
LS0338 (2014/05) 

 
Report to the Minister of Justice 

and Solicitor General 
Public Fatality Inquiry 

  
 

 

  
Fatality Inquiries Act 
 

WHEREAS a Public Inquiry was held at the Provincial Court House 

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

on the 13th day of February , 2020 , (and by adjournment 
    year  

on the  day of  ,  ), 
    year  

before The Honourable G.S. Maxwell , a Provincial Court Judge,  
  

into the death of Tyree Alexander SHOT BOTH SIDES  
  (Name in Full) (Age) 

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

Date and Time of Death: March 14th, 2016 at approximately 8:30 a.m. 

Place: Lethbridge, 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)). 
 
Undetermined 

  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)). 
 Undetermined 
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 Circumstances under which Death occurred: 
 

1.  Parties participating in the inquiry: 
a.  Inquiry Counsel, Alberta Justice and Solicitor General, Legal Services Division; 

Cynthia Hykaway and Jana Weins; 
b. Counsel for Alberta Health Services; Blair Carbert and Fiona Balaton 

 
Although members of the family were notified throughout this Inquiry, no one from or on behalf of 
the family appeared or participated in the Inquiry. 
 

2. Witnesses called: 
a.  Dr. Angela Miller, Alberta Medical Examiner’s Office 
b. Ashley Wentz, Licensed Practical Nurse 
c. Donna Forster,Clinical Educator, Chinook Regional Hospital 

 
3.  Exhibits received: 

a.  Medical Examiner’s Records 
b. EMS Records 
c. Records from Dr. Robert Crawford 
d. Alberta Health Services Records 
e. Chinook Regional Hospital Records 
f. Lethbridge Regional Police Service Records 
g. Additional Alberta Health Service Records:  regarding newborn discharge plans, infant 

safety, car seat instructions, infant sleep, etc. 
 
4. The Court received evidence in the form of written materials including medical charts and 

reports, investigator’s statements and information pamphlets for parents of newborn 
children. 
 
There was viva voce evidence from three witnesses:  Dr. Angela Miller, the forensic 
pathologist that performed the autopsy on Tyree; Ashely Wentz, who was the Licensed 
Practical Nurse that attended to Tyree and his mother while in the hospital unit and was 
responsible for after baby care and was the nurse that provided the instruction and 
information for Tyree’s mother upon discharge; and Donna Forster, a Registered Nurse 
and Clinical Educator on Unit 3A from the Lethbridge Regional Hospital, specifically the 
Post-Partum Unit. 
 

Summary of Findings: 
 
Tyree Alexander Shot Both Sides was born on January 13th, 2016. He died on March 14th, 
2016, while being tended at a residence occupied by his maternal grandmother and his 
step-grandfather. Tyree was sleeping in a car seat next to the mattress on the floor of the 
residence’s living room that was occupied by his grandparents. After having fed Tyree a 
bottle at 5:30 a.m. on the morning of March 14th, 2016, he was returned to his car seat 
and found unresponsive later at approximately 8:30 a.m. Tyree was never successfully 
resuscitated. As previously noted, the cause of Tyree’s death is undetermined or 
unexplained and the manner of his death is also undetermined. 
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On January 13th, 2016, Tyree was born at full term and during his and his mother’s stay in  
hospital, the evidence established that among other areas of education for new moms, 
Tyree’s mother was instructed on Alberta Health Services safe sleep protocols. Part of 
that instruction included verbal discussions throughout the hospital stay; a review at 
discharge and the provision of information in print which included information surrounding 
safe sleep practices and safe usage of car seats. That instruction also included the 
identification of the risk associated with having a child sleep in a car seat.   
 
During the evening of March 13th, 2016, Tyree was suffering from colic and at 
approximately 11:30 p.m., a very tired mom made the wise choice to seek her mother’s 
help with caring for Tyree. Tyree’s grandmother did not have a crib or bassinet and after 
having cared for the child, put Tyree to sleep in his car seat. She fed him part of a bottle 
of formula at 5:30 a.m. on March 14th, 2016, burped him, wrapped him in a blanket and 
put him back to sleep in the car seat. 
 
At approximately 8:30 a.m., Tyree was found to be unresponsive when his step-
grandfather tried to awaken him. Despite resuscitation efforts by the residents of the 
home and emergency medical services staff, Tyree was unresponsive. Although no one 
specifically pronounced a time of death, it appears Tyree had passed prior to his step-
grandfather’s efforts to wake him.   
 
An autopsy was completed and after finding an absence of any evidentiary explanation 
anatomically, environmentally or medically, the cause of death was noted to be 
undetermined. Although medical personnel as well as the forensic pathologist could 
identify a number of potential risk factors, those risk factors were not able to be 
determined as the cause of Tyree’s death. Characterizing the death as either a Sudden 
Infant Death Syndrome (SIDS) or as the forensic pathologist indicated, a Sudden 
Unexplained or Unexpected Infant Death (SUID) is not specifically declaring a cause of 
death. Rather, there is no apparent cause and it is therefore referenced as a case of 
SUID.   
 
Sudden Infant Death Syndrome is defined as “the sudden death of an infant under one 
year of age, which remains unexplained after a thorough case investigation, including 
performance of a complete autopsy, examination of the death scene, and review of the 
clinical history”. 
 
Although the autopsy found evidence of a common cold and mild stomach upset with mild 
dehydration and malnutrition, these findings were not significant enough to cause the 
death of Tyree and had no apparent affect on his organs.   
 
The Forensic Pathologist testified that sleeping a child in a car seat is not a particularly 
safe sleeping environment, but her examination found an absence of any indications that 
sleeping in the car seat “caused” Tyree’s death. Rather, as previously stated, the cause of 
his death was undetermined. 
 
The incidence of SIDS or SUID deaths in Alberta have been reduced significantly since 
the late 1970’s, but that reduction has seemingly plateaued in the last 10-15 years. The 
decline is clearly attributable to the education of parents surrounding the apparent risk 
factors associated with SIDS or SUID deaths.   
 
Many risk factors are “modifiable”, meaning parents have the ability to control those 
environmental factors, while other risk factors may not be controllable. Ultimately, these 
deaths are often truly unexpected and unexplainable.   
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The education provided to parents is both extensive and continuously growing and 
changing. I was convinced by the evidence provided, that every effort is being undertaken 
to keep medical staff current in best practices and educating them on both the current 
information and how best to disseminate that information. 
 
At least in part, and as a result of a province-wide “Maternal and New Born Practice 
Support” committee and the educational commitment of Alberta Health Services, the 
information provided today to parents has improved continuously. Even since 2016 when 
Tyree was born and ultimately discharged from the hospital, the information provided to 
the parents of newborns continues to change and improve. It is provided in both updated 
print form, and those materials are freely available to all parents. It is also available now 
online which fortunately allows for the immediate updates of information as it is 
developed. The information is provided both in summary form in pamphlets and brochures 
as well as in extensive coil books of several hundreds of pages. Attached to this report is 
a copy of one pamphlet used in 2016 and the current version as well, described as 
Exhibits 1 and 2 to this Report. 
 
These diverse levels of information try to address the risk of information overload versus 
the risk of insufficient information and specifically address the risk associated with car 
seats. They inform parents that car seats are meant for safe travel for infants and not for 
sleeping. The information is available and thoroughly covered in the materials currently 
being provided to parents of newborns. It is one of a myriad of risk factors that “may” help 
explain the unexplainable; but nonetheless, is part of the information package made 
available to parents at prenatal classes, doctor’s visits prenatal, in the post-partum units 
at the hospital, at ultimate discharge and even subsequently upon health nursing visits 
after discharge along with doctor’s visits for subsequent infant checkups. The information 
is offered early and often and repeatedly to parents.   
 
The dissemination of this information regarding risk factors to young infants is critical; 
along with the duty to keep medical staff informed and educated surrounding the risk 
factors in the sleep of infants. However, this Court was satisfied that Alberta Health 
Services is doing all that it can within its power to fulfill both aspects of this responsibility. 
 
 

 
Recommendations for the prevention of similar deaths: 
 

Minimizing the modifiable risk factors surrounding infant sleep is extremely important 
while we wait and hope that one day medical science will be able to explain the currently 
unexplainable. Alberta Health Services has an ongoing commitment to both education 
and the provision of essential information to all concerned on an ongoing basis. That 
information is consistent with a personalized family and patient care approach, which 
includes the presentation of information and discussion with parents to ensure that they 
are aware of each of the safest practices available. Accordingly, this Court is not in a 
position to make any further recommendations. 

   

DATED April 6th, 2020 , 
 
 

  

at Lethbridge , Alberta. 
Original signed 

  
The Honourable G.S. Maxwell 

A Judge of the Provincial Court of Alberta 
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