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Verdlct Explanatlon

' * Reyal Jdrdine-Dotiglas
Sylvia Klibingaitis
Michael Eligon, Jr.

October 15, 2013~ February 12,2014 .
Coroner’s Courts
Forensic Sciences and Coroner’s Complex.
25 Morton Shulmai Ave., Toronto

Opehing comment:

lintend to give a brief synopsis of issues presented at this inquest. | would like t stress that
much of this explanation will be my interprétation of bath the evidence presented and of the
jury’s reasohing iri making reécommendatioris. The sole purpose of this exglaiiation is 1o assist
the readar I understanding the verdict afid recommédétions made by the jury. This
explanatiori is not to be considéred as actual evudence presented at-the inquest and isin no way

. intended to replace the Jury's verdict.

PART[CIPANTS:

Counisel to the Coroner: Mr. Michael Blain
Chief Counseal, Office of the Chief Coroner

Invastigating Officer: . Dét. Derrick Robinson
' Ortario Provincial Police

Coroner's Constable: Congst. Phillip Sequeira
Ontario’ Provmcnal Police
Court Reporter: Ms. Devon Lockett
Netwotk Repaiting & Mediation
100 King St. W., Siiite 3600
Torotito ON M5X 1E3
T: 416-359-0305
F: 4163591611
* E¢info@unetworkcourt.ca
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Counsel Mr. Peter Rosenthal, Ms. Reni Chang .
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© Agents Ms, Lili Steer, Ms. Anita Wasowicz, M,

Roziiia Reid

Courisel Ms. Anita Szigeti, Mr. David Landesman
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5300-66 Wellington St W, Torontd. M5K 1E6

Courisét Ms: Kate Crawford, Mr. Lee Lenkinski -
Bordner Ladnér Gervais LLP
4400-40 King St W, Toronto. M5H 3Y4

Gounsel MIr, Gary Clewley
400-357 Bay St, Torontd, M5H2F7

Catinsel Mr. Peter Brauti, M. Richard Niman
Brauti Thorning Zibartas
1800-151 Yonge 5t, Toronto, M5C2W7

Counsel Ms. Michele Wright; Ms, Brennaugh Smith

Gity of Toroiito Legal Services Division
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Parties with Standing (cont’d): ' Represented by:

- Toronto Police Service Chief & Coutigel Mr. Williatn MCDOwel'l', Ms, Kaitlyn
Service (“TPS Setvice”): Pentnéy, Ms. Gail Glickman, M. Matthéw Crowe

Lenczner Slaght
2600-130 Adelaide St W, Toronto. M5H 3P5

Ontario Ministry of Community Counsel Ms: Jinan Kubursi, Ms; Rosanne Guiletti
Safety and Correctional Services Ministry of Community Safety & Correctional
(*MGSCS): Services

501-655 Bay St, Toronto. M7AOAS

Overview of the Inquest

A Jomt inquest was ordered by the Chigf Corotier into the deiths of Mr. Reval Jardine-Douglas,
Ms, Sylwa Klibingaitis, and NMr, Michael Eligofi. All three sustairied fatal gunshiot wounds after
approachmg a police officer while aréd with an edged weapon, and apparently under the
influence of:a mental illness. Inguests irito the deaths were mandatory under Subsection 10{4.6)
of the Cafoners Act. The inquest began hearing _evldence on October 15, 2013, The jury heard -
froin 78 witnesses during 39 days of evidence, and 79 exhibits were filed: The jury returned its
verdict and recommendations on February 12; 2014

The inquest heard evidence ahout the circuinstancs of each of the three deaths, and the
prevention of future deaths in similar circumstances. This injé[i_i'ded, but was not limited to;

o curtent state of knowledge
o available strategies; and
» police policies and training

relating to the;
. & idenitification and management of persons who represent a potential risk on the basis of

mental disordet, and - »
» response to potential risks presented by a person armed with ah edgéed weapen.
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Cifcumstaiicés surrounding the death of Mr. Jardine-Douglas
Mr. Jardine-Douglas, aged 25 years, had experienced increasing withdrawal and other
symptomsin the approximately 2 years preceding his death. PreViously wail physically,

~ psychologically, and socially, he Had become increasinigly isolated and prone to disturbing
thoughts. His family, with whom lie lived, became more and moie concerned-for-fis well-being, -
He initfally resisted their efforts to encotrage him to discuss his symptoms with a physitian, but
réluctantly agreed to do so. )

He Was asséssed by his family physician on August 27, 2010. His physician confirmed the family’s
concen that Mr. Jardine-Douglas had ‘a serfous mental illiess, and inftiated an urgent
psyehiattic referral. The physician did not find evidence that Mr. Iardine—D.‘ouglén"s was dangérous
to himself or others at that tjme. ° .

Early the following morning (August 28), concerned about his increasing symptoms, Mr. Jardine- LET
Douglas’ mother bfought him to the Efnergency Rooim of Scarborough Centenary Hospital, from

which he was referred to Sca rborotgh Grace Hospital. He left that hospital before being

assessed. At that time, he did not have symptoms that met the legal test for involuntary

hospitalisation {such as dangerausness to himself or athers), and was free o leave if he wished.

On Auglist 29, Mr. Jardine-Douglas’ mother and sister becarne even more concerried about his
behaviourand'the possibility of dangerousness to self or others, He triad to drive away'in his
mother's car, but his sister and mother prevented him from doing so. Hethen boarded a TFC
bus, His'sister called 9-1-1 and explained her concefis to the cali-taker, She repoited that Mr.
Jardine-Douglas was tarrying a backpack, and she was unable to exclude the possibility he had a
wesdpor,

Thie bus was stopped by two police cruisers. The events were récorde;d on bus surveillarice
video. Mr, Jardifie-Douglas attémpted to leave the hus by the rear door, but could not dpen the
door because of a safety interlock. He returned to his seat: The officers began to board fiom the.
b frotit 6f the bus. Hethen removed a knitfe:from his backpack and advanced on the officars,

The officers gave and repeated the polica challenge, tellihg Mr, Jarditie-Douglas o “freeze” and

“drop the knife” They retreated from the bus-and drew their firearfs. Mr. Jardirie-Douglas

followed the officers oif the bus, The officafs split and want in two differefit directions, Mr. .
Jardine-Douglas continued to advance on ofie of the officers. The officer changed direction

more that ofice to open the space between Mr. Jardirie-Douglas and himself, but Mr. Jardine=

Douglas also changed directioti and ¢ontiriued o close the distance with:the officer, The officer

eridéd up against a hedge frorm which further retreat was not feasible, with Mr. Jardine-Douglas
contifiving:to advance with the’knife.

The officer fired his weapon; Mr. Jardine-Douglas fell to the grouid. He:was still conscious, did
not comply with demands to drop the we_apﬁn', and attempted to get up. The officer fired
another shot, at which point he stopped moving. The Gfficefs. approachied him, found and kicked
away the knife, then started CPR, Pararriedics arrivad shortly aftefivards, and found'Mr. Jardine-
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Douglas without vital signs. He was transported to Sunnybrook Health Scrences Centre, where
he was pronounced'dead after resuscitation efforts. M i Adnest

The death was investigated by the cdroner. Autopsy showed two gunshot woiinds: otie éntering
the left shoulder and going into the chest, the dther entering the tight hip from the front. In the
oplmon of the forensic pathologist, the ost likely sequence of évents was that M. Jardine- ’
Douglas sustained the gunishot wound to his hip, fell to the ground, and was attempting o get.
up again whenhe was struck by the second and fatal bullet in his Ieft shoulder,

Thé death was investigated by the‘,Sp-eci-al'InVeStigatigns Unit {SIU). No criminal charges were .
Iaid. R 1 -

R
Circumstances surrounding the death of Ms. Klibingaitis
Ms. Klibirigaitis, dged 52 years, had a history of mental lllness, for which she had sought

tréatmefit and was under psychiatric care. The course of her iliness varied over time. Her

symptoms included delusions that she was evil, and that God had singled her outfor
punishment, She lived with her elderly mother in a detached farily home in a residential
neighbourtiood In Toronto. Family, including her three sisters, were supgortive afid helpful. She
had no history of vrolence or‘dangeroushiess to otHers pior to the day of her death

On October 7, 2011, a little after 9130 a.im., Ms. Klibingaitis madeé a call to 9-1-1 from her
residente, statlng that she-was holdlng a I<n|fe and intended to kill her mother, who was in the
bathrootn 6f the residence. The 9:1-1 ogerator dispatched pollce and then asked Ms,
Khbmgaltls to put. the knife down. Ms. Klibingaitis refused.

Two uniformed officers arrived at the scene in marked palice vehigles. They separated after
performing an inspection of the pefimeter of the house. Ms. l<hb|nga|t|s holdmg alarge kiife,
ran out-of the front door towardsthe officer who was at the front of the hause. He ietreated;
unholstered gnd pointed his firedrm at her, and issued the pollce challenge She tontifiued to
advance while he ran backwards onto the streat with Ms. Khbmgams following him. The
cruiser’s video caméra captured the officer runiing backwards past the front of the cruiser, with
Ms: Kllblngaltls followmg hith with a knife held at shoulder level. He shot her, and she collapsed
onte the mlddle 6fthe stieét. The shooting occurred outside the camera’s field of view,

by

founcl Ms. l<l|b|ngartls w1thout vrtal srgns She Was transported to Sunny,brook Health Smences
Centre, where shg'was pronounced dead after fesuscitation efforts.

The coroner was notified and investigated the death. Autopsy showed that death was due o
perforating gurishot wound of.the.chest. o

Thé death Wa“‘s ihvestigaf‘ec{;by' the SIU. No-criminal charges were laid,: -

PR
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Circumstances surrounding the death of M. Eligon .-

"Mr. Michael Eligon, Jr,, aged 29 years, had'a history ofiierital illhess, for which he had sought
treatment and had'been under psychlatrlc care. The edurse 6f his lllness varied over time. His
syhiptoris included auditory and visual hallucinations. He lived on his & 6wn, and had moved
several timas prior 16 his death. He was living in a supportive residential environment at the
tife his death. A mental health case worker coordmated his care, He hiad no histoty of violerice
or dangerousness to others prior tothe day of his deaih.

On February 15‘t 2012 workers from Mr. Ehgon 3 resrdence contacted pollce because he was
argumentatlve, and agltated They agreed wrch hrs workers tha’c He appeared to. be experiencing
an exacerbation of his mgntal illhess that put him &t risk, and took hini to the Emergéncy Room
of Toronto East General Hospital (TEGH) for asséssmeént. He had previously received inpatient
and olitpatient care at St. Joseph’s Health Centre but his tesidence-was ¢loser to TEGH

He was assessed by the Emergency Room physician at about 10;00 p.m., and was admitted asa
psychiatric Inpatient: No inpatient bed was immediately avallable, and he was held iri the
Emergency Room. During the following nearly36 hours, Mr. Elrgon Was coopefative, but, eatly
in the morning of February 3™ he started to become increasingly agitated. At approximately
9:55 am on. February 3; M. Eligon surreptltrously left his robr and exited the hospital via a side
door, wearing his hospital gown. Emergency Rooni staff rioticed that hie was missing and
hotified hospital security, who began a sedrch of the hospltal and grourids,

M Eligon left the Hospital grounds and-entered a variety store near the hospital, removed 2
pairs of scissors from-a wall display, and left without paying. The store owner went outside after
Kim, and asked him either to pay or return the scissors, Mr. Eligon valuntarily returned into the
store. After a brief discussion, the two scuffled, and the owner was rnjured wuth the scissors. It is
not known whether Mr. Eligon intended to Inflict the injuties with the scrssors, or if the cuts
occurred because he was holding the scissors in his hands duringithe scuffle, Tha store owner
opted not tofollow him out of the store, and called 8-1-1 t6 fegort the theft'and the i injury. He
prowded a descnptlon of Mi. Eligon. Palice and ambiuatice weterdispatched. '

Mr, Ehgon then successively approached two wormen hear the|r cars, requestmg their car keys.
Both refused, and reported the events g police.

Mr. Eligon attempted to enter a family home through its back doar, The hushand, who was
outside, told him to leave, and the-wife, who was indoors, called 9-1-1, Other civilian witnesses
saw the events, some of whom had some minor interaction with M. Eligan, All suspected
mental illness from his confused behaviour and speech, and from the fact that he Was outdoors

in February dressed ofly in a hospital gowr: Many saw that he was carrymg 2 pairs of scissors,

A nurnberof police urits responded to tHe multiple 9-1-1 calls. M. Eligon was located, and
officérs began to cohvérge o him. Mr. Eligon began to advanice on the officérs, holdmg the
scissors, The officers retreated down the street, walking backwards, and issued the police
challenge. A number of them tinholstered and pointed their firearms, The final pomon of the
in¢iderit was captured on the video camera of a parked police car. Mr. Eligon did not comply

Verdict Explandtion — Inguest into Deaths of Reyal Jardine-Dotglds, Sylvia Klibingaitis and Micb ael Eligon, Jr. 6




with the police challenge, and advanced towards the officers, who continued fo retreat down
the street. One-officerbackedinto a parked vehicle, and did not have a ¢lear: escapé routey M,
Eligon continued advancing to within a few feet. At that point, an 4dj jacent officer shot Mr.
Eligon, who fell 1o.the ground. Officers kicked Away the scissors then provided first aid.
Paramedics arrived shiortly aftef, and found M, Eligon without vital signs, He was transported
t'o St. Michael's Hospital, where he Was pronounced dead a'fter-i‘e-s’us-ci‘taﬁon efforts.

The coroner wis rnotified and mvestlgated the death Autopsy showed that death was due o
penetrating gunshot wound of the neck.

The death was investigated by the SIU, No criminal charges were laid.

RS P F.
Expert Psych;at:ic Eviderice S

An independent expertin psychlatry provided opinion evidence to the jury. The expert’s opinion
was that the dcute éscalation of symptoms, associated with serious dangerousness to others,

" ¢ould hot: reasonably have been predicted in any of tha three cases. [n the case of Michael

Eligon, the lethal interaction with police mayhave been preventable if he had not been able to
leave the hospital. This could have been achieved by earlier admission to a secure ihpatfent-
psychiatric unit, or by holding him in a secure setiing with frore monitoring while in the
Emergency Rogm.

b
N
i,

0
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VERDICT OF JURY
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' The jury made the fo]lowmg fndmgs

Name of Déceased:

Dat& and Titiie of Death:

Place of Death:
Cause of Death:
By what means:

Namé of Deceased:;

Date and Time of Death:

Place of Death:
Cause of Death;
By what means:

Name of Deceased:

Date and Time of Death:

Place of Death:
Catise of Death:
By what means:

Reyal Jardine:Dotiglas

August 29, 2010 at16:07 - .
Sunnybrogk Health Sciences Centre; Toronto
Penetrating Gunshot wound to the [eft shoulder
Homicide

Octobe.r 7,201 at 10.:25

Sunnybrook.Health Sciences Centre, Toronto

Perforating gunshot wound of chest
Hormicide

Michzel Eligon

February 3, 2012 &t 10: 37

St. Michael's Hospital, Toronto

Penetrating gunshot wound to right side of neck
Homicide
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oo JURY RECOMMENDATIONS

oty S yhUn

We; the jury; wish to make the fo'lldwl‘n_g ‘récdmmenda’clons:

KEY :

CEW — Canducted Energy Weapon
EDP —~ Emotiorally Distiirbed Person
EMS ~ Emergency Medical Services
ETF— Emergency Task Force
ICCS = In Car Camera System . .
MCIT = Mopile Crisis Intervention Team R
MCSCS ~ Ministry of Community Safety and Correctlonal Sefvices gt
OPC — Ofitafio Police College i
PRU — Primary Response Unit

SIU~ Special Investigations Unit
TEGH =Toronto East General Hospital
TPC-Toronto Police College

TPS— Toranto Police Setvice

TPSB —Toronto Police Services ’Bq'ard

POLICE:RELATED-
RESEARCH & ANALYSIS

Recc’mmenc_'iaﬁdn to the Toronto Police Service (TPS) and the Ministry of commumty‘-saféty‘
ahd Correctional Services (MCSCS):

1. Conduct, joiritly of séparatély, a comiprehensive research study to establlsh metrics against
which current and future police frajning (deliverad by the Toronto Police Service and Ontario
Pollce College respectlvely) can be evaluated to dete__rmme wwhether arid how practices oii which

) a, Among othef things, the study should evaluate how much and how well training
émphasizes commurication strategies and de-gscalation strategies; and how well the.
training explains the research-based rationales for such strategies.




b. The study should also consider and evaluate;

ool

I practices used o evaluate officer performance during and upon completion of
training, and

il the skills and training of officers delivering the training contént.
c: Finally; a protocol for the formal assessment of officers regarding the commiiiication
and judgem‘ent skills they demonstrate in training and while oh duty should alsa be
developed. ‘
j(_,-"grb;giefr_-’é_, ﬁ;‘ommem‘ TH'&;r_e- fs currentfy f;‘nﬂ?tgd- fomﬁqij_‘bﬂb w-up{,,'fekéb;bﬁ- orsfudyabaurthe
g;(tent to v,ih.{c'h.;_offibem actually. fa,_';_ap’!;{irthg}é‘—‘f;qfn;’hgr,_.-Wﬁen.,a.-s‘fﬁug_t;‘_aﬁ.--'m'fg_'_s'_’es_"-fn'.l red life: i 2R
Structured collection of information would:assist in the.improvement of tiaining: » = ="'

Recommendations to the Miiiistry of Commuiniity Safety and Cofiéctional Services;

2. Corarnission a study of CEWs to determine if %here are any special risks or conegrns
associated with the use of this device on EDPs.

Coronier’s Comment; Persons with sérious rental ilihess are more likely than the genera
hopulationtoface CEWuse during police interactions, = - ;. ..

3. Continue to resgarch and consider police procedures Wheh dealing with EDPs with edged
Weapons in other J‘_u'r',_i_s‘d[ctin'ns where either not all police are eguipped with firearms-or where
police are prohibited from drawing their firearm unless they face a subject armed with a

. o bk N paeinl A s g dniTiag 2 L 2
== i y Wi Teaie A W AT L L R
i "l i o CH R 3 St Sna D HE 8-

4. To enharicethe collectior of data for analysis, amend the Use of Force form to include, byt

| 5
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a. the drawing and deplayment of a CEW as one of the listed use of force options;
b. a requirement that, if officers indicate on the Use of Fofceform that "veibal
interaction" was an Alternative Strategy Used, the officers must also provide particulars

. in respect of that verbal intéraction;

c. a section to identify whether the use of force involved a subject whom the officer
perceived was sufferingfrom a mental illness and/or in emotional crisis: and

d. an electronicformat for improved input and tracking.

Curoner’s Camment _Use of force by po.".fce efﬁcers ;n @ntana s govem_ed by y the@ntano Use- a .

mteréctmns See m'so Coroner’s Comment under Recommendat!on 7

5. Create a provincial database to compile data obtained from the Use of Force Forih, as
amended in gccordance with the recomimenidation above and to better track EDP calls and thelr
outcomes '
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Coroner's Comment:See Coroher’s Comment inder-Recommendation.

\

Recommendation io the Toronto Police Sefiice, Toronto Police Services Board (TPSB) and
~ Empowerment COUI‘ICII’

6. Consvder a chnt resgaich project betwaeri TPS, TPSB, and cemmunity parthers (e. g.
Empowerment Counicil, academic institution) on begt practices regarding: police interactiors
‘with EDPs,

Reconimendation to the Ministty of Community Safety and Correctlonal Services and Ontarto
Police College. ‘ . =

7. OPC s o yeceive and track statistics ahout frequency of edged Weapori intidents in the field;
police use offorce and how ofteri a weapoii is shown and/or: deployed. -

16y A Gas

L S N S R T
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TRAINING & DEVELOPMENT
Recoffimendations to the Toronto POIICE Serwce and Ministry of Community Safety and
Correctional Ser\nces :

~

8. The TPS and MCSCS shall consider, evaluate and implement stratégies to maximize training
opportunities for officers to be éducated oh the perspective of mental health
consurners/suryvivors by: :

a. incorporating more infofmation about consumer/survivors; and

b. Inéreasing opportunities for contact between officers and con_sumer/sjq'rv'iVOrs,

atten danc'eaby such persons.at; paﬁee trmmhg sessionsi. - _': f 2%

9. Maxinmize emphasis on verbal de-escalation techniques in all-aspects of pohce trammg at the
Ontario Police College, at the annual in-setvice training program provided at Toronto Palice
College and at the TPS Bivisional level, ‘

jt‘echnfquesby !ncreaeed standardfsat:on of trammg,' N

1

10. With respect to situations involving EDPs in possession of an edged weapoh:

a. [fthe EDP has failed to réspOhd t6 standard initial police cothriands (i.e. "Stop.
Pohce B ”Pollce Don t move and/or "Drop the Weapon ") train ofﬁcers to stop

Corofier’s comment: A -person.whois.a state. of psychosis dieté mental illiess: ‘mdy havé trouble
-L?nderstandf'ng commands-and relating to others. Provided that time. and circumstunces allow -
and that: it [s safe for the ofﬁcer and athers use of a quieter-tone' of voice and g more; engagm /o]
approdch may be an-option.. T

o ¥oa

i
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b. Trainofficers ih such situations to cootdinate amongst themselves so thet one officer
takes the lead Tn communicating with the EDP and multlple officers are not all shiouting
commands.

Coroner s Comment In: the case b_f Mr. Eﬁgon, a: number of: oﬁicers were srmw‘taneous!y
shoutmg commands S_n cel M Ehg’pn 's mental llness: aﬁected his abr!;ty to 'pderstand reahty,
the sgmqitaneous commands from'many oﬁ:cers may:have been dgfﬁcu!t far him to process and:
reSpond to. The Jury recommended:that q smg!e officer give the poﬂce chm’ienge,‘ to assist a
person w!th acute’ menta! disorderto understand and respond. . . -

11. Incorporate the facts and circuistances of each of these thiee deaths into cenarin-based
trammg. 1 particular, mcnrporate a heighbourhood foot pursuit of 4n EDP armed with aiv edged
weapon, Wwith several resgpndmg officers (not just two) to emphasize the impagiance of
coordifiation, containmient, and communication between the responding officers.

13. To achieve consistency, Sergeants should receive training to facmtate efféctive debriefing
sessions,
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Recommendations for the:Ministry of Communlty Safety and Correctlonal Serunces, the -
" Toronto Police Services: Board anhd the Toronto Police Ser\nce' ALt T SRR

14. Tiain officers to, when feasibla and &orisistent with officer and public safety, take into
dccouint whethet a person is in crisis-and all relevant informatjon about his/her condition, and
not just his/her behaviour when e,-nco‘unteri_ng a person in crisis with a weapon‘..

Comne;r ‘s Commient: The Juryheqrd detmfed ev."denee about haw oﬁ':cers are trmned ta res pond-:
taanedgedweapon T S , L RS SR 3

W!th advanced mamaf an‘s tminfng The best way to avord mjury from a person arrmed wrth an ;-
edged weapon Js tormain tam adequate drstﬁnce Jfrom’ the person; whﬂe takfng advunwge @f : vors
avajfabfe cover Refrea.t fS an optfors, buf r‘arnnes nsks Runnmg backwards; aﬂows fhe aﬁ' cer fo 3 _;‘;r,:
ol

g AT

Dfsab!fng the attacker by firing: the gun!at an arm-ar‘ eg,: or shoetmg the'knn"'e eut’af sameone:s’ '
hand (b@th tact;cs used in:TV and: mowes) ‘are not feasfb!el opt;ons in rea! f;f,e s;tuatrons, eventfor
the mast experrenced and skrh‘ed operator (Fed 5 Tl : - ;

Poffce are tramed to: contmue ﬁrmg untif the threat hqs stopped because,

° shéfs f;equentiy ‘miss the target, even when fired't at cfase-mnge and, ,

. even if. struck by a buﬂet aperson-may. remafn a th: eat, ot Ieafst temporanfy, because bullet & Sica
Wounds may net always. immediately Incapacitate a person - '
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@nce a pofrce officer or a'bysrandems at ser Jous nsk of actua! harm from a person qrmedw:rh* annet
edged weapon, the pohm oﬁ‘jcer s’ tramed to respond to.the persan ’s. behaviour (t the. potent!al

for rmmment use of the edged weapan), rai'her than: the: person !s: condrt:on, (e.g. whether or not

the person’s tfhreai'enmg behaviou: Is ‘due.to mentalillness); Thereiwasmixed evidenceiabout

the extent u‘any, ro which pohce shou]q' {ar even ccm, g;ven -hew' qu.‘ckly events- can unj@ld’ and
éfrm enta! aness When respandmg to a peraon wrth an: edgea' weapon @nce an attucker Is: c;'ose
to the aﬁcer andwfefding an edged weapon, undue delay in use af force by poﬂc:e can resu;'fm
increased risk of preventabfe death or: serfaus harm to the aﬁfcer or others. The jury '

‘ _rééommended takmg the presence of mentaf aness .fnto account but only: ;f the safety of oﬁficers

and. bysranders Is:not compromised.

15. Trairilng officers on the subject of edged weapons shall incorporate the following principle:
"When officers are dealing with a situation in which a person i crisis has an edged or other
weapon, the officers should, when feasibje and consistent with mamtalnmg officer and public

safety, try to commiunicate with the person by verbally offering the person help and

“understanding.”

be feas;b!e- See' a!sa Ceroner S Camments._.undér Hecomméndﬁﬁbns 16' , 12 and 24

16. Officers must continue de-escalation attempts dnd refrain from firing as long as possitile
consistent with officer and public’safety.

ier’s Comment. See Coroher’s, Cemment under: Hecammendat;an 14;

17, It:shouild be emphasized and clatified in training that there is no fixed distance from a
subject with dn edged Weapon at which officers should efther draw or fire their firearms arid
thait the féactionary gap {the fime it takes to perform a response; which in this case'would be
the time ft takes to discharge.a firearm) is much shorter once a fireartn is deawn,

C:oroner 5 Comment Police are tmvmed that a persan, armed w;th an edge?' weapon und ata; -
distance. of about 21 feer (ﬂpproxrmatefy ﬁ 5 m), can reach the oﬁ:cer und. mfhct a !etha! wound

in !ess t.'me*than it takes fo;‘ an. officer to assess the situation;, draw.a. ﬂrearm qnd d:scharge it
Pohce trafners test.gf;ed rhqt offfcers shou)'d be conscioys. of; th;s and recognize: thaf a. person o

, ,,armed With an edged weapon cmd at or wffhm 21 feet reprqsents a; pote;n t.raf lethql threat Once
q person with an edged weapon is within 21 feet,‘nsk incregses.as: the person approaches closer
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to:the oﬁrcen in cantmst, some oﬁigers appearedvta understand. that there Was; an abrupt

i wncreasedn‘dmger the moment a person was:21; feet awwy el s _' i
The 21 fa-t d:stqnce apphes when an: oﬁﬁrcer’s weapon is hm‘stered ff the, oﬁrcer hﬂs. a)‘ready
drawn the firearm;: then the: oﬁmer can: resp@nd mor; qu.fckfy ( ”react:onary gapf’) xand the: safe
d:srance may be [ess than 21 feet, - ' i .

Recomimendations for the Toronto Police Services Board ahd the Toronto Police Service:
12, Provide additional mental health, verbal de-escalation, &nd fiegotiation training to.officers
Jincluding, but Aot limited to, PRU’s and MCIT. iy 1,

\. ” -'”Qn

.Coroner’s Comment A number of w.'tnesses ena'orsed tfns recommendat;on that thfs' tr

esponders, nnd M Cf T’

19. Evalugte the passibility of and consider having officers with the additional mental health and
verbal de-gscalation/regotiation trainirig act as lead officers on calls involving persons In c-ris;is.

those* ofﬁcers to act: asu‘.'rst responders on EE)F‘l caﬂs.

P

20. With the undetstafiding that debiefing is assential for drivifig contintious iiprovement and
highlighting deviation from policy, the deliiefing protess for critical incidents should:

a. be eonducted in a timely manner

b: be conducted effectively

¢: involve all subject and withess officers

d. involve all active particigants irichiding call takers and dispatch pers.onnei
e. cen'sider-laddﬁtitj'ri of the ETFIdébr'iéﬁng model ,

P S § i R P T e i o v

f. he conducted by trained sergeants . [}
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g lnclude VIdeo review when possible ' SR

] b f oy gt e B I Y X I S P T e L F R

-'C ) ‘ner’s Comment The ET Fhas. asstructured debr;eﬁn g model which the jury encouraged be .

Wlde!y used within the pollceservfce ‘As well, the. clrrent debneﬁm g.mode! may not':
elyinclude cal!—takers The:interactions: of eall—tal(ers wfth bath calleﬂs qnd dlspatched
officers wasimportant in all three of the: deaths ' ; ;

Recornmenidations to Ministry of Community Safety and Correctmnal Services & Ontarjo
Police College .

21. Mod!fy the ‘OPCEDP and de- escalation trammg modeal and materlals, 80 that ldss dttention is
0 specific diagnoses and the medical model, This shauld lncludeanUt from
consumel/survnfors

C’ ner" ' C_*ammen £ Polrce e}j‘;eers are not by}thelr :ole and trammg, posltroned t@ldregnose {

22. OPC1o leverage/adopt thi TPS format of using corsumer/survivor vidéos to improve quality
afid achieve consistency in‘the delivery of EDP/lVlental Health training.

Coronel's Commp

iy
3

Recommendation to Ontario Police College, Toronto Pclice Sexvice, and Tafarito Police

College:

23 OPC and TRC shall cohsrder expert review and analyses of vndeos audlos and ewdence
purpose of u:lentlfymg all alternatlve pollce service tactlcs for preservmg hfe

Comner’s Comment . A numberofy w:tnesses commented on’ the potentlal va/ue of analys:s of

these'cases.
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Recoriimendations to Ontario Police College and Toronto Police College:

L O T RN

24, Explore and consider oppartunities for Training Sergeants to meet with subject officers for
learning/training development (post—legal proceedmgs)

Coroner ‘s Gommenit: Thisiwigs supperted by a: numben of Witiesses: Criminal or other maﬁters

ansm g from a crltlcal mcla’ent may necessanly a'elay debrfeﬁng and other, procedures for i
improving. qual'.rty T e E : L

25, Consider providing officers with strategies to reduce lmm_etliate gHo_ck/adrenaline rush,

sltrotegfes to:prepare o,fﬁcers for cntfcal-mcldents.;, 1, .'_'.'-;-. >

‘Recommendations for the Ministry of Commumty Safety and Coryectional Services, Torontd
Police Service, Ontano Police College and Toronto Palice College. :

26. Incorporate more dynamlc scenarios in use of force tralnlng (e.g. include hystanders, traffic,
and distractions). :

jcal 'lncldentsh AP

Recommendatioiis to the Toronto Police Service:

27. With the goal of increasing positive interactions betweeh PRUs'and the Mental Health
community; develop an in-service learning exercise (&, .. drive along, MCIT stiadowinig; spécial
day assignmefits, efc, ) to mcrease PRU awareness and knowledge of the Mental Health
community ard: resources

\

Coroner’s Comment: This recommendation dovetdils with Recommendation #8 cbove. -
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EQUIPMENT/TOOLS/SVSTEMS oo

Recommiendations for the Ministry of Community Safety and Correctional Services and
Toronto Police Service: .

- 28. Investigate and evaluate the adoption of improved equipment and alternative use of force
measures for Primary Response Officers such as: :

a. hody armour that provides officers greater protection from shaip-edged weapons

b, body-worn cameta techriology for front line officers

c. shields to disarin and contro! subjects with edged weapons

29, Study and evalyate the threshold for use of conducted energy weapons ("CEWSs"). This
evaluation shall includea public consultation component.

ﬁ:rtherfstudy and: _,ansulfation

30. Where CEWs aie available éons’idér" adopting the madel with video option.

Corong‘afr 5 C@mment Certam CEW mode!s capfure vfdeo When acnvated Whlcht can be usefu! /I
reviewing: the; Interaction afrerwards S R o d, RO
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Recommendations to the Toronto Pblice Service:

31. Consideran improved, intefoperable communication system between units/departments
(TPS EMS, ETF, Duty desk, etc.) towards the goal of reducing communication delays, errors and
airway traffic. For example, the TPS dispatcher should not have to manually contact EMS by
phohé ard verbalise critical iriformation; an automated system would more effectively convey
essetial inforniation.

P
i

32, Ensure that systerii “users™(e.g. dlspafchers and trainers) are included as stakeholders when
axploring new dlspatch/call taker tobls and systems improvements. Cot AR

;4
‘.'L

Coroner’s Comment: Self explanatory:

MOBILE CRISIS INTERVENTION TEAM ({IMICIT)

Recommenidations to the be.di’itholi(:e Service, Ministry of Health and lqng Term Care; and
Toronto Central Local Health Integiation Nétwork:

33. TPS to éstablish a permanent ongoing advisary committee to the MCIT with significant
represéntation by consumer/survivors and Mental Health professionals to review and consideér;
armong other things:

4. Prefetred Model (MCIT CIT, Meinphis, COAST, etc)

b. Service hours
¢: Policy and proceduré

d, Dispatchi procedures

o+

. Deployment bffser\iiCes

]
’

f. Partnerships (support services, hospitals, corhimuriity)

g. Goals and performance

Verdict Explgnation — Ingiest into Deaths of Reydl Jdrdire-Douglas; Sylyla Klibirggaitié and Michael 'Eligon, Jr, - .2
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Coroner’s Comment The jury heard ewdence that there:are: a number of models. forsper::af.fsed K
police res,uonse to EDR calls. The’ best de!,'very madel fora: specific !ocaﬁty depends, among other
things; on; resources: auw}abfeand the fype.of population served: - WL APl

1

34, Expand avallablhty of MCITs to'make them avallable in all lelSlons of the City and to operate
heyond their current 11 am — ‘9pm holirs.

Cor@ners Comment E vidence was fieard, that because: contmuous coverage of dll areas: of
Toron to'ls nat ‘possible wrthm currently assrgnec." resouites, the MC!T teams are scheduled: durmg
peak caH times. and'in the areas of Toronto:in: which the resources. wh[ch !nr:!ude hosprta staff)
are avan'abfe Ther TPS s mafang efforts, In ca@peratfon wfth other stakeholdersﬂ to: prowde MC?T

' teams throughout aH of: Toronto,, and' durmg. !onger haurs

a.g

A

Recommendatidni to the Toronto Palice Service: J

35, Have officers who are éuirent atid former MCIT iembers wear a special insignia or badge to
indicate to the comiurniity atd fellow officés that they are past or present members of the
MCIT ;

Coro-n'eri’s‘ Comment This woula assist: other afﬁc' 5'and members af the'pubhc ini rdent{g‘jf’ih’g
ofﬂceﬁs with specfa!rsed tm!nfng- and’experfence NS e A

POLICY/PROCESS
Recommendations to the Toronto Palice Service:

36 Arnend thé TPS Cormimunications EDP Procedura to require a Road Sergeant to be
dlspatched to a scene as soon as possible when the callinvolves an EDP with a weaporn; -

Coroners C‘omment Inthe: Efggen case; rankrng oﬁ!cer was not pre e pr!or to the
shootmg, and itis pessrb!e thatsuchdn ofﬁcer, If present, wou!d have been able to coora'mate'
the response. of: @fﬂcers toa greater extent than aetuaﬂy accurred Furthermore at the: time-of
the’ deaths and at present roadxsergetm ts carry CEWS, which may represent a fess—lethaf optr‘on
than a. ffrearm in certain circumstances; o Y g e
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37. Implement procedures to improve communication regarding whether a‘niﬁ,l when a Road .
Sergeant with & CEVWis-expected+to attend a scene, including the delivery-of regular updates
officers regarding the Road Sergeant’s estimated tima of arrival 5t the scene wheh possible.

Coroner’s Comment m the Ehgon case some oﬁfcers on.the scene Were awwtmg the. 'Ijon—
scene of an o_)fffcer Wlth d CEW bur were not sure when it oﬁfcer would amve Thefswoo i ng' ’
occurred before the atrival of a GE W- equ-’pﬂl?d officer. - -

38. Establish a procéss toincrease knowladge §haring‘ and awareness through formalized
infermation sessions/lectures to divisions by specialised units suvh as ETF, MCIT and Canine for
ai ! PRUS

39. Aménd TPS procedure documents to ensureé it is clear that officersshould not adopt a-
practice of handeuffing EDPs being apprehended underthe Mental Health Act-unless those
individuals gxhibit behaviour that warrants the use of handcuffs.

-

tha" 'he dec;s e obou hondcufﬂngr . ol Upc
person’s dongerousness rather than as rourme procedure

40. Incorporate guldance into the TPS Procedure on dealingwith EDPs:to encourage officers to,
where feasible, bring-an individual to a specific psychiatric facility where that individual is
believedto have a prior relationship even when that facility is not the closest available famhty in
the City or-division. '

Corohels Comment Mir. Eligon hdd: received hfs prior rn,ootfent and outpatient: psychfotnc: care
at St: Joseph's Heoh‘h Centre a facility that he was familiar-with and- where staffknew. hfm. He
was taken to Toronto East General Hospital, which was the closest facmty ‘Proximityds one of.¢
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numbgr offaotors:pohce take: mt@ account: In: decmlmg which, hospltal to:take-a: persan
appreheudedmnderfi'he- Mentaa‘ Hea!th Act*Th eyury recammended thiit pr{iﬁture ‘at'ai part:cular
hospitalbe: given-greaterweight when policeiare ‘making:this: a'edsfen Seelalso - ?

Recomimendation 69 for: factorsto be taken into-account:in this decision:

-

41. It is essefitial that the TPS enstirés that all officers are aware of and follow, current policies
and procedures dssogiated to SIU investigations.

Cor‘onfzr 5! Commen’t Foﬂowfng one of the she aotmgs, a w:tness officer: and: suéyect officér were -
alonein-a palice crufser unsuperwsed This'Is ontrary to invest:gatwe rJiés wh:ch requ}re gls
fnvoﬂ!ed ojfrcers to be sequestered fmmed:ate(y,,m order to protecr ihefmdependence of ear:h

ofﬁcer"s evidences . .. St PR M LN 8 S e e T AR . i

RGNS

42, Emphasize the importance of professionalism when personnelare commumcatmg with edch
other mcludlng, but niot limited to, the intetrial comiunication systems

“t

inappropy qte P N e

Recommendations for theernlstry of Commuinity Safety: and Correctional Serwces, i‘he
Toronto Palice Services Board and the Toronto Police Sefvice:

43; CEW tralnmg and policy should inelude mformatlon abdut risk of‘harm-and death proxinal

t0.CEW use, in line with thé manufacturer’s documentation,

cqused by CE W use. Po{fce off;cers shou!d be provfa'ea;' wfth the most a.c:curate and Upr:fd date ot
informétion about EW risks when taking CEW training. : ) T

AR I TaLL] y o ' .- Hr

bl o g B (,,l DRI Raten i g Moy fg Ty an i
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Recommendatlons for the Toronfo Police Services Board and the Toronto Police Service:

v ot eped k. o * we sl e o o iRl e v

44, Amehd the ciirrent TPS procédure with respect to use of the in ¢ar camera systems {ICCS) to
require offiéérs to visually and audibly recerd:

a. all Investigative contacts with members of the publicwhich aré initiated from dh ICCS,
equipped vehicle, meaning investigative contacts initiated by the police from their 1€CS
eéquipped scout ear. Thiswould iriclude, but is not limited to, traffic stops,

b. Criiés ih progress that ate taléing-placel of might r’e‘aso'naibli'/ibé expected to take
place (in whole or In part), within viewing range of the ICCS,

(The new clarifying lariguage to be i.n‘serted in the existing procedureis bolded, )i

Recommendation to Toronto Police Service & Empovierment Council:

45. TPS and the Empowerment Council should recoghize officefs who consistently perform

e)‘(jc'éptionallywta'll' at verbal de-éscalation. This may include, but is not limited to, accolades and
letters of recommendation.
Caronenrs Commep?f Verbaf de-escalat i Bizipolice:
safety; and'shauld;be: recognized....

Recomyiiendation t6 Torofito Policé Seivice:

46, TPS, in ‘collaboration with the S1U, shall explore ways to engage in angoing dlalogue with
faily members of the deceased / community members followmg a traumatic and tragic
outcorié ir which the: TPS are involved.

Coroner 5 Comment: Comm unicatiof; among family, $IU and’ the pohce service is Hmited during

an SIU. in vestfgqtion, dueto: the !ega! requiremen tsofa crlmmuf»mvesr;gaﬂon This eari Imreme
the gnef df family members. The jury recommended optlmfsrng the timing.and content of -
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i communrcatl@n w:th fumlfles, takmg nto accaunt the: requzrements of cr/m/nal or; other, .
woinyestigations. . . siwe T3 Bhapvieid '

Récommendation to Ministry of Community Safety and Correctional Services, Ontaric Police
College; Tcron'to' Police College,.and '-'.roron.to Police Service:

47. Ensure that a process is in place to keep officers up to date regar‘dlng current standards for
CPR —1.e. do not chack for pulse and brea’chmg, just perform coimpressions.

Recommendations to Toronto Police Servicé Corporaté Planning: . !
48. Estab'I?i?sh clear révieiw cycles for policiés, procedures, models, and other key docuirnents (e.g.
use of foice model). Review cyéles for-policies referencing technology should be particularly

frequent.

Coroners:Comment: Selfzexplanatory

49, Estalahsh d feviaw process tg ehisuie that Wwritteh language in pahaes alighs to language used
i tralmng and practlce (e.g. Policy uses “gpptehend,” whereas Trammg uses “arrest”)

COMMITTEE/CONSULTATION

Recomimendation to Ministry of Comemunity Safety and Correctional Setvices:
50, Establisha:comimittee or panél of mgnialhealth professiopals and mental health
consiimer/survivers to review and provide feedback on current and future training materials

bséd (including videos) that relate to mental health, EDPs, and pefsons in ¢risis.
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; =--Cﬁnaﬂer’s Comment; The jury encauraged that:désign of use-afi forA :

| ol
training should take:into !
aceount the. perspecfrves of mental health profess;onais; and: persons with mental :Hness who

have-Kad contact with: police..

Recommendation to Taronto Police Services Board and Torapto Police Se'ryice;

54, Include in the Toronto Police Services Boards Mental Health Subcoririittée representatives
from advocacy organizations who suppor’cf inily members experienced with dealing with
mental illness in their families in order tojne: lude their voice, knowledge, insights and
pers.pectlves. S

i

Corohe

Comment Famn‘fes prov.'de key;, day—toaday support “for many pers@ns"
illness; They-e Bt S

ey.can offer d valuable perspective for. policymakers:

PUBLIC EDUCATION/COMMUNITY RELATIONS

Recommendatiois to Toroito Police Service:

52. Create and iinplement better public awarenéss/education mechanisms about-the crisis
teaitis that do exist;:and what resources are available to thg§e in_crisis and their families.

53, impreve public disclosira of goals/performarice measiies, éspecially v where related to
police use of forte, to- hetter facilitate commiunity awateness and understanding of police
Fasporises in sitiiations involving edged weapens. This would support an ongoing commitment
to positive community relations and ircrease public confiderice in 911 responses for EDPs In
crists:

Coroner’s: Comment The jury heard. that the public. cyrrently.receives little overqll fnformatfon
gbout the. use of forc:e by pof:ce offt’cers, and thar pahce services dre not routme.fy semng pubhc
objectfve tqr ts ‘or benchm arks, for Use- of force in tervenrfons This recommendatfon cah's for :
poﬁce to pubhcfy set goals, and report progress toward those goafs '
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HEALTHCARE

Recommendations to be addressed to Toronto Fast General Hospital and Ontarfo Hospital
Assoctatioh for distribition té Ontario Emergency Departments:

54, Create s paces/environments within the emergency d‘.,eparthn‘e'ni that can reduce thetisk of
elopement. This may include locked units and procedures for monitoring patients (e.g. hired
sitter or constant observation by nursing staff).

Coroner 5 Comment The Juury heard that e)‘opements o_) nsychmtnm panenfs fre"""Emgrgency
Rooms are: i1 common event, and’ thal the risk can:be: aubstantmﬂy reduced by’ prawsfon ef secure'-
waftmg areas and/or structured, continuous, monitormg of's such BaHEHTE: . - ek e

55. Consider the feasibility of creating a psychiatric' waiting areas, away fram the emergency
area and building exits (e.g- a secure area for psychiatric patients vho are admitted when an
inpatient bed is not yet availahle, or sxmllarly, the model used in the Emergericy Room at St.
Joseph’s Health Centre, Torontd); to reduce the risk for elopemaent.

56: To ensure that psychiatric patients (held on Form 1’s or Voluntary) are provided with tlmely
supportanci as-appropriate-a clinical environment as possible in thé circlimstances; takmg into
. account their reasons for being in crisis, the nature of their crisis, and their comfart.

57. Todraft guidelines regarding early contact with the Hospital’s crisis team (if ofie exists).
when managing a patiént In emational crisis in the emergency department (once riedically
. c!eared) in order to assist in creating early Imkages/supportthmugh thé crisis prograr).
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Coroner ‘s Coment; Like the, prewous ‘one, this. recommendatlon emphosrzes assr_qnmg prtor;ty
- to. psych;atrlc patients in the.Emergency Room. .~ ¢+ . o0 e

58, Ensure that the: appropnate hospital emergency codes are activated and followed as pér
hospital palicy (e.g. code yellow for miissing patients, which wolild riotify all parties and initiate
the established procedures for elopements)

Coroner s Comment Wh/[e rhere was an Jmmedlate and’ conceri’ed requnse to, the drscovery >
fhat Mr. Ehgon hod eloped the response was not entlrely consistent wrth hosp:tof. procedures

v st

Recommendations to tha Ministry Of Health atid Long Térm Care and the Local Health
Integration Networks: '

59, In collabéiatioh with corisumer/sutvivor groups, study evidence based support for tise of
peér siipport workers at all points within the continuum of care.

Coron er ’s: Comment A person m mento! h edh‘h cFisisi moy benefrt from. the ossrsto'nce ofo;:" _eer
support worker, that s, @ non- heo!th profess;on o! who hos ex,oenenced rnentof hem‘th care; 'ond
c:on guide and gssure the:patient, =« " EG] vl s ey S Sl e i e

IS (R o i WA 1 B R S G o e 1T

60, Colldborate with canstifner/survivor groups to identify gaps in commumty suppori:for
lmproved management of mental health issues in the community (e.g. ‘community
mtegratlon/bndgmg programs);

-: By,

'Coroner 5. Comment Mony psychfatrrc poments con benefrt substofnﬂaﬂy from comm uruty "no'

owar!dbfe. L <R L A T e g

61. TG investigate the adeétiiacy of urgent care psychiatric services (e.g, walk-in clinics, day
programs) fot patients who would not be treated in Hospital emergency depariments ¢ or could
ba more appropriatelyfreated in the commumty I access-and/or supply of such services are
found to be insufficient, consider inicreasing access atid/or aviilability-of such serwces,

Coroner’s Coriiment:; Urgent psyehiatiic services provided othérthai: thmag.h Emetgericy Rooms.

are more ‘éﬁ’écﬁve wid-efficient: Lo assistsome; but net:alk persons STk H‘ féiS"‘*SG ‘expandln g th eir
avallab/hty could-imiprove tare. ] Do :
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- oelse

62 Consider creating a provincial standard for spaces/énwronments within the emergency

. 1.department that can reduce the risk of elopement.. . ... Juzutinys

Caroner’s Commerit: There is not. currente'y a provincial staanard Individual hospftafs makeﬂthe ‘
decision based on their. psychmtnc case volume; taking in; to account: resources and other factors
Includin g campetfng priontfes Given how common. e!opements are, and. the: patentra!
consequences’ a prawncmr‘ standard woufd :mprove cans;stency of care and reduce efopements
and their resilting-harm. . ; :

63, Review security standajds for hospitals, with special focus-on practices related to Mental
Health patients/care.

cargg;aeﬁ@c;qrz‘zmenﬂ.s‘éercoréfoné_ﬂs;;fc;@éihjm.en,t under’Recommeidation 62 - -

: 2t AiMental Health:cirse: workeris a professmnai‘ whoicoordinates:c
'ﬁ'a eslw:th the parfent. on an.ongoing faasfs| Ther resufﬂs an: angomg therape itic:relations
which assrsts the patient with community integration. - :

[

Recommendations to the Otﬁ'ari.o Hospital Association: : -

65. When a patient Is admitted to a psychiatiic facility pursuant to a fotm uhder this Mentil -
Health Act, the psychlatrlc facifity shall ask the patient to provide a list of ¢ emergencycontacts
and shall request the patient’s permission toinform thasa cotitacts that hé/she has been
admitted to the psychiatiic facility puirsuzant to.a fori, If the patient’s permission is granted, the
psychiatric facility shall,-as soon as-practicahle, inform those contacts that the patient has been
adritted torthe psy’chlatric facility pursuant to a form under-the Mental Heqlth Act.

B

66. When a patient is admitted either voluntarily or ]nvoluntarlly to a psychiatric famllty, the
psychiatric facility shall ask the patient 16 provide a list of emergency coritacts aid shall request
the patient’s permlssmn to-disclose his/her medical infoymation to those contacts: If the

"patient’s permission to share his/her igaith information s granted the psychiatric facility shall,
as soon as practlcable, inform those contagts if the patlent’s safety or secyrity becomes a -
concer.

kY
“"71 ~e

emergen_cy ggntacts a.m:.! pe_rm‘ls,s_lon to dlSCUSS h[s/her condltl_on and cnrc,u,mstan.ces.- W|th -those
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contacts. If such.permission is granted, the mental health case worker shall, as soon as

practlcable, inform thosescoritacts if sclient’s safety or security becomes a concern or if the - frusssm s
mental health case wotker becomes aware that the client has been admitted to a psychiatric

facility purstiant to a form urider'the Mental Heéalth Act.

68. Upon acquiring a new patient, psychiatrisis should ask the patientfor a list of émergency

cantacts and permission to disclose his/her medical information to those contacts. If suich

permlss‘.lon is granted, the psychliatristshall, as soon as practicable, inform those contacts if the
patient’s safety or security hecomes a concern or if the psychiatrist becarries aware that the
patient has been admitted toa psychiatric facility pursuant to a form, under the Mental Health

Act.

fac.rhtatmg. famf{y mvofvemenf in car&j;

Coroners Comment “In recommendai‘mns 65-68 Wh:ie Jespectm ""the_nghts oﬁ’p ,qhmtn'- Tk

Recormendation td the Ministiy Of Healthand Long Term Caie, Ontario Medical Association,

and Toranto Police Service:

69. Establish a comitiutiication pracéss 1o allow officers to check for hospital availability whefi

_ appiehending a patient uhderthe Mehtal Health Act.

Recommendatlon 40 the Ministry Of Health and | Long Term Care, the Local Health Integration

Networks, and the United Health Network:

70 [n support-of farmily and care givers, consider mcreasmg the avan[ablllty of and funding for
progiams providing mental health “fifst aid” edtication in terms of first responses or initial steps

fiehtal health crisis.

. toseeking assmtance/care for perspns:developiriz a mental health problefh or éxperiécing a

Comnens Camment See: also Recommendatlon 61 above. W;tnesses test:ﬂed that where )

pos,sfbfe, earlier:care byia hea]th pr ofess.'onai perhaps. facu'itatea’ by a.family: member was:
better: thun apprehens.‘sn by pdﬁce anq’ assessment in an: Emergency Room: Thej tury: i
recommended mcreased public educafmn about earﬂer treatment options:

Vergict Explanittion — [ngquést into Deaths df Reyal lardine-Douglos, Sylvid Klibingaitis and Michiel Fligon,Jr,
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COMMUNITY RELATIONS & PUBLIC EDUCATION

Récommiendations to the Minfét,r;V of Health and Long Term Care:

'71; Encourage increased public education and awareness about the ¢irrent standard for the

apphcatlon of chest compréssians whlle waltmg for emergency résporiders.

fCO'F.QU.eF‘.S’-;G@IfﬂmEni'-.'iis'é?i;’f-f(f;ol’@heﬁ's Comment:iihilérRecommendation. 47 above,.. <. "

{1 ?‘ .
72, An iricfease in advertising campaigns to promote greater publjc awareness of the availab ty
of meiital health crisis hotfines and sefvices in Cntario and an increase in funds be made
available for enhancing mental health hélplines and aceassible services in Oritario:

Coroner's CompentiSée Coroner’s Comrment tfidek Récomimiandation 70°ah

OTHER
Recoihimeéndations to the Office of the Chief Coroner:

73. Compile and maintain a searchable repos:tory contammg facts, Jury recommendatlons and
any responses received thereto arising fraim pnor and future Coroner 5 Inquests in Ontarlo.

Recommendatmn to Ministry of Municipal Affairs & Housing, Empowerment Councxl Meritaf
Health Service Providers; and Local Health Integratiori Netiworks: - -

74, Provide further fundmg t0 expand community resturces with Meéfital Health ¢risis support.

For exa mple the Gerstein Centre, COTA, etc,

recammendatmn, thch provfde supported rés;dent:m‘ accommodcrtfon for persons w;th senous

mentalillness. The:jiiry recomrménded further- funa‘mg for these dnd Slml/al‘ facilities:
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Closing comment:

In-closing, | would like to stress orice again that this docurient was prepared solely forthe
purpose of assisting interested partiés in undérstahding the jury verdict. It Is worth repeating
that this is hot the verdict. Likewise, miany of the comments regarding the evidence are my
pefsonal recolléction 6f the same-anid aré hot putforth asactual evidence. . If any party feels
 that I made a gross efror Iig rny recollection of the evidence, it would be greatly appreciated if it

could be brought to My attention so that the error can be corrected,

el O SN Y
David S, Eden, M.D. Y {date) |
Presiding Coranér

APR 15 701
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Depuly ihief.'!fu'r_n" - lnquasi; |
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