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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 Building 

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

on the 17 to 21 day of October  , 2016 , (and by adjournment 
    Year  

on the 13 to 15 day of December , 2016 ), 
    Year  

before the Honourable F.K. MacDonald , a Provincial Court Judge,  
  

into the death of K.C. 15 
  (Name in Full) (Age) 

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

Date and Time of Death: 
between 12:30 p.m. on April 21, 2014 and  

2:09 a.m. on April 22, 2014 

Place: 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 – Fatality Inquiries Act, Section 1(d)). 
 
Hanging/Asphyxiation 

  Manner of Death:  
(“manner of death” means the mode or method of death whether natural, homicidal, suicidal, accidental, unclassifiable 
or undeterminable – Fatality Inquiries Act, Section 1(h)). 
 Suicidal 
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 Circumstances under which Death occurred: 
 DEFINITIONS 
 
Of necessity, the organizations described in this Fatality Inquiry Report use acronyms.  In the 
interest of brevity, here are the most common: 

• AWOL means “Absent Without Leave”; 

• CARF means “Commission on Accreditation of Rehabilitation Facilities”; 

• CARRT means “Child at Risk Response Team”; 

• CFS means “Child and Family Services”; 

• CIMDS means “Child Information Management Data System”.  Information collected on 
the Report of Death and the Report of Serious Injury, child specific demographic 
information related to the death or serious injury of a child, process related to the 
timelines for submission and communication with the Council for Quality Assurance 
(CQA) and the Office of the Child and Youth Advocate (OCYA), investigative reports, 
formal public investigations/reviews/reports and progress updates on formal 
recommendations; 

• CIR means “Critical Incident Reports” which are reports prepared by Crossroads staff 
regarding incidents of drug use, self-harm, AWOL etc. and submitted to Crossroads 
management and to the CW; 

• Crossroads means “Crossroads House” which is a housing program for high-risk youth 
also run by E4C.  Crossroads was specifically designed to house sexually exploited high-
risk youth (i.e. PSECA youth).  Crossroads House has a capacity of five beds; 

• CYFEA means the Child Youth and Family Enhancement Act, RSA 2000, c C-12; 

• CW means “Case Worker”; 

• E4C means “Edmonton City Centre Church Corporation”.  E4C run a series of programs 
aimed at serving the residents of the inner city of Edmonton.  The programs include 
supportive and affordable housing for homeless adults; a youth housing programs; food 
security and school nutrition; services for early childhood education and development; 
and family support; 

• ICYHP means “Inner City Youth Housing Project”, which is a youth housing program 
managed by E4C; 

• i-Human Youth Society is a non-profit society that works with Edmonton’s high risk youth; 

• IOC means “Implementation Oversight Committee”; 

• MDT means “Multidisciplinary Team”; 

• PGO means “Permanent Guardianship Order”; 

• PCU means “Placement Coordination Unit” which is a body in CFS which finds 
placements for children in care; 

• PRAT means “Placement Resources Assessment Team”; 

• PSECA means the Protection of Sexually Exploited Children Act, RSA 2000, c P-30.3; 

• PTT is a “Placement Intake Screening”.  A PTT is a form completed by the case worker 
and used by the PCU to find a suitable placement for a child; and 

• TGO means “Temporary Guardianship Order”. 
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K.C.’S FAMILY AND HISTORY IN CARE 
 
To understand the circumstances of K.C.’s death, it is necessary to review the events in her short 
life, which brought her to Crossroads House. 
 
K.C. was born on January 18, 1999. 
 
K.C.’s mother, C.C., came from a dysfunctional family.  Between the ages of ten and eighteen, 
C.C. spent 597 days in foster care or the Director’s care.  C.C. was placed in secure treatment on 
seven occasions for depression and attempted suicide.  C.C.’s involvement in the Child Welfare 
system was the result of physical and emotional neglect, a lack of appropriate caregivers, school 
attendance issues, domestic violence, abandonment, transience and parental substance abuse. 
 
K.C.’s father was L.D.  At the times discussed in this Report, C.C. was no longer with L.D.: she 
was in a common law relationship with F.H.  F.H. is the father of four of K.C.’s younger siblings.  
As a parent, F.H. had a long involvement with CFS due to concerns regarding domestic violence, 
substance and alcohol abuse. 
 
K.C. had an extensive history with CFS, starting in 1999.  K.C. was placed under a PGO on 
September 17, 2012. 
  
Prior to that there had been fourteen screenings, fourteen interventions, two Apprehension 
Orders, one Emergency Apprehension, one Family Enhancement Agreement with a Guardian, 
two Custody Arrangements with Guardians, seven Interim Custody Orders, two Custody Orders, 
and one TGO.  At the time of .K.C.’s death, all of her seven siblings were under PGOs, TGOs or 
in Private Guardianship with another family member. 
 
K.C. was raised in a chaotic household, rife with substance abuse, neglect, domestic violence 
and conflict. 
 
In 2003, K.C.’s grandmother was granted temporary custody because of C.C.’s substance abuse 
and addiction issues. 
 
In 2007, the CARRT team apprehended K.C. and her younger brother because C.C. was 
intoxicated and unable to care for her children.  It was noted at the time, that K.C. was 
“parentified”—meaning that she had assumed the caregiver role for her younger brother.  K.C. 
was eight years old at the time.  The children were briefly in their grandmother’s care and then 
they were placed in foster care until April of 2009.  There was a brief period in 2008 when the 
children were placed with a great aunt.  C.C.’s visits with the children at that time had to be 
supervised because of substance abuse concerns.  K.C.’s behaviour at the time was problematic: 
she was stealing, lying and wandering off. 
 
K.C. and her brother remained in care until May of 2009, at which time they were returned to 
C.C.’s care under an Enhancement Agreement. 
 
In May of 2010, CFS became involved again because of concerns regarding C.C.’s parenting.  
C.C. was diagnosed with postpartum depression. 
 
CFS became involved again in November of 2010.  At that time C.C.’s partner, F.H. was 
prohibited by court order from contacting C.C. or from attending her residence because of abuse 
allegations.  Police attended because of an assault by F.H. and C.C. on another male at the 
residence.  The assault was witnessed by K.C. and her brother.  The male was allegedly a sex 
offender, and the assault was to “protect the children.” 
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CFS investigated again in March of 2011 because of reports of domestic violence (F.H.) and 
alcohol abuse (C.C.). 
 
CFS investigated yet again in June of 2011 because of concerns about the children being 
neglected, inadequate supervision, and alcohol abuse. 
 
CFS became involved again in November of 2011, for the same concerns and because of the 
children’s absence from school.  K.C. disclosed to a CFS worker that she fed her youngest 
brother boiled water because there was no formula in the house.  By this time, K.C. had four 
younger siblings. 
 
In December of 2011, CFS became involved again because of concerns regarding C.C.’s 
drinking, the filthy condition of the children, and reports of assaults on the children by F.H. 
 
In January of 2012, K.C. and the eldest of her brothers were apprehended and placed into foster 
care.  K.C. and her brother disclosed to CFS workers that F.H. was physically abusive to C.C. 
and to all the children.  K.C. disclosed that she was the caregiver for her four younger brothers 
when her parents were intoxicated. 
 
K.C. also disclosed to a CFS worker that she was self-cutting.  The CFS worker noted there were 
over fifty cuts on K.C.’s arms that were in different stages of healing.  At that time, K.C. also 
disclosed that two weeks prior she had tried to hang herself.  K.C. told the worker that she had 
blacked out and when she awoke, her cousin was underneath her.  K.C. disclosed that she had 
suicidal thoughts regularly. 
 
In February of 2012, K.C. was placed in foster care.  Her foster parents told CFS that she was 
hearing voices.  K.C. disclosed the voices were telling her to cut and kill herself.  K.C. was 
referred to a psychiatrist, Dr. Leung, who confirmed K.C. had PTSD and a non-specific 
depressive disorder.  The voices (auditory hallucinations) were the result of a non-specific 
psychotic disorder and dissociation.  Dr. Leung prescribed an antipsychotic drug, but its use was 
delayed because the consent of K.C.’s mother C.C. was required, but was not forthcoming. 
 
K.C. remained in foster care and the foster family she was with was a good fit for her.  
Nonetheless her psychiatric problems continued.  In June of 2012, her suicidal ideation increased 
and she was twice taken to the Royal Alexandra Hospital (RAH).  The voices were telling her to 
harm herself and others and she was having problems sleeping.  Because there was no TGO in 
place, only C.C. could authorize that medication be prescribed for K.C.; she was not inclined to 
provide her authorization. 
 
K.C.’s distress and suicidal thoughts continued in July 2012.  Her foster parents discovered she 
had a stash of razors.  K.C. continued to cut herself.  The voices were worse.  The foster family 
she was staying with expressed concern that they could not monitor K.C. day and night.  Her self-
harming behaviors escalated (banging her fists and head against the wall to get the voices out of 
her head).  The foster family called Emergency Medical Services and the RCMP and K.C. was 
again taken to the RAH. 
 
K.C. was discharged from the RAH and was placed in a secure residential intensive treatment 
program (secure treatment) at the Yellowhead Youth Centre.  C.C. initially refused to allow K.C. 
to take prescription Seroquel, but then relented. 
 
K.C. was discharged from secure treatment in early August.  Medication, counselling and a safe 
and secure environment had stabilized her.  The hallucinations had faded.  While in secure 
treatment, she received a visit from her mother and her new twin brothers.  K.C. now had six 
younger siblings. 
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While in secure treatment she told her psychologist that the “cutting and suicidal behavior 
occurred because she was upset that her mother was not paying attention to her.” 
 
K.C. was placed in a group home. 
 
On September 12, 2012, C.C. consented to a PGO.  After the consent PGO, K.C.’s behaviour 
began to deteriorate.  On September 17, 2012, she AWOLed from the placement and eventually 
returned under the influence of alcohol or a drug.  K.C. had difficulties with the other youth at the 
placement; consequently, she would AWOL, drink, and use drugs.  At this time K.C. contacted 
her former foster parents and told them she wanted to “come home.”  She disclosed to her foster 
father that she felt depressed and stressed.  Staff at the group home noted K.C. she was hearing 
voices. 
 
In November of 2012, K.C. disclosed to her caseworker a long history of violence between F.H. 
and her mother.  She related that F.H. physically abused her siblings and her mother, and that 
when she (K.C.) attacked F.H. to protect her mother, her mother would hit her.  She expressed 
anger that her mother continued to reconcile with F.H. when he had “hurt them constantly.”  K.C. 
felt rejected because her mother chose F.H. over her own children.  She told her worker that she 
felt like committing suicide, but then she thought of her siblings and felt a duty to protect them.  
She felt that nobody wanted or loved her.  She also disclosed that she was unaccustomed to the 
routines in the group home, and did not like it.  She also said that the other youth at the group 
home hurt her feelings, which made her want to harm herself. 
 
In November of 2012, her medication was changed from Seroquel to Prozac and Abilify.  Her 
medication was changed because K.C. was still hearing voices at night, and was having trouble 
sleeping.  In the same month, she AWOLed from the group home and stopped taking her 
medication.  She began self-cutting again. 
 
In December 2012, she disclosed to a worker that she felt she was losing her connection to her 
family.  She was AWOLing from the group home frequently.  On one occasion she AWOLed for 
two weeks.  When she returned to her placement, she immediately AWOLed again. 
 
By January of 2013, K.C. had been AWOL for twenty-three days and consequently was only 
intermittently taking her medication.  K.C. told her CW that she did not like the way she felt while 
taking her medication.  She was placed in secure treatment for a period.  She told her CW that 
she liked being AWOL.  She also disclosed that she felt sad that her mother had consented to the 
PGO, and that she felt like giving up.  She said she did not want to visit with her siblings since 
she felt it was too hard to see them, and yet not live with them. 
 
K.C. told her CW that she did not want counselling.  She also refused to go back on her 
medications.  Her secure treatment was extended until February 7, 2013 (for twenty days).  She 
eventually decided to go back on her medications. 
 
K.C. was released from secure treatment and put in a group home.  She returned to her former 
pattern of behaviour.  She began to AWOL and to cut herself.  She would return from AWOLing 
under the influence of drugs and alcohol. 
 
In March 2013 (9th to 12th), she was at her grandmother’s (Aimee).  She was hearing voices 
again.  She continued to AWOL from her group home until early April (3rd) and was again not 
taking her medications. 
 
On April 3, 2013, K.C. was again placed in secure treatment because of her auditory 
hallucinations.  Perversely, the psychologist at the centre did not recommend an extension of the 
initial 5-day secure treatment order, and on April 10, 2013 she was placed back in a group home. 
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By the end of April 2013, K.C. requested a change of placement to another group home.  After a 
call from her mother, she was agitated and angry with staff. 
 
K.C. again AWOLed from May 15 to May 22, 2013.  In May 2013, she was hospitalized when she 
was assaulted by her then boyfriend.  She suffered bruises to her chest and a dislocated jaw, 
which required surgery to re-align. 
 
K.C. returned to her placement, and then AWOLed in June 2013.  She was put into a new 
placement on June 12th showing up briefly on June 13th and 15th, but then leaving again.  On 
June 17, 2013, police found K.C. sleeping in a ditch with two men, and returned K.C. to her 
placement, which she promptly left.  In late June, she returned to her grandmother’s (Aimee) and 
stayed there until July 4th—when CFS found her a placement again, and which she promptly left.  
She returned to the placement after a weekend of cocaine use on July 10th.  At that time, K.C. 
had not taken any of her medication for two months.  Her placement was cancelled since she had 
been AWOL eight of eleven days. 
 
She was AWOL and living on the street from July 15, 2013 until September 4, 2013.  During this 
time, she disclosed to a female relative that F.H. had sexually abused her. 
 
On September 5, 2013, K.C. was apprehended by CARRT.  She was again placed in a group 
home, but continued to AWOL frequently, and to use drugs and alcohol. 
 
INFORMATION SHARING ON K.C.’S ADMISSION TO CROSSROADS; K.C.’S 
RELATIONSHIP WITH CASE WORKER MARY ROBINSON 
 
While on the street in the fall of 2013, K.C. had been in contact with workers at the i-Human 
Youth Society: Rejena Myles and Wallis Kendal.  In October, Rejena Myles contacted 
Crossroads about finding a placement for K.C. there.  This occurred independently of the usual 
placement process followed by CFS. 
 
Usually a CFS worker contacts the PCU and completes a PTT, a form which outlines in brief the 
history and needs of the youth, and also a description of mental health history, health concerns 
etc.  The placement coordinator at the PTT then tries to find a placement which suits the needs of 
the child and that has availability.  The CW then confirms with the PCU coordinator that he is 
going to take the placement.  The CW then contacts the placement, and arranges to get the child 
to the placement.  Ideally the CW takes the child to the placement to meet with the staff, sees the 
child’s room, and also arranges for a STM (Service Team Meeting) as soon as possible or at 
least within thirty days.  The worker would also prepare an intake package to provide the staff at 
the new placement with information relevant to the child’s situation at that time. 
 
In May of 2013, K.C.’s CFS file was transferred from CW Amanda Hawkins to a new CW, Mary 
Robinson.  Mary Robinson was working part-time, having just returned from a maternity leave 
that month. 
 
Best practices would dictate that the CW receiving the file do a file review to familiarize 
themselves with the child’s history and current concerns.  In her testimony before me, Mary 
Robinson acknowledged that in the summer of 2013 she was unaware of K.C.’s history of 
attempted suicide, and in fact did not become aware of the nature of the attempt (hanging) until 
after K.C.’s death in April 2014. 
 
Ms. Robinson indicated that Amanda Hawkins told her of K.C.’s auditory hallucinations in a file 
transfer meeting.  Ms. Robinson learned over the summer that K.C. had a history of suicidal 
ideation.  On the transfer, Ms. Robinson did not do a complete file review of K.C.’s file but simply 
reviewed the summary that Ms. Hawkins had prepared for her. 
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Crossroads at that time had its own intake form, which it forwarded to Mary Robinson to 
complete—which she did—but in a partial manner, and only after repeated requests for the 
information from Crossroads staff. 
 
Crossroads admitted K.C. on October 23, 2013.  The placement was formalized on October 24, 
2013.  Crossroads staff completed an intake form with K.C. and eventually received the 
completed form from Mary Robinson on November 28, 2013.  In addition, the following was 
submitted: K.C.’s Treaty Authorization Number, health care number, and the delegation form.  
The information provided by Ms. Robinson about K.C.’s mental health concerns was incomplete 
and inaccurate.  The form has a question: “Has your client ever attempted suicide?”  The answer 
noted “cutting but not suicide that CW is aware of.”  The form has a question “Has your client 
thought about committing suicide in the last 6 months?”  Answer – “not sure—not expressed to 
CW.”  “Has your client ever harmed him/herself?”  Answer – “superficial cutting”. 
 
Absent from the Crossroads form completed by Mary Robinson was any information about K.C.’s 
prior suicide attempt.  Nor was there included in or with the form, a detailed history of K.C.’s 
significant mental health problems.  This is notwithstanding there was ample information on file 
detailing both. 
 
In her testimony before me, Mary Robinson provided no explanation why this information was not 
sent to Crossroads.  However, it is clear from the testimony of the many workers at Crossroads 
that Ms. Robinson was often late in responding to requests from Crossroads or from K.C. for 
information, approvals or resources. 
 
Michael Evancusky, Ms. Robinson’s supervisor, acknowledged that the intake package 
completed by Ms. Robinson was “a bit thin.”  It is apparent that the intake package forwarded to 
CRH did not comply with CFS’s own standards for the transmission of information to a 
placement.  These standards are found in the (CYFEA) Enhancement Policy Manual, which sets 
out guidelines for CFS workers. 
 
Section 7.3.1 of the Enhancement Policy Manual sets out the contents required for a placement 
information package, which is to be prepared by the CW.  The placement information package is 
to contain the following documents: 

• Intake, safety assessments, and/or ongoing assessment records; 

• Case planning information, including the concurrent or transition to independence plan, 
genogram and ecomap; 

• The face sheet, providing identifying information for the child; 

• A printout of the child’s legal authorities; 

• supporting documents such as recent medical, psychological, educational and psychiatric 
reports; and 

• Progress reports from previous placement providers. 

Section 7.3.2 also requires that a CW provide a placement with the following information at the 
time of intake into the placement: 

• sufficient information on the child’s family history, behavioral and developmental needs, 
significant relationships and connections to enable the placement provider to meet the 
child’s needs; 

• the Delegation of Powers and Duties to a Child Caregiver +; 

• the Personal health number or Alberta Health Care card; 
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• a Health Record; 

• the Treatment Services Card or Treaty authorization number where appropriate; 

• the immunization record; 

• the latest concurrent or transition to independence plan; and 

• the current Medical Report or medical information about the child. 

In the documents before me in this Inquiry were two lengthy Assessments from K.C.’s 
placements in secure treatment in January and April of 2013.  These assessments detail K.C.’s 
mental health problems and history including depression, psychosis (i.e. auditory hallucinations), 
self-harm, substance abuse, depression, FASD, and a list of her medications.  As well, on the file 
there was a PTT form completed by Mary Robinson in September 2013, which detailed in brief 
K.C.’s current mental health history and concerns.  None of the above was sent to Crossroads. 
 
Plainly, Crossroads received minimal and incomplete information about K.C.’s mental health 
history from Mary Robinson. 
 
Overall, the evidence I heard from the Crossroads staff in this inquiry was to the effect that Mary 
Robinson was difficult to get in contact with.  Often repeated calls or emails were required to get 
a response from her to address concerns about K.C. or to get disbursements or approvals for 
items for K.C.: i.e. vouchers, or personal hygiene products or clothes.  In April 2014, shortly 
before her suicide, K.C. met with the Youth Advocate to discuss her concerns about her CW 
Mary Robinson.  Specifically K.C. had concerns about her lack of contact with Mary Robinson. 
 
It was clear from Mr. Smyth’s evidence (discussed below), that one of the key aspects of the 
harm reduction strategy was lots of contact between the CW and the child.  In K.C.’s case, this 
did not happen. 
 
There were a number of barriers to K.C. having a good relationship with Mary Robinson.  One 
was that the file transfer occurred at a particularly bad time in K.C.’s life.  The second was the 
location of Mary Robinson’s office—in St. Albert—which made easy access less likely.  Third was 
the part-time hours that Mary Robinson was working.  In her absence, any requests or concerns 
were to be referred to a CW who was covering for her. 
 
This leads me to my first recommendation: 
 

1) A high risk youth should not be assigned to a part-time CW.  If a CW in the High Risk 
Youth Initiative is not available for a high risk youth, then the youth should be assigned to 
a full-time CW who has had training in dealing with high risk youth. 

 
REFERRAL TO THE HIGH RISK YOUTH MULTIDISCIPLINARY TEAM 
 
In the Fall of 2013, Peter Smyth contacted Mary Robinson about K.C.  Smyth had been 
contacted by i-Human about K.C.  At the same time, Mary Robinson and her supervisor Michael 
Evancusky had met, and decided to refer K.C.’s case to Mr. Smyth in order to see if a harm 
reduction approach would work for K.C.  Mary Robinson corresponded with Mr. Smyth starting on 
September 30, 2013, and sent a referral form to Mr. Smyth.  Notable in that referral form is the 
paucity of detail regarding K.C.’s mental health problems. 
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HIGH RISK YOUTH DEFINED 
 
In this Inquiry, I heard from Peter Smyth.  He holds a Master’s Degree in Social Work, and is a 
Specialist for High Risk Youth Services.  Mr. Smyth oversees the High Risk Youth Initiative for 
Edmonton and Area CFS.  He oversees and does training and consultation within CFS and in the 
community.  One of the projects he oversees is the Multi-Disciplinary Consultation Team.  He has 
been working with high risk youth since 1999.  He has published a number of articles on treating 
high risk youth. 
 
High risk youth form a small portion of the several thousand youth in care in the Province of 
Alberta.  Mr. Smyth estimated that the number of high risk youth in Alberta in 2013 was 230. 
 
In one of Mr. Smyth’s publications, “high risk youth” are defined as youth who have the following 
characteristics: 

• Their use of drugs and/or alcohol seems to be interfering with their day-to-day functioning; 

• The choices they are making may jeopardize their safety including where they are living 
and with whom they associate; 

• They cannot identify a healthy adult in their lives outside of the professional community; 

• There have been multiple placements, including Secure Services and/or Edmonton Youth 
Offenders Centre; 

• There have been multiple file closures due to lack of follow-through by the youth; 

• There has been multi-generational involvement with Children and Youth Services; 

• They struggle with authority and have few, if any, people they can trust; and 

• They struggle with mental health disorders and are living an unpredictable day-to-day 
existence. 

Mr. Smyth testified that these criteria are a guide and are not meant to be exclusive.  K.C. clearly 
met these criteria in the fall of 2013.  High risk youth present complex problems for CFS. 
 
HARM REDUCTION APPROACH 
 
Mr. Smyth and CFS have used a “harm reduction” approach to dealing with high risk youth.  The 
approach is described as follows: 
 

… a set of strategies and tactics that encourage individuals to reduce the risk of 
harm to themselves and their communities by their various behaviors. Its major 
goal is to educate the person to become more conscious of the risks of their 
behavior and provide them with the tools and resources with which they can 
reduce their risk. Some of the major principles include: a humanistic approach; 
does not deal solely with behaviors, but the whole person with complex needs; 
accepts that risk is a natural part of life; places risky behavior on a continuum 
within the context of a person’s life; looks at a person’s relationship to the 
behavior as defined by him/herself; accepts that behavioral change is often 
incremental, any positive change is seen as significant; interventions are not rigid 
but require creativity and innovation reflective of the person’s life situation; builds 
on existing strengths and capacities; is helpful for communities most affected to 
be involved in creating safe places to get help by organizing harm reduction 
interventions and programs; and though commonly associated with drug use, 
harm reduction is applicable to any social welfare and/or public health issues. 
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Mr. Smyth in his testimony before me explained the rationale behind this approach as follows: 
 

These youth have issues with drugs and alcohol which affects their functioning 
on a day to day basis. They have experienced a lot of early childhood trauma. 
They are children which have been in an out of the CW system from an early age 
and have had multiple placements; they have had interactions with the law (i.e. in 
the Youth Criminal Justice System), they may have been involved with sexual 
exploitation. They and their family may have multigenerational trauma (i.e. 
residential school system and its intergenerational effects). Housing is an issue 
and they are frequently living on the streets. Mr. Smyth testified that 90% of the 
high risk youth that he deals with have mental health problems in addition to 
addictions and perhaps FASD. 
 
The traditional consequences based model if interaction between youth and 
caregivers (i.e. break a rule –face punishment) does not serve high risk youth 
well. Because of their history of trauma high risk youth interpret punishment as 
rejection and abandonment—“which is typically what they have experienced all 
their life.” Typically such youth will run and hide when faced with a rules oriented 
punishment based system. And when they run away from their caregiver or 
placement that is when their risk gets really high. Instead the 
caseworker/caregiver works on relationship building and risk mitigation working 
to have ongoing communication between the youth and the worker—the aim of 
which is to involve the youth in assessing and addressing their needs and 
keeping the youth safe. 

 
In addition to the harm reduction strategy described above, Mr. Smyth testified that two other 
factors must be present to work in conjunction with that strategy: 1) the CW having charge of the 
youth must have a lot of contact with the youth; and 2) the facility that the youth resides in also 
must have a lot of staff contact with the youth, in order to get the youth to engage. 
 
SMYTH’S COMMENTS ON K.C.’S FILE 
 
In this Inquiry, Mr. Smyth was specifically asked if the recommendations (outlined below) he 
made through the MDT for K.C. might have been different if the MDT had received more 
information about K.C.’s history and mental health problems, particularly her suicide attempt.  Mr. 
Smyth stated that even if he and the MDT had more and better information about K.C., including 
her suicide attempts and mental health problems—i.e. the depression, psychosis etc.—the 
recommendations from the MDT might not have changed.  He said: 
 

Um -- but there wouldn’t have been an -- a lot of changes to the 
recommendations because they were recognition that she was fighting 
counselling, fighting placements, was very disconnected, so they tended to focus 
on: How do we engage her? But having her feel safer and such, be able to reach 
out to people ... 

 
Mr. Smyth went on to say that high risk youth workers, in his experience, will often have contact 
with the youth two to four times a week.  This is considerably greater contact than mandated by 
the Enhancement Manual which requires once a month contact with a PGO child in the first year, 
and once every three months thereafter. 
 
Mr. Smyth testified that the possibility of a transfer to a high risk youth worker was not discussed 
at the MDT meeting.  Mr. Smyth noted that K.C. had had a lot of workers.  Mr. Smyth was also 
unaware that Mary Robinson worked part-time.  In his testimony, he noted that the MDT has on 
other occasions recommended a change of CW—i.e. a transfer to the High Risk Youth Initiative 
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and a specialized high risk youth CW.  He testified that in retrospect the MDT could have 
recommended that K.C. be put into the High Risk Youth Initiative.  However, he noted that given 
the number and complexity of K.C.’s problems, a change of CW might not have made a 
difference. 
 
THE MDT CONFERENCE 
 
The MDT Conference was held on November 21, 2013.  K.C. was present as was Mary 
Robinson, Mike Evancusky and Rejena Miles from i-Human, and a number of other team 
members of diverse expertise and organizations.  The Team produced a list of thirteen 
recommendations.  These were forwarded to Mary Robinson, K.C., Mike Evancusky and the 
Manager of the St. Albert CFS Office (which Mary Robinson worked from). 
 
Over the next six months some of the recommendations were followed, some not.  Since both 
Mary Robinson and Crossroads were pursuing a harm reduction approach, pursuit of the 
recommendations was entirely contingent on K.C.’s willingness to engage. 
 
The following recommendations were made: 

• Connect with an addictions counsellor; 

• Visit with her siblings; 

• Continued support from i-Human; 

• Neurological assessment (given K.C. acknowledged still having auditory 
hallucinations); 

• Referral to a psychiatrist through Dr. Beatrice Wu, Rejena Miles or through 
Northgate Mental health; 

• Start school (or at least “test the waters”) at the Youth Addictions Program; 

• If the above is successful, explore the possibility of registering at Inner City High 
School to access cosmetology program; 

• Get her nails done; 

• Explore work with Paradigm Self Esteem to build self-esteem and learn about 
self-care through modelling and fashion—if she is interested; 

• Look into options of joining a boxing program; 

• Obtain a city leisure access pass so K.C. can engage in healthy activities; 

• Continue to access the i-Human through i-Human Youth Society; and 

• Work with support team to determine if K.C. will be open to psychological 
counselling re: past trauma. 

In the months that followed at Crossroads, the staff there made efforts to engage K.C. and to 
pursue the recommendation on the list.  K.C. attended the self-esteem program but eventually 
dropped it.  After initially expressing an interest in kickboxing, she declined to follow up.  She 
attended some addictions counselling, but then stopped going.  She did have access to her 
siblings through Mary Robinson.  K.C. did not want to access the music program.  She continued 
to get support from Rejena Miles.  As I understood her evidence, Ms. Miles continued to inquire 
(up until K.C.’s death) if K.C. was ready for counselling: K.C.’s response was “no.” 
 
As will be discussed further below, K.C. did education modules with Drew Rowbotham at 
Crossroads.  In April of 2014, K.C. and Mr. Rowbotham were looking at enrolling K.C. in classes. 
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K.C.’S RESIDENCE AT CROSSROADS 
 
K.C.’s placement at Crossroads was not uninterrupted.  She continued to AWOL with some 
frequency, but certainly far less regularly than previously.  She continued to self-harm (i.e. 
cutting) and to abuse drugs—methamphetamine and marijuana in particular.  She also had 
sporadic conflicts with other youth at Crossroads.  She continued to have contact with her mother 
and with her siblings through Mary Robinson.  Her contact with her mother was often conflict 
ridden, and at one point in early 2014 she decided to end all contact with C.C.  Subsequently, 
she relented.  Some of her contact with C.C. was of a negative kind – i.e. drinking and using 
drugs or C.C. promised to visit or arranged a meeting and then cancelled or did not show up.  
K.C.’s points of conflict with C.C. were C.C.’s continued support of and relationship with F.H., and 
C.C.’s lack of support for her daughter regarding K.C.’s complaint that F.H. had sexually 
assaulted her.  I note that it was Rejena Myles who accompanied K.C. to the Zebra Centre to 
make her video statement about the sexual assault, not C.C. 
 
Overall, the harm reduction approach employed by the staff at Crossroads was, in my view, 
successful.  Prior to her stay at Crossroads, K.C. was absent from her placements regularly and 
for extended periods of time—i.e. weeks on end.  In the time period from October 23, 2013 until 
her death on April 22, 2014 she was AWOL for approximately twenty-nine days.  The longest 
period being about three days: usually it was for an evening.  In the thirty days preceding her 
death, she was not absent at all.  Considering K.C.’s history of AWOLing and the consequent 
risks that street life presented for her—a fourteen year old girl—this was a remarkable 
transformation. 
 
I also note that there was no indication of a recurrence of K.C.’s psychotic illness, and its auditory 
hallucinations while she was a resident at Crossroads. 
 
Given her many problems, there was plainly much more that needed to be done: mental health 
counselling, medication, drug treatment, etc.  Unfortunately, none of those things could be 
started, much less finished, if K.C. was not stable.  In my view, Crossroads provided K.C. with a 
stability that had been absent from her life for many, many years. 
 
K.C.’s progress can also be measured by the efforts made by the staff to complete some of the 
recommendations which came out of the MDT conference, which I have discussed above. 
 
Notwithstanding the minimal information provided to Crossroads by Mary Robinson, over time 
Crossroads staff became aware of K.C.’s suicidal thoughts and of her prior suicide attempt. 
 
The records from Crossroads and the CIRs bear this out.  K.C. was questioned by a staff 
member shortly after her arrival at Crossroads, when she came home after smoking 
methamphetamine and when the writer observed that she had been picking at some scabs on 
her arms, which the staff member suspected were the results of self-harm—i.e. cutting.  K.C.’s 
cutting was again the topic of conversation between herself and staff member Nicole Rambadhan 
on October 31, 2013 or November 11, 2013.  Ms. Rambadhan discovered K.C. in her room with 
her wrists covered by a bloody towel.  She had cut herself ten times on the wrist with a razor.  
There was a suicide note on the floor which said “there was no place left for me anymore.” 
 
K.C.’s emotional distress was the result of a conflict with another Crossroads resident E.S.  On 
November 14, 2013, Drew Rowbotham followed up with K.C. about her self-harm.  At that time, 
K.C. disclosed that she had thought of suicide, but had no plans to commit suicide.  K.C. 
disclosed to Drew Rowbotham that she previously attempted suicide by hanging.  She also told 
Drew Rowbotham that she did not want to speak to a psychologist or counsellor.  Drew 
Rowbotham followed up with her again on or about November 20, 2013, and confirmed that K.C. 
was not currently thinking of self-harm and obtained her permission to follow up with her 
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periodically.  In January 2014 (15th), K.C. was cutting again.  Drew Rowbotham discussed with 
her harm reduction strategies to reduce her cutting behaviour.  On the following day, staff talked 
to her about it again and obtained medical treatment for K.C.  I also note that the doctor who 
treated her cuts became very concerned, and suggested that K.C. get counselling.  K.C. became 
very upset and rejected the doctor’s recommendation. 
 
In April 2014, K.C. disclosed to Lorelei Hamilton that she was feeling depressed, hopeless and 
wanting someone to be there for her.  Lorelei Hamilton spoke with her and alerted the other staff 
through the Crosswords daily journal that K.C. was feeling depressed, and that staff should keep 
an eye on her because she was a cutter.  Likewise Drew Rowbotham noted that K.C. had been 
feeling depressed and enjoined the staff (in his written Youth Weekly Summaries) to monitor her.  
At the same time, K.C. told Drew that she was ready to try and start attending school, and 
arrangements were made to get her into the Argyll Youth Learning Centre.  This occurred shortly 
before her suicide. 
 
Cheryle Patterson testified that she was aware from her conversations with fellow Crossroads 
staff that K.C. was a cutter, and that she suffered from depression, and that there had been prior 
suicide attempts.  All three Crossroads staff (Hamilton, Rowbotham, and Patterson) were having 
frequent contact with K.C. in April of 2014.  None of them noticed any red flags for suicide. 
 
It was the perception of the staff who testified at this Inquiry, that K.C. was progressing and 
becoming more stable.  This view was repeatedly expressed in this Inquiry by Crossroads staff 
Drew Rowbotham, Cheryle Patterson, Lorelei Hamilton, Gloria Lichty and others: i.e. Rejena 
Myles.  Most of the staff had suicide prevention training, and over time most of the staff became 
aware of K.C.’s cutting, suicidal ideation and other mental health problems. 
 
It was the view of the Crossroads staff (and Rejena Myles, K.C.’s worker at i-Human) that this 
suicide was unexpected, and that K.C. had not given any signs in April 2014 that she was again 
actively contemplating suicide. 
 
In my view, staff at Crossroads provided K.C. with suitable and professional care and counsel 
throughout her stay at Crossroads.  Most importantly, the staff at Crossroads had lots of contact 
with her, consistent with the harm reduction approach advocated by Peter Smyth. 
 
K.C.’S DEATH—APRIL 21, 2014 
 
On April 21, 2014, K.C. got up around 12:30 p.m.  She had some lunch and then went on the 
computer in the staff room.  She then went back to her room.  When Cheryle Patterson came on 
shift at 2:30 p.m. she was informed by the morning shift that K.C. was in her room.  Ms. Patterson 
went and knocked on K.C.’s door at about 4:00 p.m.  Ms. Patterson then unlocked the door and 
noted that K.C. was not there.  Ms. Patterson inquired of the other kids, and was told that they 
had not seen K.C. leave.  Ms. Patterson assumed that she had gone out.  Bev Allard came on 
shift at about 11:30 p.m.  Ms. Patterson advised her that K.C. was out, but noted that it was odd 
that K.C. had not phoned to say where she was or when she was coming back.  At around 2:30 
a.m. Bev Allard heard music coming from K.C.’s room.  She thought that K.C. had returned.  She 
knocked, but received no answer.  She entered the room and noticed that the bed was empty.  
Bev Allard then entered the room and turned off the stereo.  She then walked around the bed to 
close the window, but then changed her mind and was going to leave.  As she turned, she 
noticed a small portable heater on the floor and she bent down to pick it up.  When she 
straightened up, she was facing the closet.  She was face to face with K.C.  K.C. had tied a pink 
fleece housecoat belt around the closet clothes rod, the other end was knotted and around her 
neck.  K.C. had placed a small mirror on the top shelf of the closet.  The mirror was angled, such 
that a person in the closet could observe the bedroom door.  Behind the door were rolled up 
clothes.  The police report surmises that the rolled up clothes had been positioned against the 
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bedroom door to block the space between the bottom of the door and the floor. 
 
On K.C.’s bed was a note on lined paper.  On one side was the handwritten injunction “Read 
Me”.  On the other side was the following handwritten text: 

Dear Lorelei, K (a resident of Crossroads), Cheryl 

All 3 of you guys tired your hardest to keep me alive and going, but it didn’t work, 
don’t Blame yourselfs this was my choice, because all I want to do is go home, 
lorilie and cheryle should know why I did this, yes god did have a plan for me and 
this was his plan, life is tough, but I wasn’t I couldn’t take this this socalled life 
any more, getting called down, threated by F.S. treated like shit, being 
disrespected, the list goes on and on, but F.S. will reave what she sews, she is 
the reason why I chose to do this and I have been nothing but nice to her, and I 
got treated like that there was things that I should have said but I didn’t cause I 
ain’t like that but like I said this was gods plan for me…to send me home. 

Sincerely, 

[signed] K.C. 

In addition to the above, there were other short fragments of letters in K.C.’s handwriting strewn 
about the room. 
 
It is apparent that K.C. coolly and deliberately took her own life.  In doing so, she took pains to 
frustrate observation of or discovery of her actions: music on, clothes stuffed against the door (to 
muffle any sound she might make); door locked, mirror poised in the closet so she could observe 
the door to her room. 
 
Her suicide mirrors her prior suicide attempt: asphyxiation by hanging. 
 
K.C. was able to do so because there was a fixed closet rod in her room. 
 
In her letter, K.C. lays the blame for her death on F.S. 
 
THE PRESENCE OF F.S. AT CROSSROADS 
 
F.S. had previously stayed at Crossroads in 2011.  It was a short placement: her bed was closed 
after over a month because of an extended AWOL.  At that time F.S. had been an addict and 
prostituting herself for drugs for a period of one year.  Her family had been involved in 
prostitution, including her mother, aunt, and cousins.  This was in 2011, when she was fourteen 
years old.  In 2014, she was still embedded in that lifestyle, and was addicted to 
methamphetamine.  As well, it appears that in 2014 she had amassed a number of criminal 
convictions (under the Youth Criminal Justice Act, SC 2002, c 1) for breaches of bail and 
probation, and for aggravated and simple assault.  In 2011, she was prostituting herself on the 
street and through the internet.  Family members and a friend had recruited her into this life. 
 
Ms. Weidmark was the Assistant Program Manager of Crossroads up to January 24, 2014.  At 
that time, she went on leave and was not present when K.C. committed suicide. 
 
Prior to her departure, Ms. Weidmark received a PTT—a placement request for F.S.—probably in 
November or December of 2013.  She rejected it.  She did so after consulting the staff at 
Crossroads.  She refused it for a variety of reasons.  One was that K.C. was at Crossroads and 
that she was only fourteen years old.  Another was that three other of the youths in the house 
were recovering from C.C. meth addiction.  Ms. Weidmark’s concern was that F.S. would bring 
C.C. meth into the house.  Ms. Weidmark was also concerned that F.S. would also get K.C. into 
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prostitution.  Ms. Weidmark was aware of F.S.’s background, and had in fact worked with many 
of her cousins.  The PTT disclosed that F.S. was an active meth user—who had “active hard core 
addictions”, was into prostitution—not only prostituting herself but recruiting others, and was very 
high risk and violent.  After her discussions with other Crossroads staff, Ms. Weidmark concluded 
that F.S. would not be a good fit for the Crossroads, having regard to the safety and wellbeing of 
the other children in the house, including K.C.  Ms. Weidmark discussed this decision at the time 
with Renee Strong, who agreed. 
 
Several months later, on or about February 22, 2014, F.S. was admitted to Crossroads. 
 
Renee Strong was Acting Program Manager at Crossroads after Ms. Weidmark went on leave in 
January, and before Bev Allard was hired to fill that position in March 2014.  In her testimony 
before me, Ms. Strong could recall little about F.S.’s admission to Crossroads in 2014.  She said 
that she believed she consulted staff about the admission, and said that it was not strictly her 
decision.  This is contradicted by other staff (i.e. Lorelei Hamilton) who indicated very clearly that 
it was Ms. Strong’s decision to accept F.S.  Other staff, such as Cheryle Patterson believed that 
F.S. was in need of much more help than what was available at Crossroads. 
 
I find it unlikely that the staff who previously agreed that F.S. would not be an appropriate 
placement at Crossroads in November and December 2013, would suddenly change their minds 
in February 2014.  I am satisfied that Renee Strong directed that the placement at Crossroads be 
offered to F.S. through her CFS worker Chelsea Slack.  Crossroads has always been a residence 
of sexually exploited youth.  I heard in this Inquiry that the hierarchy for placement at Crossroads 
was PSECA youth first (i.e. sexually exploited youth), then high risk youth; and then “hard to 
house” youth.  F.S. undoubtedly fit into this first category. 
 
The Resident Contract signed by F.S. on February 22, 2014, sets out three basic rules which the 
resident must agree to—or as the contract Notes—“you can’t live here.”  All were particularly 
applicable to F.S.  They are as follows: 
 

ONE: No sex at the house. This included setting up “dates” or sleeping with 
someone who lives here. 
 
TWO: No drugs at the house. This includes inviting others to join you outside for 
a “hoot” or a “Drink.” Anytime you encourage others to do drugs/alcohol it puts 
your bed in jeopardy. 
 
THREE: No Rock n Roll at the House. This includes wearing colours, doing 
illegal stuff, being violent towards people or thing or being continuously AWOL. 

 
The bottom of the contract clearly states, “If I sign this, it means that I know that E4C Crossroads 
House can ask me to leave if I break any of these rules.” 
 
Notwithstanding this contract, and the explicit and minimal behavioural standards set out in it, 
F.S. very quickly and repeatedly breached its terms.  F.S. took her younger peers out—i.e. K.C. 
and another, youth T.C., and asked another youth T.S. if she wanted to do a date, arranged 
dates from the house, and did use drugs at the home.  After her outings with F.S., T.C. asked 
staff to facilitate getting her birth control medication.  It was the staff’s understanding that T.C. 
had not been sexually active before this point.  T.C. also told Crossroads staff about riding 
around in a limousine (with F.S.). 
 
As well F.S.’s conduct was threatening to other residents in the house, and sometimes even to 
staff.  On March 20, 2014, she accused K.C. of “Talking shit about her”, and on March 21, 2014, 
F.S. threatened to knock K.C. out.  That same night F.S. had a dispute with K.C., and had poured 
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pop all over K.C.’s bed. 
 
Staff respond by having F.S. complete a second contract, which reiterated that the staff have 
asked her not to take other residents out with her when using drugs or doing acts of prostitution.  
In the contract, F.S. acknowledged that she will not do these things, and acknowledged that her 
bed may be closed if she continues.  That contract was dated March 21, 2014. 
 
T.S.’s workers removed her from Crossroads, and found her a placement in another E4C group 
home.  In a conversation with Renee Strong (on March 21st) T.S. told Renee Strong that the only 
way for her to be safe at Crossroads was for F.S. “to not be in the house.” 
 
On March 24, 2014, the other residents disclosed to staff that F.S. was bullying them to the point 
they did not want to stay at Crossroads.  On March 25, 2014, the other residents disclosed again 
that F.S. was threatening them. 
 
In the days that followed, F.S. continued to use methamphetamine, and acknowledged to staff 
that she was providing drugs to another resident, and was using drugs onsite with other 
residents—including K.C., as well as drinking in the house with two other residents, one being 
K.C.  On April 3, 2014, F.S. was reminded by Lorelei Hamilton not to have her dates or drug 
dealers come to the house.  On April 5, 2014, F.S. took K.C. out to use drugs.  On April 6, 2014, 
F.S. was intoxicated and loud at night, keeping the other residents awake.  As well, F.S. was on 
the phone arranging dates. 
 
The staff, particularly Cheryle Patterson and Lorelei Hamilton, had had enough. 
 
On April 7, 2014, Lorelei Hamilton sent an email to Renee Strong strongly suggesting that F.S.’s 
bed be closed.  Ms. Strong refused and directed that a further contract be made between F.S. 
and Crossroads.  In an e-mail chain on the subject, Ms. Strong stated, “She (F.S.) seemed to 
respond fairly well to the first contract we made.”  F.S. signed the new contract on April 10, 2014.   
 
In my view, the new contract had little effect on F.S.’s behaviour.  F.S. abstained from meth use 
for seven days, which was remarkable given her history of addiction, but then F.S. continued to 
use and to arrange for dates from the house.  On April 19, 2014, F.S. threatened to punch K.C. in 
the head, and K.C. disclosed to staff that she was afraid of F.S.  Staff responded by asking K.C. 
to spend time in the staff room away from F.S.  That same day K.C. was on the phone to her 
mother, crying.  C.C. spoke to a staff member and asked why K.C. was being threatened, and 
asked why the staff was not doing anything about it.  C.C. said she would come to Crossroads 
the next day to straighten things out.  On April 20, 2014, F.S. was picked up by a date from the 
house.  K.C. waited for her mother to come, and speak to Cheryle Patterson about the threats 
F.S. made the previous day.  C.C. did not show up. 
 
Renee Strong testified before me that a bed closure was a last resort, and that other measures if 
applied properly, could manage F.S., and keep the other residents safe.  The fact that F.S. had 
nowhere else to go figured in Renee Strong’s decision not to close the bed: bed closure was a 
last resort. 
 
In the course of the inquiry, I heard from a number of staff who thought that the decision to close 
the bed was based on monetary concerns, or because there existed a friendship between F.S.’s 
CFS worker (Chelsea Slack) and Ms. Strong.  Ms. Strong denied that those considerations had 
any effect on her decision—evidence that I accept. 
 
However, it is clear that the staff at Crossroads, particularly Cheryle Patterson and Lorelei 
Hamilton, were frustrated with F.S.’s continued presence at Crossroads: they thought that the 
bed should have been closed.  Both felt that their concerns were not heard by Renee Strong. 
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THE AFTERMATH 
 
After K.C.’s death, Crossroads was closed, and the residents shifted to other placements.  
ICYHP provided counselling to their staff, and did an internal review of the circumstances that 
lead to K.C.’s death.  Jill Porter did a report on behalf of Human Services Specialized Placement 
Resource Assessment Team (PRAT Report).  In the PRAT Report, Jill Porter wrote there was no 
information to suggest any willful abuse or neglect by your (Crossroads) staff. 
 
A number of the youth residents of Crossroads were interviewed by police, and by Jill Porter.  
K.H.—also a resident at Crossroads—did note that K.C. was struggling with her addiction to pint 
(methamphetamine).  K.H. also noted that K.C. was upset that her mother continued to stay in 
rehab.  K.C. wanted access to her mother, and C.C.’s continued residence at a residential 
treatment centre was upsetting to her.  K.H. also noted that K.C. had been depressed of late and 
had been talking to K.H about “stuff that happened to her when she was younger.” 
 
Both the police and Jill Porter interviewed F.S.  F.S. denied—as was suggested by some—that 
she had sent K.C. a Facebook message telling her to hang herself. 
 
Neither F.S. nor K.H. noted any signs that K.C. was considering suicide. 
 
ISSUES REGARDING PLACEMENTS AND BULLYING AND BED CLOSURE 
 
The PRAT Report made a number of comments/recommendations to E4C regarding Crossroads 
and K.C.’s death.  Ms. Porter specifically interviewed the residents of the house and the staff, and 
then made the following comment specifically around F.S.’s role in K.C.’s suicide. 
 

Secondly they were queried around the rationale for K.C.’s suicide and possible 
prompting by another resident that your staff may have overlooked. In this regard 
again, there was no information found to suggest that your staff missed “signs” or 
minimized the contact between K.C. and the other youth (F.S.). It was 
acknowledged that this particular youth was very impactful to all that come in 
contact with her but after exhaustive interviews and information reviews, it was 
determined your staff acted in an appropriate manner when trying to de-escalate 
conflict between the two and their documentation and reporting up the “chain of 
command” within your agency was excellent. 

 
Ms. Porter then suggested that E4C consider the following: 

• Clearly defining your service goals for Crossroads. What does “risk reduction" mean or 
even services for “high risk youth” mean to your agency? 

• Setting up clear parameters, policies and protocol for staff around those goals. An 
example would be around room checks. There was clear information from youth and staff 
that prior to this incident illegal drugs and activities were occurring in the home. Your 
agency will need to carefully consider the tenuous balance between housing high-risk 
youth and becoming a “glorified flop house.” Another area of consideration could be 
around “when do you close a bed.” 

• When accepting a youth into your program, the need and behaviors of that individual 
youth needs to be balanced out with the dynamic of the entire group in the home. 

In my view, all of the above have been substantially addressed by Crossroads/E4C. 
 
In the timed period in question—late 2013 and early 2014, Crossroads was in a period of 
transition.  Crossroads had been operating more or less independently for many years, since its 
inception as a home for high risk youth in 1993.  ICYHP was set up as a joint venture between 
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the Boyle Street Coop, the Bissell Center, and E4C.  From the testimony, I heard it functioned 
separately from the rest of the ICHYP residences.  In late 2013, E4C assumed the lead role for 
ICYHP in that partnership.  As I understood Renee Strong’s testimony, in late 2013 and early 
2015, E4C decided to amalgamate the two programs—ICHYP and Crossroads under the same 
operating policy.  The intervention of K.C.’s death, and the closing of Crossroads accelerated a 
number of initiatives that were ongoing—i.e. CARF accreditation and the revamp of the Policy 
and Procedures Manual for ICHYP—which now had Crossroads as part of its management 
structure. 
 
E4C completely revamped their Policy and Procedures Manual.  Crossroads was formally 
accredited by CARF in February of 2015.  I understand that the Policy and Procedures Manual 
was drafted to conform to the high standards required for CARF accreditation.  As well, Mr.  
Kourch Chan testified that the PRAT Report was also considered in the changes that Crossroads 
and E4C made to their operating procedures and policies. 
 
These included changes to the following: 

• an explicit policy on bullying (Policy 2.24); 

• An express policy on “Staff as Stakeholders” (Policy 3.18) which addresses the concerns 
that Gloria Lichty, Lorelei Hamilton, and Cheryle Patterson—had about a lack of voice and 
avenue to express concerns to management; 

• Strengthened staff and training and orientation programs; 

• A double staffing model which has two staff on duty on nights and weekends; and  

• A change in the bedroom check practice to include a visual scan of the closet of a youth’s 
room. 

E4C’s Policy and Procedures Manual now specifically addresses—as part of its admissions 
policy (Policy 2.21 Access to Services)—the suitability of the youth in relation to the other youth 
currently in the placement.  It requires a consideration of: 
 

a. The dynamics of the other youth residing in the home or the referring youth’s history with 
current youth /staff; and 

 
b. the high risk behaviors of the referring youth and the high risk behaviors of the youth 

currently accessing services at the specific program site. 
 
The E4C Bed closure policy has also been finely articulated to capture a broad array of 
behaviours and circumstances that might justify a bed closure. 
 
However, I would add one further clause to the list of concerns that might lead to a bed closure 
contained in Policy 2.36—“Bed Closures”.  It should reflect the criteria contained in 2.21 (Access 
to Services) regarding the suitability of the particular youth at the placement having regard to the 
particular youth’s dynamics with the other youth in the home and their high risk behaviours. 
 
It might read as follows. 

Issues or concerns that may lead to bed closure include but are not limited to the 
following: 

g.  A change in the dynamics of the placement youth with the other youth residing 
in the home or a change in the high risk behaviors of the other youth in the home 
such that the continued presence of the placement youth, having regard to the 
welfare of the other youth in the home, is no longer tenable. 
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SHOWER AND CLOSET RODS 
 
Many years ago in 2001, the Honourable DCJ Allan Lefever made a recommendation in a 
Fatality Inquiry Report that group homes and other residential facilities for youth should not 
contain fixed shower, or closet rods. 
 
Jill Porter did note that Crossroads did have “fixed rods” and in fact so did a number of other 
ICHYP youth housing projects.  However, she concluded that there was not an intention to 
disregard that previous recommendation. 
 
The Environmental Safety Assessment for Caregivers forms for Crossroads for 2012, 2013 and 
March 26, 2014—i.e. the form that must be completed by a GOA Licensing Officer for a 
residential facility to get a license, did not have a requirement that there be breakaway rods. 
 
The Environmental Safety Assessment for Caregivers form has since been amended.  It now 
reads as follows:  
 

Break away bars installed in all closets, rooms and bathrooms including rods 
used for shower curtains, draperies, towels and garments (group care and 
residential facilities only—this does not include foster/kinship care placements). 

 
Mr. Kourch Chan testified in this Inquiry.  He was the Chief Operating Officer for E4C from 2008 
to the present and of course during K.C.’s residence at Crossroads. 
 
He testified that he received a letter dated November 30, 2004, from Edmonton and Area (Region 
6) CFS which advised Crossroads met the requirements for licensing “except for the following 
changes that need to take place: ... #4 All closet rods in bedrooms and hallway closets to be 
changed to collapsible rods.”  It was his understanding that the necessary work was done at that 
time in 2004, since otherwise Crossroads would not have gotten a license. 
 
Mr. Chan could not account for the fact that collapsible roads were not in place in 2013 and 2014.  
He did note that he believed he had seen collapsible rods installed at Crossroads at some point.  
However, he noted that subsequently Crossroads received no further prompting regarding this 
requirement from CFS in the licensing and inspection process.  As noted previously, the licensing 
inspection form “Environmental Safety Assessment for Caregivers” dated March 26, 2014 and 
signed by Bev Allard on behalf of Crossroads contains no mention of breakaway rods.  CFS 
issued a Residential Facilities License to Crossroads on March 28, 2014 for one year. 
 
Mr. Chan testified that neither he nor Crossroads ever received a copy of Judge Lefever’s Fatality 
Inquiry Report. 
 
During the wholesale renovations and restructuring of Crossroads subsequent to K.C.’s death, 
the fixed rods were removed, and the facility was made compliant with Judge Lefever’s 
recommendations. 
 
The above begs the question: how is it that Judge Lefever’s recommendations were not 
incorporated in the Government of Alberta’s licensing inspection process and in the 
Environmental Safety Assessment Form for Caregivers? 
 
At this inquiry, I head from Mr. Norman Welch, Senior Manager in the Ministry of Human 
Services.  Mr. Welch testified about his work on a project with Human Services and, as I 
understand it with the Implementation Oversight Committee of that Ministry.  After K.C.’s death, 
the Human Services identified Judge Lefever’s Fatality Inquiry and the fact that several of his 
recommendation had not been fully acted on. 
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Mr. Welch was asked why that was so, and he testified that he could find no directive from the 
Minister (in 2001) requiring action be taken on the recommendations.  Mr. Welch did state that 
the persons he talked to who were in supervisory or licensing positions within the Department at 
the time did recall getting some direction regarding breakaway bars/collapsible rods, but neither 
he nor the persons he spoke to could find anything in writing. 
 
In the summer of 2014, he and others working with him on this project went to their information 
system and created a list of every care facility, and group home throughout the province.  His 
group then sent memos out to the Licensing Branch in every service delivery area to make sure 
that each facility did not have fixed bars.  For example, in the Edmonton Area, Mr. Welch’s group 
identified 125 such care facilities.  It was the responsibility of Region 6 Licensing Officers to 
attend each facility and identify whether or not fixed bars were present, and then specify a 
timeline when Licensing Officers would re-inspect to insure that the breakaway bars had been 
installed.  In this Inquiry, I have an email dated June 18, 2014, from Region 6 Acting Director 
directing that the Assessment Form had changed adding this requirement, which was 
immediately forwarded to Crossroads House (to Renee Strong) on the same date. 
 
Mr. Welch testified that Human Services created the Implementation Oversight Committee (IOC) 
in 2012 or 2013.  That IOC was tasked with looking at the entire child intervention system, and 
with making recommendations to improve the system.  The IOC noted that Human Services or 
Children’s Service had not created a database to capture and implement all the 
recommendations that have come out of Fatality Inquiries, previous Auditor General reports, 
reports of the Youth Advocate, and of other expert panels.  The IOC’s mission was to create a 
database of all the recommendations that the Ministry receives regarding child intervention.  In 
2012-2013, the Ministry recognized that the Ministry gets a lot of recommendations from Fatality 
Inquiries, Commissions, the Auditor General, and that they are managed poorly. 
 
The IOC identified “as many recommendation as they were aware of” and put them into a 
database:  the Child Information Management Data System (CIMDS).  The CIMDS, as I 
understand it, requires that the recommendation be put into the CIMDS, and that an individual is 
tasked with acting on the recommendations, and chronicling the action taken, and evidence of 
the action taken.  The CIMDS system requires that there be a check on whether or not the 
actions have been completed. 
 
In 2014, Mr. Welch was responsible for ensuring that all of the recommendations made by Judge 
Lefever in his 2001 Fatality Inquiry were acted upon, and the evidence so noted.  The CIMDS 
form attached to Judge Lefever’s Fatality Inquiry Report in evidence before me, notes that the 
Environmental Safety Assessment Form for Caregivers was amended to include the requirement 
for collapsible rods. 
 
Mr. Welch testified that the “Environmental Safety Assessment Form for Caregiver’s” was 
changed in May of 2014. 
 
Mr. Welch was asked if he could explain how it was that there was a thirteen year gap between 
Judge Lefever’s recommendations, and their general dissemination throughout the province to all 
residential care facilities and group homes.  As far as he was able to answer, his response was 
this: at the time—i.e. in 2001—there were eighteen CFSAs (Child and Family Services Authority) 
and twenty DFNAs (Delegated First Nations Agency) and the lines of authority and reporting 
were different at that time.  Beyond that, he could not comment. 
 
In short, Judge Lefever’s recommendation disappeared into a bureaucratic black hole, only to re-
appear in the aftermath of K.C.’s death. 
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Mr. Welch testified that now when a Fatality Inquiry Report makes recommendations, the 
recommendations are compiled, monitored and acted upon under the CIMDS system.  If 
accepted, the recommendations and perhaps the Report itself will be passed onto service 
providers. 
 
CONCLUSION 
 
It is clear from the evidence I heard at this Fatality Inquiry, that K.C. had a very hard life.  She 
suffered from severe neglect; she may have been sexually abused by her mother’s common law 
partner; her mother did not support her when she made this known to the police; she had an 
addiction problem; her ongoing and conflict ridden relationship with her mother was an ongoing 
source of grief for K.C.  Notwithstanding her fraught relationship with her mother, she missed her 
mother and longed to be loved by her.  She also loved, cared for and longed for the company of 
her brothers.  In the extremities of her suffering, she was afflicted with auditory hallucinations 
which told her to harm herself; which she did on numerous occasions by cutting her wrists and 
arms, and on one occasion, by an attempted suicide by hanging. 
 
She had conflicts with some of the youth at Crossroads; just before her death more particularly 
with F.S.  She was younger than other residents of Crossroads, and hence not as street smart or 
as tough, and consequently was more vulnerable to intimidation and bullying.  None of the staff 
or her fellow youth noted any signs that she was suicidal.  Her interactions with F.S. in April 2014 
were clearly distressing and destabilizing to her, but before her death she gave the staff and her 
friends little indication of the depth of her distress, and none of her suicidal inclinations.  Her 
suicide was impulsive, deliberate and secret. 
 
 
Recommendations for the prevention of similar deaths: 
 
In the circumstances of K.C.’s case, recommendations that I can make which could be rationally 
understood to have had an appreciable effect on her decision to take her life are few and slight.  
Nonetheless here they are. 
 

1. A high risk youth should not be assigned to a part-time case worker. If a case worker in 
the High Risk Youth Initiative is not available for a high risk youth, then the youth should 
be assigned to a full-time case worker who has had training in dealing with high risk youth. 

 
E4C/Crossroads has addressed in its revamp of its policies and procedures the deficiencies in 
information about K.C.’s mental health which accompanied K.C.’s admission to Crossroads.  E4C 
is but one provider of many residential youth facilities in this province.  Consequently, I adopt, as 
recommended by Mr. Matheson in his submissions on behalf of Crossroads, the following 
recommendation from Judge Paul’s Fatality Inquiry into the death of Tyrell Raine. 
 

2. It is recommended that no child be admitted to a placement or moved from one placement 
to another without a direct and specific and detailed discussion by the caregivers about 
suicide as it related to that child.  It is recommended that a concise detailed and current 
suicide profile accompany every child in care to and between every placement. 

 
 
 
 
 
 
 
 
 



Report – Page 22 of 22 
 
 

LS0338 (2014/05) 

Finally, my last recommendation addresses a situation where the placement of a high risk youth 
at a residential facility becomes untenable because of the change in dynamics between the youth 
and his fellow placements, and where that change justifies a bed closure. 
 

3. Crossroads, or any facility which houses high risk youth (excepting a secure treatment 
facility) should incorporate a clause in their bed closure policy which recognizes that a 
change in the dynamics between the youth in a facility or of the youths’ high risk 
behaviours may justify the termination of a placement of a particular youth, where that 
youth’s influence or behaviour proves to be detrimental to the welfare of the other youth in 
the facility. 

 
   

DATED February 2, 2018 , 
 
 

  

at Edmonton , Alberta. “Original signed by” 

  
the Honourable F.K. MacDonald 

A Judge of the Provincial Court of Alberta 
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