the rate of suicide for non-
Aboriginal youth. 

• For First Nations females between 15 and 24 years of age, the suicide rate is 35 
per 100,000 – seven times higher than the rate of suicide for non-Aboriginal 
female youth. 

• Within the Aboriginal youth population, suicide is one of the leading causes of 
death. They are five to six times more likely to be affected by suicide than the 
general population. 

• Between the ages of 10 and 19, Aboriginal youth on Reserves are 5 to 6 times 
more likely to die by suicide than youth in the general population. 

• Over a third of all deaths among Aboriginal youth are attributable to suicide. 
[emphasis in original] 

 
Alberta has, both as a matter of public record and government policy, recognized the need to 
address this problem. The Department of Children’s Services has recently published the 
Department of Children’s Services Business Plan: 2018-21. In the component of that plan entitled 
“Outcomes, Key Strategies and Performance Measures” it lists the following: 
 

Outcome Two: Resilient Families and Communities: Through greater collaboration, 
supports and services to families and communities are strengthened to support nurturing 
environments that enhance the development, well-being and resiliency of children and 
youth. 
 

The Plan’s “Key Strategies” in attempting to bring about that outcome include the following: 
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2.6 Develop and implement strategies to increase wellbeing and resiliency of children and 
families, including developing a Suicide Prevention Plan with community-driven, 
Indigenous approaches to address youth suicide. 

[emphasis added] 
 

The Plan seeks to gauge its performance when implementing that strategy by two measures. 
Neither of those measures include reporting the number of aboriginal youth who commit or 
attempt to commit suicide in a given year. 
 
This Report is not the vehicle for examining the cause(s) of aboriginal youth suicide or 
prescribing the means by which those suicides can be prevented. Happily (or sadly) those 
causes and the means of addressing them are well-known. Alberta’s Child and Youth Advocate 
makes this point eloquently in Toward a Better Tomorrow where it states (at p.72): 
 

Suicide is complex, but it is preventable. The complexity is compounded for Aboriginal 
young people because of their history and the legacy of residential schools and the 
‘sixties scoop’. The problem is not a lack of knowledge. We know what factors and 
circumstances contribute to higher rates of suicide; and, we know what can be done to 
address and reduce them. What is required is a willingness to make this issue a priority 
and to devote the resources needed to address it effectively. 

 
This acknowledgement of understanding about the factors and circumstances contributing to 
higher rates of suicide amongst aboriginal youth predicts the type of recommendations one might 
expect from yet another Fatality Inquiry examining the death of yet another vulnerable young 
aboriginal person. A sense of frustration can be discerned in some of these reports and their 
recommendations. The Report of Hon. Judge G. William Paul in his report on the Public Inquiry 
Into the Death of L.C.N. (relating to an aboriginal youth suicide) illustrates this point when he 
states: 
 

Many suggestions were made for consideration by this Inquiry. The suggestions made by 
Counsel echo recommendations made in the many previous Fatality Inquiry Reports 
completed in this Province. It has been recommended over and over again that we focus 
on training and education for all, saturate aboriginal communities with wellness programs, 
support economic development, introduce programs of study to educate people about the 
aboriginal history and experience, demand inter-agency cooperation, ensure complete 
and accurate files and sharing of information, establish outreach programs to reach 
vulnerable youth, ensure adequate resources to address mental health issues faced by 
children and ensure the availability of counselling services for vulnerable youth. 

 
Solving the tragedy of aboriginal youth suicide requires fundamental change. Fundamental 
change means embracing the recommendations made not only at the many Fatality Inquiries 
referenced by Hon. Judge G. William Paul but also by embracing and committing resources to 
implementing the recommendations of past investigative bodies and ongoing Commissions of 
Inquiry. In Judge Paul’s words: 
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Reports from the Manitoba Justice Inquiry in 1988 containing 293 recommendations, the 
Cawsey Report in Alberta in 1991 and its approximately 350 recommendations, 
commissions of inquiry in Saskatchewan, British Columbia, Ontario, Quebec, New 
Brunswick and elsewhere, The Royal Commission on Aboriginal People and its five 
volume report in 1996 containing almost 500 recommendations and the 2016 report by 
The Truth and Reconciliation Commission of Canada and its 93 Calls To Action, 
collectively give us the answer. We are embarking in this country on a new Royal 
Commission of Inquiry Into Missing and Murdered Aboriginal Women. It is reasonable to 
expect that its findings will likewise be remarkably consistent in context with all of the 
preceding reports. These reports through the hundreds and hundreds of 
recommendations made also set out a road map to guide us in addressing the issues.  
 

These many Reports and Commissions of Inquiry review the larger social problems which are at 
the core of aboriginal youth suicide rates in Alberta. They address those problems at a level 
beyond the scope of this inquiry and are, in the final analysis, the only reliable solution to this 
tragic problem. Doing so will require significant political will and public resources.  
 
My recommendations are aimed at a more modest objective. It is: Can anything be done in short 
order to help prevent tragedies like the death of 15 year old T.S? 
  
 
Recommendations for the prevention of similar deaths: 
 
Recommendation #1: Education – In Toward a Better Tomorrow reference is made to the fact 
that youth suicide rates vary in Aboriginal communities both provincially and nationally. The 
author states (at p.50):  
 

There are significant variations in the rates of youth suicide between Aboriginal 
communities across Alberta and across the country. While some have been terribly 
impacted and have very high rates of youth suicide, others have been relatively 
untouched. 

 
No evidence was heard at this Inquiry about the extent of suicide awareness and prevention 
training undertaken at schools in those communities suffering from a disproportionately high rate 
of Aboriginal youth suicide. I recommend that Alberta identify those communities and ensure that 
public, separate and private school administration, professional staff and student bodies in 
schools servicing those communities receive priority instruction on suicide awareness and 
prevention and, in particular, the application of that instruction to Aboriginal youth. 
 
Recommendation #2: Health Care – During the course of this inquiry, witnesses testified that 
Aboriginal children-in-care seen at hospitals across the province may be treated differently than 
those not in care. The presence of a social worker may lead health care professionals to assume 
a level of awareness and ability to assist that they would not assume when any other parent or 
guardian is present. That testimony was not supported by empirical evidence but featured in the 
testimony of more than one professional. I accept that evidence nonetheless and recommend 
that health care staff be instructed that social workers are not health care professionals and 
health care information or treatment that would otherwise be conveyed to a child’s parent or 
guardian be conveyed to the social worker of a child in care as well. 
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Recommendation #3: Suicide Screening – I am satisfied that professionals involved with T.S. 
acted appropriately based upon the information available to them. Nevertheless, I am also 
satisfied that the disproportionately high rate of Aboriginal youth suicide necessitates some form 
of routine and mandatory screening for the risk of suicide of all Aboriginal youth interacting with 
Alberta Health staff. I recommend: (a) that Alberta identify those communities suffering from a 
disproportionately high rate of Aboriginal youth suicide; (b) ensure that Alberta Health staff 
facilities in those communities receive priority instruction on suicide awareness and prevention 
and, in particular, the application of that instruction to Aboriginal youth; (c) be required to 
administer some form of routine screening for risk of suicide whenever an Aboriginal youth is 
dealt with; and (d) where any concerns relating to self-harm are observed, that they immediately 
be communicated by Alberta Health staff to the relevant DFNA (or analogous agency).  
 
Recommendation #4: Mental Health Support – I recommend that Alberta identify those 
communities suffering from a disproportionately high rate of Aboriginal youth suicide and ensure 
that they be provided with priority access to an ‘on-call’ qualified mental health care professional 
to provide guidance and support to social workers from DFNA’s working in those communities. 
Qualified mental health care professionals would need to have both the requisite medical 
knowledge or training as well as education peculiar to the experiences of Aboriginal communities. 
 
Recommendation #5: Emergency Contact – Earlier in this Report I referred to contact made to 
the Crisis Unit relating to comments attributed to T.S. about self-harm, etc. I am satisfied that at 
least some of the information conveyed was false and other aspects exaggerated. However, that 
conclusion was arrived at quite some time after the original report. Other reports (albeit of a 
similar nature) may require immediate action. ‘On-call’ workers at DFNA’s are likely in the best 
position to determine whether immediate action is warranted in these situations. Accordingly, I 
recommend that a Crisis Unit be required to notify an ‘on-call’ worker at a DFNA regarding any 
report of a possible suicide risk and that they be instructed to err on the side of contact. 
 
Recommendation #6: Supporting Survivors – In Toward a Better Tomorrow reference is made to 
the fact that the tragedy of a suicide extends beyond the deceased, noting (at p.50): 
 

Those interventions that are made after a suicide, largely taking the form of support for 
those left behind. Some research suggests that at least six people close to the individual 
who died will be left in a state of grief and loss. Losing someone close to suicide 
commonly results in intense emotional trauma, shock, grief and guilt; and, both physical 
and mental health can be negatively impacted. Information and support are important in 
helping the bereaved. When a youth has a relative who has attempted suicide or died by 
suicide, there needs to be deliberate, proactive supports to help the young person. 
Suicidal behaviour by family members is positively associated with the suicidal behaviour 
of young people, which needs to be considered when working with particularly vulnerable 
youth. Exposure to peer suicide may also increase the suicide risk and supports are 
required. 
 

Following a suicide in those communities suffering from a disproportionately high rate of 
Aboriginal youth suicide, the DFNA in that area should determine whether there is a kinship 
connection between the deceased and any children-in-care. Proactive support for those identified 
in this process (typically, bereaved children and their caregivers) should be provided by the 
DFNA to prevent future suicides.  
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Recommendation #7: Performance Measures – I appreciate that the factors precipitating 
Aboriginal youth suicide are many and varied. Failure to reduce the disproportionately high rate 
of Aboriginal youth suicide may not signal failure of any or all of the Ministry’s measures. 
Nevertheless, any increase in that rate (or even static numbers) over the course of a 3 year 
Business Plan should invite scrutiny: reconsideration of existing strategies and a search for new 
strategies. Accordingly, I recommend that the Ministry of Children’s Services amend its 
Department of Children’s Services Business Plan: 2018-21 to add the annual number of 
Aboriginal youth suicides as a performance measure for Outcome Two: Resilient Families and 
Communities and that it report on those numbers in each Annual Report. 
 
   

DATED May 10, 2018 , 
 
 

  

at Wetaskiwin , Alberta. 
Original signed by 

  
Hon. Bart Rosborough 

A Judge of the Provincial Court of Alberta 
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