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Fatality Inquiries Act 
 

WHEREAS a Public Inquiry was held at the Provincial Court of Alberta, Calgary Courts Centre 

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

on the 17,18,19 & 20th day of December , 2018 , (and by adjournment 
    year  

on the 5,6, & 7 day of June , 2019 ), 
    year  

Before The Honourable Judge S. L. Van de Veen , a Provincial Court Judge,  
  

into the death of David William McQueen 53 
  (Name in Full) (Age) 

of 1019 - 78 Avenue N. W., Calgary, Alberta and the following findings were made: 
 (Residence)  

Date and Time of Death: January 24, 2016 at approximately 18:00 hours 

Place: 1019 - 78 Avenue N. W., Calgary, 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 – The Fatality Inquiries Act, Section 1(d)). 
 
Single gunshot wound to the head 

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

 



 
 

 
 Circumstances under which Death occurred: 
 
See attached report 

 
Recommendations for the prevention of similar deaths: 
 
See attached report 

   

DATED April 3, 2020 , 
 
 

  

at Calgary, Alberta , Alberta. 
 

  
The Honourable Judge S. L. Van de Veen 
A Judge of the Provincial Court of Alberta 
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DESCRIPTION AND SCOPE OF THE INQUIRY 
 
[1] On January 24th, 2016 at approximately 18:00 hours the deceased, David William 

McQueen, was shot by members of the Calgary Police Service (CPS).  Mr. McQueen had 

intermittently fired gunshots from his residence for an extended period of time, beginning with a 

shot fired at a Calgary Transit bus at approximately 16:37 hours.  At that time a bullet shot by Mr. 

McQueen struck the windshield of the bus causing it to shatter, sending glass into the driver’s face.  

The driver contacted dispatch which contacted police.  Mr. McQueen continued shooting 

intermittently from his residence until the Tactical Unit (TAC) of the Calgary Police Service were 

able to assemble and force Mr. McQueen from his residence through the use of.  Mr. McQueen 

continued to fire his weapon as he exited and was shot by a Calgary Police Service sniper. The 

total time from Mr. McQueen’s initial shot into the transit bus until the time of his death was 

approximately an hour and a half. Mr. McQueen was in a wheelchair and although his death is 

tragic, given his mental state and personal circumstances, he posed a significant ongoing threat to 

police and the community, leaving police no option but the use of lethal force. 

[2] Pursuant to Section 32(2)(a) of the Fatality Inquiries Act, (the Act) the Fatality Inquiry 

Review Board recommended that a public Fatality Inquiry be held to help clarify the circumstances 

surrounding Mr. McQueen’s death and to restore public confidence in law enforcement.  Notably, 

Section 33(3) of the Act makes this recommendation mandatory since the death of Mr. McQueen 

resulted from the use of force by a peace officer while on duty. 

[3] A pre-Inquiry conference was held on September 12, 2019 and it was determined that there 

would be three issues examined by the Inquiry: 

1. The use of lethal force. 
2. The supports provided to Mr. McQueen prior to his death including supports 

provided by Alberta Health Services. 
3. The mental health of Mr. McQueen before this incident and to what extent, if 

any, this may have contributed to his death. 
[4] Ms. Nancy McCurdy and Mr. Christopher Ghesquiere acted as Inquiry counsel.  They 

collected and presented evidence which included both documentary and viva voce evidence.  They 

also provided some written responses at the conclusion of the Inquiry.  Alberta Health Services 
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was determined to be an interested party under Section 49(2) of the Act and was represented by 

legal counsel, Mr. Blair Carbert and Ms. E. Carlson.  The Calgary Police Service was also 

determined to be an interested party and was represented by legal counsel, Ms. Laura Gill and Ms. 

Stephanie Clark.  Both Justin and David McQueen, the sons of the deceased Mr. McQueen, were 

advised of the Inquiry and did not appear either at the pre-Inquiry conference on September 12th, 

2018 or at any time throughout the Inquiry. 

Witnesses 

[5] The Inquiry was conducted over a total of seven days, being December 17th to 20th, 2018 

and June 5th to 7th, 2019.  Written submissions were provided by Inquiry counsel to counsel for 

interested parties who requested time to respond.  Responses were filed on or about December 15, 

2019.  The Inquiry heard evidence from a total of 16 witnesses as follows: 

1. Simon Paul Watts - Mr. Watts is an investigator with the Alberta Serious Incident 

Response Team (ASIRT) whose mandate is to investigate instances resulting in serious 

injury or death where police are involved.  Calgary Police Service notified the Director 

of Law Enforcement who in turn ordered an investigation of the incident involving Mr. 

McQueen.  The Alberta Serious Incident Response Team conducted their investigation 

and their report is in evidence. 

2. Nathan Boekelheide - Acting Sergeant Nathan Boekelheide was in command of the 

incident from the time of the initial call at approximately 16:38 until 17:42, when Staff 

Sergeant John McCarthy took over command of the incident. 

3. Maurice McLoughlin - An officer who responded to the scene with a C8 rifle, a weapon 

which would permit police to fire from a greater distance away from the threat. 

4. Steven Lillejord - A patrol officer trained on the C8 rifle who attended the scene. 

5. Deputy Chief Ray Robitaille -  CPS witness designated to speak to the “Use of Force 

in the Calgary Police Service” Report authored by The Honourable Neil Wittmann, 

Q.C. (the “Wittmann Report”), specifically regarding the areas of training and use of 

force. 
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6. Isabelle Templeton - Mr. McQueen’s long-term caregiver.  Ms. Templeton cared for 

Mr. McQueen for approximately 15 or 16 years and in the last few years she even went 

to assist him when she wasn’t paid.  Her services included residential cleaning and 

personal care of Mr. McQueen.  In the initial years she also helped with Mr. McQueen’s 

children who lived with him. 

7. Sandra Campbell – Case Manager, Alberta Health Services Self-Managed Care.  Mr. 

McQueen received funding from Alberta Health Services to choose his own caregiver 

as part of the Self-Managed Care Program of which he was a patient. 

8. Wilma Henderson – Care Manager, Alberta Health Services, Home Care.  Middle 

Management with respect to the Self-Managed Home Care Program. 

9. Doctor Brett Sawchuk – Completed a psychiatric capacity assessment of Mr. McQueen 

in June, 2015 and at that time determined he was mentally competent. 

10. Constable Stephen Guerin – The officer who completed a Form 10 assessment of Mr. 

McQueen in October, 2015 and determined that criteria for apprehension under the 

Mental Health Act were not met. 

11. Cheryl Gardner – Manager, Alberta Health Services Mental Health, Police and Crisis 

Team, Urgent Mental Health, Indigenous Mental Health and Mobile Response Team. 

12. Constable Leslie Gramantik – CPS sniper member of the TAC Team who responded 

to the McQueen incident.  His position was approximately 70 yards from the deceased’s 

home. 

13. Staff Sergeant John McCarthy – Took over command of the incident after 17:42. 

14. Staff Sergeant Sean Wallace – CPS witness, designated to speak about the duties and 

responsibilities of the TAC Team. 

15. Acting Superintendent Darren Leggatt – CPS witness designated to speak to CPS use 

of force policies and procedures and the recommendations in the Wittmann Report 
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relating to mental health, specifically with reference to ongoing implementation of the 

Wittmann recommendations. 

16. Sergeant Clint Grabowski – CPS witness designated to speak to the internal review of 

the incident conducted by Calgary Police Service, a review which was conducted 

independent of the Alberta Serious Incident Response Team report. 

Exhibits 

[6] At the commencement of the Inquiry three large binders of relevant documentation were 

entered by consent of all interested parties.  These binders were marked Exhibits 1 to 3 inclusive 

and contained extensive documentation from Alberta Health Services and Calgary Police Service.  

With respect to Alberta Health Services, the Home Care records pertaining to Mr. McQueen were 

included along with the hospital and medical records arising from his various hospitalizations in 

2015.  These initial Exhibits also included the Alberta Medical Examiner’s records relating to the 

cause of Mr. McQueen’s death. 

[7] With respect to the Calgary Police Service, these initial Exhibits included CPS records 

surrounding the January 24, 2016 incident which resulted in Mr. McQueen’s death.  The Alberta 

Serious Incident Response Team’s investigation records, news releases and its final report relating 

to the incident were also included.  Additional Calgary Police Service policy and procedures and 

other CPS documentation were included in these initial Exhibits. 

[8] In addition to the initial documentation entered as Exhibits 1 to 3 inclusive, some 24 other 

Exhibits were entered during the course of testimony at the Inquiry.  A total of 27 items were 

marked as Exhibits.  A list is attached as Appendix A to this report. 

CIRCUMSTANCES SURROUNDING THE DEATH OF MR. McQUEEN  JANUARY 24, 
2016 

[9] At approximately 4:35 p.m., January 24, 2016, Sean McNab was operating a Calgary 

Transit bus on Route #2 westbound on 78th Avenue North West.  He stopped at a bus stop just 

prior to 10th Street North West where he picked up a male passenger.  As he pulled away from the 

curb, entering the travel lane, the driver’s side window of the bus shattered and flying glass struck 

Mr. McNab in the face.  He noticed a hole in the left driver’s side window of the bus and saw the 
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bullet had also ricocheted to the front window which had spider webbed.  The bullet fell onto his 

legs, then to the floor of the bus at his feet.  Mr. McNab pulled the bus over to the curb.  He 

contacted his dispatcher who contacted City of Calgary Police. 

[10] Patrol units quickly responded to the area and police observed that the front window of Mr. 

McQueen’s residence located at 1019 – 78th Avenue North West had numerous bullet holes in it.  

Responding police members also heard further shots being fired from inside the residence.  Shots 

were fired intermittently from the front and back of the residence.   

[11] There were several Calgary Police Service members who responded to the Code 300 

broadcast on the police radio, which indicated that an incident involving a firearm was in progress.  

Several of these members were interviewed by ASIRT, but did not testify at the Inquiry itself.  

They stated in those interviews that some of the shots fired by Mr. McQueen appeared to be aimed 

at police and other shots fired by him struck neighbouring houses.  A number of officers were 

stationed at various points surrounding the house.  Some officers in the alley behind the house 

were trapped behind two police cars during the intermittent shots being fired by Mr. McQueen.  

Therefore, there was ongoing risk to police and neighbours. 

[12] Assistance of the HAWCS helicopter was requested, both to provide a better view of the 

situation as well as to advise occupants of neighbouring residences to remain in their basements 

until the situation was under control.  The Canine Unit’s assistance was also requested and 

Constable Chris Dilschneider responded with his dog.  An armored response vehicle (ARV) was 

requested to attempt to rescue Calgary Police members in the alley whose only cover was the 

police vehicles.  Constable Spencer Vanhereweghe drove the armored vehicle to the scene and in 

his interview with ASIRT he stated that he heard radio transmissions stating that shots were being 

fired toward the ARV and hitting it. 

[13] The CPS Tactical Team was requested along with officers having long rifle training (C8 

rifles).  Both Constable McLoughlin and Constable Lillejord were trained C8 officers who 

attended the scene to assist with containment.  In addition, a direction was provided to Sergeant 

Jorgenson to mobilize his TAC Team which included Constable Gramantik, a sniper.  
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[14] At approximately 17:31 the CPS Tactical Team began arriving and were fully on scene by 

18:04.  During the approximate hour and a half from the initial call to police to the time when the 

TAC Team was able to fully respond, Mr. McQueen intermittently fired an approximate 30 to 40 

shots.  He fired shots from the back door primarily, but also from the front door.  It was later 

determined that he fired shots through the roof and some bullets struck neighbouring residences.   

[15] At 17:54 Staff Sergeant McCarthy directed that an emergency plan to insert gas into the 

home would be implemented if more shots were fired from the residence.  He also directed that 

Section 25 of the Criminal Code was in effect.  Section 25 justifies peace officers acting on 

reasonable grounds to use force that is intended or likely to cause death or grievous bodily harm 

for the purpose of protecting peace officers or any other person from imminent or future death or 

grievous bodily harm. 

[16] Upon the arrival of the TAC Team, tear gas was deployed into the residence through the 

front and rear windows.  Within seconds of the cannisters being fired Mr. McQueen exited and the 

evidence before the Inquiry is that two additional shots were fired by Mr. McQueen.  Both 

Constable McLoughlin and Constable Lillejord discharged their C8 rifles and Constable 

Gramantik discharged his sniper rifle from a distance of approximately 70 yards.  Constable 

Gramantik’s shots struck Mr. McQueen in the head, killing him.  The entire timeframe from the 

firing of the gas cannisters into the residence to the shooting of Mr. McQueen was approximately 

one minute.  The specific evidence of each of the officers who discharged their weapons follows. 

[17] Constable McLoughlin heard constant shots coming from Mr. McQueen’s residence, 

including shots coming in his direction.  When the gas plan was initiated, he observed the back 

door of the residence opening and an individual exiting.  Initially he believed the person to be 

empty-handed but then it appeared the person was holding a handgun.  Constable McLoughlin 

stated that the individual moved about 20 to 25 feet towards other officers who were in vulnerable 

positions.  In order to protect those officers, he discharged his C8 rifle.   

[18] Constable Lillejord noted random gunfire from both the front and rear of Mr. McQueen’s 

residence, including rounds that hit a fence near his position.  Once the gas plan was initiated, 

Constable Lillejord observed the back door of the residence opening and his testimony was that an 
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individual exited pointing a weapon toward police officers.  Due to concerns for officer and public 

safety, Constable Lillejord discharged his weapon. 

[19] Constable Gramantik was positioned on a roof of a garage about 70 to 80 yards south of 

the McQueen residence with a good view of the back door.  While he was getting into his final 

position he heard someone voice over the police radio that shots had been fired from the residence. 

He heard a round come over his head and at the same time he was given a direction from his 

sergeant to neutralize the threat at the first available opportunity.  He heard a member voice that a 

man was exiting the residence.  He located the individual in his scope and noted him to be sitting 

just inside the threshold of the glass door.  The individual appeared to raise his right arm which 

was then followed by a muzzle flash, smoke and bang.  As deadly force was being used by the 

individual, Constable Gramantik aimed for the centre mass and discharged his firearm twice, 

striking Mr. McQueen.  

[20] Mr. McQueen was no longer moving but it was unclear whether he was still alive.  The 

armored response vehicle entered the yard to see if they could get Mr. McQueen to a hospital but 

Mr. McQueen was confirmed to be dead at that time. 

[21] All witnesses testified that although not all of them knew Mr. McQueen was in a 

wheelchair, that information would not have changed their actions or the outcome, given the level 

of threat that Mr. McQueen posed to officers and community safety. 

[22] Mr. McQueen’s mother, Ann McQueen who resides in Windsor, Ontario, was interviewed 

by ASIRT and stated that she tried to call Mr. McQueen on three separate occasions on January 

24th, 2016 without success.  She had received a brief phone call from him in which he stated that 

police had surrounded his house and were shooting at him.  Mr. McQueen would not explain why 

police were shooting at him, even though his mother, Ann McQueen, asked him.  The evidence 

before the Inquiry is that police shots were fired only after Mr. McQueen was forced out of the 

residence by the use of gas, after he fired additional shots as he exited. 

[23] Ann McQueen contacted Isabelle Templeton, the long-term caregiver to Mr. McQueen.  

Ms. Templeton was interviewed by ASIRT and also testified at the Inquiry.  She told ASIRT that 

after Ann McQueen contacted her, she immediately phoned Mr. McQueen and asked him what 
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was going on and he replied “You know what is going on.  The place is surrounded by police.”  

He told Isabelle Templeton “I will not go back to hospital.  They did not help me.”  She told him 

she was going to go over there to talk to him and he replied “No, if you come over I will shoot 

you.”  She said “You wouldn’t do that” and he replied “Yes I would.”  He then said good-bye and 

hung up the phone. 

[24] As a result of the telephone conversation, Isabelle Templeton thought that Mr. McQueen 

may try to commit suicide, even though he had told her in the past he would never do that.  She 

testified that Mr. McQueen’s physical and mental health had deteriorated significantly in the past 

several months and that he was isolated and depressed.  She told ASIRT that Mr. McQueen had 

“promised the Lord” that he would never commit suicide.  She also told ASIRT that she suspected 

Mr. McQueen may have been contemplating “suicide by cop” despite his earlier assurances.  She 

does not believe Mr. McQueen would intentionally harm anyone.  Ms. Templeton called the house 

again and only received the answering machine.  She drove over to the house with her grandson, 

arriving 15 to 20 minutes later.  When she approached a Police Sergeant at the scene and told him 

who she was, the police told her to go home.  While there she heard at least 20 gunshots.  She told 

ASIRT she had seen a handgun within the home on several occasions.  She never questioned Mr. 

McQueen about the gun but suspects that he may have had it for his own personal protection.  She 

also told ASIRT she would be surprised if Mr. McQueen could hold the gun given his deformed 

hands. 

[25]   Mr. McQueen’s son, Justin McQueen, attempted to call Mr. McQueen but only got an 

answering machine and CPS made multiple attempts to call Mr. McQueen, using the only phone 

numbers available to them, all of which were out of service.  It appears they did not have the 

correct phone information.  The evidence at the Inquiry is that a negotiator was called for but never 

attended.  Whether the outcome may have changed had police been able to contact Mr. McQueen 

when they arrived at his home on January 24, 2016 is, of course, not known.  However, there is a 

Vulnerable Persons Registry mentioned later in this report which was not utilized by Home Care 

personnel prior to the incident, and with the genius of hindsight, it may have at least permitted 

police to succeed in their efforts to contact him by phone before firing the gas into the home as 

they did.  The Registry is intended to keep up-to-date contact information on vulnerable 

individuals. 
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[26] At the time of his death, Mr. McQueen had 77 additional live, unspent rounds on his person. 

[27] On January 24, 2016 the Alberta Serious Incident Response Team (ASIRT) was directed 

by the Director of Law Enforcement to investigate the circumstances surrounding the police 

shooting of Mr. McQueen.  After a thorough investigation ASIRT concluded that the use of force 

by Calgary Police members was reasonable and justified and that the subject officers exercised 

reasonable restraint, given the extremely high risk of death or grievous bodily harm to police and 

civilians caused by Mr. McQueen’s actions. 

[28] The report stated that the incident was one of the more harrowing critical incidents that 

ASIRT has been called upon to investigate.  Furthermore, but for the steps taken by the Calgary 

Police Service, an officer or civilian may have been seriously injured or killed.  This conclusion is 

warranted, given the foregoing circumstances, beginning with Mr. McQueen having fired a shot 

at a (Calgary Transit) bus, narrowly missing the bus driver himself. 

Investigation into Mr. McQueen’s Gun 

[29] The firearm used by Mr. McQueen was a Smith and Wesson Model 10  .38 special revolver 

with serial number 930516.  Mr. McQueen was not the holder of any valid firearms possession or 

acquisition licence.  Isabelle Templeton, his caregiver, recalled seeing the weapon at the residence 

in September of 2015.  The weapon was registered to one Mr. Walsh who was investigated by 

police for trafficking the weapon to persons unknown.  The weapon was registered in the name of 

Francis Rupert Walsh on September 18, 1998 and this remains the last known registration of the 

firearm.   

[30] Mr. Walsh stated he sold the gun in June, 2003 for $600 but the transfer of the firearm was 

not recorded, and there is no registration of the gun to the new owner.  Mr. Walsh claimed he 

contacted the Canadian Firearms Centre at the time of the transaction, but no record of this contact 

exists. 

[31] Accordingly, there has been no lawful transfer of this Smith and Wesson since it was 

registered to Mr. Walsh in September 18, of 1998 and there is no further information available as 

to how it came into the possession of Mr. McQueen. 
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THE PERSONAL CIRCUMSTANCES OF MR. MCQUEEN 

[32] Mr. McQueen became a quadriplegic in 1994 after he dove into the shallow waters of 

Sikome Lake and broke his neck.  He was confined to a wheelchair ever since, having the use of 

his arms, but his hands deteriorated in the years before his death to become clawlike.  ASIRT 

interviewed his son, Justin McQueen, who stated he could not grasp how his father would have 

the ability to handle a handgun.  ASIRT also interviewed Isabelle Templeton, the long-term 

personal caregiver to Mr. McQueen, and she confirmed that Mr. McQueen had limited use of his 

hands.  She stated his hands were deformed and he had poor dexterity.  However, there is no doubt 

Mr. McQueen did fire multiple shots, notwithstanding the condition of his hands.  The random 

direction of these shots, including shots fired through the ceiling of his residence, may be 

accounted for by the lack of dexterity in Mr. McQueen’s hands. 

[33] Mr. McQueen lived alone in the house with his dog, Bear, who had been with him since 

2008.  His dog was extremely important to him and a short time before the incident on January 24, 

2016, his dog died of cancer.  Mr. McQueen was heavily in debt, having paid for cancer treatments 

for his dog.  His son, Justin, also told ASIRT that his father was heavily in financial debt.   

[34] Mr. McQueen received services from Alberta Health Services under their Self-Managed 

Home Care Program.  This program provides services to clients who need assistance with personal 

care and is intended to allow those clients to remain safely in their home.  In addition to personal 

services including cleaning services, meal preparation and hygiene assistance, professional 

services such as nursing to provide wound care and occupational therapist services are also part of 

the Home Care Program.  Professional services under the Home Care Program do not include 

mental health services such as psychologists.   

[35] Mr. McQueen received direct funding from Alberta Health Services which permitted him 

to hire his own personal care personnel, and it is through this funding he was able to retain the 

continuous services of Isabelle Templeton.  In order to continue this, Mr. McQueen was required 

to account for the funding, including a quarterly audit and proof of payment and the requisite 

payroll deductions and remittances to Revenue Canada, etc.  There is evidence that Isabelle 

Templeton also received training to assist Mr. McQueen with wound care.   
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[36] She attended his residence up to six days a week for which she was paid by Mr. McQueen 

as part of the Self-Managed Home Care Program.  However, Mr. McQueen’s relationship with 

Alberta Health Services deteriorated during the last few years of his life.   

[37] According to the evidence of Isabelle Templeton, when Mr. McQueen first started 

receiving Home Care funding from Alberta Health Services, he sold flowers downtown, but his 

physical health began to deteriorate.  Ms. Templeton mentioned his “spasms” and he could not get 

in and out of bed as well as time went on.  She testified his hands would start to curl and he wasn’t 

able to use his hands as much as he did so he needed a lot more care as the years went on.  It is 

unclear if this “curling” was a result of a lack of physiotherapy or just a natural progression. 

[38] Ms. Templeton stated that for the last five years Mr. McQueen’s hands were crippled and 

he couldn’t cook anything.  He couldn’t cut things up for meals and he had trouble holding on to 

the bed in order to slide in and out.  She testified that his right hand was better than his left and 

that although he could hold a pen it was difficult for him to write near the end.  Some years prior 

to Mr. McQueen’s death he was given the use of a wheelchair that allowed him to achieve a 

standing position, which he described to Ms. Templeton as “heavenly.”  It allowed him to reach 

items in his cupboards such as food in the kitchen.  Ms. Templeton testified he had the use of the 

chair for three days but it was ultimately removed.  The Home Care witnesses were not able to 

advise the Inquiry of the reason for its removal.  The wheelchair had made a significantly positive 

contribution to Mr. McQueen’s life. 

[39] In evidence is what appears to be a will which he handwrote on January 21st, 2016, 

indicating that he was still able to write to the extent necessary for that document.  However, it is 

a very short paragraph leaving his “van and every other of my belongings in my death” to his son.  

It is signed “January 21, 16”.  His handwriting appears labored and the document is more of a short 

badly written note. 

[40] During the last year of Mr. McQueen’s life Ms. Templeton attended at Mr. McQueen’s 

house five to six days a week even though she only got paid for four or five.  She also testified that 

Mr. McQueen would sometimes phone her late at night and tell her he needed her.  It appears from 

the evidence she would often respond to such requests for help, just to “help him out.” 
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[41] During the last week of his life she was only at Mr. McQueen’s house two or three times.  

She was supposed to go over on the Sunday but her husband was in hospital, being very sick.  She 

didn’t get paid for her care of Mr. McQueen for some time prior to his death.  It appears that Mr. 

McQueen was left to fend for himself the last week of his life, which he would have been unable 

to do. 

[42] She testified that at the end Mr. McQueen was very depressed over his condition.  For a 

considerable timeframe, Mr. McQueen’s wheelchair was a major source of frustration.  As 

described by Ms. Templeton the wheelchair was in poor shape with pieces, such as the back and 

cushions missing or broken.  She mentioned that the wheelchair sometimes unexpectedly placed 

Mr. McQueen into a partially lying position, rather than sitting up.  This situation had gone on for 

an extended period of time.  A primary issue discussed by Home Care personnel during the course 

of an annual assessment of services in May, 2015 was the fact that Mr. McQueen’s wheelchair 

was in a state of disrepair.  Mr. McQueen was unable to repair his wheelchair, apparently, because 

he owed the vendor agencies money.  There is some evidence that the agency offered to provide 

him with a manual wheelchair while they fixed his power wheelchair, but Mr. McQueen refused.  

It is not clear whether his decision to reject this offer was because of his financial position or 

because Mr. McQueen would not have been physically capable of using a manual chair given the 

deterioration in his hands that left him with little ability to use them.  Either way, it is clear that a 

functioning wheelchair was crucial to Mr. McQueen’s well-being.  

[43] Alberta Aids to Daily Living (AADL) provided Mr. McQueen his wheelchair in February, 

2012 and the wheelchair had a life expectancy of 7 to 10 years.  Between February, 2012 and 

January, 2016 AADL conducted five repairs to the wheelchair.  There was no indication that any 

repair requests had been turned down by this agency. Ms. Campbell, R.N., Case Manager, testified 

that Mr. McQueen called her often requesting an occupational therapist (OT) attend his residence 

to fix his wheelchair.  Ms. Campbell was clear this was not the role of an occupational therapist.  

Instead, the correct process for repairs to any equipment would have involved an occupational 

therapy assessment, then a referral to AADL, which, according to Ms. Campbell, is outside of the 

Ministry of Health. Then depending on the response from AADL, Mr. McQueen would have been 

responsible for contacting “vendor services” to arrange for the actual repairs, in this case 

Medichair.  
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[44] Ms. Campbell went to great lengths to have the wheelchair fixed during a time that Mr. 

McQueen was hospitalized in May, 2015, but unfortunately that could not be done and Mr. 

McQueen was discharged to arrange the repairs from home. Although it is clear that Mr. McQueen 

was a difficult client to deal with, the process for equipment repairs does appear to be an overly 

cumbersome one. However, from the totality of the evidence, it appears that Mr. McQueen’s 

financial indebtedness may have contributed to his inability to have his wheelchair fixed by the 

vendor agencies authorized to do so.  The wheelchair was a constant and significant source of 

frustration given the needed repairs.  For Mr. McQueen his wheelchair was the only thing keeping 

him from being bedridden twenty-four hours a day, seven days a week.  It cannot be 

underestimated how important this mobility aid was for him.   

[45] Ms. Templeton also testified that Mr. McQueen had a lot of problems with his bowels and, 

in addition, he suffered from numerous wounds that required regular, specialized care and 

dressings.  Sometimes she even bought him supplies because his credit cards and his AISH 

payments were insufficient to cover the necessary groceries and supplies.  According to the 

evidence of Ms. Templeton there were special dressings that Mr. McQueen required for wounds 

on his buttocks.  They were Mepilex type dressings which would last for a couple of days and 

require changing.  They cost ten dollars each.  There were other dressings which only cost two 

dollars apiece which she would also buy for Mr. McQueen.  Mr. McQueen also had sores close to 

his penis and it was her evidence that Alberta Health Services provided insufficient dressings for 

the sores Mr. McQueen lived with, as a result of which she sometimes bought these dressings 

herself.  It seems clear there were significant expenses related to properly caring for these wounds 

but it also seems clear that Mr. McQueen may have either failed or been unable to carry out 

procedural arrangements for Alberta Health Services to provide such dressings in a timely fashion. 

These procedural arrangements included ongoing reassessments and timely re-ordering of 

products.  Ms. Campbell testified that Alberta Health Services would not advance any funds for 

wound supplies unless Mr. McQueen allowed them to examine the wounds. 

[46] Ms. Templeton testified that with respect to Mr. McQueen’s mental state, some significant 

changes began around 2012.  During that year he became stressed that he didn’t see his children 

as often as he wished. He was also upset because his physical health was deteriorating as were his 

aids and medical equipment.  He began believing people were spying on him.  He related to her 
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an incident where Alberta Health personnel came to his home.  He told Ms. Templeton that while 

he spoke to two of them, two others went through his whole home and he became suspicious they 

had planted microphones or listening devices throughout his home.  After that visit he told Ms. 

Templeton to see if she could find microphones or speakers because he believed he was being 

listened to.   

[47] This paranoia became worse and whenever his television would act up or his computer 

would act up, he believed people were doing something to his television and his computer.  He 

believed others were listening to his conversations and he would therefore whisper a lot of the 

time.  He denied being paranoid and assured her that his being spied upon and listened to was real.  

Ms. Templeton told ASIRT that at one point Mr. McQueen contacted police because of his belief 

other people were watching him.  When the police arrived, one of the officers threatened to shoot 

his dog if he didn’t put the dog outside.  Mr. McQueen was very upset over that and determined 

he would never call the police again. 

[48] Mr. McQueen also thought the neighbours were taking pictures through his window, as a 

result of which he blocked his windows so they couldn’t see through them.  He didn’t want to go 

outside and didn’t like going out the front door.  He kept his windows closed all the time and blinds 

down most of the time.  He was extremely isolated.  Ms. Templeton testified that Mr. McQueen 

was extremely depressed which may account for his failure to keep appointments, his unco-

operative attitude, and even his inability to carry out the necessary procedures to ensure medical 

supplies for his wounds were available on a timely basis.  The depression Mr. McQueen suffered 

was also known by Home Care, at least by May of 2015 when he was hospitalized since Ms. 

Campbell discussed his anti-depression medication with the psychiatrist.  No adjustments were 

made to his medication and it is unclear whether Mr. McQueen was taking it.  

[49] From the evidence of Ms. Templeton, the wound care required constant reassessments and 

sometimes the wounds would heal temporarily.  It was likely up to Mr. McQueen to arrange for 

these reassessments and renewed ongoing provision of wound medical supplies. His mental state 

and limited physical use of his hands may well have interfered with or even prevented his ability 

to arrange for assessments, arrange the renewal of supplies, and carry out the accounting required 

by Alberta Health Services for the 2014 audit year.  His failure to formally account for the 2014 



15 
 

monies advanced by Home Care was a major threat to the essential ongoing care funded by them.  

I note that the majority of the money Mr. McQueen received throughout 2014 from Alberta Health 

Services would have been used to pay Ms. Templeton’s salary, benefits, deductions, taxes, etc. 

since she was fully employed by him during that timeframe.  Nevertheless, Alberta Health Services 

properly required an accounting of funds which had been advanced.  There are Home Care 

personnel notes suggesting possible misuse of part of these funds, but there is insufficient evidence 

of this. 

[50] There is no evidence that Mr. McQueen ever received any mental health treatment in the 

last years of his life, other than the antidepressant medication.  Ms. Templeton testified that as far 

as she knew no such treatment had ever been given to him.  The evidence is clear Mr. McQueen’s 

paranoia prevented him from trusting Alberta Health Services as far back as 2012, which was 

undoubtedly a barrier to his accessing any health services provided by Alberta Health Services.  

Ms. Campbell testified that the mandate for Home Care centers around the physical care and 

related equipment needs of clients.  When a client was in need of mental health intervention the 

protocol was to contact the client’s General Practitioner, who would then make a referral to a 

mental health professional.  It does not appear that this was done for Mr. McQueen and it seems 

that he had let the relationship with his GP lapse.  Ms. Campbell testified that when Mr. McQueen 

was hospitalized in May, 2015 he had last seen his GP two years earlier.  This lapse was noted 

when Ms. Campbell was discussing Mr. McQueen’s antidepressant medication dosage with the 

attending psychiatrist.  Without a General Practitioner (Family Doctor) to prescribe the 

antidepressant medication and its renewals, it is questionable whether Mr. McQueen was actually 

taking it.  In addition, a referral to his General Practitioner for mental health assessment would not 

have been possible. 

[51] In August of 2015, Mr. McQueen was terminated from the Self-Managed Care Program 

due to his failure to provide audits for the money he had received.  Home Care had made efforts 

to assist Mr. McQueen in providing the necessary audit information, but Mr. McQueen failed to 

provide the requisite supporting documentation and he cancelled appointments that were made to 

assist him in this regard.  His failure to co-operate may have been caused by his deteriorated state 

of mental health, testified to by Ms. Templeton who emphasized how depressed Mr. McQueen 

was.  The evidence shows that the idea of suicide was also discussed between Ms. Templeton and 
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Mr. McQueen who at that time promised he would not do so.  It is possible that Mr. McQueen was 

not capable of completing the payroll documents properly and the documents were never 

generated.  For clients that are unable to complete the required documentation themselves, there is 

the option under the Self-Managed Care Program to have a “delegate” complete the audits.  This 

person would have to be found by the client themselves and would not be compensated for their 

time.  In Mr. McQueen’s case it would have likely been quite difficult to find such a person. 

[52] After Mr. McQueen was terminated from the Self-Managed Care Program in August, 2015, 

Home Care then utilized an agency called “Bayshore” to provide the personal care for Mr. 

McQueen, which largely consisted of bathing and hygiene.  It was clear to the Home Care 

personnel that Mr. McQueen would not do well under vendor services, but his lack of co-operation 

with the Self-Managed Care Program and personnel left the vendor services route as the only 

choice.  As expected, issues immediately arose between Mr. McQueen and the caregivers provided 

through Bayshore which eventually resulted in a total breakdown in the relationship.  Issues 

included Mr. McQueen’s smoking and cancellation of appointments.   

[53] A significant issue related to Mr. McQueen’s dog, Bear, since the vendor agencies had a 

policy that animals could not be present while services were being provided.  The purpose of the 

policy was to ensure home care staff felt safe and comfortable coming into the home and that 

animals could not interfere with the care being provided.  Some caregivers were more flexible with 

this policy allowing the dog to remain in the room, but others were not and Mr. McQueen refused 

services when he was unable to have his dog remain with him.  One of Bayshore caregivers was 

more comfortable around the dog but Mr. McQueen’s refusal to stop smoking while she was in 

the home caused her to discontinue providing services to him.   

[54] Mr. McQueen was not an easy patient, his own disrespectful attitude at times becoming a 

barrier to the provision of personal care.  By December, 2015 as a result of conflicts between Mr. 

McQueen and caregivers with Bayshore, along with a staff shortage, Bayshore was unable to 

provide a caregiver willing to work with Mr. McQueen.   

[55] Home Care consulted a clinical ethicist as they were struggling to provide care for Mr. 

McQueen.  They were advised to set firm boundaries with him so that there was no expectation 

that rules, such as those surrounding the dog, would be bent or broken for him.  It was determined 
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however, that the best option was to try and re-establish self-managed care with Mr. McQueen.  In 

January of 2016, Mr. McQueen was provided the option of returning to Self-Managed Home Care 

if he provided 2014 audit information by January 15, 2016.  However, he failed to do so and at 

that time a decision was made to terminate Mr. McQueen from the Home Care Program 

completely.  This was largely due to Mr. McQueen’s consistent cancellation of appointments for 

wound care as well as the vendor agency appointments.  These repeated cancellations had gone on 

for a couple of months prior to his death.  For Mr. McQueen, the impact of being terminated from 

the Home Care Program would have been profound and would result in him having no access to 

funds for caregivers in his home.  This would render him virtually unable to dress, bathe, tend to 

his wounds, tend to personal hygiene or prepare food for himself.  Staying in his home could not 

have been a long-term viable option for Mr. McQueen. 

[56] Although a termination letter was prepared for Mr. McQueen on or about January 20, 2016, 

this letter was not sent to Mr. McQueen prior to his death.  As such, Mr. McQueen was not formally 

notified of this discharge prior to his death.  He did know that he had not complied with the January 

15th deadline that would result in his termination from the program.  By that time Mr. McQueen 

had been without the Bayshore vendor homecare services since December of 2015 and Ms. 

Templeton had only visited a few times due to pressures in her own life.  The evidence suggests 

that Mr. McQueen may have been without personal care assistance for a good part of the last weeks 

of his life and was unable to care for himself.   

[57] There were two occasions on which Mr. McQueen’s mental health was addressed by the 

authorities in the months immediately prior to his death.  The first occasion took place in May of 

2015 when Home Care became aware that Mr. McQueen had sat in his own feces for an extended 

period of time in order to make a statement to Alberta Health Services about the lack of services 

he was receiving.  He had open wounds on his buttocks at the time.  He made clear he specifically 

did not want vendor services from Alberta Health Services, in place of being able to employ Ms. 

Templeton as his caregiver.  This was not only because he’d have to put his dog away if vendor 

services provided his personal care, but also that he wanted Ms. Templeton to continue as his 

caregiver. 
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[58] On May 29, 2015 Mr. McQueen was taken to hospital as a result of second degree burns 

to his body which occurred when he was using a blow dryer as a heater.  According to Ms. 

Templeton Mr. McQueen was frequently very cold and she thought it may have been due to a lack 

of proper circulation.  The medical discharge report states he was observed to have multiple 

chronic wounds including the coccyx (small bone at the base of the spine), abdomen, penis and 

knees.  He was found to have a catheter infection, which is not surprising given that he had sat in 

his own feces for an extended period of time. 

[59] Doctor Brett Sawchuk, a physician who was then in his third year of the psychiatry program 

at the Rockyview Hospital, completed a capacity assessment on Mr. McQueen on May 29, 2015 

while he was admitted to the Rockyview General Hospital.  Doctor Sawchuk testified that the 

purpose of a capacity assessment was to determine whether Mr. McQueen had the ability to 

understand and appreciate the consequences of various decisions such as health care decision-

making.  The capacity assessment specifically related to Mr. McQueen’s decisions regarding 

refusing home care services.  Doctor Sawchuk was aware at the time of the assessment Mr. 

McQueen had been sitting in his feces for an extended period of time.  However, in discussions 

with Mr. McQueen, Doctor Sawchuk concluded that Mr. McQueen understood the decisions he 

was making and appreciated the potential consequences of those decisions.  He concluded Mr. 

McQueen had the capacity to make treatment decisions and this conclusion was supported by his 

supervisor, Doctor Raymond Teng-Wai.    

[60] Mr. McQueen was in hospital for a full month and was discharged on June 26, 2015.  This 

speaks to the severity of the wounds, which were no doubt exacerbated by sitting in excrement.  

He remained on a general ward under the care of hospital practitioners and the evidence is not 

clear how often Doctor Sawchuk or anyone else from psychiatry saw Mr. McQueen during that 

timeframe, given that Mr. McQueen was never in the psychiatric unit.  His medical issues were 

the primary issues which gave rise to his hospitalization.  The capacity assessment is not the same 

as a psychological or mental health assessment and was limited to the issue of his capacity to refuse 

treatment.  However, Doctor Sawchuk testified he would normally be looking for overt symptoms 

of mood disorders, psychotic symptoms or overt delirium.  None of these concerns were noted in 

his assessment of Mr. McQueen.  Doctor Sawchuk described Mr. McQueen as having paranoid 

personality traits but it was his opinion that these traits would not interfere with his mental 
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capacity. It is doubtful that Doctor Sawchuk was apprised of the information that Alberta Health 

Services personnel were a specific focus of Mr. McQueen’s paranoia in that he believed they were 

spying on him.  This mindset would logically interfere with any efforts on the part of Alberta 

Health Services to provide the help Mr. McQueen needed, especially any mental health services 

had such help been offered.  Throughout Mr. McQueen’s hospital stay, no concerns were noted by 

either Doctor Sawchuk or Doctor Teng-Wai.  Doctor Sawchuk testified that in order to certify 

someone under the Mental Health Act, refusal of treatment would not be enough without evidence 

of an acute mental disorder. 

[61] It is not clear what information Doctor Sawchuk had with respect to Mr. McQueen’s 

personal circumstances.  Commission Counsel questioned Doctor Sawchuk about whether he 

examined the overall circumstances of Mr. McQueen, including his inability to keep necessary 

appointments which he needed for his general well-being, as well as his inability to complete forms 

that were needed to justify his ongoing care.  Doctor Sawchuk testified that he did not know the 

answers to a lot of those questions because his role was purely, in his words, “in that circumscribe 

manner to assess his capacity around the Home Care difficulties that he presented with.”  

Specifically, Doctor Sawchuk was asked by the attending physician at emergency whether Mr. 

McQueen had the capacity to consent to or refuse home care that was being provided to him and 

whether he understood the risks of refusing Home Care involvement.  As will be discussed later 

in this report, Calgary Police Services are currently working with Alberta Health Services to 

improve upon the Form 10 apprehension and assessment procedures under the Mental Health Act.  

In particular, the Calgary Police Service is attempting to improve upon the information made 

available by police to hospital personnel when people are taken to hospital by police. 

[62] A second event when Mr. McQueen’s mental health was addressed occurred in October, 

2015 when Home Care contacted the police because Mr. McQueen had been sitting in his own 

feces for 31 days.  Constable Stephen Guerin was called upon to perform a Form 10 Assessment 

in order to determine whether Calgary Police Service could apprehend Mr. McQueen under the 

Mental Health Act.  Constable Guerin understood that in order to apprehend someone under the 

Mental Health Act the individual would have to be suffering from a mental health disorder to a 

degree that they posed a threat of harm to themselves or others.   
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[63] Constable Guerin met with Mr. McQueen and determined that Mr. McQueen knew exactly 

what he was doing and knew that it was not normal behaviour.  Once again it appears Mr. McQueen 

was taking these actions to make a statement about the treatment he was receiving by Alberta 

Health Services.  Emergency Medical Services (EMS) attended and determined that there was no 

life-threatening condition present and therefore Constable Guerin determined that Mr. McQueen 

did not meet the criteria for apprehension under Form 10 of the Mental Health Act.  Constable 

Guerin was aware that Mr. McQueen had been the subject of a psychiatric assessment in May, 

2015 in similar circumstances and that he had been found to have capacity to understand and 

appreciate the consequences of health care decisions.  It is reasonable that this would have 

influenced his decision.  Mr. McQueen also stated that he would go to a hospital the next day if he 

felt unwell. 

[64] Mr. McQueen’s overwhelming circumstances during the last months of his life are well 

illustrated by the hospital records showing he was frequently cared for at the Rockyview Hospital.  

He was taken to hospital April 30, 2015 and remained until May 1, 2015 with a splayed urethra, 

multiple abrasions and wounds.  In addition to the May 29 to June 26, 2015 hospitalization less 

than a month later, which I have already mentioned, he was taken to hospital July 2, 2015, having 

fallen out of his wheelchair twice that day, injuring his shoulder.  The injury is described as a 

“rotated injured shoulder.”  He also had wounds to his penis, knee and coccyx.  Mr. McQueen was 

also cared for in hospital August 16, 2015 with pressure sores and coccyx ulcer.  At that time the 

doctor believed he should remain in hospital to receive IV antibiotic but he discharged himself 

citing he had no one to care for his dog, Bear. 

[65] On the whole of the evidence, it is abundantly clear Mr. McQueen could not look after 

himself and that in addition to the mental health issues already mentioned, his physical wounds 

and general physical health caused significant suffering.  Some indication of the limitations his 

wounds placed on his life is found in a Home Care memo dated June 11, 2015 from Wilma 

Henderson to Eileen Emmott where she references that Mr. McQueen should only be in his 

wheelchair one hour in the morning and one hour in the afternoon.  She then states “he will 

probably blow it,” which is an indication Home Care personnel interpreted his non-compliance as 

deliberate without considering the overwhelming nature of his circumstances including the 
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likelihood of mental health issues which contributed to his behavior.  There is also reference to the 

fact that Mr. McQueen is “pushing all the boundaries and taking up a huge amount of time.”   

[66] Throughout 2015 there was a significant deterioration in the already troubled relationship 

between Mr. McQueen and Alberta Health Services.  Alberta Health Services must respect the 

autonomy of their patients and cannot force treatment upon patients who refuse.  Mr. McQueen’s 

regular cancellation of appointments combined with the attitudes and behaviour he exhibited 

prevented Mr. McQueen from receiving some of the personal care he required.  However, Alberta 

Health Services personnel tried hard to find solutions to the provision of services for Mr. 

McQueen, since difficult patients like Mr. McQueen are not unknown to them.  A mental health 

assessment and appropriate treatment appear to have been needed on the totality of the evidence, 

but the barriers placed by Mr. McQueen himself, coupled with the lack of mental health training 

and frontline mental health workers available within the Self-Managed Program, left Mr. 

McQueen to deal with his horrendously difficult and overwhelming life circumstances on his own. 

It appears as though there was a focus on Mr. McQueen’s capacity to make decisions, rather than 

an assessment of his mental health to determine the extent to which his mental health issues 

contributed to his behaviour.  As already mentioned, his relationship with his General Practitioner 

had lapsed for two years, and therefore the protocol for Home Care to refer the need for a mental 

health assessment to Mr. McQueen’s General Practitioner was not carried out, nor was it 

addressed. 

Conclusions Arising From Mr. McQueen’s Personal Circumstances 

[67] With the genius of hindsight, it appears likely that Mr. McQueen was suffering from 

serious mental health issues including the depression and paranoia observed by his long-term 

caregiver, Ms. Templeton, and also noted by Ms. Campbell.  While his mental health issues did 

not reach the threshold required for apprehension under the Mental Health Act, these issues, along 

with his life circumstances, including potential funding issues, left Mr. McQueen unable to manage 

his life.  Despite consultations with a psychiatrist and a clinical ethicist, there is no evidence that 

Mr. McQueen was assisted or treated by a psychologist or counsellor who may have been able to 

assist him with his many life stressors and the depression and paranoia that is in evidence.  The 

very disrespectful attitudes and lack of co-operation he displayed may have been accounted for by 

the presence of these mental health issues along with his life circumstances.  Sadly, it is also these 
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very attitudes that may have negatively impacted upon his ability to manage the personal care 

relationship with Home Care personnel given his deep paranoia. 

[68] His obstinacy toward Alberta Health Services is not surprising given that they were the 

focus of his paranoia and that he blamed them for their failure to provide needed services to him.  

He believed they were spying on him, refused to go out, kept his blinds down and would often 

whisper to Ms. Templeton believing Alberta Health Services personnel had planted recording 

devices throughout his home.  As a quadriplegic, he was extremely frustrated by the fact of ongoing 

needed repairs to his wheelchair.  In addition, wound medical supplies which he required were 

sometimes lacking as a result of which his long-term caregiver paid for them herself.  When the 

issue of his failure to account for money received arose in 2015, the provision of funding for his 

self-managed home care was in doubt.  It appears at times Ms. Templeton, having compassion for 

him, provided the care he needed even without being paid.  It is unfortunate that rather than 

consulting a psychologist or other mental health professional, Home Care consulted a clinical 

ethicist.  The ethicist advised Home Care to take a very firm stance with Mr. McQueen, even 

though there were dire consequences for Mr. McQueen, namely the complete loss of the personal 

care that was essential to his survival.  It seems a very significant opinion to have provided having 

not met Mr. McQueen and without input from a treating mental health professional.  It is a credit 

to Home Care personnel that they decided to offer Mr. McQueen one more opportunity to 

participate in Self-Managed Care. 

[69] As mentioned Mr. McQueen was found to be sitting in his excrement for extended periods 

of time on two occasions in the months prior to his death.  This occurred at times when he had 

open wounds, including wounds on his buttocks.  He was taken to hospital in May, 2015 where he 

remained for a full month in order to receive treatment of chronic wounds, some of which had 

been infected as a result of his behavior.  This behaviour was far from normal and dangerous to 

his health given the open wounds on his body.   

[70] There is evidence that difficult patients like Mr. McQueen who are unco-operative and 

unpleasant to deal with, are not unknown to Home Care, whose services are limited to personal 

care, wound care and some physical therapy assistance.  The recent addition of a staff mental health 

educator is a recognition of the not uncommon difficulties personal caregivers and Home Care 
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personnel face when patients exhibit mental health issues such as those demonstrated by Mr. 

McQueen.  These may fall short of mental incapacity under the Mental Health Act, but are 

nonetheless serious.  The evidence throughout the Inquiry demonstrated that Home Care personnel 

tried their best to carry out their mandate of personal care for Mr. McQueen, but could not assess 

nor deal with the mental health issues which, with the benefit of hindsight, appear to have been 

evident.    The need for availability of mental health services and expertise for field staff and clients 

linked to the Home Care services seems obvious.  This may be especially true of the Self-Managed 

Home Care provided to someone as vulnerable as Mr. McQueen who was quadriplegic.   

[71] It is clear that on January 24, 2016 when he began shooting from his home, he was a person 

in crisis and emotionally disturbed, as those terms have been defined by Mr. Justice Wittmann in 

his Report marked Exhibit 4, as well as others who have carried out extensive studies for police 

services with respect to the use of force by police.  In addition to the horrendous life circumstances 

I have already mentioned, Mr. McQueen’s most important companion, his dog Bear, died from 

cancer a short time before the incident resulting in his death.  Mr. McQueen had spent considerable 

funds on veterinarian bills trying to keep his dog alive without success, which no doubt aggravated 

his already unmanageable financial situation.  He was in a physical and mental crisis at the time 

the events of January 24, 2016 occurred.   

[72] In recent years it has been noted that police are commonly first responders to people who 

are in crisis or are emotionally disturbed individuals, a situation which is far from ideal.  As a 

civilized society, the purposeful seeking of solutions to prevent people in crisis or emotionally 

disturbed people from dangerous encounters with police, which may result in the use of lethal 

force, is a reasonable objective.  Prevention of the crisis in the first place is the only safe solution 

to pursue.  This Inquiry demonstrates the need for a multi-disciplinary approach to solve the 

unacceptable but common problem where police are often first responders to people in crisis and 

emotionally disturbed, such as Mr. McQueen, whose encounter with police in such a state resulted 

in his death, and created a significant threat to the community and police.  

USE OF FORCE BY THE CALGARY POLICE SERVICE  

[73] The incident before the Court involved an active shooter and the only reasonable response 

of police was the lethal use of force, once they had tried unsuccessfully to communicate with Mr. 
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McQueen.  He began shooting out of his home at 16:37 when a shot fired by him narrowly missed 

a bus driver, and which resulted in police response.  During the next hour and a half some 30 to 

40 rounds were fired intermittently and randomly out of the front, back and roof of Mr. McQueen’s 

home.  Just after 18:00, when the TAC Team had been assembled, gas was fired into Mr. 

McQueen’s home, forcing him out, at which point the evidence is he shot twice as he exited his 

home.  Mr. McQueen was shot dead by a sniper from some 70 yards away to put an end to the 

significant threat Mr. McQueen posed to police and the community. 

[74] The use of deadly force permitted by Section 25 of the Criminal Code was discussed by 

Acting Superintendent Leggatt.  He testified that an officer is authorized to deploy and fire his 

weapon in situations where he reasonably believes that the life of somebody under his protection 

or his own life is in danger or is in immediate risk of grievous bodily harm.  An officer is trained 

to aim and fire at the largest centre of mass available.  This is because there are several human 

behaviour performance characteristics that are compromised during high stress situations such as 

an officer involved in shootings.  He testified that when a person is challenged or faced with a life-

threatening situation there are a series of physiological events that the person has absolutely no 

control over.  These events include a tremendous increase in heart rate, blood shunting or the 

rerouting of blood from the extremities to the major organs for purposes of preparing the body for 

flight.  There is also a significant decrease in dexterity and in the ability to use fine motor skills.  

The tension load for the officer, meaning what the officer is actually paying attention to, is 

governed by the scientifically proven drive to survive.  The ability to see, hear, and sense things 

clearly are all compromised when a person believes they are facing or experiencing a life-

threatening situation.  Officers are trained to shoot at the centre mass because there is significant 

difficulty in conducting a precision shot in circumstances where there is little or no discretionary 

time.  The physiological limitations prevent accuracy in such situations.  Even snipers, who may 

be located some distance from the threat, experience similar physiological changes and limitations, 

which may be tempered somewhat but are not absent. 

[75] From the evidence in this Inquiry, it is clearly fortunate that nobody else was hurt or killed 

as a result of the actions of Mr. McQueen. 
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POLICE AS FIRST RESPONDERS TO PERSONS IN CRISIS OR EMOTIONALLY 
                                                 DISTURBED INDIVIDUALS 
 
[76] On May 16, 2017 Chief Constable Roger Chaffin of the Calgary Police Service engaged 

The Honourable Justice Neil Wittmann to undertake an independent review of the use of force by 

the Calgary Police Service.  Chief Constable Chaffin stated that the incidents of police involved 

shootings had increased in Calgary over the prior two years with six of 14 total incidents resulting 

in fatalities.  When engaging Mr. Justice Wittmann he stated “As the Chief of Police, I am 

compelled to ensure our members have the correct leadership, policy, procedures and equipment 

as well as training to ensure that we are policing the community in the safest, most contemporary 

way possible.”  It was for that reason that an independent review was considered appropriate.   

[77] In April, 2018, the Wittmann Report was released.  With respect to the extent to which 

force, whether lethal or otherwise had been used by any member of the Calgary Police Service, 

the Report stated that over the six-year period from 2012 to 2017, the Calgary Police Service 

received 3,170,918 calls for service.  Of these, officers responded to 1,852,537 (58.4%).  There 

were 22 affected persons involved in police shootings, eight of which were lethally wounded 

(36%).  Another 10 persons sustained non-lethal injuries (46%) and 4 sustained no injury (18%).  

Therefore, of the 1,852,537 calls responded to by police, there were eight incidents where police 

used lethal force during the six-year period from 2012 to 2017.  The fact the Calgary Police Service 

ordered the independent review conducted by Justice Wittmann demonstrates a willingness and 

determination on the part of the Calgary Police Service to look for solutions which can or may 

make the lethal use of force unnecessary. 

[78] Justice Wittmann stated the following in this regard: “My review found that the members 

of the Calgary Police Service have a deep understanding of their power and authority and have 

balanced this with the related responsibility and duty to serve.”  He pointed out that while police 

are an institution with the monopoly to employ non-negotiable coercive force, the exercise of that 

monopoly in Canada is “constrained by public expectations and legal requirements.”  The lethal 

force used by police in the incident before the Inquiry was used in the manner described by Justice 

Wittmann.  It was used as a last resort and constrained by law, in accordance with public 

expectations in Canada.   
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[79] Of significant concern to this Inquiry is that Justice Wittmann found there remains an 

urgent need to explore and address the issue of police encounters with persons in crisis.  Previous 

reports on the use of force by police carried out in other jurisdictions have stated the same urgency.  

One such report referenced by Justice Wittmann was completed in 2014 by The Honourable Frank 

Iacobucci for the Toronto Police Force.  Justice Iacobucci stated that Toronto Police Service 

encounters with people in crisis are regrettably part of an international phenomenon that presents 

a fundamental challenge to modern society.  He states in the summary of his report that police 

services across Canada, the United States, United Kingdom, Australia and New Zealand, for 

example, face similar challenges in seeking to improve approaches to deal with the situations 

which now commonly arise in which police are confronted with mental health issues in the most 

dangerous circumstances, sometimes resulting in the use of lethal force. 

[80] The Honourable Justice Iacobucci at page 62 of his report states the following: 

20. Above all, the person in crisis needs help.  Whether it is by reason of mental 
illness, or a more transient mental or emotional crisis (possibly induced or 
exacerbated by drugs or alcohol), the person is in anguish.  The person’s crisis may 
manifest itself in belligerent behaviour, making it more challenging to receive help.  
The person may also be experiencing delusions that make it difficult or impossible 
to understand what is real.  The person’s need for help makes an encounter with the 
police in one sense desirable, because the police have the mandate to serve and 
protect those in need. 
21. . . .  
22. In some encounters, the problem arises because the person in crisis poses 
such an imminent and serious danger that it is essential that the police either 
immediately contain the person or immediately use force to subdue the person.  
When analyzing how to prevent deaths in such encounters, one must focus on how 
to prevent either the crisis itself or the encounter with police from occurring in the 
first place (which involves improving the mental health system, among other 
things).   
 

[81] The words of Justice Iacobucci resonate clearly in the case of Mr. McQueen.  He was 

clearly a person in anguish and his emotionally disturbed state manifested itself in belligerent and 

difficult behaviour as well as delusions about Alberta Health Services and others spying on him.  

This behaviour manifested itself long before the police shooting took place.  Justice Iacobucci 

underlines how challenging it is for such people to receive help.  This does not mean that we as a 
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society should simply accept that people such as Mr. McQueen must have their life end in death 

as a result of their inability to receive help. 

[82] Justice Iacobucci also examined the impact of police as first responders to people in crisis 

and the potential lethal outcomes of such encounters, from the perspective of the police officers 

themselves.  The Inquiry heard evidence from Maurice McLoughlin, one of the officers who 

responded to the McQueen incident with a C8 rifle.  He was visibly shaken by the incident and 

stated that the whole incident, including the Inquiry itself, had taken a huge toll on himself and his 

family.  He stated he had been unable to work for a considerable period of time after the event.  

He underlined the traumatic impact upon the police officers engaged in the lethal use of force.  He 

reiterated that during the course of such an incident all he could think of was getting home to pick 

up his six-year-old daughter and that he was not out to hurt anyone.  He stated the event had 

affected his life in a huge way and the police do not take lightly their responsibilities in these 

encounters.  Justice Iacobucci also examined the impact of police as first responders upon the 

families of the disturbed person in crisis whose life tragically ends as a result of the use of lethal 

force.   

[83] The Toronto Report written by Justice Iacobucci went on to state that the use of lethal force 

by police evidences a huge issue that warrants further collaboration with the mental health system.  

His report concluded that the subject of police encounters with people in crisis cannot be 

appropriately dealt with in the absence of a consideration of the availability of access to mental 

health and other services that can play a role in the tragic outcomes for people in crisis in 

encounters with police.  He points out that police officers, because of their 24/7 availability and 

experience in dealing with human conflict and disturbances, are inexorably drawn into mental and 

emotional fields involving individuals with personal crises.  He concludes that there will not be 

great improvements in police encounters with people in crisis without the participation of agencies 

and institutions of municipal, provincial and federal governments.  Indeed, the effective 

functioning of the mental health system is essential as a means of preventing people from finding 

themselves in crisis in the first place.  He goes on to say that the basic and glaring fact is that the 

Toronto Police Service alone cannot provide a complete answer to lethal outcomes involving 

people in crisis in the absence of changes to the mental health system to remedy the fact that it is 
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commonly the police service who are the first responders to such people.   This reasoning clearly 

applies to Calgary as well. 

[84] Justice Wittmann’s Report states that the situation of police as first responders 

demonstrates the need “for a broader conversation about the glaring gaps within the mental health 

system and implications for the lives of all Calgarians.”  In addressing mental health aspects of 

police interactions he relied upon the definition of a person in crisis outlined by Honourable Frank 

Iacobucci, who conducted the Toronto Review on this subject.  At page four, Justice Iacobucci 

defined a person in crisis as: 

A member of the public whose behavior brings them into contact with police either 
because of an apparent need for urgent care within the mental health system, or 
because they are otherwise experiencing a mental or emotional crisis involving 
behaviour that is sufficiently erratic, threatening or dangerous that the police are 
called in order to protect the person or those around them.  The term ‘person in 
crisis’ includes those who are mentally ill as well as people who would be described 
by police as ‘emotionally disturbed’. 
 

[85] Justice Wittmann pointed out that Calgary Police Service training material describes 

emotionally disturbed behaviour as “excessive behaviour that is driven by unregulated emotions. 

It involves a disruption in what is considered to be ‘normal’ or ‘usual’ functionality.  The intensity, 

frequency and duration of this abnormal behaviour differentiated it from normal behaviour.”  This 

description of emotionally disturbed behaviour was taken from the Calgary Police Service 2011 

document entitled “Dealing With Emotionally Disturbed Behaviour” Third Edition, Calgary, CPS 

page one. 

[86] As mentioned earlier, Mr. McQueen’s behaviours fall squarely within the definition of a 

person in crisis.  His behaviour in the months prior to his death where he was found in his 

excrement twice, despite open wounds, and his deterioration leading up to his death, also fall 

within the definition of emotionally disturbed behaviour.  His long-term caregiver described him 

as depressed and suffering from paranoia, the latter being present as early as 2012. 

[87] Although persons in crisis and emotionally disturbed individuals behaviour are primarily 

health issues, especially mental health issues, Justice Wittmann’s Report demonstrated that the 

Calgary Police Service is attempting to train its officers in these specific areas to the degree 
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possible.  Despite such additional training, however, police are not the ideal agency to assess and 

address persons in crisis exhibiting emotionally disturbed behaviour, since such behaviour is best 

understood and addressed by mental health professionals.  There are two clear reasons why police 

find themselves as first responders to persons in crisis and the emotionally disturbed.  Firstly, they 

are available 24 hours a day, seven days a week as opposed to most mental health professionals 

who work 9:00 a.m. to 4:00 p.m., Monday through Friday each week.  Secondly, police go to the 

problems whereas mental health services are usually only available to those who go to the place 

of business of the professional.  If we are to seriously address the unacceptable practice of police 

as first responders, it seems important to expand mental health services beyond normal office hours 

and also to find ways for the professionals to go to the problems people experience rather than 

expecting people to come to their office for appointments.  Some non-profits have managed to go 

to the people who cannot come to them and an increase in this approach seems warranted, where 

possible.  Mental health professionals are needed to intervene early in the disturbing mental 

behaviour rather than letting it fester as it did in Mr. McQueen’s case.   

[88] From the evidence at the Inquiry, it is doubtful the police had a full picture of Mr. 

McQueen’s difficulties when they dealt with him in October, 2015 and declined to apprehend him 

pursuant to the Mental Health Act.  The Mobile Response Team which is a relatively new creation 

involving mental health professionals was not accessed by police in Mr. McQueen’s case when 

they were called in October of 2015.  It is not clear whether Constable Guerin was aware of this 

partnership or if there was ready access to those services at the time.  For the second time Mr. 

McQueen was found sitting in his excrement for an extended period of time.  Emergency Medical 

Services advice was relied upon by police instead of advice from mental health professionals.  The 

information from his long-term caregiver Isabelle Templeton, concerning his depression and 

isolation was likely not conveyed either to police in October, 2015 or the hospital staff in May, 

2015.  Furthermore, this information was likely not conveyed along with the possibility that these 

factors could contribute or even cause his inability or unwillingness to keep appointments with 

Home Care staff.  The degree of his isolation, for example, his frustration with his broken 

wheelchair and his failure to complete the necessary forms to secure his ongoing care as requested 

by the audit of Home Care were all factors which were likely not within the knowledge of police.  



30 
 

His failure to complete the audit forms may once again have been due to his mental health issues 

such as depression.  Mr. McQueen’s circumstances were clearly overwhelming.   

[89] The lack of information of the “full picture” concerning Mr. McQueen may have made a 

difference in both May/June, 2015 when he was hospitalized for a month as a result of chronic 

wounds, as well as in October, 2015 when police were called.  On both occasions he had sat in his 

excrement for extended periods of time in a condition causing his open wounds to become infected.  

I am mindful that Mr. McQueen himself was a difficult person and that his paranoia had existed 

for some time.  It appears to me that the very things that made him difficult to deal with were as a 

result, in whole or in part, of mental health issues which were never addressed nor explored.  There 

is no doubt that Mr. McQueen was both a person in crisis and an emotionally disturbed person as 

those terms are defined by the time he began shooting from his home on January 24, 2016 and 

likely before that.  It is clear Mr. McQueen deteriorated both mentally and physically in the months 

leading up to January 24, 2016 when he was fatally shot by police.  I am also mindful of the 

reluctance of Mr. McQueen to voluntarily address these issues, especially in the later years of his 

life and of the importance under Canadian law to ensure that people have the autonomous right to 

determine the course of their own medical treatment, even if it means refusing treatment which 

objectively would be desirable in their own health interests.  However, it is not acceptable for 

police to often be first responders to people in crisis and solutions must be explored to correct the 

obvious inadequacies and tragic outcomes which can be anticipated in such circumstances.  It is 

nevertheless clear from the totality of evidence in this Inquiry that the loss of Mr. McQueen’s life 

cries out for attention and raises the fundamental question of how lethal outcomes can be avoided 

given the serious and tragic circumstances in evidence at this Inquiry. 

[90] The study done by Mr. Justice Wittmann attempts to assist police in finding ways to avoid 

the use of lethal force.  There was no evidence called by Alberta Health Services at the Inquiry 

concerning whether they have engaged in a similar independent review to address the specific 

issue of police as first responders.  However, there are partnerships between police and Alberta 

Health Services which have developed recently and recognize the need for mental health services 

in crisis situations.  I will refer to these later in this report. 
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[91] Justice Wittmann remarked upon a number of crisis intervention models currently utilized 

by some police jurisdictions in Canada.  He cited the Crisis Intervention Team Model which was 

created by Memphis Police Department in 1988 and is being implemented in police jurisdictions 

within Canada, including Hamilton, York and Halifax.  Crisis Intervention Teams are 

distinguishable from Crisis Negotiation Teams, which are called to respond to situations with 

hostages or barricaded individuals.  The primary goals of a Crisis Intervention Team, on the other 

hand, are to “increase safety in encounters where appropriate, divert persons with mental illness 

from the criminal justice system to mental health treatment.”  This definition was taken from a 

2012 document prepared by Watson and Fulambarker entitled “The Crisis Intervention Team 

Model of Police Response To Mental Health Crises.”  The implementation of a Crisis Intervention 

Team would undoubtedly necessitate strong and effective ties with the mental health system on an 

ongoing basis.  In addition, mental health issues falling short of incapacity, could also be dealt 

with through such a collaboration of stakeholders.  Had there been early collaboration between 

Home Care, police and mental health professionals in October, 2015, or earlier in the case of 

mental health professionals and Home Care, then perhaps the crisis which resulted in Mr. 

McQueen’s death in January, 2016 could have been avoided.  

[92] Justice Wittmann commented that police officers trained in crisis intervention 

“demonstrate increased awareness and knowledge, enhance self-efficacy, reduce social distance 

and reduce stigmatizing attitudes in their work with persons in crisis.”  The Memphis Model, 

according to Justice Wittmann is related to the de-escalation training which Acting Superintendent 

Darren Leggatt enthusiastically endorsed in his testimony at the Inquiry.  It is a 40-hour course to 

certify an officer as being trained in crisis intervention. Such officers are subject to re-certification 

on an annual basis.  Judge Wittmann states that crisis intervention training is needed to augment 

the de-escalation training, and recommends that the Memphis Model guide the Calgary Police 

Service to train, certify and recertify crisis intervention officers.  Alternatively, Justice Wittmann 

states that another option would be to follow the British Columbia model and integrate crisis 

intervention training into the existing Calgary Police Service de-escalation training, making them 

one comprehensive course.  Justice Wittmann notes that annual re-certification or mandatory 

refreshers for officers is essential.  Similar training for appropriate Alberta Health Services 

personnel was not a focus of the Inquiry, but in hindsight consideration should be given to this 
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possibility.  Modifications where needed to address early interventions respecting mental health 

issues (as opposed to policing issues) could be applied to this training. 

[93] Of note is the reference in Justice Wittmann’s Report to an article that appeared in the 

Toronto Star on April 27, 2017 by Michael Bryant and Graham Brown, referencing the history of 

treatment of mental illness in Canada.  Justice Wittmann’s Report states the following: 

Based on the premise that persons suffering with mental illnesses would be better 
off in the community rather than in institutions, institutions were closed and the 
unintended consequences began to occur, which still occur today.  Those 
consequences include a ‘shortage of supportive housing units and difficulties in 
accessing community services for individuals in need’. 
The gravamen of the article is: 

That’s when police became frontline triage workers for the mentally 
ill.  Instead of diagnosis and treatment, police did what they were 
trained to do:  investigate, arrest and charge people with criminal 
offences. 

[94] He went on to state: (page 232) 

It is important to note that the CPS cannot be regarded as solely responsible for the 
outcome of police interactions with persons in crisis.  It is incumbent on the broader 
mental health system to review and address the ways to prevent people from finding 
themselves in crisis, thus minimizing the likelihood of negative interactions with 
the police.  In addition, it is important to note that often times an encounter between 
a police officer and a person in crisis occurs in a matter of seconds, leaving little 
time for officers to apply the required time and distance to prevent harm to 
themselves or others. 
 

[95] Justice Wittmann made some 65 recommendations and Acting Superintendent Darren 

Leggatt testified at the Inquiry that all of these recommendations are being examined and plans are 

being taken for their implementation by the Calgary Police Service.  The extent to which they can 

be implemented, however, will depend upon resources and funding.  It would seem appropriate 

that significant collaboration between Calgary Police Services and mental health services will be 

necessary to effectively implement several of the recommendations Justice Wittmann has made. 
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PARTNERSHIPS BETWEEN ALBERTA HEALTH SERVICES AND THE  
                                     CALGARY POLICE SERVICE 
 
[96] Throughout Mr. Justice Wittmann’s Report it is apparent that the Calgary Police Service 

is making significant efforts to deal with persons who are in crisis or are emotionally disturbed.  

From the evidence at the Inquiry, it is also apparent Alberta Health Services Mental Health have 

taken some steps in recognition of the fact that it is the police, rather than mental health 

professionals, who are often the first responders to persons in crisis exhibiting emotionally 

disturbed behaviour.    

[97] Evidence was led at the Inquiry with respect to a number of partnerships between Alberta 

Health Services Mental Health and Calgary Police Services.  These partnerships are relatively new, 

having been developed within the last several years and demonstrate significant effort and interest 

on the part of both Alberta Health Services and the Calgary Police Service to bridge the gap 

between mental health and policing.  One collaborative resource involving Calgary Police and 

Mental Health resources is the Safe Communities Opportunity and Resource Centre (SORCe).  

This opened in June of 2013 which serves all vulnerable youth and adults with mental health and 

addiction disorders who are either homeless or at risk of homelessness, live in poverty, or have 

been involved with the justice or health system repeatedly.  The Centre locates 18 agencies which 

provide housing information, assessments, counselling and referrals.  The Centre is provided and 

maintained by the Calgary Police Service and led by an Executive Director who is a member of 

the Calgary Police Service.  Between June, 2017 and February, 2018, a total of 3,071 clients were 

being seen by this collaborative effort. 

[98] Another collaborative program between the Calgary Police Service and Alberta Health 

Services was discussed by both Cheryl Gardner, the Clinical Operations Manager of Alberta 

Health Services, as well as Acting Superintendent Darren Leggatt of the Calgary Police Service.  

For the past several years there has been a Mobile Response Team comprised of a multi-

disciplinary team including psychologists, social workers and nurses available through Access 

Mental Health via a central telephone number.  The Mobile Response Team could have provided 

advice to the Home Care counsellors or other clinicians treating Mr. McQueen.  It is a crisis service 

which generally reaches out to the client within 48 hours and if available, members of the Mobile 

Response Team can attend immediately.  The Mobile Response Team can actually attend at the 
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home of patients receiving home care to assess their mental health and the intake phone number is 

answered seven days a week from 9:30 in the morning to 9:30 at night.  It was not utilized by the 

Home Care personnel in the months prior to Mr. McQueen’s death.  Nor was it consulted in 

October, 2015 when police were called by Home Care.  Although it is relatively new, it has been 

operating for several years according to the evidence of Cheryl Gardner, and was available at the 

time of these events.  When police dealt with Mr. McQueen in October, 2015, they contacted EMS 

who did not have mental health professionals as part of its response.  Similarly, Home Care 

personnel contacted an ethicist during the latter months of Mr. McQueen’s life, whose advice did 

not appear to involve recognition of mental health issues. Ms. Gardner testified that she believed 

police would eventually like to build a direction into their own policies stating that when police 

are involved in a mental health incident they would contact the Mobile Response Team. 

[99] A third collaborative program mentioned at the Inquiry between Alberta Health Services 

and the Calgary Police Service is known as the Police and Crisis Team (PACT).  This is also 

accessed through the same phone line as the Mobile Response Team.  In addition to the 

professionals who form part of the Mobile Response Team itself, a police officer is also part of the 

Police and Crisis Team, which can make a similar response directly to a patient’s home or location.  

PACT has four units consisting of a police officer and a mental health clinician, either social 

worker, psychologist or nurse.  They work together and respond to crises involving risk to a person 

or the community itself.  The Police and Crisis Team can respond to situations where there is a 

higher level of risk or danger than what many of the normal mental health teams are able to respond 

to.  The police officers on the PACT team have their police radios turned on at all times so they’re 

listening in on what’s happening in the city and can respond or take a call if they believe it 

appropriate to do so.  If it’s a mental health call and they are available they will sign themselves 

on to that particular case.   

[100] Typically, PACT would respond if an incident involves somebody who had a known 

history of violence or aggression and is experiencing a mental health crisis or is under the influence 

of some kind of intoxicant.  PACT itself started at the end of the year 2009.  It began because 

police applied to the Safe Communities Program for funding and it was recommended that they 

partner with Alberta Health Services instead.   
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[101] There are currently four teams assigned to PACT.  It appears that two of the teams work 

with people who are under community treatment orders, typically people who are unwilling or 

unable to follow the treatment orders for them to be in the community.  The PACT teams are 

available from 6:00 a.m. to midnight.  911 calls could well result in a PACT response given the 

fact that the police officer on the PACT team would hear about the incident on his radio.  Certain 

codes, specifically code 1021 relates to a mental health occurrence and may well attract the PACT 

Team.  Notably it appears that PACT services are not available between midnight and 6:00 a.m. 

daily. 

[102] The District Police and Crisis Team (DPACT) initiative was started in the Summer of 2016. 

A mental health clinician is placed within the police district offices, but at the present time funding 

is only available for four such clinicians.  Currently Districts 3, 5 and 6 each have a mental health 

clinician located in them and there is a roving mental health clinician who takes referrals from any 

of the other districts.  The goal of placing mental health clinicians within police districts is to 

reduce the overall number of apprehensions under the Mental Health Act. 

[103] A mental health clinician located at District Police Offices could be either a nurse, social 

worker or psychologist.  There is currently a nurse in District 5, a social worker in District 3 and 

District 6 has a vacancy.  The advantage of having the mental health clinician within the District 

Office itself is that officers attending at various calls could come back to their District Office to 

receive assistance in terms of more education or advice with respect to helpful responses in 

situations where officers themselves were dissatisfied with simply leaving the situation and unsure 

whether anything more could be done. 

[104] I note that Justice Wittmann’s recommendation number 40 states the following: 

RECOMMENDATION 40: 
The CPS implement targeted initiatives to ensure frontline officers are aware of 
mental health supports, such as PACT, Safe Communities Opportunity and 
Resource Centre (SORCe), Mental Health Diversion and the Vulnerable Persons 
Registry and track and report on the levels of awareness and use of these initiatives. 
 

[105] A long-standing collaborative approach between Calgary Police Service and Alberta 

Health Services is brought into play pursuant to the provisions of the Mental Health Act, which 
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permits police, under Section 12 of the Act, to apprehend and transport individuals to a facility for 

examination if there are reasonable and probable grounds to believe that the person is suffering 

from a mental disorder and is at risk to harm themselves or others.  A steering committee has been 

struck involving both Calgary Police Service and Alberta Health Services to study and improve 

upon the relatively common apprehensions by Calgary Police Service utilizing the Form 10 

procedures.  According to Justice Wittmann, in 2016, 5,300 people were taken to hospital on Form 

10’s under the Mental Health Act and Alberta Health Services determined that about one-third of 

those people came in intoxicated and had to be medically cleared in the hospital.  Another third 

got admitted to hospital in psychiatric units, and a third were discharged immediately from the 

emergency department without even seeing a psychiatrist.   

[106] The steering committee is able to address the third of people that get discharged 

immediately, trying to engage the crisis services sooner to assist people working within the 

community to address their mental health situations before they require multiple interactions with 

police and hospitals. 

[107] The functioning of this committee demonstrates that both Alberta Health Services and 

Calgary Police Service attempt to involve the leadership of their respective organizations in efforts 

to improve the response to mental health issues.  According to Acting Superintendent Leggatt of 

the Calgary Police Service it was through this steering committee that the consulting line available 

to Home Care workers, and the Mobile Response Team came into existence 

[108] As a result of this steering committee, additional information has been added when police 

apprehend individuals on a Form 10 under the Mental Health Act in order to provide the emergency 

doctor with additional information about the environment they are bringing the client from, family 

information, and the behaviours they observed on site.  As mentioned earlier, it is doubtful whether 

important information concerning Mr. McQueen was conveyed when he was taken to hospital for 

his wounds in early 2015, and improved information about patients like Mr. McQueen would be 

invaluable.  Since the most extensive information concerning Mr. McQueen’s condition was 

known to his long-term caregiver Ms. Templeton, it is doubtful that even the Home Care personnel 

were in possession of the information she had.  He was an isolated patient and Ms. Templeton 

appeared to be the only person he trusted.  From the totality of the evidence, it appears that there 
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is a particular vulnerability for Home Care clients who participate in the Self-Managed Care 

option, especially those without family advocates who live alone and are severely disabled as Mr. 

McQueen was. 

[109] The collaborative steering committee involving both Calgary Police Service and Alberta 

Health Services is also studying and implementing procedures to improve the handover procedure 

between police and the medical personnel at hospital to reduce the time police must remain with 

patients.  Justice Wittmann’s Report found that officers are required to stay with patients until they 

are turned over to hospital staff and the timeframe this takes is often extensive.  Efforts are being 

made to allow police to turn patients over to nursing staff when appropriate, rather than waiting 

for medical staff to accept responsibility for the patient, which can often take several hours.  

According to Justice Wittmann, officers currently wait an average 72 minutes with the patient at 

the health facility, although this can be up to eight hours in some cases.  

[110] Justice Wittmann noted that The Honourable Frank Iacobucci stated this extensive waiting 

period on the part of police can serve as a disincentive for police to bring people in crisis into the 

mental health system for treatment.  Frustration and confusion by the affected individual are also 

not uncommon according to Justice Iacobucci.  Justice Wittmann stated that the proposed protocol 

allows officers to transfer custody of an emotionally disturbed person to an emergency room nurse 

after a wait of 30 minutes if both the officer and nurse agree that the person is at low risk to 

themselves or staff.  He explained that once the transfer from police to the emergency nurse is 

complete the patient is monitored by hospital security until they can be seen by a doctor, leaving 

the police officer free to leave but remain on call in the event the hospital has any difficulty 

controlling the patient.  This protocol was also developed and implemented at the Mount Sinai 

Hospital in Toronto according to Justice Wittmann’s Report. 

[111] In addition to addressing the wait times for officers utilizing the Form 10 procedure, 

ongoing efforts are being made to ensure that more information is available from police to hospital 

staff when patients are apprehended under the Mental Health Act.  Since Mr. McQueen was held 

on a general ward, rather than a psychiatric unit, additional information concerning him would 

undoubtedly have been useful to the physicians who treated him for his month long stay in hospital.  

For example, it may have alerted them to place a less restrictive frame of reference relating to 



38 
 

capacity to the psychiatrist, Doctor Sawchuk, who ultimately saw Mr. McQueen.  Alternately, a 

broader assessment of his mental state may have been taken. 

[112] Justice Wittmann mentioned the Vulnerable Persons Registry which was developed in 

2015, another attempt by Calgary Police Service to deal appropriately with persons suffering from 

mental health issues.  This Registry is a self-registry open to anyone who spends the majority of 

their time in Calgary and may require special attention in an emergency/disaster situation.  Some 

examples of such people would include those with Alzheimer Disease, Autism Spectrum Disorder, 

Acquired Brain Injury, Mobility Impairment, Visual Impairment, Cognitive/Development 

Disability or a mental health condition.  Individuals or their caretakers must enter their information 

into this system.  This Registry is currently housed in Calgary at 911 and may be accessed by the 

Calgary Police Service, Fire Department and Emergency Medical Services.  Justice Wittmann 

stated there were 937 persons registered in 2017. 

The Evidence of Acting Superintendent Leggatt  

[113] Acting Superintendent Leggatt spoke passionately about the need to improve upon existing 

collaborations and partnerships with Alberta Mental Health Services including PACT, DPACT, 

the Mobile Response Team, the Form 10 initiative and the Safe Communities Opportunity and 

Resource Centre.  He is directly involved in the training of recruits with respect to the areas of de-

escalation and strategic communications which he acknowledges have only recently been initiated 

and are not widespread throughout the Service due to funding and resource issues. 

[114]  Beginning in 2018 the Calgary Police Service began encouraging new recruits to complete 

the Alberta Family Wellness Initiative, presumably part of Alberta Health Services, entitled “Brain 

Story Certification.”  This is an in-depth 30-hour online course for professionals interested in the 

scientific underpinnings of brain architecture, toxic stress, and the impact of adverse childhood 

experiences on adult health outcomes, among other areas.  Acting Superintendent Leggatt testified 

he was very interested in expanding the understanding of Brain Story Certification throughout the 

Calgary Police Service and testified that often adverse childhood experiences result in problematic 

behaviour as adults.  This may include addictions and/or mental health issues. 



39 
 

[115] He stated that he doesn’t believe anybody is born a criminal but he does believe that there 

are influences that affect human behavior early in life and that The Brain Story education and 

certification has been embraced to help officers see the importance of understanding that some 

human behaviour demonstrated by a person in conflict isn’t necessarily their fault.  This 

information is relative to the state of policing, public safety and health and wellness in the 

community for the future.  The Calgary Police Service is embracing this Alberta Wellness 

initiative.    

[116] For example, new recruits are required to complete an Emotionally Disturbed Person User 

Guide, Mental Health Diversion and Criminal Charges and the Emotionally Disturbed Patient 

Modules.  This Course is required once for new officers.  The Emotionally Disturbed Person’s 

User Guide is a 45-minute module, which discusses risk management strategies for suicidal 

behaviour and explains how to effectively communicate information about the individual to mental 

health professionals.   

[117] The Mental Health Diversion Program training is also compulsory for all officers.  The 

Criminal Charges and Emotionally Disturbed Patient online course focuses on supporting 

collaborative working relationships between Alberta Health Services, Mental Health resources and 

the Calgary Police Service personnel.  This online course requires a 100% passing grade. 

[118] Acting Superintendent Leggatt testified that the use of force policy within the Calgary 

Police Service is what he described as a very organic document in the sense that it is subject to 

change and is very agile.  It is predicated on the direction provided by the law, but over the years 

the Calgary Police Service has become far more sensitive to other environments that can likely 

help evolve use of force policy, such as human performance sciences. 

[119] He spoke passionately and enthusiastically about the future of Calgary Police Service 

involving the philosophy that public safety is predicated on the idea of continued collaboration 

between police, medical, health, academia and the community.  From the evidence at the Inquiry, 

it is clear that each of these stakeholders are needed to find solutions to the problem of police being 

first responders to people in crisis like Mr. McQueen whose tragic reaction to his crisis and 

emotional disturbances led to his death at police hands.    
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[120] He stated there is a philosophical change in the mindset with the Calgary Police Service.  

They understand they are not going to arrest their way out of any mental health or addictions crises.  

He stated that police services across the country, including Calgary Police Service, must be open 

to partnerships with professionals in the health and wellness professions.  There is a fundamental 

shift in policing across the country in which police services are looking for ways to collaborate, 

share funding and share resources in order to bring a state of wellness and health to the community.  

The ultimate purpose of such collaborations is crime reduction and a reduction in social disorder 

resulting in increased public safety.   

[121] Calgary Police Service has an ongoing Use of Force Committee which began in early 2018.  

This was an effort which was undertaken parallel to the Use of Force independent study conducted 

by Chief Justice Wittmann.  This committee meets once a month specifically for the purpose of 

looking at all contemporary issues that are facing law enforcement around the use of force.  Acting 

Superintendent Leggatt spoke to the positive response on the part of Calgary Police Service to the 

Wittmann Report and each of the 65 recommendations contained in it, all of which are being 

carefully studied and examined to determine how best to implement them.  It is not clear whether 

Alberta Health Services has similar emphasis upon their participation which is required to carry 

out some of these recommendations.  

[122] Acting Superintendent Leggatt spoke about the Bloomberg Harvard Leadership Initiative 

where the mayor and city council efforts to streamline and unify a city-wide approach to deal with 

addictions and mental health is being studied in Calgary.  A report was not yet available at the time 

of the Inquiry.   

RECOMMENDATIONS MADE BY WITNESSES 

[123] All witnesses were asked if, with the benefit of the genius of hindsight, they had any 

recommendations that would prevent similar deaths from occurring in the future.  For the most 

part, witnesses were unable to provide any recommendations which would prevent similar death, 

but some witnesses did provide the following recommendations:   

(a) Cheryl Gardner recommended that a protocol be established providing that front-

line workers such as Home Care contact the Mobile Response Team when they are 
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dealing with complex clients like Mr. McQueen who was refusing services.  She 

also recommended that Alberta Health Services evaluate and create a protocol 

which would allow more flexibility in dealing with non-therapeutic pets.   

(b) Acting Superintendent Leggatt recommended that the Brain Story Certification be 

expanded from just new recruits to all members of the service.  He also 

recommended that there be continued collaboration between police, medical, health 

and academia to bring all stakeholders to the table to determine how to address 

mental health in the community.  

(c) Ms. Templeton said Mr. McQueen could have benefitted from someone to talk to 

who could act like a friend with him.  Whether Alberta Health Services can provide 

such companion services, possibly in the person of mental health professionals who 

create an ongoing relationship with vulnerable patients like Mr. McQueen and who 

did not have advocates, is important to consider. 

 
I endorse each of these recommendations. 
 
INQUIRY RECOMMENDATIONS 
 

(a) It is recommended that Alberta Health Services carry out an independent study to 

examine the glaring gaps in the mental health system noted by Justice Wittmann 

and The Honourable Justice Iacobucci, which contribute to police commonly being 

first responders to people in crisis and emotionally disturbed individuals whose 

mental health issues have escalated to the point requiring police involvement. The 

complexity of this problem is considerable and as mentioned by Justice Iacobucci 

appears to be an aspect of modern society which several countries, as well as 

Canada, are grappling with.  The only way to prevent dangerous encounters with 

police by persons in crisis and emotionally disturbed individuals is to prevent the 

crisis from occurring in the first place.  This engages the challenge of early 

intervention despite dealing with difficult people whose mental health issues fall 

short of incapacity, but nevertheless are serious and may cause them to be unable 

to access the help they need.  It involves not only police and mental health services, 

but also the scientific and academic communities in order to find solutions to this 
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complex problem of police becoming first responders to people in crisis and 

emotionally disturbed individuals. 

 

It appears that by the time Mr. McQueen was shooting at the police he was suicidal 

and in crisis as well as being emotionally disturbed, as those terms are defined in 

the Use of Force Report carried out by Mr. Justice Wittmann.  Despite the 

assessment of capacity to refuse treatment made in May, 2015 with respect to Mr. 

McQueen, in hindsight, there appears to have been ongoing, unidentified mental 

health issues which escalated to the point where police were required to utilize 

lethal force.  The mandate of Home Care is the provision of personal care to 

vulnerable patients such as Mr. McQueen and Home Care personnel are not trained 

to either assess or deal with mental health issues such as the paranoia he displayed, 

or the depression observed by his primary caregiver.  It is doubtful they had a 

complete picture of the extent to which Mr. McQueen was in crisis and emotionally 

disturbed.  Nor did they appear to appreciate the degree of his suffering.  His failure 

to co-operate with the Home Care personnel may well have been related to mental 

health issues which escalated to the point where he became suicidal and, in all 

likelihood, committed suicide by police shooting on January 24, 2016. The question 

of whether it would have been possible to deal with Mr. McQueen’s mental health 

issues earlier in time, in order to prevent such escalation ought not to be avoided in 

this Inquiry which highlights an extremely complex issue, namely, how can we 

prevent police commonly being first responders to people in crisis who are also 

often emotionally disturbed since such encounters carry obviously dangerous 

possibilities including lethal outcomes.   

(b) It is recommended that the recent collaborative partnerships attempting to bridge 

the gap between mental health services and police services which are mentioned in 

this report, be expanded upon to increase their effectiveness.  This includes PACT, 

DPACT, the Mobile Response Team and SORCe.  The evidence before the Inquiry 

is that each of these initiatives requires additional resources and funding in order to 

expand the availability and effectiveness of each partnership.  According to Acting 
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Superintendent Leggatt, each of these collaborations, along with the recruitment 

training and retraining of police personnel all require such resources and funding 

to provide a more effective bridge between the mental health services provided by 

the government, and police services.  

 

(c) It is recommended that Alberta Health Services facilitate access to mental health 

professionals when needed in cases involving vulnerable Home Care patients like 

Mr. McQueen, especially those that are self-managed.  Home Care personnel are 

not trained to identify or deal with mental health issues and require the input from 

mental health professionals on an ongoing basis.  It is foreseeable that vulnerable 

patients requiring Home Care services may require mental health services as well 

and Home Care personnel and patients should have ongoing access to this 

assistance. 

(d) It is recommended that a liaison be established between Home Care and the 

Vulnerable Persons Registry, mentioned in this report, to ensure updated contact 

information of vulnerable people like Mr. McQueen is available.  The police did 

not have correct telephone numbers when they responded on January 24, 2016 and 

their efforts to phone him were therefore unsuccessful.  Despite their intention to 

communicate with Mr. McQueen, there was therefore no opportunity for police to 

attempt to de-escalate the situation.  The Vulnerable Persons Registry, if properly 

utilized, would have up-to-date contact information of vulnerable people like Mr. 

McQueen. 

All of which is respectfully submitted.   

 

 

S. L. Van de Veen, 
A Judge of the Provincial Court of Alberta.  

 
 



 
 

APPENDIX A 
 

LIST OF EXHIBITS 
 

Re:  Fatality Inquiry into the death of David McQUEEN 
 

1. Black 3-ring Binder, labelled Alberta Justice and Solicitor General.  Binder 1 of 3 
containing relevant documentation including Medical Examiner’s Records and Calgary 
Police Service Records. 
 

2. Black 3-ring Binder, labelled Alberta Justice and Solicitor General.  Binder 2 of 3 
containing ASIRT investigative records and report. 
 

3. Black, 3-ring Binder, labelled Alberta Justice and Solicitor General. Binder 3 of 3 
containing relevant documentation including AHS records pertaining to Mr. McQueen 
and additional CPS documentation. 
 

4. Black coil-bound booklet, labelled Use of Force in the Calgary Police Service.  An 
Independent Review conducted by The Honourable Neil Wittmann, Q.C, for Chief 
Constable Roger Chaffin, Calgary Police Service, April 2018. 
 

5. One letter-sized page – Glossary of Regimental Numbers, Call Signs and other key terms, 
Dated January 24, 2016. 
 

6. Four letter-sized, double-sided pages with Calgary Police Service in blue ink on the 
bottom of all pages.  Mental Health Act Apprehensions. 
 

7. One legal-sized sheet, purported to be a picture of an envelope and miscellaneous papers. 
 

8. Three double-sided, letter-sized sheets: Forensic Analysis Report.  Bottom right corner of 
each page has initials in blue ink. 
 

9. Four letter-sized sheets:  Calgary Police Service Use of Force Committee, Working 
Terms of Reference, Written June 19, 2018, Revised August 7, 2018, Herrie Horner. 

10. Eleven letter-sized sheets:  Agenda:  Use of Force Committee-Meeting 1 Date:  
September 27, 2018, 1:00 -2:30 p.m.  And Committee Meeting 2:  October 25, 2018, 1:00 
pm-3:00 pm.  Some sheets have colored ink on them in red, blue, green. 

11. Six letter-sized sheets:  Calgary Police Service, Wittmann Planning Team, Terms of 
Reference, November 6, 2018, Written by Sara Skinner. 



 
 

12. Two letter-sized sheets:  top line on the pages reads as:  Recommendation: #22-the CPS 
monitor and report on the number of body worn camera.  Date: November 14, 2018. 
 

13.  Seven pages EMS Report dated 02/07/2015 McQueen David signed and confirmed. 
 

14. Crown Opinion Request S.99 Firearms Trafficking Charges, Prepared by Det. Travis 
Lindemann – 9 pages with 15 full page color photos of a revolver – 24 pages total, 1 
sided. 
 

15. Incident Command Debrief Summary, call date 2016/01/24, debrief date 2019/02/20, 27 
pages, completed by C. Grabowski – 14 pages total, 2 sided. 
 

16.  CPS Video 1, CPS Video 2 – 2 CD’s in green envelopes. 
 

17. Email from CARBERT WAITE LLP, dated January 18, 2019, Re:  David McQueen – 
Fatality Inquiry, signed by Blair R. Carbert – 2 pages, 2 sided. 
 

18. Document for Mr. David McQueen (10006909) contains Assessment Information, Health 
Care Aide Care Plan, Wound Clinical Pathway, Bates-Jensen Wound Assessment Tool, 
Health Care Aide Care Plan Behaviours of Daily Living – 23 pages 2 sided pages and 9 
single-sided pages. 

19. IHC Operational Standard – Alberta Health Services – Document #ADMN.P.01 – 7 
pages double-sided, letter size. 
 

20. Multidisciplinary Progress Record – Alberta Health Services – 2 pages letter size, single 
sided. 
 

21. Email Carbert Waite LLP Blair R. Carbert, Re:  David McQueen – Fatality Inquiry – 
single page letter-sized, double-sided. 
 

22. Alberta Health Services AHS ADDICTION & MENTAL HEALTH (Calgary Zone) and 
CALGARY POLICE SERVICES – two pages double-sided, letter-sized. 
 

23. Police and Mental Health Power Point Presentation, two coloured slides per page – 11 
pages, double-sided, letter size. 
 

24. Form 10 Mental Health Apprehensions Power Point Presentation, two coloured slides per 
page – 6 pages double-sided, letter size. 
 

25. Six page typed document, double-sided – Darren Leggatt – Curriculum Vitae. 
 

26. One page typed document on letter-sized paper – Recommendation:39 – Team Leads:  
Keri Rak & Dan Guennette – Issue Lead:  Sgt. Kevin Zeh – Stakeholders consulted (or 
projected team):  Heidi Fournier. 

27. One page typed document on letter-sized paper – Level 2/Code 900 checklist. 
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