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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 Courthouse 

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

on the 27th day of June , 2017 , (and by adjournment 
    year  

on the 28th day of June , 2017 ), 
    year  

before Claus K. Thietke , a Provincial Court Judge,  
  

into the death of Bradley Brian Stothard 25 
  (Name in Full) (Age) 

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

Date and Time of Death: 0:00 January 29, 2015 

Place: Royal Alexandra Hospital 
    

 
 

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

  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)). 
 Accidental 
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 Circumstances under which Death occurred: 
 
 
 

 
 

 

 Introduction: 
 
Bradley Stothard was an inmate at the Peace River Correctional Centre (PRCC) on August 6, 
2013, when he attempted suicide by hanging.  He was only 25 years old at the time.  His attempt 
was not successful although he was left with severe injuries.  Bradley was taken to hospital and 
he was never able to leave.  He died January 29, 2015. 
 
 
Cause and Manner of Death: 
On August 6, 2013, Bradley was a remanded prisoner at PRCC.  He was the lone occupant of a 
cell in Unit 5.  At approximately 4:10pm, Bradley was found hanging from the metal grill on the 
inside of his cell door window. 
 
Bradley had torn his bed sheet into strips and braided those pieces into a rope.  He formed a 
ligature and attempted to hang himself. 
 
The correctional officers who discovered Bradley cut him down and then cut the ligature from 
around his throat.  The officers could not find a pulse, but help was called and CPR started. 
 
Bradley was not dead and he was taken to hospital.  He improved to the point that he was able to 
converse in a limited manner, but his deficits were severe.  Bradley suffered an anoxic brain 
injury due to the time that his brain was deprived of oxygen. 
 
Bradley’s injuries required that he have assistance through the use of tubes and other 
mechanical devises. At various times, and for no known reason, Bradley would remove his tubes.  
Efforts were made to deal with Bradley’s actions, but short of constant restraint, nothing was 
completely successful. 
 
In October 2014, Bradley’s family and his health care providers met to determine the proper 
course of action.  It was clear that Bradley, while alive, had little to no quality of life.  He could 
only look forward to a prolonged course of suffering, including constant restraints and painful 
sores. 
 
It was agreed that they would not treat Bradley’s condition, including any infections.  They would 
only provide palliative care, ensuring that his pain was kept to a minimum. 
 
On January 29, 2015,  Bradley pulled out his tracheal tube.  Later that same day he pulled out his 
other tubes and catheters.  He died later that day. 
 
The medical examiner stated that the immediate cause of death was “Sequelae of Hanging”.  
Sequelae refers to a condition that is the consequence of a previous disease or injury.  The 
manner of death is listed as “suicide”.  That conclusion does not give sufficient weight to the 
actual circumstances in January 2015, nor to the passage of time between the incident and 
Bradley’s passing. 
 
It is clear that Bradley attempted to kill himself.   But he was not successful. 
 
Ultimately, I accept the medical examiner’s finding that the cause of death was “sequelae of 
hanging”.  That is, Bradley’s death was caused by his condition that was the consequence of the 
injuries he received from the actions he took to hang himself. 
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However, I do not accept the medical examiner’s view that the manner of death was suicide.  
Bradley was not trying to kill himself when he pulled out his tubes and catheters.  He was 
confused, perhaps angry, and as a result of his brain injury, operating at a severely limited level 
of cognition. 
 
On the evidence before me, intention cannot be ascribed to Bradley, given his condition. In all of 
the circumstances, Bradley’s manner of death was accidental.   
 
Circumstances leading up to the suicide attempt: 
 
Bradley was a young man who had a difficult upbringing.  He spent his formative years from age 
8-18 in group homes, mainly due to his own behaviours. 
 
Bradley suffered from a number of diagnosed deficits including ADHD, oppositional defiance 
disorder, and impulse control disorder.  Bradley was prescribed medication but some time 
between age 12 and 14 Bradley decided he would no longer take the medication. 
 
Bradley’s family attempted to assist him but Bradley’s actions and behaviours left them unable to 
provide direct help. 
 
Bradley began to use drugs and that, along with his other problems, led him to criminal activity.  
Bradley was on probation when he committed a number of serious firearms offences.  On 
October 4, 2012, Bradley entered the PRCC and remained there until his suicide attempt in 
August 2013. 
 
At some point Bradley pled guilty to one or more of the charges and a presentence report was 
ordered.  That report was completed and the writer recommended a forensic assessment.  That 
report was ordered by the court, but ultimately was not expected to be available until October 1, 
2013. 
 
So Bradley was awaiting sentencing on serious charges.  He was concerned, as he expected 
that he would receive a sentence of federal time, meaning 2 years jail time or more. 
 
There were other stressors at play in Bradley’s life at that time, including his placement at PRCC. 
 
Administrative Segregation (AS) meant conditions that would tax anyone.  While on AS, an 
inmate was confined to his small cell for up to 23 hours a day.  The inmate kept his privileges, ie 
visits, personal effects and telephone calls, but confinement for almost the entire day must have 
been difficult. 
 
Bradley found himself in AS on the day he attempted suicide. 
 
Bradley was known to the jailers at PRCC.  While described as a generally likeable fellow, 
Bradley also had a history of being involved with assaults on other inmates, and being resistive 
with guards.  As a result, Bradley had spent time in AS previously. 
 
Shortly before August 2, 2013, Bradley had completed a one week stint in AS.  On August 2, 
2013 Bradley was suspected of assaulting another inmate.  As a result, he was ordered back to 
AS.  Bradley was unhappy with the decision and he resisted.  Force was used. 
 
Bradley told his family that he had done nothing and it was unfair that he had to suffer through AS 
again. 
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The final stressor was Bradley’s girlfriend.  Morgan was not happy with Bradley and was 
contemplating her next steps regarding her relationship with Bradley. 
 
On August 6, 2013, Bradley had a number of telephone conversations with Morgan.  In the last 
two conversations, Morgan said she loved Bradley but she admitted seeing someone else, and 
took the position that she needed time to sort things out. 
 
Shortly after the last telephone call, Bradley fashioned a rope from his bed sheets and hanged 
himself.  As noted previously, he was found, taken to hospital and survived a further 15 months. 
 
It is impossible to know with certainty what drove Bradley to make his suicide attempt. 
 
The placement in AS, the fear of a lengthy prison sentence and the loss of his relationship with 
Morgan, almost certainly led him to attempt suicide.  None of these factors could have been 
avoided. 
 
What is clear is that there were no warning signs and no changes in his behavior of any 
significance.  There was nothing that could have led anyone to be concerned that he would 
attempt suicide.  In this case, nothing could have been done to prevent the attempt. 
 
 
 
Recommendations for the prevention of similar deaths: 
 
As noted, there was nothing that could have been done to prevent Bradley’s attempted suicide. 
 
Notwithstanding, a number of significant changes were made at PRCC, including physical 
changes to the cells and the addition of cameras in the cells.  There is now a corrections officer 
constantly present in any unit housing inmates.  The number of people directly involved in 
assessing the mental health of inmates has been increased dramatically. 
 
I make no recommendations in this case. 
   

DATED July 13, 2018 , 
 
 

  

at Peace River , Alberta. 
Original signed 

  
 

A Judge of the Provincial Court of Alberta 
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