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Dr. Lu Shaohua (Medical presenter)
Questions by M. Vertlieb

Vancouver, B.C.
May 13, 2008

THE COW SSI ONER:  Good norning, everyone. Yes,
counsel

MR. VERTLIEB: M. Conm ssioner, our first presenter
this norning is Dr. Lu, and he is here at the
presenter's table.

DR LU SHAOHUA, a Medi cal
presenter.

Dr. Lu, thank you so much for comng. W
appreci ate your tine.

QUESTI ONS BY MR VERTLI EB

C Dr. Lu, we just want to deal briefly with your
backgr ound.

A Ckay.

C You are a psychiatrist?

A Yes.

C Now, tell us about your education.

A | have ny under graduate education in UBC as well
as ny nedical school. | conpleted ny internship
in Dal housie and | conpleted ny psychiatry
residency in Gtawa, and I did a clinical
addi ction psychiatry fell owship at Harvard.

C And that was at Massachusetts General ?

A Yes.

C When did you finish med school ?

A 1993.

C And when did you do your internship?

A 1994.

C When did you becone specialized in the field of
psychi atry?

A 1998.

C In what year were you licensed to practise
medicine in British Col unbi a?

A 1999.

C Now, tell us about your present work in the field
of psychiatry. Were are you situated and what
type of work are you doi ng?

A Currently nmy clinical work is nostly at Vancouver

Ceneral Hospital. | work in the Consultation-
Li ai son Service, meaning |ooking after the nedical
and surgically ill patients who have psychiatric
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conditions. | also nost recently worked at UBC
runni ng a Concurrent Disorder Unit, |ooking after
pati ents who have severe addi ctions and nent al
heal t h probl ens.

Now, when we first met, we cane together for

di scussi on because your nane had been given to us
by one of the police agencies as sonmeone who m ght
have sone know edge in the area. You understood
that's how we first placed the phone call to you
to di scuss your thoughts?

Yes.

And I'd Iike to go through, then, just very
briefly what it is that you' re actually doing in
the clinical side of your work.

Ckay. Cdinically | assess patients with
psychiatric conditions, may it be in an energency
setting or in a nedical surgical unit. | |ook
after a lot of folks with addiction problens and
severe mental illness such as schizophrenia and
bipolar. In terns of delirium working at the
Medi cal Surgical Unit in Vancouver GCeneral
Hospital, | see patients with deliriumevery day,
meani ng patients with confusion, disorganization
as a result of surgery, nedical problens and ot her
condi ti ons.

And the opinions you' re formng and the di agnoses
that you're making, are these com ng from seeing
people in the hospital setting?

Yes.

So in other words, you're not going out to sone
street corner and watchi ng sonebody and making a
di agnosi s?

No. Although | worked in an enmergency psychiatry
unit for about seven years, and so we do see a |ot
patients who are brought in off the street,
meani ng they have no previ ous assessnent,
treatnment, and they're straight fromthe street
into the hospital setting. So | do have a | ot of
experience | ooking after patients in that setting.
Yes. But that's in a hospital setting, is what
|"mgetting at.

Yes.

MR. VERTLIEB: Well, then, Dr. Lu, with that

background, perhaps you could start your
presentation for the Comm ssioner.



OCO~NOUITRAWNE

3

Dr.

Lu Shaohua (Medical presenter)

Present ati on

PRESENTATI ON BY DR LU

A

This is an introduction on delirium |'mgoing to
go straight into the presentation itself.
Deliriumis actually poorly defined and poorly
understood in many ways. There are a |ot of
different term nologies to describe the term
"deliriumt - acute confusional state, acute
organic brain syndrone - all of which try to
capture the fact that deliriumaffects the brain
in a generalized fashion.

Probably this is as good of a definition as
any. This is fromthe D agnostic and Stati sti cal
Manual , Volune IV, with the criteria. This is the
general manual that psychiatry uses in terns of
hel pi ng us di agnose a particular condition.
Deliriumreally is a disturbance of the conscious
mnd with reduced ability to focus and to sustain
attention. And | will go into specific details
about what those statenents nean.

There is also changes in cognition or the
devel opnent of a perceptual disturbance.
Perception is our sensorium neaning our hearing,
our vision, but it's not better accounted for by
pre-existing denentia, neaning patients with
denentia at tines can present with simlar
probl ens; however, deliriumhas its own specific
di sturbances. And it's usually devel oped over
short periods of tinme and fluctuates over the
course of a day. However, there are rare cases,
for exanple in patients with denentia, who have a
superinposed deliriumthat the disturbance can
devel op over substantial periods of time. But by
and | arge, for younger individuals, deliriumis
sonet hing that occurs relatively over a short
period of tine.

In terns of definition, the first statenent
captures what deliriumis all about. It's a
general i zed cognitive and brain dysfunction.
Specifically, it inpairs the |evel of
consci ousness. An individual can present as
drowsy or agitated. Mst inportantly, there is a
di srupted sl eep-wake cycle. [Individuals wake up
tired, they mght not be able to sleep. Oten
during what we call the sundowni ng periods toward
the end of the evening, agitation is nore comon.
By and |l arge, nost patients with deliriumwl|
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exhi bit sone degree of changes in their |evel of
consciousness, and it's a waxing and wani ng cycl e,
sonetinmes nore alert, sonmetinmes nore drowsy.

Attentional deficits. There is
disorientation. In the mld degree, they m ght
not know what tinme it is. In the nost severe
situation, an individual m ght not even know who
they are. So that's the kind of disorientation
t hat m ght happen.

There is poor attention and concentration, so
the ability to sustain attention over probably
even as long as two mnutes in the severe cases
can be difficult. So in other words, they m ght
have difficulty follow ng basic instructions due
to the problemw th attention and concentration.

| npai red conprehensi on and speech. In that
delirious state of poor attention and changes in
cognition, a person will have difficulty
articulating their thoughts or in understandi ng
basic instructions. |It's not unusual because of
t he | anguage deficit and inpaired conprehension,
relatively polite older |adies can swear. They
m ght appear nore aggressive than they otherw se
woul d because of the | anguage difficulties and
deficits.

Menory deficit is quite cormon. Mostly it's
the inpaired short term and working nmenory, so
what happened two m nutes ago, five m nutes ago.
So in conbination with disorientation, poor
attention, concentration and nenory deficit, a
person m ght have difficulty answering basic
guestions |ike "Wat are you doing?" "Were are
you?" "What is happening?" So those are the
ki nds of basic inpairnments that present in itself
when the patient is suffering fromdelirium

There is what we call executive cognitive
function inpairnent. That is decreased ability to
pl an, organi ze and execute tasks. So any ki nd of
conpl ex demand can be difficult. There is
general i zed di sorgani zati on and inpaired insight.
Inpaired insight is areally inportant aspect of
delirium They don't know what's happening i s not
real or they don't have an appreciation that they
are in a disorgani zed state.

This leads to the next part, which is the
t hought di sturbance. It's not unusual for
patients with deliriumto have del usi onal thinking
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and illogical thought process. So in the mld
state, a patient mght just have a vague feeling
that sonmething is wong. |In prolonged or nore

severe delirious state, highly systematized

del usi onal thinking can occur, so for exanple,
bei ng abducted. In hospital because of the

nachi nes and wires, it's not unusual for elderly
patients to think that they' re being experinented
upon. Sonetimes sonme of the del usional thinking
m ght be related to old background. So for
exanple, it's not unusual to see elderly Asian nen
all of a sudden thinking that they're back in
World War |11 because of being restrai ned and not
really knowi ng where they are.

Those ki nd of delusional thinking occurs due
to a disrupted thought process, and that can | ead
to sone potentially bizarre behavi our because
they're responding to their internal disturbed
t hought process.

The affect is also changed. |It's nore
| abile. An individual can be sad, frightened
rapidly. In rare cases - and | would say, having
seen probably well over a thousand patients with
delirium- | have seen a grand total of two
patients who actually have happy delirious
t houghts. By and | arge, because if you're in a
scary place, you don't know where you are, the
chance of having a happy delusion is rare. Mbst
of the patients with del usions are scared,
frightened, and in a state of anxiety and
irritability. Rarely do | actually see an
i ndi vidual actually find their delirious state a
pl easant one.

Per cept ual di sturbance can occur. That
really is a msinterpretation of both external and
internal stimuli. A case in point is a patient |
saw yesterday. She's in a hospital bed. The next
bed has IV machines that go off in sound and she
t hought that sound is a fire alarmand she needs
to get out of there. So that mi sinterpretation of
internal and external stinmuli is quite comon.

Hal | uci nati on may or may not present. It
depends on the degree and the severity of the
delirious state. By and |arge, visual
hal l ucination is nore common than auditory
hal | uci nation, seeing things, birds in the room
Tactil e hallucinations or sonebody touching them
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that can be quite frightening. By and |arge, for
nost patients there is a degree of agitation and
restl essness that goes along with delirium In
rare cases we have what we call apathetic delirium
where an individual just lies in bed | ooking
depressed but they are actually in a delirious
state. That's not conmmon.

By and | arge, agitation and restl essness
happen. And that restlessness and agitation can
have a quite profound inpact on an individual's
strength. | have seen elderly ladies in their 70s
or 80s who can take on three security guards,
because in that state of |oss of internal nonitor,
there's a trenendous display of strength. And |

use the term "defensive aggression.” \Wat | nean
by that is the aggression is rarely directed to
any specific individual. So for exanple, a nurse

going in to change dressing, to talk to a patient,
to offer nmedication, can be interpreted internally
because of the disturbed perception and thought
process as an intrusion into the personal space of
the patient and they react aggressively. And that
aggression is not neant to harmor neant to hurt
sonebody. They're just frightened. And that

def ensi ve aggression is not unusual. Barricading
t hensel ves, throwing things -- that is a
frequently encountered conponent of delirium

| have heard the term "excited deliriunt
being used in various different presentations in
the past. And | just want to say that in the
medi cal surgical standpoint and even a psychiatric
standpoi nt, we do not use that term In our
under st andi ng, nost patients with deliriumare in
an excited and agitated state. M understanding
of excited deliriumis really the patient with
deliriumwth a highly agitated and extrenely
restless presentation, so the nore severe spectrum
of delirious presentation. But froma nedical and
surgi cal standpoint, we don't really use that term
because our understanding is nost deliriumhas an
agi tated conponent.

Deliriumis a nedical, physiological response
to external insults. Alnost always patients with
deliriumw Il have what we call autonomc
instability, rapid breathing, sweating, increased
heart rate, unstable bl ood pressure. Those are
t he physi ol ogi cal responses to the changes in
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perception. | already tal ked about that. It
general ly happens rapidly. It has a fluctuating
cour se.

It's inportant to know that deliriumis not a
medi cal disease. It is a syndronme and it is a
synpt om of many underlying problens. So it is
like pain. Pain occurs in a variety of
situations. |It's not a disease in and of itself.
And deliriumis not a nedical disease in and of
itself. Rather it is a reflection of nulti-
aetiology, risk and vulnerability, and |I'm goi ng
to tal k about that next.

So what are the predisposing and risk
factors? Age. The older a person, the nore
likely they're going to get delirious, which also
tells you that if a younger individual - the
younger the individual, the healthier they are -
if they becone delirious, sonething is nedically
wong with them Denentia, individuals with
denmentia are nmuch nore prone to devel op delirium
Again, it doesn't take that nmuch for an individual
with denmentia to | ose their sense of bearing,
orientation, and their internal thought control.

Medi cal co-norbidity. The nore severe the
medi cal problem the nore likely that the
i ndividual is going to get delirious. H story of
al cohol abuse, both intoxication and w thdrawal .
Mal e sex, for sone reason, has an increased
predi sposition. Sensory inpairnment, particularly
vision and hearing. Again, it goes to the
individual's ability to make sense of the external
world. Unfamliar setting. Language barrier,
Dehydration. All of those are predisposing and
risk factors associated with the onset of
delirium

What puts the person over the edge and
generate a delirious state? It can be as sinple
as environnental change. For an elderly denented
patient, for exanple, pain. Enotional and soci al
i solation for extended periods of tine. Prolonged
sl eep deprivation. And when | say that, |'m
usual Iy tal king about at |east 24 to 36 hours,
particularly in a vul nerabl e individual.
Interestingly, long haul flights, particularly
fromeast to west, so fromAsia to North Anmerica
and that sort of east to west, tends to have a
slightly increased risk as well. That's probably



OCO~NOUITRAWNE

8

Dr.

Lu Shaohua (Medical presenter)

Present ati on

because nost people fly, have a full day, whole
day. They didn't sleep, they get on the plane,
and they get into Vancouver and it's still sunny.
We certainly have seen prol onged sl eep deprivation
as a cause of delirium The sanme thing with
elderly patients. And in fact, one of our
treatnments in Vancouver Ceneral Hospital in
dealing with deliriumis to normalize sleep. W
find that unless a patient has normalized sl eep,
the deliriumrarely gets better.

Prol onged sensory deprivation or prol onged
sensory stimulation. So for exanple, patients who
are in intensive care where they' re surrounded by
machi nes, sounds, a beepi ng noi se, they can get
delirious sinply because it is so overwhelmng in
t he sensory stinmulation.

Met abol i ¢ di sturbances, neani ng dehydrati on,
el ectrolyte changes to the body. Al of those are
potential precipitating factors.

O course other ones include nedical problens
such as neurol ogi cal conditions such as a stroke,
head injury, surgery itself, nmedical illness,
trauma, anaesthetic exposure, infection, and the
list goes on. The differential for potenti al
precipitating factors for deliriumis a massive
list and it would be too exhaustive to go through
each and every one of themin this presentation.

Drugs and nedi cations. Hypnosedati ves.

Al t hough normalizing sleep is inportant, however
for sone individuals a | ow dose of benzodi azepi ne,
for exanple, can precipitate a delirious state
because of the disinhibiting effects associ ated

w th sedative hypnotics. Opiates. It could be a
sinpl e dose of norphine for pain to heroi ne use.
Anticholinergic drugs. That neans nedication that
bl ocks a specific neural pathway. Cocaine and
psychostinul ants are highly precipitating agents
for delirium

Al cohol withdrawal is probably the one that
we see the nost. |In acute al cohol w thdrawal,
particularly in conbination wth any of the
earlier risk factors, deliriumcan occur quite
rapidly. Sedative withdrawal is simlar
wi t hdr awal .

And this is really probably the best way to
| ook at delirium Ve use the term"vulnerability
ltability nmodel." So vulnerability. So the nore
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vul nerabl e the individual, so an elderly

i ndi vidual with denmentia and mul ti ple nedical
problens, all they need is just a smal

envi ronment al change. Myving fromone roomto
another can precipitate delirium On the other
hand, a young and heal thy individual, they require
a much hi gher noxious insult, so nmulti-trauma

It's not unusual for us to see a 25-year-old
heal t hy young individual in a major notor vehicle
accident wwth nultiple trauma and they don't get
delirious, whereas an elderly individual, a sinple
flu can cause delirium a delirious state.

On the other hand, a young and heal t hy
individual, if they do present with delirium one
has to be nmuch nore cogni zant of potential nedica
probl enms such as al cohol w thdrawal, dehydration
and ot her nedi cati ons.

So that's a really good way to kind of | ook
at the predisposing factors and vul nerabilities
and the precipitating event. The nore vul nerable
the individual, the less noxious insult is
necessary to precipitate delirium The healthier
the individual, the nore trauma and nore nedi cal
probl ens are necessary to get into that state.

Deliriumhas a high norbidity. It's a
| eadi ng cause of prolonged hospitalization and
associ ated problens, and you can well inmagine, for
exanpl e, an individual who has deliriumwants to
get out of bed and they fall and fracture a hip.
It certainly increases nortality.

Havi ng said that, despite the common
presentation of delirium it is difficult to
di agnose even in a nedical setting. It's not
unusual even for sonebody |ike nyself, who sees
deliriumon a regular basis, and we are not 100
percent certain whether or not a patient is in a
delirious state versus an extrene depression or
psychosis. And the fact of the matter is, it
doesn't really matter all that nuch in terns of
treatment, particularly in the acute phase. 1In
extrene cases, it is a nedical energency.

Again, in otherw se healthy individuals,
sudden onset of delirium my be warning signs of
potential life-threatening netabolic changes or
extrenme fatigue and exhausti on.

Goi ng back to this slide, because delirium
for a relatively young and heal t hy indi vi dual
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requires a highly noxious insult to precipitate a
delirium additional insult, whatever that m ght
be, can really lead to cardiac arrest and sudden
deat h.

How do you manage deliriun? Well,
particularly in the mld to noderate situation,
social restraint is the best. Wat do | nean by
that? Social restraint neans famliar
environnent, |ow stinulation, put the person in a
confortable, famliar setting, orienting stimuli,
a big clock, sonebody who they know. So for
exanple, an elderly Asian man who doesn't speak
English, in hospital, beginning to devel op
delirium if they have a famly nenber goes in and
speaks their own | anguage, it cal ns a person down
right away. So for exanple, sonetinmes | go in and
my students think that | can perform magic, but
it's not, you know. It's just because | can speak
Cant onese or Mandarin to the patient, and they
know that they're not being experinented on and
this is in hospital and |"mhere to help. So that
basic social famliarity nakes a world of
di fference.

Rehydration. There is a patient who is
dehydrated. Normalizing sleep. Correct the
under |l yi ng medi cal problem of course, if there is
an infection going on.

Cccasional ly none of those things work
because the patient is agitated, they're
frightened, they're fearful, and they' re agitated
and they're restless. They need to be in a
physi cal restraint from harm ng thensel ves or
taking off. In hospital we al nost always, except
inreally rare, rare situations -- if a patient is
restrai ned physically, we use pharnacol ogi cal
treatnment to help to decrease that agitation as
soon as possible. The safest one is probably
benzodi azepi ne or antipsychotic, and we use that
i nterchangeably. It depends on the age and the
underlying nmedical condition, if we know, that is
causing the delirium and al so the degree of
agitation and conbativeness that the individual
di spl ays.

In terns of suggestions for first
responders - and |I'mtal king specifically perhaps
to, because of this inquiry, police - and | use
the term "education” not so nuch in terns of
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recogni zing delirium Frankly, when a patient is
in a direct delirious state, it would be difficult
to tell whether or not it is due to cocaine or

met hanphet am ne, psychosis, extreme psychosis as a
result of untreated schizophrenia or severe

bi polar. That type of education |I'mnot too sure
is particularly hel pful because I would have a
tough tinme distinguishing that, and I don't see
that type of education would be hel pful. But
recogni zing that a delirious patient can have

aut onom ¢ changes such as sweat, disorganization,
di sorientation, and that they can have defensive
aggr essi on perhaps woul d be hel pful.

Trai ning and recognition on howto talk to
the patient and cal mthem down. Again, the
patients are in a frightened and scared situation.
They m ght not be able to foll ow basic
i nstructions such as "Put your hands down," and to
recogni ze that is a potential issue.

Use of contai nment whenever possible to buy
time to bring in famliar support. Medical
par anedi ¢ backup as soon as possible if a patient
is identified as a delirious state.

Agai n, going back to the nedical risks
associated wth delirium be aware of the risk of
restraints and energy weapons. | don't know what
those risks are but | suspect there m ght be sone.
Be aware of those risks.

And if a patient is under custody during
delirium frequent nonitoring of basic vitals such
as heart rate, breathing rate and | evel of
consci ousness.

In that severe agitated delirious state -
again, | cannot envision a | aw enforcenent agency
being able to do those - but, if there is nedical
backup, sedation, oxygen, |V fluids, cooling
measures. And cooling neasures is actually found
to be really helpful, particularly for young mal es
whose deliriumis caused by cocai ne or crystal
met hanphet am ne or other drug-induced agitated
state. Low stinmuli environnent as soon as
possi ble. And again, going back to the potenti al
for sudden death, maybe availability of portable
defibrillators.

So those are kind of off the top of ny head.
Having treated deliriumpatients for close to ten
years, | would nake those recommendati ons.
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l"mgoing to end ny presentation here and
answer questions that you may have.
THE COW SSI ONER:  Counsel, do you need a break or
you'll continue on?
MR. VERTLIEB: No, that's fine, thank you, M.
Comm ssioner. W can just proceed. W can take a
break after the w tness, please.

QUESTI ONS BY MR VERTLI EB, conti nui ng:

C Dr. Lu, tell us about the DSV-1V, what it is for

t he nedi cal comunity.
A The DSMV-1V is a manual for hel ping to diagnose
psychi atric conditions or psychoneurol ogi cal
conditions, in this case delirium As of yet, in
psychiatry we don't have blood tests to say this
i ndi vi dual has schi zophrenia, this individual has
bi polar. There isn't a nmedical, a procedural
di agnosis to hel p us nmake those determ nations.
For exanple, the issues of depression. Mst of us
have gone through sonme depressive state sonetine
in our lives. Yet, to have the diagnosis of
depression is a nedical condition. And so how do
we define the limts of just going through a bad
stretch versus the nedical diagnosis of
depression? W use a basic statistic manual and
say, if we go through a nunber of criteria, and if
this individual fulfils those sets of criteria,
chances are nore likely than not they have a
psychiatric condition that is not nerely a state
of being depressed because of whatever
psychosoci al stressors that are going on at the
time, that they actually have the psychiatric
di agnosi s of depression as a result.
So the DSV-1V is a manual, it's a book. And it's
a big book. It's a fewinches thick perhaps. And
it's used regularly by psychiatrists?

O

Yes.

But it's also used by famly doctors?

Yes.

It's used by many nedi cal people to help them cone
to diagnosis in the field of nmental illness?

Yes.

The DSM-1V is recogni zed t hroughout Canada and the
United States?

Yes.

Wul d that be consi dered perhaps by nobst doctors

O O OHT>OP>
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O O>

O O>

OO0 >

>

to be the bible, as it were, on the subject of

di agnosis of nental illness, for categorization?
It is probably the nost hel pful tool, yes.

Is there a category in the DSV-1V for the term
"excited deliriunt?

As far as | know, no.

Now, you were talking about sonebody who was in
the nedical state of deliriumand you' ve told the
Comm ssi oner about the challenges in comng to
that conclusion. You' ve said that such a person
could have difficulty follow ng basic

i nstructions.

Yes.

So give a couple of exanples of what you nean by a
basi c instruction.

"Squeeze nmy hand." " Open your nouth."

What about in the police setting, when the police
attend and give a basic instruction? Gve an
exanpl e of that where a person m ght not be able
to conprehend.

Yes.

You nentioned putting your hands up.

Putting your hands up. Put down a certain object.
So if a person was in that state, a sinple command
or however you want to call it fromthe police

m ght not be understood?

May not be understood or may be msinterpreted in
ways that they m ght have understood but they

m ght not performdue to their internal confusion
and t hought process.

Now, then you also went on to say that the person
coul d appear nore aggressive. Just expand on that
for a nonent.

The individual, as | say, oftenis in a frightened
state. Again, having seen close to a thousand
delirious patients, | probably have seen only two
i ndi vi dual s who have happy delirium and the rest
are frightened, scared. And when you're
frightened and scared, it's a fight or flight
response that is basic to human nature. And in
that state, aggression is not unconmmon.

So are you saying to the Conmm ssioner that the
person coul d appear to be aggressive but in fact
not really at their core be aggressive?

No, no, no. They can be aggressive. Not just
appear aggressive but they are aggressive. You
can have both, in the sense that, for exanple --
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this is a perfect exanple. A patient believes
that sonebody is going to kill themin the mddle
of the night. They're going to |eave here, and if
you're going to stop them they're going to be
aggressive. And they don't just appear
aggressive; they will be aggressive.

C And that's the defensive aggression, the --

A Yes.

C -- aggression you tal ked about. So a person may
appear to be aggressive and in fact be that way.

A Yes.

C O appear to be aggressive and really not be that
way ?

A Yes.

C So that becones another challenge in trying to
figure out what's happening to a person who's in
sone kind of state?

A Yes. And even nore scary sonetines is when
patients have what we call partial insight. They
know sonething is wong but they can't really
articulate, and if you try to talk to them vyou
must be part of it. And so sonetines even trying
to get the patients to talk about what is actually
going on in their thought process can be
difficult.

C But that's the reason you want to speak to people
so that you can try to understand what's
happeni ng?

A Sonetinmes that can be difficult too. Cbviously we
try our best to understand what's going through in
the patient's mnd. However, occasionally, due to
t he | anguage conprehension difficulties and the
i nternal disorgani zed thought process and the
paranoi a that occasionally can occur that you're
part of the whole system then attenpts to
communi cate may be i npaired.

C So is that part of the reason you are speaking to
t he Conm ssi oner about the need for cal mess and
slowi ng things down to allow the environnment to
becone better?

A | think the cal mapproach is always recomrended in
this kind of situation.

C Now, | wanted to ask you sonething about delirium
You said it is not a disease.

A No.

C And | think every nedical doctor in the continent

woul d agree with that. Deliriumis not a disease.
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Deliriumis a manifestation of a whol e host of
stressors inpacting on the physiol ogical function
of the brain.

And you then went on to say to the Conm ssioner
that deliriumis really a collection of synptons.
Yes.

Now, it may be self-evident to you as a doctor,

but to us as non-nedically trained people, a
patient does not die fromsynptons. They die from
underlying nedi cal disease or condition. Is that
a fair statenent?

That's a fair statenent.

Now, | wanted to ask you about the effect of
cocai ne on a person's heart rate. Wat is it,

pl ease?

Cocaine is what we call a psychostimulant. It
certainly has a stinmulating effect on the
individual. It acts in a nunber of different ways
on the heart. It has a direct stinulation effect
on the cardiac function of an individual,
particularly during the acute intoxication stage,
particularly for individuals who are naive to
cocai ne. Over periods of tine, chronic users have
a response that is slightly different. But let's

say for a naive individual - when | say naive,
meani ng that they haven't been exposed to
cocaine - neaning there will be increases in heart

rate and increase in oxygen demand. And it is
what we call a rhythnogenic drug, neaning that it
can potentially disrupt the rhythmof the heart.
And in conbination with al cohol in particular,
particularly a | onwer dose of alcohol rather than a
| arge anount of al cohol, cocaine can also form
addi ti on conmpounds that stinulate the speed of the
heart.

So as a stimulant to heart function, it would

i ncrease the heart function?

Yes.

It would not be a tranquilizing effect at all; it
woul d be the opposite?

It should be the -- yes.

And so if you had a person who's in sone kind of

i ssue wth drugs, cocaine for exanple, or crystal
meth or any other drugs that you' re seeing, they
woul d have a risk of increased heart activity?

Not all other drugs. Cocaine and ot her
psychosti mul ants such as crystal mnethanphetam ne
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i ncreases heart rate. Oher drugs, for exanple
heroi ne, doesn't. Benzodi azepi ne, GHB doesn't.
Al t hough GHB occasionally can, but that's a
different story. Alcohol wthdrawal increases
heart rate. Al cohol intoxication decreases it.

So cocaine in itself, particularly in -- cocaine
and ot her psychostinul ants, such as crystal
met hanphet am ne, or any anphetam ne, | shoul d say,

i ncreases heart rate.

Now, you nentioned that in the hospital setting
you Wi ll use restraint but you do so with a
sedat i ng nedi ci ne.

Yes.

So you do have occasion in the hospital setting
where sonebody is in such a state that they need
to be restrained, but you do so with sedation?

W try to do that. Sonetines that's a bal ance,
because too much sedation for certain individuals
i ncreases the risk for pneunonia and aspiration
and so on. But generally speaking, imagine an

i ndi vidual who is frightened and they're tied
down, what they're going to do. They're going to
fight it. And when you fight it, what happens?
It increases heart demand, increases bl ood
pressure, increases all of those things that you
don't want to see.

Ri ght .

And so if we're going to restrain an individual,
we al nost always try to also chemcally treat that
i ndividual to decrease that |evel of agitation.
So let me ask you this question. You're in a
hospital setting, and you're in a najor hospital
wi th people of all shapes and sizes comng in.
Yes.

And in all manners of distress, physical and in
this area nental, correct?

Mr- hmm

There are occasi ons when you use physi cal
restraint but you always do so with a sedating
medi ci ne, | understand you to say.

Not always. | nean, for exanple, if we have a
patient who's just conme in, we don't know anything
about and they are highly agitated -- for exanple,
too much sedation if the patient has a head
injury, a significant head injury and we haven't
di agnosed that head injury, sedation can
potentially lead to serious problens. But by and
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| arge, we try to have chenical restraint at the

sane tinme as physical restraint. But again, there

are scenari os when we cannot do that because we
don't know enough about what's happening --

| under st and.

-- and that judicious use of pharmacology is

necessary.

C And so when you have these cases where you use
physi cal restraint and chem cal restraint, are you
havi ng people die on you in the hospital when
that's being done?

A Not that | have encountered. One of the reasons
for that, | suspect, is because in hospital type
setting, patients have that vulnerability, and in
a way because they have that vulnerability, it
takes | ess noxious stinmuli to get theminto a
delirious state, and so they haven't got to this
nost severe range. And again, in the hospita
setting, if a patient passes away, we woul d be
able to attribute that to an underlyi ng nedi cal
condition rather than to the deliriumin and of
itsel f.

C So when you have people physically restrained in
the hospital setting used with appropriate
medi ci ne, you are not having people die?

A Knock on wood, no.

C Thank you. | wanted to ask you very briefly, one
of the slides -- and | don't have the page nunber.
"1l just tell you which slide. You're famliar
wi th your presentation. It's the near the end.
M. Comm ssioner, if you |look --

THE COWM SSIONER: | don't seemto have that. Go
ahead.

MR. VERTLI EB: Wy woul d you need to have that, M.
Comm ssi oner ?

THE COWM SSI ONER: (Laughi ng)

MR. VERTLIEB: We'll make sure that that's corrected.

C The slide that says vulnerability liability nodel

A Yes.

C And it's where you tal k about high norbidity,
increases to nortality, and then you say difficult
to di agnose even in a nedical setting. The |ast
poi nt you nmake is additional insults can lead to
cardi ac arrest or sudden death. Do you renenber
that point that you nmade?

A Yes.

C You say in an otherw se healthy individual, sudden

>0
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onset of deliriummay be a warning sign of a
potentially life-threatening netabolic change.
And then you say an additional insult can lead to
cardi ac arrest or sudden death

A Yes.

C Whul d sonmething |like a Taser application be such
an additional insult?
| don't know enough about Tasers, to tell you the
truth, to be able to answer that. But what | can
say is, in an otherw se healthy individual, to get
to the delirious state, an individual likely has
pr of ound exhaustion or electrolyte changes and
they can maintain to that extent, which is they
are at the end of their physical capability before
that delirious state kicks in, and in that state,
what ever additional insult m ght be, maybe
struggling, fighting, that can lead to the body
just giving out. That can occur. And that's what
| mean by that, cardiac arrest and sudden death.

C So you're tal king about the person who's at such a
state of exhaustion that sone additional insult
could be the tipping point --

A Yes.

C -- that could |l ead to death?

A Yes. But in terns of whether or not Taser can do
it or not, | don't know.

MR, VERTLIEB: | understand. Thank you very nuch,

Dr. Lu, for comng here today. Thank you
M . Conm ssi oner.

THE COW SSI ONER:  Doctor, | can't help but think about
this. Again, this may be a question that you
can't answer because you don't pretend for a
nmorment to be an expert on Tasers. But one of the
probl ens facing the policing authorities is if
sonmeone exhibits the synptons that you have
described in a street setting and the synptons are
severe and the man is young - we'll assune it's a
man and that he is young - then you have descri bed
to us how no doubt the underlying problens are
quite severe, just to use neutral terns here for a
m nute. And of course you counsel that education
conmes first, which neans skills in terns of
comruni cati on and maybe getting an anbul ance to
cone and things |ike that. But would you be able
to say whether or not there could be a state
reached where sonething as severe as a Taser could
be used?
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A And | will say yes, for a couple of reasons.
Nunber one, again, deliriumis presented in a
di sorgani zed, agitated state. | cannot tell --
for exanple, let's say if | were to see a patient,
| don't think I can tell whether or not, in let's
say a brief two-mnutes or 15 seconds, if they

just have that information -- you know, sonebody
who's really agitated; let's say |I drive down the
street and sonebody -- whether or not they're in a
delirious state, in a severe psychotic state, in a
drug-induced state. | don't think one can tell.
And in that case, necessary force to help contro
the situation -- don't forget, if a patient is in

a delirious state, they can really harm

t hensel ves, and they can really harm thensel ves,
agai n, not because they nean to but because they
have becone di sorgani zed, run out in traffic and
ot her things.

In hospital - again, | can really speak about
hospital setting - there are tines when really,
it's heart-wenching for a famly to see three
security guards go in to pile on an elderly
i ndi vidual. But you know, sonetimes that's the
only way to have that situation controll ed.

And so translating that scenario into the
community setting, | certainly can see scenari 0s
where attenpt at communi cati on doesn't work,
attenpt to de-escal ate doesn't work, and the
patient is sinply in an agitated state. And in
t hat case, weapon use or whatever restraint
necessary to get the individual in a safe
envi ronnment perhaps is necessary.

THE COWM SSIONER: | see. So the insult, as you' ve
described it, of the environnment that he's in,
whi ch includes the environnent, the police and so
on, has to be weighed against the little - not
little - the other insult of the use of the Taser.
In any event, the external insults wll be
increasing in the mnd of such a person.

A Yes.

THE COW SSIONER:  All right. Doctor, thank you very
much for taking the tinme to cone here. |It's very
much appr eci at ed.

A You' re wel cone.

THE COW SSIONER: All right, ten-m nute break.

( PRESENTER EXCUSED)
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( PROCEEDI NGS RECONVENED)

THE COW SSIONER: | believe we can commence. Yes,
counsel

MR, McGOMWAN.  We can, M. Comm ssioner. The next
presenter is Dr. Mke Wbster. Dr. Wbster is a
psychol ogi st and he has sonme expertise in the
areas of crisis intervention and police
pr ocedur es.

DR M CHAEL WEBSTER, a Non-
nedi cal expert presenter.

QUESTI ONS BY MR McGOWAN:

C Dr. Webster, before we send you off on your
presentation, I'mgoing to spend a few m nutes
Wi th you just review ng your background for the
Comm ssi on.

A O course.

C You were born in Victoria?

A That's correct.

C And you grew up primarily in the Vancouver area,;
is that correct?

A | did, that's correct.

C After conpleting your high school, you headed off
to university, initially to the University of
Notre Dame?

A Correct.

C Where you obtai ned a bachelor of arts majoring in
psychol ogy in 19667?

A | did.

C And then you proceeded on to Vestern WAshi ngt on
Uni versity?

A Yes.

C Pl ease tell the Conm ssioner about the degree you
obt ai ned t here.

A | obtained ny naster's degree in psychol ogy there.

C And whi ch area of psychol ogy was that in?

A Counsel | i ng psychol ogy.

C And you conpl eted that in what year?

A | think that was conpleted in 1973.

C And you subsequently went on to obtain your
doctorate degree in counselling psychol ogy?

A At UBC, correct.

C And what year was that?
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1980.

Subsequent to your education, you've had quite a
di verse career, | understand.

| have, yes.

You' ve done sone work in the prison environnent?
Yes. | was a psychol ogist both at the B.C Pen,

the old B.C. Pen in New Westm nster, and at

Wl 1liam Head on Vancouver I sl and.

And you were dealing with inmates there?

That's correct.

You' ve al so had a fair anmount of work experience
in the area of addictions; is that correct?

| did work for a tinme, yes, with the British

Col unbi a Addi cti ons.

Descri be your work in that area just briefly.

| was a clinician at one of the community clinics.
And t hrough nmuch of your career, | understand,
you' ve al so maintained a private practice?

Yes, | have.

Just tell the Comm ssioner a little bit about that
area of your work.

That area of ny work began in the nid-1970s after
| had been a psychol ogi st working at the B.C. Pen
and was involved in two of the nmjor hostage-
takings at the Pen. | had assisted the police,
consulted with the RCMP when they attended to
manage those incidents, and | nmade a connection
with themat that tinme and becanme a nenber of
their nmenbers' assistance program a clinician in
t heir enpl oyee assistance program And | al so
began to consult with themin crisis situations,
host age-t aki ngs, barricaded persons incidents,

ki dnappi ngs and i ncidents of public disorder, that
type of thing.

You al so had a private clinical practice where you
saw patients in your counselling psychol ogy area;
is that correct?

That's correct. That was the nenbers' assistance
program the RCMP' s enpl oyee assi stance program
So your clients were primarily police officers --
Correct.

-- or police personnel ?

Correct.

| understand you al so went on at sone point in
your career to receive basic police training.

| did.

Tell the Conm ssioner about that.
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Yes. | had been a psychol ogi st working with the
police for close to 15 years and | thought that |
could make a better contribution frominside the
organi zation as a nmenber of the RCVMP. | had a
particular goal in mnd. The RCVMP was openi ng
their Vi CLAS section in Otawa at the tinme, their
Violent Crinme Analysis unit, and they were | ooking
for crimnal investigative analysts. And |

t hought with ny psychol ogi cal training and
experience that | would fit well there, so |

entered the RCWP. | went through training. But |
soon found out that | would not be posted to that
type of a position. | was going to be a general
duty policeman. So | quickly lost interest as |
was 43 years of age at the tinme. | quickly |ost

interest and returned to ny private practice.
Subsequent to that, however, you have continued to
do work with the police forces in British

Col unmbi a, both the RCMP and nunicipal forces in
the areas of training and otherw se; is that
correct?

| have. | work with police services
internationally, in Europe and South Anerica as
wel |l as here at hone in Canada.

And tell us just briefly about your experience in
the area of training.

Trai ni ng police persons?

Yes, training police persons.

| for a nunmber of years, since the early 1980s,
have been involved at the Canadi an Police Coll ege
training police persons in the area of crisis
negoti ati ons and incident command. Presently |I'm
involved in instructing wwth the Oganized Crine
section out of Otawa in the area of national
security.

Do you have experience, Dr. Wbster, with the
application of force and how people respond to the
application of force in the police context?

| have. |[|'ve been in attendance at nmany, nmany

ki dnappi ngs, many, many host age-t aki ngs,

barri caded persons incidents, incidents of public
di sorder, the G, the &0. | have what | would
consider to be quite extensive experience with the
applications of force and people's responses to

t hem

And have those scenarios you' ve di scussed only
been wi th Canadi an police forces or do you al so do
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O her polices forces, internationally.

And those include the FBI?

| work closely with the FBI, and Europol, South

Anmeri can police agencies, largely in Col onbi a.

|'"ve been in Peru, Iceland, Australia.

C Thank you, Dr. Wbster. And perhaps just before
we finish up with your introduction, you could
tell the Conm ssioner what it is you' re doing
today. What does your practice |ook |ike today?

A My practice today is focused nore on the area of
national security than it is in the area of crisis
intervention. Since Septenber the 11th, 2001, the
RCWP have pl aced an additional enphasis on the
gathering of intelligence to assist themin
national security matters, and | provide
consultation in that area as well.

>0 >

C And are you still involved in providing training
or assisting wth training?

A | am

MR. McGOMAN.  Thank you, Dr. Webster. | think at this
point I'll invite you to comence your

presentation to the Conmm ssioner.
A Ckay, | will.

PRESENTATI ON BY DR. WEBSTER

A As |'m sonmewhat technologically inpaired, | wll
just read you ny presentation.

M. Conm ssioner, police patrol personnel
during the course of their work are often faced
wi th individuals exhibiting sonme of the foll ow ng
characteristics: bizarre and/or aggressive
behavi ours, shouting, elevated suspicion, anxiety
or panic, violence, unexpected physical strength,
prof use sweati ng.

In a grow ng nunber of cases, they appear to
be reaching for their Tasers to assist themin
gai ni ng control of the uncooperative individual.
In sone of these cases, especially sonme of those
resulting in death, the circunstances under which
t he weapon is depl oyed seem suspect even to the
untrai ned eye.

| will ook at the weapon fromthe
perspective of a police psychol ogist. The
appropriate use of the Taser cannot be addressed
wi t hout a di scussion of the controversial
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phenonenon, excited delirium The police, in an
attenpt to justify their use of the weapon, in
many cases have taken to citing this hypothetical
di sorder.

Opinion as to its validity falls on both
sides of the issue. Sone argue that the condition
is not only valid but responsible for a | arge
maj ority of in-custody deaths, including those in
whi ch the deceased has been stunned with a Taser.

Cn the other side, it is noted with great
concern that no reputable nedical, psychiatric or
psychol ogi cal associ ation recogni zes excited
deliriumas a nedical or nental health condition
Nearly all cases of the phenonenon involve people
fighting wth or being restrained by the police.

Even with an extensive autopsy, there is no
definitive way to prove that sonmeone died of
excited delirium And it may be that police and
medi cal exam ners are using the termas a
conveni ent excuse for what could be excessive use
of force or inappropriate control techniques
during an arrest.

My own opinion on this is that Canadi an | aw
enforcement and its Anerican brothers and sisters
have been brai nwashed by conpanies |ike TASER
International and the Institute for the Prevention
of In-Custody Deaths. These conpani es have
identified a need within police work and created a
product that basically sells itself. How can you
argue agai nst sonething that purports to save
life? Moreover, these organi zati ons have created
a virtual world replete wth avatars that wander
about with the potential to manifest a horrific
condition characterized by profuse sweating,
super human strength and a penchant for smashing
gl ass that appeals to well-neani ng but
psychol ogi cal | y unsophi sticated police personnel.

The phenonenon of excited delirium has been
of great assistance to TASER International in the
recent past. The conpany has successfully
defended itself against at |east eight lawsuits in
which it was alleged that the victins died of
Taser shocks. The conpany argued that the cause
of death was excited deliriumand not the Taser
TASER I nternational spokesman Steve Tuttle has
acknow edged that the conpany sends thousands of
panphl ets to medi cal exam ners explaining howto
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detect excited delirium The conpany al so hol ds
training semnars around the North American
continent attended by thousands of |aw enforcenent
personnel , includi ng Canadi ans.

TASER I nternational nmakes a concerted effort
to educate both the |aw enforcenent and nedica
communities with regard to excited delirium
TASER I nternational business associate John Peters
heads up a conpany called the Institute for the
Prevention of In-Custody Deaths. It specializes
in training police persons, coroners, energency
room physi ci ans and ot her nedi cal professionals in
sudden death fromexcited delirium M. Peters is
al so one of TASER International's star w tnesses
when the conpany has to defend itself in court
agai nst charges that its weapon has killed. In
addi tion, he and his conpany have been on TASER
International's payroll to provide instruction at
their training acadeny.

TASER | nternational and the Institute for the
Prevention of |In-Custody Deaths, conplete with
supportive physicians and researchers, all on the
payroll, have through a brilliant marketing schene
created an extrenely lucrative business built
| argely on a dubi ous di sorder.

In my opinion, these two conpani es have
revitalized an old and nythical condition and
i nfl uenced | aw enforcenent's conceptions of crisis
and its managenent. Genuinely notivated Canadi an
police persons have, in at attenpt to nanage
crises, explain the tragedy of in-custody deaths
and ridiculously inappropriate applications of the
Taser, enbraced the controversial concept of
excited delirium It is these m sperceptions that
have influenced police persons to deploy the Taser
in sone situations that fall well outside the
accept abl e usage scenarios provided for in policy.

Canadi an | aw enforcenent's own National Use
of Force Franework states that an officer's
perception is his or her reality. 1In other words,
if every person in crisis is perceived as
experiencing this unmanageabl e and non-responsi ve
condition and the only way to handle it is with a
Taser, then the Taser wll be deployed. Wen you
think the only tool you have is a hammer, then the
whol e worl d begins to look |like a nail.

As perception lies at the heart of the
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Canadi an Use of Force Franmework, we need to be
more critical of what or who influences the
perceptions of our police services. Physicians,
psychi atrists and psychol ogi sts working in

hospi tal energency roons and psychiatric energency
services readily relate how individuals who are
exhibiting the synptons of hyperarousal can be
managed in a variety of ways ranging from

medi cation to communication. Staff is trained to
handl e agitated patients by speaking in calm non-
confrontational tones and adopting neutral body
post ures.

Excited delirium does not appear in the
Di agnostic and Statistical Manual of Mental
Di sorders. As Dr. Lu pointed out for us this
nmorning, plain old deliriumdoes. It can be
brought on as a direct physiol ogical consequence
of a general nedical condition, substance abuse,

i ntoxication or withdrawal, use of a nedication,
exposure to a toxin, stress, or a conbination of
t hese factors.

M. Frank Lasser, the 82-year-old man
hospitalized in Kam oops, who received several
jolts froman RCW Taser |ast week, may be an
exanpl e of a case of delirium brought on by a
general nedical condition. He was in hospital
fighti ng pneunoni a.

Deliriumcan be of the active variety and
resenbl e the behavi our of Robert Dziekanski, or it
can be of the less active variety where people
beconme nuted and w thdrawn. Properly trained
mental health professionals are aware that the
nore active variety increases the risks associ ated
wi th physical restraints. Death fromdeliriumis
extrenely rare.

Determ ning the cause of death of soneone who
was suffering fromdeliriumis always a chall enge.
Was it the disorder, the restraint, the Taser, or
a conplex interplay of all the foregoing? In ny
opi nion, well-neaning police services are creating
a potentially |libellous situation for thensel ves
by recogni zing the convenient fiction of excited
deliriumas a nedical condition with synptons that
i ncl ude conmmon street behaviours. They are
forcing a higher standard of diagnostic acuity and
standard of care upon thensel ves for which they
are neither trained to nake or nmanage. Moreover,
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they provide the basis for a charge of |ega
negligence if they fail to provide a standard of
care for a person who dies in their custody and
had exhi bited one or nore of the published
synptons of excited delirium as in the case of
Robert Dzi ekanski .

There is a way to avoid all of this. There
is an alternate view of the synptom picture that
TASER I nternational describes as excited delirium
and an alternate nethod of managenment. Most
medi cal and nental health professionals would
agree that people manifesting this synptom picture
are in a state of hyperarousal. That is, they are
incrisis. They are experiencing a tenporary
state of disorganization in which they are unable
to cope with an imredi ately stressful situation
usi ng their day-to-day coping nmechanisnms. In
these states, people are affected on several
| evels. Cognitively, their ability to process
information is disrupted and di sorgani zed. They
don't use good judgnent, they don't make good
deci sions, and they're not very good problem
solvers. Their enotions are labile and their
behavi our is randonm and unpredictable. It is
nei ther humane nor logical to inflict crippling
pai n upon soneone who has | ost his nental bal ance.

Crisis intervention is designed to assi st
people in lowering their arousal |evel and
regai ning their nental bal ance, enabling themto
use better judgnent, make deci sions and becone
better problem sol vers.

There are several well accepted ways that

this can be acconplished. The one nobst anenabl e
to police first responders is the creation of a
safe, non-threatening environment. The first rule
of crisis intervention is: no nore crisis.
During a review of Taser tragedies, it is not
difficult to see nunerous violations of this rule.
This type of training is not offered routinely by
all police training academ es nor as an in-service
course in Canada. Locally it is provided by the
Vancouver Police Departnent to its patrol
personnel. It is ny understanding that the RCWP,
foll ow ng the death of Robert Dziekanski, has
undertaken this type of training in the Lower
Mai nl and.

The training usually entails five to seven
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days and covers a broad array of topics, including
drug awareness, nental health issues, conflict and
crisis theory, crisis intervention, verbal and
non-verbal conmmuni cation techniques, and
experiential exercises.

It is ny reconmendation that, if the Taser
proves to be safe, its use in Canada be restricted
to only those situations involving a significant
risk of death or grievous bodily harm and t hat
Canadi an | aw enforcenent be provided with crisis
intervention training during their basic police
trai ni ng.

Thank you, M. Conmm ssioner. |[|'ll conclude
t here.

THE COW SSI ONER: Thank you very mnuch, sir. Does
counsel have any comments or questions?

MR McGOMAN. M. Conm ssioner, we wll have a few
questions. | wonder if we mght have just a
couple of mnutes to consult.

THE COW SSI ONER: Yes, indeed. Five mnutes.

( PRESENTER STOCD DOWN)

( PROCEEDI NGS ADJOURNED)
( PROCEEDI NGS RECONVENED)

THE COWM SSI ONER: | believe we can commence. Yes,
counsel

DR M CHAEL WEBSTER, a Non-
medi cal expert presenter,
resumed.

MR. McGOWAN:.  Thank you, M. Conmm ssioner.
QUESTI ONS BY MR McGOMAN, conti nui ng:

C Dr. Webster, thank you for your presentation. |
just have a few questions to clarify a few matters
and perhaps get a little nore hel pful information
for the Conm ssion.

You told us of this crisis intervention
training, and you're personally involved in
delivering this training to police forces?
| am
VWi ch police forces in British Colunbia have you
been involved in delivering this training to?

O >
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To nmy know edge, there's only one and |I'minvol ved
with that one, and that's the Vancouver Police
Departnent. Now | understand the RCVP has
undertaken this since the death of Robert

Dzi ekanski .

And how | ong have you been invol ved in providing
the crisis intervention training to the Vancouver
Pol i ce Depart nent?

It's a week | ong course and there are other people
who cone to visit them other instructors. | play
a small part in that. |[|'ve been doing it since --
| think they began in 2001, around that tine.

Have you been approached by any ot her police
forces in British Colunbia and asked to be
involved in simlar training?

| have not. But they wouldn't approach ne to
organi ze the thing. It would be sonething that

t hey woul d organi ze on their own, and agai n,

woul d come and provide that small psychol ogi cal
communi cati on conponent.

Tell us alittle bit about the course, Dr.

Webster. How long does it run? How |l ong do we
have a police officer out of service on the street
to attend this course?

A week.
And in your view, is that sufficient tine?
It is. If the tinme is used judiciously and there

is an active conponent to the training, that is

t hey get an opportunity to actually try on the
skills and practise themrather than just sit and
tal k about them vyes, it is.

What specific skills are taught in the crisis

i ntervention training course?

There's a ot of theory presented in the area of
drugs and nental health, crisis and conflict. The
specific skills taught are comruni cation skills.

I n general they would be the non-confrontational,
speaking to people in calm non-confrontational
tones and adopting neutral body postures. There's
non-verbal conmuni cation techniques that are
offered to address those situations, |ike where
M . Dzi ekanski couldn't speak English so we need
to use sone other nmeans of communicating with him
And then they have an opportunity to engage in
sonme experiential exercises and actually apply the
skills.

You told us in your presentation about sonme of the
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aspects of crisis intervention that you think are
inportant. You spoke of creating a safe

envi ronnent and encouraging officers to adopt a
neutral body posture.

Mr- hmm

Could you tell the Comm ssioner a little bit nore
about that, please.

VWll, there are several ways that you coul d deal
with a person in crisis. You can mtigate them
you can hospitalize them you could get them
involved in sone sort of outpatient therapy. But
those are not really appropriate to a street
police person. There's one way left that is very
appropriate to the street police person and that
is the creation of a safe, non-threatening
environnent. |If we can do that, now what happens
is that individuals tend to regain their nenta
bal ance. They tend to regain their ability to use
good judgnent - use better judgnent - to nmake sone
decent decisions and to assist the police person
i n solving whatever the i nmedi ate probl em happens
to be.

The crucial thing is no nore crisis. You
can't expect a person who is hyperaroused, their
cognitive process is disrupted and di sorgani zed,
you can't expect themto contend with comrands or
even wonderful solutions to whatever the present
problemis. Those are going to go right over
their heads until we get that arousal |evel down.
So the whol e skill package, the whole
comruni cati on techni que package, is designed to
bring the arousal |evel down so now we can begin
to do sone probl en-sol ving.

What about the neutral body posture? Wat would
that | ook Iike?

A neutral body posture for Dr. Lu in the hospita
woul d be very different than the neutral body
posture for a street police person. A street
police person has to take into consideration
officer safety. Therefore it will be somewhat
nodi fied. But you can inmagine in the hospital you
woul d face a person straight on and you woul d

per haps have your hands at your sides or you may
clasp themin front of you like this (gesturing).
You |l ook I'ike a non-threatening person. A police
person -- police people because they're wearing
weapons often like to blade thenselves, turn
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t hensel ves away fromthe people -- to get their
weapon, put thensel ves between their weapon and
the person they're dealing with. So there's sone
nodi fication of these things on the street, but it
can still be done.

Do you see or are you famliar with settings where
the skills taught in the crisis intervention
training are put into practice and have been
effective?

Yes, | have. | had occasion just two weeks ago to
visit three of the B.C. Corrections Branch centres
here in British Colunbia, and you have corrections
officers in these centres who are dealing with

bel | i gerent, conbative, uncooperative, threatening
i ndividuals all day long, and they are not arned.
Yes, they have access to a Taser but the Taser is
in a weapons | ocker way back in the bowels of the
institution somewhere. They have to deal wth
these situations on a constant basis, and they
manage to do it.

Dr. Webster, during your presentation you nmade

reference to, | think it was the Institute for the
Prevention of |n-Custody Deaths?
Yes.

We heard about that for the first tinme the other
day and it's been nentioned by you again. What
can you tell us about that institute?

| can tell you that they've -- again, this is a
conpany, and | nust admre their entrepreneuri al
spirit. They've identified a need wthin the |aw
enforcement conmmunity, and this need nowis --
it's distasteful to the community to see people
die in the custody of the police. The police are
gi ven the job now when soneone is put in their

custody -- they take soneone into their custody,
they have to ensure their safety and their
survival. Wen soneone dies, the comunity

doesn't like that. The institute has cone al ong
now and they have focused on this particular area
and they go about the country teaching police
services how to prevent in-custody deaths. The
one thing that they seemto spend a |lot of tine on
is educating police personnel and nedi cal

per sonnel about excited delirium and they teach,
or have taught - | don't know if they still do;
must be fair to them- they have taught at TASER s
trai ning acadeny, and M. Peters, the president of
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the institute, often appears -- when TASER is on
trial trying to defend their weapon, he wll often
appear to support TASER and excited delirium

C Now, | take it there are circunstances where the
crisis intervention techniques aren't effective.
They just don't get through.

A Yes.

C What do you suggest to police officers in those
ci rcunst ances?

A Well, | think it's inportant to consider the Use

of Force Framework. At the centre of the Use of
Force Franework that all police services in Canada
subscribe to, there is the officer's perception
and the conponent -- they call it assess, plan,
act. So police persons are supposed to be
continually assessing the situation that they are
in. They need to have a variety of skills that
they can use to apply to whatever the assessnent
is that they make of the particular situation. O
course, if comunicating with soneone, attenpting
to bring soneone's arousal |evel down, is not
going to be effective, then they need to have the
freedomor the option to escalate to a different
option of force. And before you get to

i nternmedi ate weapons in the franework, there are
soft hand techni ques and hard hand techni ques that
could be used. And if none of those are
effective, then one could graduate to internediate
weapons. And of course, if an internediate weapon
isn't going to do the job, then lethal force.

But the key for nme, the issue for nme is that
police persons need to have realistic perceptions.
They need to understand -- |I'm not suggesting that
they need to go step by step by step; they need to
first appear, then verbally interact with the
subject and then try soft hand and then try hard
hand and then go to internediate. |'m not
suggesting that because sonetines situations can
escal ate quite quickly and you don't have an
opportunity to go through all of those and you
need to protect yourself or protect the public.

But what | am suggesting is that | think they
have sone m sperceptions and they are too quick to
junp to the use of a conducted energy weapon,
thinking that this individual is suffering from
this horrific disorder and there's no other way to
deal with himthan to apply ny Taser.
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You' re not against the use of the Taser in
principle? Am1l right about that?

No, | think there's a place for the Taser.

In your view, what is that place on the use of
force conti nuunf?

VWell, that would be the last thing before you have
to shoot sonebody. |If thereis athreat tolife
or grievous bodily harmand you can avoi d shooti ng
soneone by using a Taser, then | would agree with
the use of a Taser.

Dr. Webster, we've had sone nedical and scientific
experts here tal king about the Taser itself and
the safety of the Taser, and we'll have sonme nore.
And | take it you're not an expert and don't offer
an opinion on the safety of the device itself?
|"mnot an expert and | don't have an opinion on
the safety of it.

Now, given your psychol ogi cal background, | wonder
if you're able to help the Conm ssion with an

opi nion on whether there's a potential for lasting
psychol ogi cal effects from being Tasered to
sonebody with a nental illness, say for exanple.
Yes. Yes, | think there is a potential for
sonmeone to have a chronic response to being the
victimof a Taser. That woul d depend upon how now
the victimviews the incident of being Tasered.

If a victimviews this as a |ife-threatening
event, if they in going through their convul sions
and what not as they're being pulsed with the
Taser, they view this as they could | ose their
lives, then yeah, this could go through -- |I'm
sure they woul d have an acute anxi ety response

i medi ately thereafter, and if that's not

resol ved, this could graduate into a nore chronic
post-traumati c response.

Thank you. Dr. Webster, during your presentation
you were critical of police forces for taking
their information directly fromthe manufacturer
about excited deliriumand about circunstances
when it may or may not be appropriate to use a
Taser and when it may or may not be the best
option. Were do you say they should be getting
their information fron? Wat sort of a franmework
woul d you like to see?

Vell, | would Iike us as a country to take a | ook
at conducted energy weapons and their safety and
where and when they should be applied. | don't
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t hi nk we should swall ow this whol e hog from south
of the border. Sonme of these incidents that we
see in the nedia of people being Tasered are
frankly enbarrassing. This is not the best of
Canadi an policing. This is not what we as

Canadi ans woul d |i ke our police services -- how we
woul d |i ke our police services to behave.

C And just finally, Dr. Wbster, what's your
nmotivation for being here today and sharing your
t houghts with us? What's underlying your concern
and what's the reason you' ve cone here today?

A |"mnot anti-police. [|'ve worked with the police
for over 30 years, and as | said a nonent ago, |I'm
enbarrassed to be associated with organi zations
that Taser sick old nen in hospital beds and
confused individuals, imnmgrants arriving to the
country. Frankly I find it enmbarrassing. And
again, it's not the best of Canadi an poli cing.
don't think it's what we as Canadi ans want our
police services to | ook |ike.

Do you have anything el se which you wsh to add,
Dr. Webster?

A | don't think so, no.

THE COW SSI ONER:  Dr. Webster, thank you very nuch for
taking the trouble and the tine to both prepare
your presentation and to conme here. Thank you so
much.

A Thank you, M. Conm ssioner.

( PRESENTER EXCUSED)

MR. McGOMAN:. M. Conm ssioner, we have one nore brief
witness this norning. He's an interested nenber
of the community, M. Errol Povah.

ERRCL POVAH, an Interested
groups and i ndi vi dual s

presenter.
THE COW SSI ONER: Yes. Wl cone, sir.
A Thank you. Good norning, M. Conm ssioner and
counsel

MR. McGOMN.  Thank you, M. Povah.

THE COW SSI ONER:  How do we spell M. Kovah's nane?
K-O --

MR MGOWN It's with a P, M. Conmm ssioner. |
believe it's P-C-V-A-H
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A That's correct.
THE COW SSI ONER: Thank you.
MR Mo GOMNAN: Now, M. Povah, as we've done with all of

our presenters, I'mgoing to spend just a couple
of m nutes asking you about yourself before we get
started.

A Ckay.

QUESTI ONS BY MR McGOWAN:

You grew up -- tell the Comm ssioner where you
grew up.

| was born and raised in Nanai nb, noved over to
the mai nl and about 15 years ago with ny job.

And you finished your high school and did a brief
stint at a post-secondary institution?

That's correct.

Fol | owi ng whi ch you entered the Navy and spent
three and a half years there?

Yes.

And what were you doing in the Navy?

| was a radi oman.

And that was the Canadi an Navy?

That's correct.

And what sort of training did you receive in the
navy connected with your radi o operations?

Well, in addition to mlitary basic training in
Cornwal I i s, Nova Scotia, yeah, there was sea
environmental training just for those who had not
been to sea. Again, just very basic preparation
for life at sea and specifically in the Navy,
radi o operating training, et cetera.

C Thank you. And after the Navy you entered the
realmof B.C. Ferries, where you' ve served as a
deck hand and a second officer, | understand, for
the last 31 years?

> OOHTO> O O > O

That's correct.

And are you still enployed by B.C. Ferries or have
you retired?

| amstill enpl oyed.

In addition to your work, you are a commtted and
quite an involved activist; is that correct?
That's correct.

And that's in the area of the anti-tobacco | obby;
is that correct?

That's certainly one of ny main interests. |'m
involved in a nunber of other things as well. [|I'm

> O O OP
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a nmenber of Sea Shepherd Conservation Society.
|'ve been involved in sone deportation cases.

C So you're a B.C. Ferries enployee and part-tine
| obbyist. Is that fair to say?
| consider nyself nore a full-tinme activist and a
part-tinme ferry worker, even though it is ful
tinme.

C Fair enough. And just to be clear so that we all
under st and where you're comng from you don't
have technical or electrical training?

A That's correct, none what soever.

C And you're not an expert in Taser use or policing
matters?

A Not at all.

C You're here as an interested nmenber of the
community to share your thoughts with the
Comm ssi oner ?

A A concerned citizen.

C Ckay.

A Absol utely.

MR MGOMN |I'mgoing to invite you now, M. Povah,

to spend a few mnutes and tell the Conm ssioner
about your perspective.

PRESENTATI ON BY MR POVAH:

A

Okay. Thank you. |'mhere today to contribute ny
two bits' worth to the Taser discussion. On at
| east a dozen occasions over the |ast couple of

years, | have very publicly, via published letters
to the editor, calls to radio tal k shows, et
cetera, raised the question: 1Is it 50,000 volts

or nothing? It seens that no one can or wll
answer that question, and | find that extrenely
frustrating. |'mhopeful that by the end of this
public inquiry, I will have a satisfactory answer
to that very sinple question

|"mnot an electrician by any stretch of the
i magi nation. In fact | sonetinmes find changing
light bulbs a major challenge. That said, it's ny
under st andi ng that what actually does the harmin
electricity has nmuch nore to do with the anperage
or wattage or the ohnms or whatever, sonething
other than the voltage. Well, if that's the case,
why is it that virtually every tine we hear about
Tasers, we al so hear about 50,000 volts? In fact
just last night on the news | heard Caneron Ward
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once again nake reference to 50,000 volts. And on
t hat same newscast | heard Ujjal Dosanjh express
regret about approving the Taser in B.C. when he
was attorney general, and | guess | just hope that

he's not -- he suggested that he sort of rushed to
that decision or it was sonewhat of a knee-jerk
decision. |'mhoping that he doesn't -- or no one

else in a simlar position rejects Tasers and
outlaws themin a simlar fashion.

If voltage is a factor, can it not be turned
down a notch or two, i.e. to 40,000 or 30,000
volts? O if something else, the anperage et
cetera needs to be turned down a bit, then just do
it. As is the case with the above-nentioned |ight
bul bs, could Tasers not be fitted with sonething
that resenbles a dimer switch? Depending on the
ci rcunstances in each and every case that it's
used - and yes, I'mvery well aware of the split
second deci sion aspect in many situations - could
the Taser not be set at a reasonably |ow | evel,
and if that doesn't work, then sinply crank it up
a notch or two until it does have the desired
effect?

Maybe 'ma little naive but it seens to ne
that with a little bit of fine tuning the Taser
could much nore safely do the job that it was
originally intended to do. Perhaps Taser deaths
wi |l never be conpletely elimnated, but it seens
tome that if my idea is at all feasible, there
woul d be dramatically fewer deaths.

In closing | ask again: 1Is it 50,000 voltage
or nothing? Thank you.

That was ny original presentation. A couple
of weeks later | received a call from soneone with
t he Comm ssion who thanked nme for the above
subm ssion and suggested | m ght al so be
interested in comenting further on Taser use,
specifically who should use it, under what
ci rcunstances, et cetera. Thus the follow ng.

Further to ny previous subm ssion re 50, 000
volts or nothing and dimer switches, I'd like to
address the issue of Taser use, specifically ny
opi nion of Tasers, who should be able to use then
and under what circunstances, bearing in mnd of
course that | have absolutely no expertise on the
subj ect whatsoever. |'mnot a doctor. |'mnot a
scientist. |I'mvery nuch a | ayperson but one who
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has sone strong opinions and sone good i deas,
believe, on the matter.

Personally | believe Tasers are an extrenely
good, very useful and val uable tool, given both
the extrenely |imted nunber of weapons options
avail able to the average general duty police
of ficer and ot her |aw enforcenent or peace
of ficers, such as hand-to-hand conbat, batons and
side arnms, and conversely, the literally infinite
nunber of weapons, legal and illegal, available to
the bad guys. | urge anyone who opposes Tasers,
even after taking into account ny di nmer swtch
idea, to tour the Vancouver Police Miseum and
possi bly any other facilities with simlar
di splays. | recently did the tour and was
absolutely nortified by sone of the weapons that
police had found and confiscated. The weapons
ranged fromcrude to very sophisticated, hand nade
to machine made. O all of them the one that
stood out nost in my mnd was an ot herw se very
basi ¢ and sinple baseball bat wth a couple of
dozen four- or five-inch nails driven through the
business end of it at every angle. Apparently the
deadl i er -t han-usual basebal | bat had been created
by a high school student who brought it to school
to show his buddi es, one of whomwas sufficiently
concerned that he reported it, police were called,
and it was confiscated before it had an
opportunity to maimor kill anyone.

| can't think of a better exanple of the need
for Tasers, a tool which | believe is a happy
medi um bet ween the obviously |limted-use baton and
the nmuch deadlier side arm

Addressing the issue of who should use
Tasers, while it may not be feasible financially
or otherwise to provide a Taser for each and every
i ndi vi dual police or peace officer, | believe
Tasers should be readily available for the RCWP,
muni ci pal police forces, sheriffs, deputies,
prison guards, border guards, arnoured car
personnel, and possibly, as |I just heard on the
news on the way to this inquiry this norning, park
rangers, wardens, and of course B.C Ferry
workers. |I'm ki dding about the | ast one there.

The above list may not be conplete, and ny
apol ogies to those I may have m ssed. But ny
point is | believe that all those individuals/
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organi zations that are currently authorized or
licensed to carry side arns in the line of duty
shoul d al so have access to Tasers.

As far as when the Taser should be used, |
tend to agree with those who have suggested that
at least in sone instances police have been far
too quick to deploy the Taser, and al so they have
used it in situations in which the suspect was not
at all conbative - perhaps angry, agitated,
frustrated, et cetera, but not conbative per se -
and posed little or no risk of bodily harm or
death to hinself, to anyone el se around himor to
the police. The best way to resolve that problem
better training and, as with any ot her policy
viol ation, severe disciplinary action.

In closing, if I my, I'd like to say a few
wor ds about the Dzi ekanski case. Specifically,

t he whol e Taser issue aside, and at the risk of

soundi ng extrenely self-serving, | strongly
bel i eve that Robert Dzi ekanski would be alive
today if all international airlines and airports,

along with a great deal of publicity and signage,
made various nicotine replacenent therapies -

ni coti ne gum inhalers, patches, nicotine water,

et cetera - nmuch nore readily available. It's ny
under st andi ng he was a heavy snoker and t hat
perhaps his need for a hit of nicotine contributed
to his high anxiety and stress.

Perhaps there is sonme quick and easy
explanation as to why ny dinmmer switch idea can't
or won't work, but until | hear it, | think this
is one of those "holy snoke, why didn't | think of
that" ideas.

And finally, batons, if m sused, can kill.

So can police officers' fists or boots. Should we
take those away from police too? Let's not
further handcuff the police. Pardon the pun.

MR. McGOMAN:.  Thank you, M. Povah. Have you had a

A

chance to express the thoughts you have on your
m nd to your satisfaction?
| have.

THE COW SSIONER: Wl |, sir, thank you very nuch for

A

taking the trouble of preparing that and com ng
forward. Thank you so nuch.
Thank you. Thank you, M. Conmm ssioner.

MR. McGOMAN:. | have no further questions for M.

Povah.
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( PRESENTER EXCUSED)

THE COW SSIONER:  All right. Now, we perhaps
hopeful |l y thought there m ght be sonething for
this afternoon.

MR. VERTLI EB: W thought so, M. Conm ssioner. W
were hoping to have a presentation fromthe
Greater Vancouver Transportation Authority Police
Service, and we nentioned that yesterday. But
unfortunately, they are respectfully declining the
opportunity to personally appear before your
inquiry. And so we have no further presentation
material for you today.

THE COW SSIONER: Wl |, part of this process is to
pronote public trust in the policing process and
al so, of course, to educate ne and the public on
the problens facing these authorities. So that
refusal is indeed disappointing. 1'd like to nake
it clear, though, that the invitation stands.

MR. VERTLI EB: Thank you, sir. W have made that clear
and we will continue to do so. Thank you, M.
Comm ssi oner.

THE COW SSI ONER: And tonorrow, sir?

MR. VERTLIEB: Tonorrow we plan to start at 10: 00 a. m
Perhaps we can just tell you briefly who we expect
to have before you. M. MGowan.

MR. McGOMN.  Yes, M. Comm ssioner. Tonorrow we have
the presentation on behalf of the B.C. Minicipal
Chiefs of Police and they wll be bringing
multiple nmenbers. There will be a primary
presentation and then sonme snaller portions
handl ed by ot her presenters.

We have a concerned nenber of the community,
M. Jay Page. And in the afternoon we'll be
hearing from Staff Superintendent M ke Federico of
the Toronto Police Service.

THE COW SSIONER: All right. W've got a full day.
Thank you very much. Al right, tonorrow at
10: 00.

( PROCEEDI NGS ADJOURNED TO MAY 14, 2008, AT
10: 00 A M)



