Deaths in Custody:

Suicide and homicides in prison occur at the rate 8 times the rate they occur for people in
the general Canadian population.'

Between 2001 and 2005, the Correctional Inve stigator of Canada (C 1) exam ined 52
reported suicides, hom icides and accidental deaths in prisons. He found that of these
deaths, over 60% were suicides. Furthermore, Aboriginal persons accounted for more than
20% of the victims.”

In 2005-2006, 182 prisoners died while under som e form of the crim inal justice
supervision.’

Many prisoners die because of neglect, mistreatment and medical malpractice.”

Research into deaths in prison further re veals that prisoners who are involuntarily
transferred die at higher rate than those who are not subject to involuntary transfers. Of the
deaths examined by the CI, 20% occurred within 30 days of an involuntary transfer.’

Almost 1/3 of those who die in prison are pe  ople serving life sentences, the m ajority of
whom were still imprisoned, despite being past their full parole eligibility dates at the time
of their deaths.’

In 66% of the cases reported from 2001-2005, th e Boards of Investig ation (BOIs) noted
shortcomings in the em ergency response of the prison personnel, including inadequate
emergency responses and im proper decontamination of the area surrounding the victim in
the immediate aftermath of the incident.’

Overall, the CI found that m ost prison staff of ten seem uncertain as to what to do when
they discover someone who appears to be unconscious. * A major concern raised in the CI
report was the delay orf ailure of correct ional staff to perform Cardio-Pulmonary
Resuscitation (CPR), upon finding a prisoner with no apparent vital signs.’
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. Other problem s noted by the CI included: the absence of on-site defi brillators; concerns
about the quality of em ergency care and nursing staff (especia lly on night shifts); and, the
inaccessibility of emergency supplies in institutions. '’

o The CI also noted that even when staff ha  d infor mation that m ight have prevented the
death, such as particular stresses ex perienced by prisoners or threats that had been m ade
against them, such information was often not shared with other personnel."’

o Deaths in custody have not dim inished over time, and the Correctional Service of Canada
continues to fail to respond effectively to emergency situations within institutions.'

Case Study: Ashley Smith

e In the wee hours of October 19, 2007 Ashley Sm ith died, isolated, in a segregation cell, at
Grand Valley Institution (GVI), the f ederal prison for women in Kitchen er, Ontario. She
was transferred up from the youth system less than one year earlier and was only 19 years
old when she died."

e Ashley was initially jailed for a breach of probation, but then accumulated charges while in
prison. When she died, she was serving an accumulated sentence of 6'2 years.

e Despite clearly exhibiting mental health issu es, Ashley was never pr operly assessed, nor
was a treatment plan ever developed for her. In the 112 months before her death, Ashley
was moved 17 tim es amongst three federal pen itentiaries, two treatm ent facilities, two
external hospitals, and one provincial correctional facility. The majority of these occurred
in order to address administrative issues such as cell availability, not Ashley’s needs. Each
transfer eroded her trus t in staff and the co rrectional system, resulted in esca lated ‘acting
out’ behaviours, and assessm ents by the Corr ectional Service that she was increa singly

‘difficult to manage’."*

e In the weeks before her death, Ashley spent all of her tim einane mpty, poorly lit
segregation cell, cold, lonely, bored and suicidal; she was th erefore also left naked except
for a security gown with nothing to do to occupy her tim e. Her self-injurious and
‘problematic’ behaviour have since beenr  ecognized as desperate attem pts for hum an
interaction."
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e To say Ashley adjusted poorly to imprisonm ent is a severe understatem ent. She s pent
virtually all of her ti me in segregation in the youth system, and was s egregated for the
entire time that she was in the custody of the adult provincial and federal systems.'®

e Many studies have been conducted that exam  ine the detrim ental effe cts of prolonged
segregation on hum an beings. [ronically, m any of the behaviours that Ashley was being
‘punished’ for are docum ented as s ymptomatic of, and exa cerbated by, the conditions of
confinement experienced by those who are isolated in segregation. Som e of these include:
insomnia, anxiety, p anic, with drawal, h ypersensitivity, rum inations, cog nitive
dysfunctions, hallucinations, loss of control, irritability, aggression, rage, paranoia,
hopelessness, lethargy, depression, a sens e of im pending e motional breakdown, self-
mutilation, and suicidal ideation and behaviour.!”

e The fact that Ashley had been segregated befo re, and that it had a detrim ental effect on
Ashley’s overall well-being was known by Co rrectional Services. Yet, despite this
information, Ashley was placed on administrative segregation status, and kept there during
her entire period of incarce  ration. This regim e is highly restrictive and inhum  ane."
Indeed, prolonged periods of segregation ar e defined as acts of torture by the United
Nations.

e On October 18th, 2007, Ashley was on 24 hour suicide watch under direct staff observation.
In the hours just prior to her death, Ashley appa rently told staff that she wanted to e nd her
life. Ashley died of asphyxiation on October 19 ™; after staff observed her tying a ligature
around her neck. Staff failed to respond immediately to her medical distress.*’

e The Correctional Investigator and New Brunswick Ombudsman reported that Ashley Smith
died because of individual failures that occurred in combination with much larger systemic
issues within ill-functioning correctional and mental health systems.*'

e According to the New Brunswick Om  budsman: “...stories such as Ashley’s can be
prevented provided that provinc ial authorities assum e their responsibilities in answ ering
the muffled or silent cry for help of youths who may commit punishable acts [sic] but who
are not, themselves, forcibly punishable [sic].”*
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