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CANADA 
Province of Alberta 

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

 

  
Fatality Inquiries Act 
 

WHEREAS a Public Inquiry was held at the Provincial Court of Alberta, 601-5th Street S.W. 

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

on the 3rd  day of September , 2013 , (and by adjournment 
    year  

on the 4 day of September , 2013 ), 
    year  

before Judge Karim Z. Jivraj , a Provincial Court Judge,  
  

into the death of Trinh My TRAN 52 
  (Name in Full) (Age) 

of  and the following findings were made: 
 (Residence)  

Date and Time of Death: June 5, 2011, approximately 2:00 p.m. 

Place: Glenmore Reservoir 
    

 
 

Medical Cause of Death:  
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 Inquires Act, Section 1(d)). 
 
Drowning 

  Manner of Death:  
(“manner of death” means the mode or method of death whether natural, homicidal, suicidal, suicidal, accidental, 
unclassifiable or undeterminable – The Fatality Inquiries Act, Section 1(h)). 
 Undeterminable  

  



Report – Page 2 of 10 
 
 

J 0338 (Rev. 2005/10) 

 Circumstances under which Death occurred: 
 Summary 
 
The deceased, 52 year old Trinh My Tran, was admitted to the Rockyview General Hospital on 
April 1, 2011 with a mental disorder.  Between 10:15 a.m. and 11:30 a.m. on June 5, 2011 while 
on an off-unit privilege, Ms. Tran went missing from the hospital.  Later that day, at approximately 
2:15 p.m., she was found drowned along the bank of the Glenmore Reservoir. 
 
The primary purpose of this inquiry is to examine how Ms. Tran came to fall into the reservoir, 
and to determine what measures, if any, can be taken to prevent such an occurrence in the future 
given the deceased’s mental health history and the policies in place at the mental health unit of 
the Rockyview hospital. 
 
Circumstances 
 
The following individuals were called to testify at the Inquiry: 
 

1. Poonam Kaloti 
2. Dr. John Kent Sargeant 
3. Kimberley Underwood 
4. Constable Benjamin Lawson 
5. Dr. Roy Turner 
6. Tanya Tonellato 

 
Ms. Tran’s next of kin did not participate in the inquiry.   
 
Testimony of Poonam Kaloti 
 

1. Ms. Kaloti is a registered nurse.  She testified that she had worked at the Rockyview 
Hospital from 2003 to 2013.  At the time of the incident, she was working in the adult 
mental health in-patient unit.  Her duties included checking-in patients; assessing their 
condition and clinical status; administering medication and managing behavior, and 
participating in bi-weekly multidisciplinary meetings with patients and other care providers. 

 
2. Ms. Kaloti testified that Ms. Tran was admitted to the Rockyview Hospital on April 1, 2011 

with a diagnosis of schizophrenia.  Ms. Kaloti was not Ms. Tran’s primary nurse, but had 
worked with her on a number of occasions.  She recalled Ms. Tran as being “pretty jovial 
with staff and other patients on the unit”. 
 

3. According to Ms. Kaloti, Ms. Tran was progressing well and appeared “pretty settled”.  
She was following her treatment plan; was taking her medication; was engaging with staff, 
and was making use of her off unit privileges and off hospital ground passes without 
incident.  Ms. Kaloti testified that she had had no cause for concern respecting Ms. Tran’s 
behavior. 
 

4. Ms. Kaloti testified that on June 5, 2011, Ms. Tran appeared settled, and was pleasant in 
her demeanor.  She was social with the staff, and had taken her morning medication 
without any issue.  She had been off the unit for an hour earlier that morning on and off-
unit privilege, and had returned on time.  In general, nothing about her behavior that 
morning had raised any cause for concern. 
 

5. At 10:15 a.m. on June 5, 2011, Ms. Tran signed out a second time for a 60 minute off-unit 
privilege.  She was to return to the unit at 11:15 a.m.  At 11:30 a.m., seeing that Ms. Tran 
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had not returned, Ms. Kaloti and other staff members searched the unit, and had her 
paged over the hospital intercom.  After Ms. Tran failed to respond to the overhead page, 
at 11:45 a.m., Ms. Kaloti sought the assistance of hospital security.  
 

6. At 12:45 p.m., Ms. Kaloti was advised by security that they had been unable to find Ms. 
Tran, but would continue to look.  Ms. Kaloti testified that she contacted the psychiatrist 
on call, advised her of the situation, and then, in accordance with hospital policy, filed a 
missing persons report with the Calgary Police Service. 
 

7. According to Ms. Kaloti, the psychiatrist attended at the Unit, and completed a “Form 3” 
(Order To Return a Formal Patient Back To The Mental Health Facility), which, together 
with Ms. Kaloti’s written statement, were provided to the police. 
 

8. According to Ms. Kaloti, later that afternoon, two police officers arrive at the Unit and 
advised her that Ms. Tran’s body had been found in the reservoir. 
 

9. Ms. Kaloti in her evidence made some reference to some documents, including two that 
were titled “Emergency Procedures: Code Yellow – Missing Persons” [Exhibit 1/Tab 27] 
and AWOL Mental Health Formal (Certified) Patient Checklist” [Exhibit 1/Tab 24], as 
constituting the procedure to be followed by staff in the event that a patient went missing.   
 

10. Ms. Kaloti testified that her response after learning of Ms. Tran’s disappearance as in 
compliance with hospital policy and procedures.  
 

11. Ms. Kaloti testified that with the exception of the June 5, 2011 incident, she was not aware 
of any other incident where Ms. Tran had not used her off-unit privilege properly.  
 

12. She also stated in her evidence that while there was a concern initially of Ms. Tran 
harbouring suicidal thoughts when she was first admitted to the hospital, her behavior at 
least in the one month preceding June 5, 2011 had raised no such concern. 
 

13. Ms. Kaloti testified that off-unit privileges and passes to leave hospital grounds are only 
granted by the patient’s treating psychiatrist.  With respect to the off-unit privileges, while 
there is no designated limit as to the number of times a patient may go off the unit, 
patients are required to return to the unit at certain designated times. 
 

 
Testimony of Dr. Kent Sargeant 
 

14. Dr. Sargeant has been working as a psychiatrist at the mental health unit of the 
Rockyview hospital since the mid 1990’s. 
 

15. He testified that between 10:30 a.m. and 11:00 a.m. on June 5, 2011, he was out for a 
walk with his daughter just off the hospital property, when he noticed Ms. Tran walking in 
their direction down a paved path. 
 

16. Dr. Sargeant testified that although he was not personally involved in Ms. Trans’ care, he 
recognized her from the unit, and was surprised to see her outside hospital grounds.  He 
greeted her, and suggested that she go back onto hospital property.  According to Dr. 
Sargeant, Ms. Tran turned around and took the path back onto hospital property, where 
she then sat down on a bench. 
 

17. Dr. Sargeant immediately proceeded to Unit 45 where Ms. Tran was a patient, advised a 
nurse on duty of his encounter, and suggested that someone should talk to Ms. Tran to 
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make sure that she understood the boundaries and respecting her off-unit privileges. 
 

18. Dr. Sargeant returned to the path to join his daughter, and did not see Ms. Tran again. 
 

19. Dr. Sargeant testified that off-unit privileges are confined to hospital grounds, which is 
explained to all patients granted these privileges.  According to Dr. Sargeant, while there 
are no posted signs to indicate what is hospital property and what is not, patients were 
fully orientated on the geographical boundaries of the hospital. 
 

20. Dr. Sargeant was aware that Ms. Tran had on numerous occasions in the past exercised 
her off-unit privileges, and felt that she might have mistakenly wandered off the property 
when he ran into her off hospital grounds on June 5, 2011.  
 

21. Dr. Sargeant testified that off-unit privileges serve an important purpose of providing 
hospital staff the means to assess how a particular patient is operating, the extent to 
which he or she is able to stay organized; be aware of his or her surroundings; keep track 
of time, and how responsible they are. 
 

22. According to Dr. Sargeant, patients are only given off-unit privileges when they are 
deemed capable of accepting the conditions attached to those privileges.  The treating 
psychiatrist and staff must be satisfied beforehand that the patient is stable enough to 
accept the responsibility. 
 

23. Dr. Sargeant described the embankment of the reservoir adjacent to the hospital as being 
“quite steep”.  Since the incident however, an iron pipe fence has been erected to prevent 
someone from accidentally falling down the embankment. 
 

Testimony of Kimberley Underwood 
 

24. Ms. Underwood worked at the Rockyview hospital from April 2007 to April 2012.  She 
testified that at the time of Ms. Tran’s death, she was part of a team of seven Community 
Peace Officers with the Protective Services Department of Alberta Health Services 
working at the Rockyview. 

 
25. Ms. Underwood described her duties as a community peace officer to include looking 

after the safety of staff, patients and visitors, and also assisting with searches for missing 
patients. 
 

26. Ms. Underwood testified that on June 5, 2011, she was the acting team lead.  She was 
advised by a telephone call from Ms. Kaloti at approximately 11:48 a.m. that Ms. Tran had 
gone missing.  Ms. Underwood was provided with pertinent details including Ms. Tran’s 
encounter with Dr. Sargeant earlier that morning. 
 

27. According to Ms. Underwood, particulars of all such calls are recorded in a Protective 
Services Dispatch Event Log [Exhibit 1/Tab 19]. 
 

28. Ms. Underwood testified that a search of all buildings as well as the entire exterior 
perimeter of the hospital was conducted by four members of the protective services staff.  
Two members remained in the emergency department area, and assisted with the search 
in that vicinity. 
 

29. Ms. Underwood testified that the search for Ms. Tran was carried out in accordance with 
Alberta Health Services policy and procedures which dictate that if a patient fails to return 
from an off-unit privilege, a search of the patient’s unit as well as other units in the vicinity 
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is to be carried out by unit staff.  If the patient cannot be located, protective services is to 
be called in to assist.  Protective Services staff are initially asked to simply “be on the 
lookout for” the patient, and the patient is also paged on the intercom.  Once the patient 
fails to respond to the overhead page, a “code yellow” is called, and the search for the 
patient becomes a priority. 
 

30. According to Ms. Underwood, only after protective services has completed a thorough 
search of the hospital, is the Calgary Police Service called in for assistance.  In Ms. Tran’s 
case, protective series contacted Ms. Kaloti at approximately 1:00 p.m. to advise that they 
were unable to locate Ms. Tran. 
 

31. According to Ms. Underwood, the steps followed by protective services staff to locate Ms. 
Tran were in accordance with the Alberta Health Services policy and procedures found at 
Exhibit 1/Tab 37   - “Emergency Procedures: Code Yellow – Missing Persons”. 
 

32. Ms. Underwood identified a pro-forma checklist of steps to be followed by hospital staff in 
the event that a patient went missing [Exhibit 1/Tab 38 – Missing Persons Form]. 
 

33. Ms. Underwood testified that the path near the reservoir is a popular place for smokers, 
and usually among the first to be searched by protective services due to its proximity to 
the hospital.  According to Ms. Underwood, it is very difficult for patients or members of 
the public to tell what part of the grounds by the reservoir are part of the hospital property. 
 

34. Ms. Underwood testified that in February 2013, the Rockyview implemented the Mental 
Health Liaison Officer (“MHLO”) program. 
 

35. The program, which is geared specifically to the needs of the mental health units and their 
patients [Tab 40/Exhibit 1 – “Mental Health Liaison Team”), was first tested at the 
Foothills and Alberta Children’s Hospital over a period of six months, and now forms a 
part of all acute care sites in Calgary.   
 

36. According to Ms. Underwood, all MHLO team members are required to go through 
specialized training.  With respect to her training and experience as a MHLO since 
February 2013, Ms. Underwood described it as a very positive experience which has 
provided her with substantial knowledge in issues relating to mental health, and the 
confidence to deal with people with mental health issues. 
 

Testimony of Constable Benjamin Lawson 
 

37. Constable Lawson, a member of the Calgary Police Service (“CPS”) for six years, testified 
that in the early afternoon on June 5, 2011, he responded to a 911 call from a civilian who 
had reported to have spotted a human body in the Glenmore reservoir. 
 

38. Constable Lawson was the first officer on scene.  Because Ms. Tran’s body was still 
submerged in the water when he arrived, he contacted the Calgary Fire Department as 
well as the medical examiner, both of whom attended at the scene. 
 

39. Constable Lawson described the area where Ms. Tran’s body was found as a “precarious 
spot”, with a steep embankment into the water [photo at Exhibit1/Tab 6]. 
 

40. Constable Lawson testified that given the steepness of the embankment and the loose 
gravel, it was very possible for someone to lose their footing and slide down the 
embankment into the water. 
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41. According to the officer, the water where Ms. Tran’s body was located appeared 
approximately five to six feet deep. 
 

42. Constable Lawson testified that he walked the bank of the reservoir by the hospital, and 
noticed nothing that would suggest possible foul play.  The officer also learned from the 
medical examiner that Ms. Tran’s body had no marks or trauma of any kind consistent 
with a fall or foul play. 
 

43. Given the flow of the river, and the location of the body, Constable Lawson ruled out the 
possibility that Ms. Tran might have jumped off the Glenmore Bridge. 
 

44. Given the absence of any visible marks or signs of trauma on Ms. Tran’s body, Constable 
Lawson was of the opinion that Ms. Tran may have “entered the water possibly 
disoriented and off her medication”, was unable to swim, and drowned. 
 

45. The officer acknowledged however that there was nothing about Ms. Tran’s case that 
enabled him to say to any degree of certainty exactly how she had ended up in the water. 
 

46. I also note that Ms. Kolati’s evidence that Ms. Tran had taken her medication and was 
jovial with the staff appears to refute at least to some degree the officers suggestion that 
Ms. Tran may have been disoriented as a result of being off her medication. 
 

Testimony of Dr. Roy Turner 
 

47. Dr. Turner was Ms. Tran’s treating psychiatrist during the time prior to her death.  He has 
been working as a psychiatrist at the Rockyview Hospital since 2003. 

 
48. According to Dr. Turner, Ms. Tran was transported to the emergency department of the 

Rockyview Hospital on April 1, 2011 under a Form 10 [Exhibit 1/Tab 20/Document 
#00049].  The grounds for Ms. Tran’s Form 10 apprehension was that she had not been 
taking her medication; that she was delusional, and that she had threatened to confront 
her landlord who she believed had been breaking into her apartment. 
 

49. At 3:50 p.m. on April 1, 2011, Ms. Tran was examined by an emergency room physician, 
and was diagnosed as being delusional.  The physician completed and signed an 
Admissions Certificate under Form 1 of the Mental Health Act of Alberta [Exhibit 1/Tab 
20/Document # 00050]. 
 

50. At 5:30 p.m. on April 1, 2011, Ms. Tran was examined by an inpatient psychiatrist, who 
also diagnosed her as being psychotic and delusional.  The psychiatrist also completed 
and signed a Form 1 [Exhibit 1/Tab 20/Document # 00051]. 
 

51. The Form 1 certification by the psychiatrist (being the second within a 24 hour period), 
allowed for Ms. Tran’s detention for up to 30 days for purposes of treatment without her 
consent. 
 

52. Ms. Tran was formally notified of the Form 1 Admission Certificates issued on April 1, 
2011 [Exhibit 1/Tab 20/Document #00060], and on April 3, 2011, she filed an Appeal to 
have the Certificates cancelled [Exhibit 1/Tab 20/Document #00052]. 
 

53. On April 14, 2011, Dr. Turner completed a Form 11 [Exhibit 1/Tab 20/Document # 
00053] declaring Ms. Tran incompetent to make treatment decisions.  According to Dr. 
Turner, this decision was necessary due to Ms. Tran’s refusal to undergo assessment and 
treatment.  
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54. On May 1, 2011, the Admission certificate was renewed for a further 30 days.  The 

Renewal Certificate signed by Dr. Morin states that Ms. Tran was suffering from paranoid 
delusions [Exhibit 1/Tab20/Document #00055]. 
 

55. On June 1, 2011, the Admission Certificate was again renewed for another 30 days 
[Exhibit 1/Tab 20/Document # 00058]. 
 

56. Dr. Turner testified that he was first informed of Ms. Tran’s condition on or about April 4, 
2011.  He was also made aware at the time that Ms. Tran had been a prior patient of the 
mental health unit. 
 

57. Dr. Turner testified that his initial concerns for Ms. Tran related to poor hygiene, lack of 
sleep, aggression, poor nutrition and hydration, and refusal to take medication for her 
mental illness.  Also of concern was Ms. Tran’s declining ability to function properly within 
the community (largely due to friction with people around her). 
 

58. Dr. Turner described Ms. Tran’s mental illness as a “severe persistent illness” which, 
despite treatment, left her with a significant symptom burden and functional deterioration. 
 

59. Dr. Turner testified that the only time Ms. Tran had exhibited any signs of suicidal ideation 
was during their initial meeting.  In the course of being encouraged to eat and drink, Ms. 
Tran had threatened to starve herself.  According to Dr. Turner, this incident occurred at a 
time when Ms. Tran had very limited stress tolerance.  In Dr. Turner’s opinion, Ms. Tran’s 
threat to starve herself was a ”stress related articulation rather than a suicide plan”. 
 

60. Dr. Turner described for the court in brief some of the symptoms normally associated with 
suicidal thoughts.  He testified that while it is very difficult to predict whether someone is 
planning to commit suicide, aside from the initial threat of starving herself, Ms. Tran did 
not exhibit any of the signs or risk factors associated with suicidal thoughts. 
 

61. Dr. Turner testified that Ms. Tran had shown significant improvement over the course of 
her stay at the hospital.  She continued to get better, and was granted unaccompanied 
off-unit passes which, with the exception of a single incident where she was one hour late 
in returning from a 6 hour off hospital grounds pass, she exercised without incident, 
returning on time on every occasion. 
 

62. According to Dr. Turner, Ms. Tran was consistently getting better.  She had become more 
tolerant to stress and was engaging the community and some of the stressors that had 
been long standing in her life.  
 

63. Dr. Turner testified that between himself, a medical student and a resident, Ms. Tran was 
seen on a daily basis, and that he himself sat down with Ms. Tran at least two to three 
times a week to review her condition.  Aside from that, it was customary for Dr. Turner to 
make daily rounds of the unit, consult with nursing staff, and attend morning meetings to 
address patient related issues.  
 

64. Dr. Turner testified that given the severity of Ms. Tran’s illness and the inherent “baseline” 
level of risk of suicide that she presented with, Ms. Tran had remained very future 
directed over the course of her treatment.  He testified that he had seen nothing but 
improvement in her over time, and that there were no flags around suicide risk, or that the 
risk had heightened or changed in the time leading up to her death. 
 

65. Dr. Turner talked about “some turbulence” in the week leading up to Ms. Tran’s death 
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around decisions respecting her housing.  According to Dr. Turner, the plan initially was to 
discharge Ms. Tran that week based on her progress, and that had Ms. Tran very excited.  
The plan to discharge Ms. Tran however changed following a multi-disciplinary meeting 
with Ms. Tran’s “community team” (comprised of psychiatrists and mental health 
clinicians) who had felt that Ms. Tran was not yet ready for discharge.  Ms. Tran’s 
discharge was put on hold, and a decision was made instead to move her to Clare’s 
Home for between six to twelve months in the hope that she would continue to make 
further progress. 
 

66. According to Dr. Turner, the meeting with the “community team” had been very stressful 
for Ms. Tran, and she began to show some of the symptoms that she had presented with 
initially during the time of her admission.   
 

67. Dr. Turner was of the opinion however that Ms. Tran adjusted well to the situation.  Her 
symptoms settled rather quickly, and he had no reason to be concerned about her 
harbouring any thoughts of committing suicide.  
 

68. According to Dr. Turner, in the days following the meeting and prior to her death, Ms. Tran 
had been taking her medicine, was adherent with her care plan, and appeared to have 
come to terms with the idea of not getting to go home as quickly as she would have liked. 
 

69. Dr. Turner reviewed for the court the hospital’s policy on Observation Levels respecting 
mental health patients [Exhibit 1/Tab 21].  In general, patients in Ms. Tran’s situation are 
typically started at “Close I” when first admitted, and as they begin to show improvement 
over time, they are gradually moved up to different levels of observation and off-unit 
privileges. 
 

70. As for Ms. Tran, Dr. Turner testified that she moved from Close II to Routine within a 
matter of two weeks.  This meant that she was able to leave the unit unsupervised for up 
to 60 minutes at a time. 
 

71. Dr. Turner testified that while it was ultimately his responsibility to determine whether a 
patient was suitable for off-unit privileges, the decision was only made after consultation 
with the multi-disciplinary team and nursing staff, and only after the team as a whole was 
satisfied that the patient was able to handle the privileges. 
 

72. Speaking of Ms. Tran’s use of her off-unit privileges, Dr. Turner described her as 
“impressively diligent” and “very, very crisp and clear with the time lines”.  He testified that 
the one instance where Ms. Tran was an hour late returning from her off hospital grounds 
pass was a result of her having misunderstood the time that she needed to have been 
back. 
 

73. Aside from that one incident, Dr. Turner had no concerns regarding Ms. Tran’s use of her 
off unit privileges or passes. 
 

74. Dr. Turner testified that it was standard procedure for patients to be given an orientation 
respecting the hospital grounds before being allowed off the unit.  In the case of Ms. Tran, 
Dr. Turner noted that she had previously been a patient on unit 49, that she knew the site 
well, and that she had been out on off-unit privileges on numerous occasions.  
 

75. When asked if he had an opinion as to why Ms. Tran would have left the hospital grounds 
on June 5, 2011, Dr. Turner considered the possibility that Ms. Tran may have previously 
during her off-unit privileges frequented the location where her body was found.  He 
described the area as a ‘beautiful network of pathways’ with a beautiful view.  According 



Report – Page 9 of 10 
 
 

J 0338 (Rev. 2005/10) 

to Dr. Turner, the slope into the reservoir is mere “steps away” (30 to 40 feet) from the 
back of the inpatient unit. 
 

76. Prior to Ms. Tran’s condition deteriorating to the point where she needed to be 
hospitalized on April 1, 2011, she had been residing on her own.  While she did receive 
some level of support to access community resources, she was able to manage all basic 
activities of daily living on her own, including getting around on public transportation. 
 

 
Testimony of Tanya Tonellato 
 

77. Ms. Tonellato was a Clinical Nurse Specialist at the Rockyview hospital’s inpatient mental 
health unit for some 17 years.  Having a Master’s Degree in Nursing with a specialty in 
mental health, Ms. Tonellato described her role as being that of a support person for the 
multi-disciplinary team in areas including patient care, best practice, education on policies 
and procedures, and research. 

 
78. Ms. Tonellato described in some detail the policies and procedures surrounding the 

different levels of observations referred to earlier in evidence by Dr. Turner [Exhibit 1/Tab 
21]. 
 

79. According to Ms. Tonellato, this policy was last updated in November 2011 in an effort to 
bring about consistency across the province.  The new policy, referred to as Mental 
Health Observation Policy: Acute Inpatient Psychiatric Units [Exhibit 1/Tab 27] 
incorporates the existing policy as well as some best practices.  The observation times 
and corresponding privileges or lack thereof have remained substantially the same.  As 
was the case before, only a psychiatrist or treating physician, in collaboration with the 
“treatment team”, can authorize off-unit privileges or passes. 
 

80. Ms. Tonellato also reviewed the hospital’s policy respecting the process that must be 
followed when patients on a pass or off-unit privilege fail to return on time [Exhibit 1/Tab 
13]. 
 

81. According to Ms. Tonellato, nursing staff have the discretion to either trim down off-unit 
privileges or increase observation frequency in cases where there are specific concerns 
about a particular patient.  Nursing staff do not however enjoy the same discretion when it 
comes to reducing the frequency of observation or extending off-unit privileges.  Only the 
treating physician or psychiatrist, in collaboration with the treatment team, is able to do 
that.  
 

82. According to Ms. Tonellato, this policy has remained in place, unchanged, since 1999. 
 

83. Speaking of the role that passes and off-unit privileges play in the overall treatment of 
mental health patients, Ms. Tonellato testified that these play a critical role in the 
assessment and treatment of patients, and their safe discharge back into the community. 
 

 
Findings: 
 

84. Based on the evidence tendered at the inquiry, I find as follows: 
 

(i) That Ms. Tran suffered from a severe and persistent mental disorder; 
 
(ii) That the circumstances and events leading to Ms. Tran’s death do not disclose 
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any limitations or problems with the hospital’s policies and procedures, or with 
the type of care that was provided to Ms. Tran. 

 
(iii) That hospital staff followed hospital policy and procedures, and 

 
(iv) That there were no material discrepancies in the evidence offered by the 

various witnesses during the course of the inquiry.  I accept their evidence. 
 
Recommendations for the prevention of similar deaths: 
 
 

85. I note that since Ms. Tran’s death, a fence of sorts has been erected bordering the bank 
of the reservoir in the general area where her body was located to prevent accidental falls 
down the embankment. 

 
86. While I have no recommendations to make that might prevent similar deaths in the future, 

it seems to me that there is a clear need for some signage, particularly around the area of 
the reservoir adjacent to the mental health units, that would make it clear to the public 
what ground is hospital property and what is not. 

   

DATED April 14, 2014 , 
 
 

  

at Calgary , Alberta. 
Original signed by 

  
Karim Z. Jivraj 

A Judge of the Provincial Court of Alberta 
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