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THE COW SSI ONER:  Good norni ng, counsel. Good
nmorning, sir. Yes, counsel

MR. VERTLI EB: Thank you, M. Conm ssioner. W are on
track, M. Comm ssioner. Everything s going as
schedul ed and we expect the bal ance of the week to
go as schedul ed. Nothing has arisen that's going
to cause us to change any of that. And we wll be
abl e to concl ude Friday probably by m dday for
this session and then resune wth some further
presentations that we tal ked about on day one.

So M. Comm ssioner, to start this norning,
we have with us, and he's present, unfortunately
in what can only be called the wtness box, but
maybe we'll try to call it --

THE COW SSI ONER: Yes, sir. W didn't nmean to be this
formal but this is all we could acquire.

DR. KERR: | under st and.

THE COWM SSI ONER: | hope you can relax there.

MR, VERTLIEB: So M. Conm ssioner, with us this
nmorning is Dr. Charles Kerr, and Dr. Kerr is a
cardi ol ogi st and el ectrophysi ol ogi st.

DR. CHARLES KERR, a Medi cal
presenter.

What 1'd like to do, as we've done with everybody

else, Dr. Kerr, is just take you through a bit of

your background and then we can have you enbark on
your presentation.

QUESTI ONS BY MR VERTLI EB

C So by way of background, tell us about your
education, starting in university. Were did you
comrence your postsecondary studies, and take us
t hrough that?

A | " m Vancouver raised and went to the University of
British Colunbia for ny postgraduate degree
foll ow ng high school. | then went into nedical
school at the University of British Col unbia and
graduated in 1973. | spent two years in England
studying internal nedicine, cane back here,
finished ny studies in internal nedicine, and from
1977 to 1979, studied cardiology at the University
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of British Colunbia. At that stage the very early
devel opnent of the field of cardiac

el ectrophysi ol ogy took place and I went to Durham
North Carolina, to Duke University, where | spent
two years doing sone basic research as well as
clinical training in the field of cardiac

el ect rophysi ol ogy, and conpleted that in 1981,
obtaining along the way ny fellowship in
cardiology and internal nedicine. | then started
practising here in Vancouver.

What year did you start in Vancouver, in your
practice?

| started in 1981.

And you are in private practice. You see people.
That's the focus of your work?

Yes. |I'ma full professor of the University of
British Col unbia, Departnent of Medicine, and |
therefore do receive university support and
salary, protected tinme, but | also work and do
private nmedical practice in a hospital-based
situation. | started at Vancouver GCeneral
Hospital and then | went to University Hospita
and |'ve been at St. Paul's Hospital now for 12
years, where ny current practice of cardiology and
cardi ac el ectrophysi ol ogy takes pl ace.

Tell us about how you becane a full professor of
medi ci ne, what that involved to achieve that
position and what you do as a professor of
medi ci ne.

Well, you need to have an interest in academc
medi ci ne. You have a responsibility for teaching
and performng research. | started academ c

enpl oynent as an assi stant professor in 1981 and
after five years was pronoted to associate

prof essor, which is the next rank up fromthat,
and then five years later appointed to the rank of
professor, which |I've held since, | think, 1991 or
'92. Also along the way, as well as teaching and
research, | had a very large admnistrative role.

| was head of the Division of Cardiology at the
University of British Colunbia for close to 15
years and | was head of the Division of Cardiology
at University Hospital, then at St. Paul's
Hospital, finally relinquishing those posts,

t hankful |y, about five years ago.

Tel | our Conm ssioner about your teaching duties
in the field of cardiol ogy and el ectrophysi ol ogy.
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Well, alot of teaching is informal. | give
formal lectures, or formal bedside teaching,
rather. | have given lectures. But a |lot of our
teaching that we do is what we call infornal

patient-related teaching. At any one tine we w ||
of ten have nedi cal residents who are doing their
general internal nedicine training. W have a
very large cardiology training programto train
specialists in cardiology, and then we have al so
an el ectrophysiology fellowship program So that
woul d be a person who's already becone a
cardi ol ogi st and wants to train for another two
years to |l earn cardiac el ectrophysi ol ogy. So
we're exposed to all of these residents who see
patients with us and are taught with us at the
bedsi de as well as in sem nar types of
presentations, academ c half day, we call it, when
we teach residents in the cardiol ogy program So
there's a constant role in teaching in that area.
And the people you' re teaching are al ready people
who have cone a long way in the study of

car di ol ogy?

Sonme of themare. | teach first-year nedica
students too. But a lot of the people | train are
peopl e who are well into their cardiology training

program and then they will do what we call a
rotation in el ectrophysiology for three nonths, so
they'l| have been one year into a three-year
cardiology training program And then | teach
peopl e who are nore senior than that, people who
have conpleted their cardiology certification and
then conme back and want to expand that further, go
into this very highly specialized area.

It sounds as though the late '70s when you were
expandi ng your know edge by goi ng to Duke
University, that this was an energi ng and new
field in nmedicine. Tell the Conmm ssioner about
the field you' re in, because it's a relatively new

discipline. |Is that --
Well, relatively new, yes. | think I was the
first person doing what we call invasive

el ectrophysiology in western Canada. There were
ot her people who were interested in arrhythm as
but | actually trained in a situation where you
use cat heter-based techni ques of passing

el ectrical wres up through the veins into the
heart and stimulating the heart by putting
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electrical currents into little wires that touch
the heart nuscle and bring on abnornal heart
rhythnms. So that area was just getting going in
1979 when | went to Duke, and Duke was one of the
epicentres of the world in terns of training at
that time. Nowit's a very mainstreamfield
that's growing very dramatically.

W do a variety of different areas in
treating. Electrophysiology is the treatnent of
peopl e with abnormal heart rhythnms, whether it be
too fast or too slow So we do a lot of clinical
assessnment, run clinics, see people who have
synpt ons of abnormal rhythm such as pal pitations
or heart racing or blacking out. W do
el ectrophysi ol ogy studies, which is where we try
and bring on rhythnms in a controlled environnment
SO we can characterize them Oten these rhythns
are due to abnormal circuits in the heart where
el ectricity goes around an abnormal circuit. So
we can actually bring those rhythns on and
sonetimes map out where they conme from And nore
recently, over the last 12 to 15 years, is the
whol e area of what we call interventiona
el ect rophysi ol ogy, where you can isol ate where
these extra strands of tissue are and actually
cauterize themand cure these arrhythmas. So
it's a very exciting field.

The other areas we deal with are electrical
devi ces. Pacenmakers have been around for 40 years
now, but nore recently, over the |ast 20 years,
we' ve seen the burgeoni ng use of cardiac
defibrillators, inplantable cardiac defibrillators
or 1CDs, which are |ife-saving devices that can be
put in |ike a pacenmaker with a wire down into the
heart so that if a person develops a life-
threatening arrhythm a that m ght be fatal, it
w Il either pace the heart very rapidly and stop
it or shock the heart and bring the rhythm back to

normal .  We have now put in about 450 of those at
our heart prograns here in Vancouver. So it's a
very common -- and we put themin now for what we

call primary prevention. These are people who we
think are at high risk of having an arrhythmc
deat h, peopl e who have had big heart attacks in
the past, have a |ot of scar tissue on their
heart. And so those we put in for primry
preventi on because we know that over the course of
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a year or two, that 4 or 5 percent of those people
w Il be unfortunate enough to sustain sudden
cardi ac death, and these have been shown in trials
to be very life-saving. So it's quite a broad
spectrum of dealing with people with abnornma

heart rhythnms that we deal with, a very exciting
field.

THE COW SSI ONER: | would think so.
MR. VERTLI EB

C

And so as part of this field, you would in your
practice be stopping people's hearts and
controlling the heart rate? Do | have that
correctly?

Yes, we do. Sone of the rhythns we bring on are
benign. They're not highly dangerous, but they're
very synptomatic. So when we do these

el ectrophysiology tests, we actually put in extra
beats and pace the heart very rapidly to try and
bring on these very rapid heart rhythns. We can
al so bring on ventricular fibrillation in
susceptible individuals. You mght ask why we do
that. Well, we do that because we're trying to
identify if a person's at risk. W'd rather them
have ventricular fibrillation in our

el ectrophysi ol ogy | ab where there's two doctors
and three nurses that can treat it rather than
have it out on the street. So that's why we do

t hat .

The other -- where we do it virtually every
wor ki ng day is during inplantation of
defibrillators and 1CDs. Part of the nethodol ogy
of doing this is to be sure that they work. You
don't want to put an expensive and |life-saving
device inif it doesn't work. So we actually
intentionally bring on ventricular fibrillation in
i ndi viduals during the inplantation of an ICD to
make sure that it actually works. W have pads on
the outside of the chest in case it doesn't work.
So what we do is we put in little tiny shocks
right on the vul nerable period of the cardiac
cycle, and that usually is quite effective in
bringing on ventricular fibrillation. The
defibrillator will then sense it. What is does,

it says -- it has to be 16 beats over 200 beats a
mnute, and if that's the case, then it recogni zes
is as ventricular fibrillation. 1t charges up the

capacitors to considerably higher energy than is
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given to induce ventricular fibrillation and then
it shocks and will termnate it. So we do this
every day. |It's a little frightening at first but
you sort of get used to it.

You said sonething just now that may be of
interest to the Commi ssioner in ternms of this
inquiry into the Taser. You tal ked about
ventricular fibrillation and susceptible

i ndi viduals. Just help the Comm ssioner with a
bit nore informati on on that statenent.

Yes. A nornmal, healthy person in a normal resting
state is probably unlikely that they will devel op
ventricular fibrillation. There are certain
things that make a person nore susceptible to
that. Probably the forenost in the general

popul ati on woul d be sonebody who has underlying
structural heart disease. The comonest form of
structural heart disease that would cause a
probl em woul d be sonebody who's had ol d heart
attacks and has a | ot of scar tissue on the heart.
O her problens are people with what we call

cardi onyopat hies or primary di sease of the heart
muscl e where the heart gets enlarged and doesn't
contract well. And there are other circunstances
where the heart can get very, very thick. They're
what we call hypertropic cardi onyopathy or those
ot her congenital forms of heart disease, and those
peopl e can al so be very prone to devel opi ng
abnormal heart rhythns.

VWhat happens in those circunstances, if a
stimulus is introduced at a particular part of the
cardiac cycle, the electrical signal cannot go one
way around the heart but goes the other way and
then it circles around the scar tissue and creates
a very fast circular notion around those scars,
and that leads to ventricular fibrillation, which
is an extrenely fast heart rhythm wusually 300
beats a mnute or nore, in which the heart cannot
effectively contract - it just quivers - and | eads
to imm nent death unless immedi ately resuscitated.

There are other factors that can contribute,
and | think the one thing that | can't underscore
enough is the influence of the synpathetic nervous
systemthat can occur in situations of stress or
anxiety. W do this in the el ectrophysi ol ogy
| aboratory where a patient is very heavily sedated
so they aren't in that state where their
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synpat heti ¢ nervous systemis fired up. So we
actually give theman infusion of an adrenaline-
like drug to simulate activity, and often that
will allowus to precipitate these rhythns.

So when peopl e have pain, anxiety, distress,
they will have an outpouring of their central
nervous system what we call the synpathetic
nervous system that stinulates the heart.
There's al so an outpouring fromthe adrenal gl ands
of adrenaline and other conpounds |i ke adrenaline,
and they also directly stinmulate the heart. They
cause the heart to go faster, they cause the bl ood
pressure to go up, and they also alter the
el ectrical properties of heart muscle cells by
changi ng the voltages across the cell nenbranes
t hat nake them nore prone to devel opi ng danger ous
arrhyt hm as.

You can al so nmake that worse by maki ng
sonebody what we'll call hypoxic, |ow oxygen
levels in their blood. You can do it by dropping
the pH of the blood, making themwhat we call
acidotic. W don't do that experinentally in our
patients electively, but certainly that can make
peopl e nore prone to devel opi ng abnormal rhyt hns.

So if you have structural heart disease and
then you superinpose other factors on it, then
t hat nakes a person nore vulnerable to the
devel opnent of arrhythm as, and often, even in
spont aneous sudden death, occurs at tines when
there i s sudden synpathetic discharge -- first
getting up in the norning or doing sonething,
shovel ling snow, things |like that where you're
doing a lot of stress.

So you' ve expl ai ned the susceptibl e individual,
sonebody who has, it m ght be any nunber of
factors that make sonebody susceptible. You don't
need to have all those factors that you were
outlining to the Comm ssioner to be susceptibl e?
No, you wouldn't need all of them In fact, if
you' ve got structural heart disease, you don't
need anything el se. You need an extra beat to
kick in, which al nost everybody gets sone. But
think the nore of those factors you have, the nore
susceptible you are to devel opi ng dangerous heart
rhyt hns.

So | eaving out for a nonent the person who has had
sone heart history, just |eave that category of
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peopl e aside. Take the person who's perhaps
dehydrated for any nunber of reasons, either
exercise or being in an environnment where they
haven't been getting fluids properly, and becones
an excited person. Is that the kind of
susceptibility you woul d be concerned about in
terms of a ventricular fibrillation?

Well, | think you would have to be -- it would
have to be pretty intensive stinulation. | think
you' d have to have a situation where -- | don't

know about dehydration except that it would | ead
to probably increasing your adrenaline |evels.

But you need sone situation where you have a | ot
of adrenaline circulating and possibly sonme of the
ot her factors | nentioned.

We know that the nore benign arrhythm as,
because people live to tell you about them can
occur under situations of stress. Another rhythm
called atrial fibrillation in the upper chanber of
the heart we know can conme on in situations where
peopl e are overtired, under trenendous stimulation
from ot her things, have had too nuch al cohol the
day before -- things like that can stinulate
atrial fibrillation. But they don't die. They
cone in and tell you, "Gee, ny heart was going al
crazy for a couple of hours last night." So we
know in that circunstance that can cone on in a
person with an ot herwi se nornmal heart under that
type of stinmulation.

Tell the Comm ssioner howit is that soneone who's
got this adrenaline punping can be at greater
significant risk of VF. Just explain how, if that
was a patient you were trying to explain what
happened to them soneone who had not died,
soneone you' ve been able to save or had been
defibrillated, and they said, "Tell nme, doc, what
happened? How did all this happen?" Just tel

t he Comm ssi oner the nedicine around that.

Vel l, synpathetic stinulation and high adrenaline
|l evel s do a variety of things. They'll speed your
heart rate up and they enhance the heart's
natural ly occurring pacenmekers, and that can be
nor mal pacemakers, which we call your sinus node.
So it can accelerate sinus rhythmbut it can al so
speed up secondary pacenmakers, which include
secondary pacenakers in all areas of the heart,
and that can nmake the heart nore prone to firing
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off extra beats. Any tinme your heart goes into a
fast irregular rhythm it needs an extra beat to
stinulate it. And under the stress of synpathetic
stinul ation and adrenaline, you will get nore what
we call ventricular premature beats, which can act
as triggers. The adrenaline also wll alter the
characteristics of the cells in the heart and nake
them nore prone to devel oping -- and accel erate
conduction through various areas of the heart.

Al so the synpat hetic nervous system affects
different parts of the heart to different degrees.
So you can have one part of the ventricle of the
heart affected nore than the other part, and that
can lead to electrical -- what we call
i nhonogeneity where one part of the heart is
different than the other, and that can in turn
lead to circular abnormal rhythns. It also can
rai se your bl ood pressure, which puts nore strain
on the wall of the heart. When your bl ood
pressure is higher, your heart has to work nore.
The stress that -- the heart has to contract
because the bl ood pressure is higher, has to beat
nore forcefully. So it does a lot of things to
the heart that could in the right circunstances
lead to or facilitate the devel opnent of abnor mal
heart rhythns.

And just one last thing before we nove on to the
specific reason that you're here. To cause VF and
then to defibrillate, what's the |evel of

el ectrical energy requirenent to start a VF and
then to actually do the defibrillation?

It depends how you do it. If you do it with a
defibrillator, you're doing it right inside the
heart, and you can usually put a -- if you put

what we call an R-on-T shock, you shock on top of
the T-wave, which is the vul nerable part of the
cardi ac cycle, you can put sonebody into
ventricular fibrillation with as little as

0.5 joules or even down to 0.2 joules, which is a
measure of energy. And it takes probably --

10 joul es woul d be an average what we call
defibrillation threshold, and that is the shock
delivered. So the ratio is probably well over

10 to 1. If you shock sonebody externally, you're
going to need energies of sonething |ike 200
joules to termnate the ventricular fibrillation
and probably 5 go 10 joules to bring on
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ventricular fibrillation. So it's at |least a
tenfold difference in the energy that's required
to defibrillate conpared with fibrillate.

MR, VERTLIEB: Well, Dr. Kerr, with that background
about what you do as a cardi ol ogi st and
el ectrophysi ol ogi st, perhaps you would like to
t ake the Conm ssioner through the paper you've
prepared titled "The Use of Neuronuscul ar
| ncapacitating Devices (Taser) and the Ri sk of
Sudden Death."

THE COW SSI ONER:  Yes, pl ease.

PRESENTATI ON BY DR. KERR

A Alot of it's been tal ked about and |I'msure, |'m
just seeing in the press, a lot of it you've
probably heard before, but I'll try and go through

it reasonably.

The first part of this just discusses what
the basic electrical function of the heart is.
Essentially the heart won't beat if there's no
electricity. The electrical signals flow fromthe
top part of the heart through the electrical
conduction systeminto the | ower chanber of the
heart, and then they race dowmn -- it's a special
sort of electrical wiring systemin the | ower
chanber of the heart, and finally the electrical
signals spread into the heart nuscle cells
t hensel ves and that causes the heart nuscle to
contract.

Normally this is a very coordinated, fluid
way that the heart contracts to allow the heart to
punp efficiently. Abnormal rhythns in the heart
can arise due to, as | nentioned earlier, abnorma
circuits where there's scar on the heart or even
just the way the heart cells align thensel ves.
They can go around in circles and create very fast
rhythnms, and that probably accounts for the
maj ority of abnormal heart rhythnms. There al so
can be circunstances where the pacemaker cells in
the heart fire off very rapidly and
i nappropriately rather than this other type of re-
entrant circuit.

After the heart is what we call depol ari zed -
that's when the electricity flows through the
heart - there's a period of tinme when the heart
nmuscl e cells cannot be activated, and we call that
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the refractory period. Cells then begin to
recover and again are susceptible to being
electrically activated. And that inscribes a
signal on the electrocardiogramwe call a T-wave,
and |'msure you've heard that as well. Now,
what's interesting about the T-wave is it's a
broad wave, and that inplies that different areas
of the heart nuscle are recovering at different
tinmes, and that's a particularly inportant concept
i n el ectrophysi ol ogy because that neans that that
heart then beconmes vul nerable to abnormal rhythns.
So if you actually stimulate on the T-wave, that's
consi dered the vul nerabl e peri od.

There have been sone studies. There was an
excel l ent study done back in the earlier days of
defibrillators where investigators | ooked at human
vol unteers and scanned the cardiac cycle and found
they could induce ventricular fibrillation for a
period of about 50 mlliseconds, so that's
about -- if a person's heart rate is 60 beats a
m nute, that's about 5 percent of the cardiac
cycle is in the vul nerabl e period, and ot her
estimates have been sonmewhere in the 3 to 5
percent range. So if you' ve got a heart beating
at 60 beats a mnute, that's 1,000 mlliseconds
for the cycle, and about 50 m|liseconds of that
cycle make up the vul nerable period. They then
found if you put the shock right on the very, very
m ddl e of that vul nerable period, you can induce
ventricular fibrillation in the majority of hearts
with 0.2 joules, which is a very | ow energy, but
enough to induce ventricular fibrillation.

So ventricular fibrillation, as | nentioned
earlier, is an extrenmely rapid heart rhythmin the
| oner chanbers of the heart, the left and the
right ventricle. And it depends on the
definition. Sone people say 200 beats a m nute,
sonme say 300 beats a mnute. But it's very
chaotic, irregular beating of the |ower chanber in
which there is ineffective punp function of the
heart and the person will collapse. They'Il |ose
their bl ood pressure and collapse within a matter
usual |y of seconds, say five to ten seconds. The
brain is exquisitely sensitive to absent oxygen.

It only takes about five to six seconds of
deprivation of oxygen to the brain for a patient
to | ose consciousness. So it's a very rapid
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onset .

Ventricul ar tachycardia is a sister
arrhythma but it's a nore organi zed abnor mal
rhythmand it usually involves a circular notion
around scars but a bigger and nore organized
circuit. So a person's heart may be going 150 to
200 beats a mnute. The patient may | ose
consci ousness and m ght die, but also they m ght
be able to sustain consciousness and get to a
hospital even for hours in that sort of an
abnormal rhythm

Now, what are exanples of the R-on-T
phenonmenon occurring and induction to ventricul ar
fibrillation? There is one exanple that is very
unfortunate and tragic when it occurs but you hear
about it sort of once a year in the paper where
often a young person whose sternumis still
soft - and you can push in the sternum because
it's still not fully what we call ossified or the
bone is not fully formed - and often -- | nean,
stories of when sonebody gets hit with a hockey
puck, gets hit with a baseball or the butt of a
stick or sonething hits themthere and they just
drop dead. And that's got a special nane called
commotio cordis, and what is felt to happen is
that the trauma actually induces an electrical
signal right on the T-wave which in turn leads to
ventricular fibrillation. W've known for a |ong
time that you can traumatize the heart by even a
flick of your finger and it will cause extra
beats. That was actually described by WIIliam
Harvey back 400 years ago, which is interesting.
So the nechanical jolt froma blow on the T-wave
can bring that on.

Then |'ve discussed with you the other ways
that we see it. W do it in the el ectrophysiol ogy
| aboratory when we put in extra beats to try and
i nduce these arrhythmas. |[|'ve told you about the
defibrillators and what we do with them and how
generally easy it is to bring on ventricul ar
fibrillation and then how we termnate it.

The next part of ny brief goes into again the
stinulation of the synpathetic nervous system and
how we nodel that in our electrophysiol ogy
| aboratory. But | can't understate the inportance
of synpathetic nervous stinulation in a context of
the induction of arrhythmas. | think the
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potential is dramatically enhanced by that.

And | think people can have absolutely
amazing intensification of their synpathetic
nervous system under stressful situations. People
can jack their heart rates up to 180, 200 beats a
mnute in a tense environnent. Their bl ood
pressures can go up to 200, 240 mllinetres of
mercury sonetinmes in these kinds of environnents.
And the intense stinulation that that causes the
heart | don't think can be underesti mated.

So again, we're going on to the issue of the
Tasers. |'mnot an expert in Tasers. |[|'ve done a
| ot of reading about it. | actually devel oped an
interest init when | started hearing sone of
t hese reports, and obviously preparing for this
|'ve done a I ot nore homework. So | understand a
little bit about how they work and | understand
too that very high voltage, 50,000 volts -- that
isreally the drive that's trying to push current

t hrough, but because the barbs are quite small, it
doesn't push a lot of current through. | read in
one paper there were -- 36 nillianps is a report

in one of the energency nedicine journals. And
put that in context, though. To pace the heart
you only need 1 or 2 mllianps, so that certainly,
if it was |ong enough duration, could pace the
heart. The pul se durations are very short,
however, and that |imts the anmount of energy
that's delivered. And again ,reading the two
Taser nodels that are reported deliver -- either
about 1.7 joules or 0.36 joules were the two
quoted nunbers that | read in the [iterature.

So theoretically the very short pul se
durations make it less likely to deliver
sufficient current to capture the heart and
potentially induce ventricular fibrillation, and I
think this is the theoretical issue surroundi ng
t he supposed safety of the devices.

Moving on to sone of the animal studies that
|"ve read about -- first of all there's quite a
few papers and many of themare sort of
t heoretical papers |ooking at what the normal
heart nenbrane voltage is and applying theoreti cal
argunents as to what it would take to deliver, and
t hen nodel | ing those back to how nuch energy
actually is delivered by a Taser discharge. And
sonme have suggested that a very w de what you cal
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safety margin, that is the anmount of energy
required is nmuch greater than the Taser would
deliver to the heart.

However, there's two studies that |I've found
nost conpel ling. They were done i ndependent of
one anot her and they were independently funded
research. The first one is fromDr. Nant hakumar
and his senior colleague, Paul Dorian, out of
Toronto, who are excellent researchers. This was
publ i shed in one of the best peer-revi ewed
cardi ol ogy journals, the Journal of the Anerican
Col | ege of Cardiology. And they used a pig nodel
and di scharged the two nodels of the Taser with
barbs across the chest, and they actually recorded
el ectrical capture. Capture nmeans you get enough
electricity going into the heart to nake it
contract. And one of the problens with the Taser
is that it puts out such a huge electrical field
that it swanps nost recordi ng devices, so you
can't actually see what's happening while the
Taser discharge is going on. They specially
i nsul ated their recording devices and were able to
show t hat you could actually see that the heart
was being stinulated in the mgjority of sw ne.
They then actually gave adrenaline, which again
simul ates the stressful circunstance, and they
actually induced ventricular fibrillation in one
pi g and they induced ventricular tachycardia in
t he ot her.

And so | think this was a pretty independent
denonstration that there is the capability, if the
darts get close enough to the heart, to be able to
i nduce ventricular fibrillation. Now, a |ot of
argunent going on that this is not the sane as in
man, and it probably isn't, and that it is an
artificial situation. The counter-argunent to
that is these were anaesthetized swne and if they
had been in a nore stinmulated state, they m ght
have even been nore prone to devel opi ng
arrhyt hm as.

The second was the study by Wbster, a
bi onedi cal engineer. And they tried to sinulate
nmore a human nodel because the pig has a very
thick fat and nuscle pad in the front of the chest
and they reflected that back and then placed the
darts at various distances fromthe heart. And
they found that they could cause fibrillation in
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the magjority -- well, in all animls depending on
the distance of the dart. They found that if the
dart that the current flowed out of was average

17 mllimetres fromthe heart that you could

i nduce ventricular fibrillation, and that distance
vari ed between 10 and 24 mllinmetres. It didn't
matter where the second dart was, so as |long as
the first one was cl ose enough and the second one
travelled through that, then it would be potenti al
to fibrillate the heart. So the distance of that
barb is critically inportant fromthe studies they
f ound.

| must say also that Paul Dorian's group did
al so put shocks across the abdonmen and they found
that there was no capture of the heart across the
abdonmen. So it seens to be absolutely critica
that to consider that there be ventricular
capture, that the darts are across the
direction -- that the current traverses the area
where the heart is.

So that's the pig nodel. And so the question
is, can you get a dart that close to a human
heart? Dr. Wbster's group actually did
echocardi ography with patients in the upright
position and found that the distance fromthe
front of the skin to the heart varied between 10
and 57 mllinmetres. The distance is greater in a
bi gger person. So that woul d nmake a | ot of sense.

But they also found that -- | nmean, also renenber
that that dart, which is about 9 mllinetres |ong,
coul d be deeper into the chest wall in between the

ribs and therefore theoretically could get close
enough to the heart to be within that distance
that Dr. Webster found was inportant.

They did sone nodelling and found, | ooking at
the distance and -- this is using the pig nodel.
They did sort of a mathematical nodelling | ooking
at the probability of the dart landing in the
right spot, delivering the right current at the
right time in the cardiac cycle. And they
estimated that the potential to bring on
ventricular fibrillation is really quite | ow,

which is, | guess, because all those things have
to align. But again, to renmenber that his
experinments were all in anaesthetized aninmals

whi ch were unstinmul ated, then again com ng back to
t hat continuing thene.
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So | think these studies suggest that the
Taser, wth the right circunstance and the darts
in the right place, with the right timng of the
cardiac cycle, | think certainly suggests that
there is the potential to activate the heart and
to induce ventricular arrhythm as.

So can we do this in man? | don't think we
know. We're never going to have experinents done
where you tase people with a dart enbedded into
your chest wall. W're not going to see that.

And | think the odds of us actually getting a
recordi ng of sonebody while they're being tased is
also fairly renote because it's usually an

unpredi ctabl e event. There have been studi es done
in volunteers, usually police officers, but al nost
all of those have been where the Taser is deployed
in the back. And there is certainly no surprise
to me at all that those did not bring on any
dangerous arrhythm as. So those studies have
really have not been hel pful because you woul dn't
really expect them based on the animal studies,
to be able to bring on ventricular fibrillation.

There was one interesting report of a
pacemaker. And | bring this up because it is
interesting that -- there are a |ot of people out
there with pacemakers and there's nore and nore
people with defibrillators. W probably have now,
| " m guessi ng sonewhere around three to five
t housand people in British Colunbia with cardiac
defibrillators and probably ten tines that nunber
w th cardi ac pacemakers. So there's not an
i nsignificant nunber of people out there.

And the case report where a person had a
pacemaker when he was Tasered, and it showed --
pacenmakers have a storage capability where you can
actually store electrical signals, and so it
detects a very fast heart rhythm It goes into a
data | og, and you can punch in the progranmer and
interrogate it and the pacemaker will tell you and
actually give you an electrical recording of what
happened at that particular time. And during the
di scharge of the Taser, one could see that there
was very rapid stinulation conpatible with the
Taser, about 19 shocks per second, but you could
very distinctly see that the heart was paced
during that at a nmuch nore rapid rate.

Now, that's an interesting phenonenon, and
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whet her it nmeans that that Taser actually
stinulated the heart directly is unclear because
what can happen is if you have a wire in the
heart, it can do what we call induce electrical
current. The shock can then collect in the wre
and go down that wire and stinulate the heart. So
whet her it could have stimulated the heart
directly, we don't know, or whether it was due to
that wire in the heart. But |I think it is an
interesting thing to bear in mnd that we do have
probably a good denonstration in man that in that
particul ar circunstance the heart can be paced
abnormal |y during discharge of a Taser.

One of the other interesting things, | was
reading a report about one of the studies using
Tasers to shock police officers, and these were
using the X26, which | guess is the | ower energy
device, and they didn't cause any arrhythm as as
we woul d expect. But what was interesting is the
heart rates of these officers. These were people
who were presumably prepared for this, and the
average heart rate was 122 before the shock and
137 after the shock. So even presumably people
who are well - these were not people in training;
t hese were police officers - have an obvi ous
anxiety and stress that jacked their heart rates
up to this sort of level. And I think it's just
an exanple. And of those, eight had heart rates
greater and 150 before and 15 had rates of 150
after receiving the Taser discharge. And they
were for short durations. They didn't go for the
whol e five seconds in the majority of tinmes. They
were often shorter applications.

So again, | use that as an exanpl e of what
effects the synpathetic nervous system can have on
the heart in a situation. So if you conpound that
w th sonmebody who may be delusional or in a very
excited state and with psychiatric disturbance,
sonebody who's taken sone drugs of other sorts,
anphet am nes and things, that they may be even
nore prone to -- their heart rates would
potentially be even higher. | think the Taser
itself causes pain. W know that. And that
certainly, even in those police officers,
increased the heart rate quite substantially after
the discharge. So I think the pain itself would
conpound on top of all the other external factors



OCO~NOUITRAWNE

Dr. Charles Kerr (Medical presenter)
Presentation

that are likely present during this incident.

So what's ny opinion? M opinion is that
there is a small possibility that an el ectrical
di scharge froma Taser dart could directly capture
the heart and possibly induce ventricul ar
fibrillation. The probability is, | think, |ow
for any given discharge, given the necessity for
t he conbi nation of things, of having the dart
penetrate, a specific distance fromthe heart.
| do, however, continue to underscore the
potential inportance of the agitated state, high
circulating adrenaline |levels. They also cause
nmuscl e contraction and there may be, as a result,
an intense nmuscle contraction in an individual who
has al ready probably been very active physically
and the nuscles are probably in a state --
remenber, they're fatigued; they produce lactic
acid, drops the pHin the blood. So all of these
things could also contribute to the potenti al
susceptibility.

The cases that |'ve seen of people dying
after receiving Taser discharge are often del ayed.
Sonebody who actually is ventricular fibrillation
i nduced will go down inmediately. They don't go
down in ten mnutes. And there's relatively
little to suggest that there would be a | asting
effect of the Taser shock in the ability to induce
the arrhythma, except that it will intensify the,
what we'll call, hyperadrenergic state, the very,
very high synpathetic tone, and then that m ght
further down the road produce ongoi ng probl ens.

But the one thing | think is clear is that
peopl e have had cardiac arrests, and the majority
of times there's no obvious structural heart
di sease or other cause of death, no bl eeding or
head trauma. And if sonebody dies suddenly and no
obvi ous cause, that is alnost certainly an
arrhythm a, an abnormal heart rhythm either an
excessively fast abnormal heart rhythmor a sl ow
one.

THE COW SSI ONER: Yes. One of the other presenters

here was explaining to us that if in the autopsy
you couldn't find anything at all, it was al nost
certainly a ventricular --

Yes, that's true. Yes. You know, we don't
fortunately have a huge vol une of people who had
monitors on while they died. But arrhythmc
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deat hs can be slow or can be fast rhythnms, or they
can be fast and then they becone slow, with a
variety of conbinations in the m ddle.

So | think that it's clear that during
situations where a Taser is discharged, | think
there is the potential of sudden cardi ac deat h.
Whet her it's the direct effect of the Taser on the
heart or whether it's all the secondary factors
that 1've tried to enphasize, | think that that
ci rcunst ance does have the potential of sudden
cardi ac death

|"mnot certainly into making policy or
deci si ons about the use of these devices, but what
it wuld seemto ne is that there should be a
realization that that potential for sudden death
does exist. It should be appreciated by those
peopl e involved in prograns where they are used,
and policy should reflect that know edge that
sudden death could ensue and that there be the
appropriate facility and equi pnment available to
mtigate that. And those to ny m nd would be that
in such circunstances there should be full CPR

training for these individuals. | don't know what
the training -- | imgine nost do have CPR
training. | would think that would be pretty

clear. But there should be autonmatic external
defibrillators within reach, within a reasonabl e
di stance, and that resuscitation should be
comrenced forthwith in a circunstance where it
appears a person is not responsive. And | think
we need to realize that.

My final paragraph in here is the issue of
i npl ant abl e cardi overter defibrillators and

pacenmekers. | think that we're going to see nore
and nore of these around. We're putting in
probably -- we're targeting over the next few

years putting in as many as 800 to 1,000 a year in
the province of British Colunbia. And the fact

t hat nost of these people live for a fairly |ong
period of tinme afterwards nmeans there's going to
be a ot of those around, and eventually sone
peopl e are going to receive discharges fromthese
ki nds of devices. And | think that there's a
particul ar hazard in that circunstance. Wth

| arge el ectromagnetic fields, these devices can be
fooled to think that they're in ventricul ar
fibrillation and thensel ves deliver shocks into



OCO~NOUITRAWNE

20
Dr. Charles Kerr (Medical presenter)
Presentation

the heart, which in turn could induce ventricul ar
arrhythm as rather than cure them So | think
that that's something just to bear in mnd as
anot her potential risk. So I'll stop there, sir.

THE COW SSI ONER:  That's very interesting. |In sone of
these |l ast scenarios you're putting forth, you
weren't assum ng that the barb was near the heart.
It was nore a question of, given certain
vul nerability, that the additional stinmulation is
what could put one into this arrhythm a?

A Yes. And that wouldn't need to be near the heart
because it wll induce nuscle contraction if it's
shot somewhere else. The direct induction of
ventricular fibrillation would have to be very
close to the heart, but creating the netabolic
mlieu that woul d be what we call arrhythnogenic
coul d be worsened by the pain, nuscle contraction,
things that are caused by a Taser, fromwhat |'ve
read.

THE COW SSI ONER: Yes. Well, that's very hel pful.
Counsel, do you have any --

MR. VERTLIEB: No, M. Comm ssioner. It was nost
hel pful as he presented it, and we have no
gquesti ons.

THE COW SSI ONER: Doctor, |I'mvery appreciative of the
time and effort you' ve spent to cone. Thank you
very nmuch. It's very hel pful

A Wel |, thank you very much, M. Comm ssioner.

THE COW SSI ONER: W'l | have ten m nutes.

( PRESENTER EXCUSED)

( PROCEEDI NGS ADJOURNED FOR MORNI NG RECESS)
( PROCEEDI NGS RECONVENED)

MR. VERTLIEB: M. Conm ssioner, next is Dr. M chael
Janusz. |'mjust going to ask himto sit here.

THE COW SSIONER: W didn't want to quite nake it this
formal but it's about the only prem ses we could
find. So thank you, and wel cone. Yes, counsel.

DR. M CHAEL JANUSZ, a Medica
presenter.

MR. VERTLI EB: Thank you, M. Conmm ssioner.
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QUESTI ONS BY MR VERTLI EB

C Dr. Janusz, please give the Comm ssioner your
background, comrencing with your nedical studies.
Take us through that, please.

A | have an M D. from 1974, University of Manitoba;
an internship with Toronto General Hospital, 1974
to 1975; and did a general surgery residency at
UBC from 1976 to 1980; a cardi ovascul ar surgery
residency at UBC, 1980 to '83; and a
cardi ovascul ar surgery fellowship at Bayl or
Col | ege of Medicine in Houston, 1983 to '84. And
| have specialist certificates in general surgery
by the Royal Coll ege of Physicians and Surgeons of
Canada and the Anerican Board of Surgery, and a
specialist certificate in cardiovascul ar and
thoracic surgery fromthe Royal College of
Physi ci ans and Surgeons of Canada the American
Board of Surgery.

THE COW SSI ONER:  Quite extensive.

A | hold the academ c rank of Cinical Professor of
Surgery at UBC

MR VERTLI EB

C A couple of things to discuss, Dr. Janusz. You
studied at Baylor. Ws that under the worl d-
renowned Dr. DeBakey?

A That was M chael DeBakey's unit. | was actually
working with Stanley Crawford, who was an aortic
surgeon. He pioneered many of the techniques we
use today.

C And in that era, where was Baylor in terns of the
repository of know edge in the field of heart
surgery in North America?

A Well, it would have been one of the nost
prestigious units in the world.

Tell the Conm ssioner why you' re a professor of
medi ci ne. How did you cone to that standing and
what is it that you do as a professor of nedicine

for UBC?
A Sorry, it's professor of surgery.
C Yes.
A |'ve been on the UBC faculty since | comenced ny

practice at Vancouver General Hospital in 1984 and
continue to work there till today. During the
course of that | would teach nmedi cal students and
residents, and practise cardiac and aortic
surgery. | would have sone invol venent in
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research as well.

C Now, the field of Taser is sonething that is not
part of your regular nedical duties at all; is
that a fair way of saying it?

A That's correct. | do of course have some

experience wth cardi ac pacing, which is part of
cardi ac surgery, but we ordinarily wouldn't as
surgeons be asked to see sonebody with respect to
a Taser problem

C Tel | us about your practice. Tell the
Comm ssi oner what you do in so far as the
relationship to the opinions you' re going to give
the Comm ssioner. Tell us how your work fits into
this.

A Vll, | treat heart disease surgically, so this

woul d include treating patients with coronary
artery di sease, valvular heart disease and aortic
aneurisnms, as well as patients with rhythm
di sturbances requiring pacenmakers. That woul d
i ncl ude pre-operative assessnent, perfornance of
t he operation, and post-operative care, including
sone amount of intensive care in the imediate
post - operative period. During the course of that,
we woul d certainly see all nodes of heart failure
and cardi ac rhyt hm di st urbances.

MR. VERTLIEB: Wth that background, then, Dr. Janusz,
per haps you could take the Comm ssioner through
the report you've prepared for his benefit.

PRESENTATI ON BY DR JANUSZ:

A Thank you. Now, this subm ssion is based on ny

clinical know edge and experience in treating
patients with heart di sease and on review of sone
docunents forwarded to ne by M. Vertlieb,
including a report by Kroll in 2008 entitled The
Sci ence and Medi ci ne of TASER® El ectronic Control
Devices; a Victoria Police Departnent nmenorandum
of April 6, 2005, on the subject of Taser testing;
an editorial in the CMAJ in March 2008 by Truscott
called "A Knee in the Neck of Excited Deliriunt; a
post nmortemreport froma Dr. Denton fromthe
Ofice of the Medical Exam ner, Cook County,
II'linois, of February 2005; and the excerpt of the
proceedings to this Comm ssion of the brief by Dr.
Tseng, from May 9th, 2008.

The itens that | wish to address in the nost
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succi nct manner possi bl e, recogni zing the very
detail ed subm ssion by Dr. Tseng and Dr. Kerr,
are, nunber one, can Tasers cause cardiac arrest;
nunber two, how often do Taser cause cardi ac
arrest; what is the appropriate police first aid
care of soneone who has been Tasered; and nunber
four, excited delirium

Firstly, with respect to the question of can
Tasers cause cardiac arrest. Kroll clains that
the pul se width and energy of the Taser are too
low to disturb cardiac activity. The pulse width
in fact is reported as 0.1 mllisecond, which is
about half of that used clinically in pacenmakers,
i npl ant abl e pacemakers which are very | ow energy
devi ces which usually function in the range of
0.2 to 0.3 mlliseconds. The electrical energy
and current delivered by a Taser is certainly much
hi gher than that delivered by an inplanted
pacemaker. O course there's the issues of tissue
resi stances and di stances and so forth.

In his calculations, Kroll doesn't address
the issue of change in position of the heart with
respect to changes in body position and, nost
inportantly, does not discuss the ease of inducing
ventricular fibrillation in diseased hearts versus
normal hearts. Now, it is really quite difficult
to cause a normal heart to fibrillate. Wen we
have the chest open at surgery, you can pick the
heart up, |l ook at the vessels on the back, touch
it with your hand, touch it wth the cautery.
It'Il have the odd extra beat but that doesn't
cause any problem By contrast, in a really sick
heart, we are very cautious to avoid touching the
ventricle until we are on bypass so that it wll
have the support of the circulation in case it
fibrillates.

Dr. Tseng has nmade a very clear and detail ed
presentation to the Conm ssion, and I'min
conpl ete agreenent with his assertions. The only
proviso is that with respect to discussions of
| ate death after Taser exposure. This is clearly

beyond ny field of expertise. |In all other
respects, I'mconfortable in supporting his
contentions conpletely. 1'Il not repeat all that

detailed information here.
Suffice it to say that disturbances of
cardiac rhythm rapid ventricul ar pacing, and
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i nduction of ventricular fibrillation, have been
reproduci bly denonstrated in a healthy pig nodel.
I n humans, paci ng devices, used therapeutically,
such as pacing system anal yzers, external or
internal inplanted pacenmakers, usually carry a
war ni ng about possible ventricular fibrillation if
they are set to pace at rates of 200 or nore,
underscoring the hazards of rapid ventricul ar

paci ng.

By the standards of evidence that we use in
the field of cardiac care, | would think nost
physi ci ans, or alnost all physicians, would
concl ude that Tasers can induce ventricul ar
fibrillation in humans. The risk of ventricul ar
fibrillation is particularly high in patients with
underlying heart disease. Unfortunately, patients
wi th underlying heart disease will also be the
nost difficult to resuscitate after ventricul ar
fibrillation.

The post nortemreport from Cook County in
2005 showed a patient with sone heart disease,
| eft ventricular hypertrophy and coronary artery
di sease, and the recorded dart positions would
have created a current path which could have
exposed the heart to electrical current.

Certainly one of the darts was very close to the
heart, right over the right ventricul ar
pericardium So while the docunent doesn't give
an exact report of the chain of events surrounding
the death, the post nortem findings certainly are
suspi cious for a Taser-induced arrhythm a.

In summary, then, Tasers al nost certainly can
cause cardiac arrest in humans, particularly in
people with underlying heart disease. And as Dr.
Kerr nmentioned, | don't think that it's ever going
to be ethically possible to conduct a human study
to disprove this. So | think that we really are
going to have to regard these devices as
potentially causing cardiac arrest and live with
t hat .

O interest, the Vancouver Sun reported that
TASER | nternational recently nade a subm ssion to
this comm ssion wherein they stated their position
t hat Tasers could not cause cardiac arrest. |If
accurately quoted by the Sun, this position is
clearly unrealistic. This creates a problemwth
respect to credibility of the conpany and could
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lead to difficulty in dealing wwth the conpany in
matters of safety standards and training
requirenents.

Now, how often do Tasers cause cardi ac
arrests? Wll, Dr. Tseng gave sone useful
insights in his subm ssion, in which he quoted a
1.4 percent nortality for individuals subdued by
police using a Taser. To put that in perspective
as we would see it as physicians, this is simlar
to the nortality risk, for exanple, of a coronary
artery bypass operation. W don't know how many
of these deaths were due to the Taser itself, but
one could conclude that the risk of death froma
Taser is small but not insignificant.

Further information perhaps could be obtained
by revi ewi ng cases of death in which a Taser had
been used, but the exact details and tine
sequences, including the precise details of the
victims condition, would have to have been
carefully recorded in order to provide usefu
dat a.

|'"d like to nove on to what is appropriate
police first aid for sonmeone who has been Taser ed.
Now, a falling |evel of consciousness is a nedical
energency. |f soneone becones unresponsive - and
that's unresponsive to voice and to painfu
stinmuli - sonmething is very seriously am ss.

THE COWM SSI ONER:  That's soneone who's still

A

consci ous?
Once sonmeone becones unresponsive - so they don't
do anything to voice, you cannot elicit a
w thdrawal to pain - sonething very seriously is
amss, and this is a crisis.

The situation nust be di agnosed and
appropriate treatnent commenced i medi ately.
| medi ate exam nation and docunentation should
i ncl ude response to stimuli, pupil size and
reactivity to light, pulse rate and regularity,
respiratory rate and depth. Fromthis, it would
be obvious if a person has had a cardiac arrest or
is having breathing difficulties.

| f someone is Tasered in the front of the
chest and imediately falls to the ground and is
unresponsive, it is alnost certainly ventricul ar
fibrillation, and cardi opul nonary resuscitation
and defibrillation are required.

In other situations, the presence of cardiac
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arrest may not be so obvious due to the presence
of a brief period of seizure activity or the
presence of an agonal gasping reflex in the first
few mnutes after a cardiac arrest. So the victim
appears to be noving, and if he's not checked
carefully, they may not realize until severa

m nut es have passed that in fact the heart has

st opped.

In any case, it is inperative that the victim
be exam ned carefully i mredi ately upon becom ng
unresponsi ve. Police should have thorough first
aid training which includes CPR and defibrill ator

devi ces.

Excited delirium The Taser literature
frequently includes a discussion of the diagnosis
of excited delirium This is beyond ny usual
scope of practice, and hence | have questions
rather than answers. The recent article by
Truscott in the CMAJ has raised concerns that nost
physi ci ans can share. | believe that nost nedi cal
practitioners are unconfortable with a condition
that is only recognized by sone psychiatrists and
pat hol ogi sts. I n every other condition in
medi ci ne, where there are "hits," there are al so
"near m sses" which can be recognized. What is the
experience in the fields of energency nedicine or
critical care with an agitated delirious state
that causes cardiac arrest? Wat is the heart
rhyt hm sequence or sequence of rhythns in such a
cardiac arrest, as Dr. Kerr had nentioned? 1Is
this ventricular fibrillation, heart bl ock,
asystole or pulseless electrical activity? These
patients are said to be hyperthermc. What range
of tenperatures are seen? \Wat are the associ ated
met abol i c abnormalities: blood gases, acid base
bal ance, bl ood el ectrol ytes, enzynes and ot her
bi ochem cal markers?

Hearts don't sinply stop. They may have an
under |l yi ng di sease or injury which causes cardi ac
arrest, and this would usually be diagnosed at
autopsy. Alternatively, they may have been
deprived of oxygen due to asphyxia or nmassive
bl ood | 0oss. Another cause of cardiac arrest would
be exposure to severe netabolic abnormalities such
as acidosis or very high or | ow potassiumor a
response to an adm nistered drug or toxin. There
must be a physical or chem cal cause of cardiac
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arrest in agitated delirium This has to be
delineated in order for this diagnosis to be
accepted by nost physici ans.

Summary. Tasers nust be regarded as being
capabl e of causing cardiac arrest. The device
appears safer to all concerned, including
byst anders, than guns or clubs, but its
consequences are not trivial. Police should be
cogni zant of this hazard and be prepared to dea
i mredi ately and effectively wth the possible
consequences of its use. This wll require a
m ndset of providing i medi ate, thorough and
meticul ous care of critically injured patients.
Thank you.

THE COW SSIONER:  Well, that's very succinct.

A Yes.

THE COW SSI ONER:  Counsel, do you have any comments or
gquestions?

MR, VERTLIEB: | just wanted a couple of things
clarified, M. Comm ssioner.

QUESTI ONS BY MR VERTLI EB, conti nui ng:

C The | ast page of your presentation, you nention --
"1l just read the sentence. "In other
situations, the presence of cardiac arrest may not
be as obvious, due to the presence of a brief
period of seizure activity or the presence of an

agonal --

A Agonal .

C -- agonal gasping reflex in the first few m nutes
after a cardiac arrest.” Just what do you nean by
that? What is that?

A Vll, in the usual case of ventricul ar
fibrillation, the person just drops and is
motionless. If this were, for exanple, preceded

by a period of sonme other arrhythm a, ventricul ar
tachycardi a, which can degenerate into ventricul ar
fibrillation, there is a some cardi ac out put but
it'"s low. And an acute condition where you have a
| ow cardi ac output and a | ow bl ood pressure, so a
partially perfused brain, will often cause
seizures. That won't go on all that long after
the condition proceeds to ventricular fibrillation
because all cerebral activity will stop within a
mnute or so. But you'll see a patient, or a
victim lying on the ground thrashing around and
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may not recogni ze that the heart has stopped
because he's still noving. Agonal gasping reflex
is sonething that's present frequently or
universally after cessation of flowto the brain
and it's a trigger in the brain stemthat causes
an attenpt to take a big breath. So that if you
observe sonebody who has just expired and watch
for a mnute or two or three or five mnutes, you
W ll see every so often an attenpt at a |l arge
breath. And if you had sonmeone lying on the
ground and he wasn't really being exam ned
carefully and they saw a respiratory effort from
time to time, they m ght conclude that he was
breat hi ng, whereas in fact the cardiac arrest had
occurred a few m nutes before.

In the paragraph on excited delirium you ask a
nunber of questions in that paragraph. You refer
to "hits" and "near msses" in nedicine. Wat is
it in that paragraph that's concerning you that
you're trying to bring to the assistance of the
Comm ssi oner ?

Thi s di agnosis of excited deliriumis raised as an
alternative to a Taser-induced arrhythma, at

| east in sonme publications. And as Dr. Kerr,
menti oned, however it happens, at sone point if
there's no other cause of death, an arrhythm a has
occurred. Now, if there is sonething other than
the Taser that's driving this, you should be able
to identify it if you had a near mss, a patient
who was getting into sone difficulty and was in a
hospital and had the opportunity to see the heart
rhythmon a nonitor to have sonme chem cal work
done, woul d have the physical condition recorded.
So the question raised in the CMAJ is, is excited
deliriumreal ly asphyxia, positional asphyxia? |Is
it an arrhythm a fromsonme other cause? 1Is, in
fact, the Taser inplicated in sone of these? And
| think this is inportant. | think a diagnosis,
sonmet hing that causes cardiac arrest, has got to
have a cause. People with serious heart disease
are at risk of abrupt cardiac arrest, and at

aut opsy they can al nost al ways see the underlying
heart disease. But for a healthy heart to have an
arrest, there has to be sonething pretty profound
that's gone wong, and that should be di agnosabl e.
Now, if the patient goes on to die out of
hospital, after the fact it nmay be very hard to
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determ ne that unless you found a toxic |level of a
drug or sonething. But if you had sonebody -- as
| say, if there were hits, there nust be near
m sses. So what do these | ook [ike? Wat are we
seeing here? |Is there a single disease entity
that's going on here or is this -- sone are Taser-
i nduced arrhythm as, sonme are asphyxia, sone are
sonet hi ng el se.

MR. VERTLI EB: Thank you very much, Dr. Janusz.

THE COW SSI ONER:  Dr. Janusz, you've obviously put a
| ot of thought into this, and I nust say you' ve
summari zed an awmful ot of difficult problens very
succinctly, and I will find that a great deal of
help. | want to thank you very nuch.

A Thank you.

( PRESENTER EXCUSED)

THE COW SSI ONER: Now, how do we stand?

MR. VERTLIEB: W're right on track for the norning.
We're finished for the norning presenters who have
been scheduled. So this afternoon at two o' clock
wi th Sergeant Spindor from New West Police
Depart nent .

THE COW SSIONER: All right. Two o' clock, then.

( PROCEEDI NGS ADJOURNED FCOR NOON RECESS)
( PROCEEDI NGS RECONVENED)

THE COW SSI ONER: Good afternoon, all. Yes, counsel.

MR. McGOWAN.  Thank you, M. Comm ssioner. The next
presenter is Staff Sergeant Joseph Spindor from
the New Westm nster Police Departnent.

THE COW SSI ONER:  Yes, Staff Sergeant, we've net
bef ore.

A Yes, hi.

STAFF SERGEANT JOSEPH SPI NDOR,
a Law enforcenent presenter.

MR, McGOMWAN:. Wl cone. Thank you for comng. Before
we send you off on your presentation, as we've
done with all of our presenters |I'mgoing to spend
just a couple of mnutes taking you through your
background and experi ence.
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QUESTI ONS BY MR McGOWAN:

C You were born and raised in Maple Ridge?

A That's correct.

C You graduat ed hi gh school there?

A Yes.

C Fol | ow ng whi ch you spent a couple of years at
Dougl as Col | ege?

A Yes.

C And after that you went to Sinon Fraser University
where you were working on your Bachel or of Arts?

A That's correct.

C And you started with the police force just a short
time before you were finished but ultimately you
conpl eted your Bachelor of Arts with a major in
crim nol ogy?

A That's correct.

C You joined the New West Police Departnent in 1984,
was it?

A Yes, that's correct.

C And you' ve been with them continuously since that
time?

A That's right.

C Your current rank is as a staff sergeant?

A Yes.

C And your current position, | understand, is
supervi sor in charge of training and
adm ni stration?

A Yes, that's true.

C And that neans, | take it, you're in charge of al
officer training in the New Wst police force?

A Yes.

C Does that include firearns training and Taser
trai ni ng?

A Yes.

C Per haps you could just briefly give the

Comm ssi oner an overview of your career with the
force.

A Okay. As part of my presentation, Comm ssioner,
"1l be going through that as | begin.

THE COW SSIONER:  Oh, well, go ahead and do that.

A If it's confortable, 1'd like to read the
presentation |I've given and if there's any
questions, | wel cone anybody to ask questions.

THE COW SSI ONER:  Yes, certainly.
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A

|"d like to begin with saying good afternoon, sir,
Comm ssi oner Brai dwood, Conmmi ssion counsel, | adies
and gentlenen. | ama staff sergeant with the New
Westm nster Police Service. M nane is Joe
Spindor. M current position with our police
service is as supervisor in charge of training and
adm ni strati on.

My qualifications: | ama 24-year veteran of
our police service. | graduated in crimnology at
Si non Fraser University. Prior to policing |
wor ked four years in the provincial corrections as
a correctional officer in a mninumsecurity
setting in the Mapl e Ri dge area.

| began ny career, as nost officers in our
patrol division, as a constable on patrol. At
three years of service, | was transferred to the
drug section, where | began what has turned out to
be the majority of ny career in specialty sections
i ke drugs, street crinme and major crine. These
positions were ny primary assignnments.

| joined our energency response teamin 1991
as a part-tine additional position and remained in
ERT until 2004. Over ny 13 years in ERT, was in a
| eadership role for eight of themand retired
after three years of being the teamleader. This
experience gave ne the opportunity to | earn and
then later instruct in many of the disciplines in
ERT techni ques and force options. In 2000, | took
over as the supervisor in charge of firearns -
this was an additional part-tinme role - and
eventually took on the responsibility also of
force options as well in 2004.

By part-tinme roles, what |I'mtal king about,
Comm ssioner, is nmy full-tine roles were as an
investigator in different areas of our police
service, but we didn't have the ability and | uxury
of having full-tinme training, so we were doing
that as an addition to our full-tinme duties, ERT
and different training things.

| have been an instructor in MP5 submachi ne
gun, chem cal nunitions including OC spray and CS
and CN gas, active shooter and rapid depl oynent.
| amcurrently an instructor in police supervisor
training, pistol firearns, |less |ethal beanbag,
high risk vehicle stops, and I'm a master
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instructor in Taser M26 and X26.

In January 2007, | nmade a proposal to have a
full-time instructor training position for our
police service to neet the ever increasing
trai ning demands that we were finding from our
part-tinme roles. In May 2007, Acting Sgt. Jungl as
was awarded this position. In Cctober 2007, the
adm ni strative supervisor's position was revi ened
and changed to a training supervisor's position,
which is the role | amin now.

| received ny original Taser instructor's
course from Sgt. Darren Lauer of the Victoria
Police Departnment at the Justice Institute of
British Colunbia in 2000. In May 2006, | becane a
master instructor in Taser at a program hosted and

taught by TASER International. | have instructed
all of the nmenbers of our service that are
currently qualified to carry a Taser. | have
instructed over 30 cl asses of Taser use and
tactics. | have been Tasered by both the M6 and
the X26 Tasers and have operationally depl oyed the
Taser as well. | have served on the provincial

Use of Force Wbrking Goup in 2006 and 2007, which
is led by Joel Johnston. Acting Sgt. Jungl as
currently represents our service in this group.

Qur Taser program began in 2000. Myself and
two ot her nmenbers of our police service were
qualified as instructors and thus our program
began. Another nenber, Cst. Quaglia, spearheaded
t he begi nning of our programthen. He devel oped
policy and our first training prograns for users.
The user programwas taken fromthe training
prograns from TASER I nt ernati onal recomrended for
our users' course. The ERT was the first and only
group originally trained that first year.

We began with three M26 Tasers and at the
time we had no hol ster system of carrying the
Taser with us. In the next few years, our patro
menbers were gradually being trained on a
voluntary basis or level of interest. The program
was not yet being delivered to everyone. Cst.
Quaglia had left our service and went to
Abbot sford Police, and the Taser program becane ny
responsi bility.

I n Decenber 2003, we purchased six new X26
Tasers wth the exoskel eton hol ster system This
brought our total nunber of Taser inventory to
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nine. Menbers that were trained were able to sign
out a Taser on a first-cone, first-served basis.
The nmenber would return the Taser to his | ocker
after their tour of duty was conplete to enable
anot her nmenber fromthe ongoing shift to have
access. As nenbers becane famliar with the X26
Taser system and hol ster, the M26 was very sel dom

bei ng signed out. The X26 was smaller, |ighter
and easier to carry on your duty belt, whereas the
M26 still did not have a hol ster system

By now the majority of our nenbers were
trained in the use of Taser and qualified to carry
a Taser. In 2005, we purchased nine nore X26
Tasers and hol sters to be avail able for nenbers’
use. This brought our total inventory to 18
Tasers, but for all intents and purposes nobody
was using the M26 Tasers and they were eventually
phased out.

In 2008, we now still have 15 X26 Tasers
avai l abl e on a sign-out basis and every nenber is
i ssued their own cross-draw hol ster systemto
nmount secure on their equipnent belt. Al nenbers
of our service are trained in Taser now as they
join, much the sane as all of their force options.

Qur original programbegan with the
recommendati on given by TASER that the front end
user course be a four-hour course. The material
and content was provided by TASER I nternational
with a recommendation of requalifying every one or
two years, whichever each agency chose. | believe
we began with a requalification every two years at
the start.

In 2003, we did a transition recertification
for all TASER-trai ned nenbers for the change to
the new X26 nodel and hol ster system |In 2005, we
altered our users' course to what TASER
| nternational had recomended as a m ni num of si x
hours for first-tine users. W added two nore
hours to the recomrended programto make our
front-end user course an eight-hour training day.
We added nore practical and tactical situational
based training to the Taser course.

In 2003, we began recertifying on an annual
basis. At the sane tine, we did our re-
certifications for our control tactics, such as
arresting control tactics, pepper spray and
expandabl e baton. In 2004, in addition to our
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di sci pline we conducted an entire day of reality
scenari o-based patrol situation where officers may
be faced with a force option choice. This becane
a very valuable tool for us in advancing our
trai ni ng standards.

In 2005, additional roll call training was
given to all nenbers about the inportance of
aftercare and followup wth subjects after they
have been Tasered and nmay have been in sone stage
or synptom of enotional distress and/or nental
health or drug-related difficulty.

I n 2006, our users' course again changed a
little. We were still using TASER I nternational
trai ning programand slide show, but we added nore
reality-based training scenarios to our training
prograns. This becane very valuable in assisting
with all the things we had | earned about Taser
depl oynents over the years as well as the subjects
we are now facing in our daily duties.

Today in New Westm nster Police, our first-
time users' programis a full eight-hour day that
i ncludes the TASER International users' course
acconpani ed by our own reality-based training
scenarios and practical applications. W still
recertify all nenbers on an annual basis at the
sane time as all our other force options
recertification is done.

| nyself try to keep inforned of any new
trend or training needs on Tasers and their
depl oynents and, as needed, update our nenbers at
roll call training sessions.

In early 2007, our police service
transitioned our reporting practices to a PRI ME
subj ect behavi our reporting systemthat was
approved by the provincial Use of Force Wrking
Goup in an attenpt to standardi ze our reporting
practices. This new report at the outset appeared
to be alittle nore cunbersone than the previous
docunent we were using. | trained our police
service in how these docunents were to be
conpl eted and why and for what |evel of force.

Any | evel of force over and above conpli ant
handcuffing was to be reported on this PRI ME
docunent. Since we began with these forns, | have
found it necessary to hold three additional
training sessions to rem nd and express the
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i nportance of these reporting practices. The nost
recent was the entire police service on one of our
annual training days that we just conpleted in
April this year. Qur reporting practices are
inproving. |'ve seen a very big inprovenent in

t he past few nonths.

When a subj ect behaviour report is conpleted,
there is a few things that occur. Nunber one, a
hard copy is forwarded to Acting Sgt. Jungl as.
What's called a notify, which is part of our PRI ME
docunent ati on, how we do the conputer processing
of our files, a notify of the file is sent to ny
PRI ME handl e, which is essentially sending nme an
el ectronic version fromthe shift supervisor. So
in addition to a hard copy going to Acting Sgt.

Jungl as, | get an automated el ectronic copy. In
addition to that, if there is any -- and all these
PRI ME docunents are reviewed by the supervisor

the staff sergeant, on each watch. |If there is

anyt hing that the supervisor thinks may not have
been done appropriately, they are instructed to
forward the report to the division manager, which
is the inspector in charge of that division, who
then forwards it to nyself and Sgt. Junglas for a
force options review.

Prior to this reporting format, we would
report on a formknown as a control tactics form
It was a very short formw th a summary of what
had occurred. The downfall that we found with
that format was that there was no checks and
bal ances to insure that they were being conpl et ed.

Qur new subj ect behavi our reporting format
conbined with the review processes that Sgt.
Junglas and | carry out, | truly believe that we
are nmuch better at addressing any training need or
deficiency in a consistent and tinmely manner.

Where Taser fits in with New Westm nster
Police. Taser is in the area of internediate
weapon on our |level of force options. Taser is
approved in the presence of active resistant
peopl e where there is an i mm nent need to control
this subject and | ess intrusive options have been
ineffective or are inappropriate based on the
totality of the circunstances.

Al'l of our force options have a potential to
escal ate and/ or de-escal ate based on the response
and conduct of the subject, the officers dealing
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In all of our force options instruction and
scenari o- based training, we spend the majority of
our tinme on what is our nost valuable tool in al
of the options available to us as police officers,
our ability to communicate. W teach that
communi cati on never ends regardl ess of where the
situation has taken us. That constant attenpt to
gain conpliance, calma situation down or have a
subj ect maybe all of a sudden becone confortable
is always what we are seeking.

In summary, Conm ssioner, we have been using
Tasers for eight years and there have been no
injuries nore significant than a cut or scrape
froma fall during any Taser incident in New
Westminster. Qur program has evol ved greatly from
where it began in 2000. | am proud of what our
officers do and what we teach. W are never
satisfied. W always have nmuch work to do. W
wll continue to evaluate all of our force options
trai ning and endeavour to make it nore realistic
and val uable to our nmenbers so that we can neet
the goals that we all share to preserve life and
keep the peace. Thank you.

THE COW SSI ONER:  Coul d you just elaborate a little

A

bit on what you nean by active resistance.
Active resistance is a situation that we may be
faced with. It depends on the circunstances.
It's very situational based, Comm ssioner.

THE COWMWM SSI ONER: O cour se.

A

When a person may be -- it depends on what they're
produci ng or portraying to a police officer. It
coul d be sonething as sinple as blading their
stance, getting into a fighting stance, clenching
their fists, puffing out their chest, Dbreathing
heavily, and you know, getting into a fighting
stance with us. That could be an active resistant
person. A person that's non-conpliant and being
very aggressive and show ng pre-assaultive cues,
you know, advising the police officer that they're
going to fight, they're not going to be
handcuffed, you're not taking nme without a fight.
There's many, nmany situations, Comm ssioner. It's
based basically on situational circunstances that
a police officer faces.

THE COW SSIONER: All right. Counsel, do you have

sone questions?
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MR Mo GOMNAN: | do, M. Commi ssioner.

QUESTI ONS BY MR McGOMAN, conti nui ng:

>0 >0

>0

I s running away active resistance?

Ohits own?

Yes.

Every situation has to be evaluated fromthe
totality of the circunstances. A person running,
just running -- you've got to have sone nore

ci rcunstances than that to determ ne whet her
that's --

You have | awful grounds to arrest them You've
advi sed themthey' re under arrest. They're
runni ng away. There's no other relevant factors.
s that active resistance?

Yes, that would be active resistance for sure.
You' ve advi sed themthey're under arrest. They

lay on the ground and turtle. |Is that active
resi stance?
Well, it depends if they're going to put their

hands behind their back. |If they're just turtling
and lying there and nobody's trying to handcuff
them-- if you're forcing themto be handcuffed,
you maybe have a situation where you have two
officers struggling at both arns to try and get
their hands behind their back, | would consider
that active resistance.

So on your understandi ng of the policy, your
policy, that would entitle you to deploy the Taser
in those circunstances?

Yes.

|"ve got a copy of your policy in front of ne,
officer, and | don't see the words "active

resi stance" or "active resistant” in the policy.
Have | got the current copy of your policy,
revised May 20077

Yes. Qur current policy, | have it in front of ne
as well. And under nunber 2 and nunber 3, the
descriptors that are in nunber 2 and nunber 3 of
our policy are the descriptors of what | woul d
consider to be soneone in the active resistance.
Do you see --

If I may, we don't use the wording "active
resistant.”

Let nme read nunber 2:
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>0

>0

The Taser may be used by an officer who has
reasonabl e and probabl e grounds to believe

t hat a dangerous or violent subject who is a
danger to hinself of others requires

i mredi ate control

Correct.

So howis it that a person sinply running away
meets that criteria?

Well, they don't automatically neet that criteria.
But again, we teach active resistance in our
training. The word "active resistance"” isn't in
our policy, but we teach that.

So i s your teaching inconsistent with your policy?
Well, | think the words "active resistance" could
be in the policy to nmake it a little nore clear.
But again, as | nentioned to the Conm ssioner on
his first question about active resistance, it's
got such a broad scope. W try to teach nore
scenari o- based situations where if a person --
that's why when you first nentioned if a person's
runni ng away, would that be active resistance.
There's nore to just running away. W can't just
Taser soneone just because they're running. There
has to be a totality of circunmstances that the
police officer is faced wwth, and we try to --
|"ve tried to keep our policy so we train our
police officers and give themall the tools
avai |l abl e to nmake those deci sions thensel ves and

not just -- if we try to pigeonhole things in
every little area, | think our policy would be
quite large if -- for every situation

So you teach active resistance; you don't teach
dangerous or violent subject who is a danger to
hi msel f or others?

That's one part of it. There's a second part
there that kind of captures a little less --
The second part says: "reasonable grounds to
bel i eve the subject acts or potential acts of

vi ol ence may be danger to hinself or others.™

| was tal king about nunber 3 where "The Taser can
be" --

That's what |' mreading.

The Taser can be utilized when a nenber has
reasonabl e probabl e grounds to believe that
subj ect acts or potential acts of violence
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may be danger to hinself or others, and the
menbers believe that | esser force options
woul d be insufficient to control the subject,
greater force options are not justified.

As | had nentioned earlier.

So when you're teaching active resistance, you're
teachi ng a broader spectrum of behaviour than is
allowed for in your policy?

Yes.

Your training sessions started off as four hours;
they're now up to ei ght hours?

Yes.

How nmuch of that training session is devoted to

t eachi ng about the potential dangers or negative
out cones which could arise froma Tasering, if
any?

| wouldn't be able to say in a tinmeframe exactly.
The whol e program we tal k about dangers of a
person after they've been -- how you conduct
yourself after a person's been Tasered, to do with
aftercare of a person who nmay have sone enotiona
di stress or nental health issues or al cohol and
drugs on board. There was a report that cane out
fromthe B.C. Conplaints Commssion - | believe it
was in 2005 - where we did sone additiona

training wth our nmenbers because it tal ked about
aftercare of subjects after -- in those situations
and how we dealt with them So that's included in
our program And as a tinmefranme, and in every
scenari o we always rem nd people, you know, when
you' re dealing wth sonebody, what you deal with
themr -- you know, what you observe after they've
been Tasered. You know, the things that happen
with the person prior to them being Tasered cones
into play as well because those things m ght add
sonme contributing factors of what you may do with
themin your aftercare.

Do you teach your nenbers that one of the possible
outcones from the Taser is injury or death
separate and apart fromfalling down?

Yes.

You do?

Yes.

Ckay. And when did that start?

It started when we started -- | don't know

exactly, but when we started -- | can't recal
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when the training started to change, when we
started tal ki ng about a phenonmenon known as
excited delirium or what | prefer to call, you
know, a person who could be having sonme enotional
and nental health issues to do with drug and/ or

al cohol -rel ated synptons, that a person could be
caused sone serious injury or death. That is
taught to peopl e because the stages of those signs
and synptons that the person is experiencing could
cause theminjury or death, and that's why it's
very inportant for us after the person's been
subj ected to the Taser, or any kind of -- it's
not -- we don't just limt that to Taser. W
include that in all of our force options because
whenever we deploy any kind of a force on a
person, whether it's an inpact weapon or any kind
of hand control, if a person's in those sane
situations or circunstances, they could al so, you
know, have those difficulties that could lead to
death, and we have to nonitor that on a continua
basis to nake sure that the person's kept safe.
So it's clear in the training that you give your
menbers that one of the potential outcones they
have to wei gh when deciding to use the Taser is
its potential as a contributing factor towards
deat h?

| don't -- | don't teach it that way. Wat I
teach is when a person -- when you're choosing a
force option, including Taser, you have to be
aware of what the results could be with the
person, nmeaning that -- you know, the aftercare of
a person is very, very inportant and getting
control of a person. But all of our force
options, the person has to nake an eval uation
based on what they're faced wth and what they
choose to do. |If the force option is chosen to be
a Taser and the person is having sone difficulty,
we definitely have to get them sone help right
away.

What information are you given -- your initial
trai ni ng packages cane fromthe manufacturer?
Yes.

What has the manufacturer told you about the
safety of the device?

The information --

Either through its material or from persona
contacts?
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Yeah. The information we've received from TASER
I nternational has always been that it's safe and
that it -- you know, it's a safe tool to be used
on subjects, and that's what we conduct.

Do you pass on that sanme information to your

trai nees?

Yes, | do.

We had a cardiol ogist here this norning, officer,
as well as a heart surgeon. The heart surgeon
told the Comm ssioner, and I'mquoting fromhis
docunent: "Tasers nust be regarded as capabl e of
causing cardiac arrest.” That's not information
t hat you pass on?

No

That's not sonething you' ve heard before?

No. |'ve actually heard the opposite from TASER
in ny instruction.

| take it if you were provided with a body of
information and opinion to this effect, would you
be open to training differently?

Absol utely.
Now, one of the things you' ve done - and | should
say you've been quite cooperative - is you've

gat hered together some information about your
training incidents for us and sone nunbers.

Yes.

And so far you've been able to go back and figure
out how many Tasering incidents New Westmn nster
had during 2006 and 2007.

That's correct.

And you're currently working on conpiling nunbers
for the years going back further.

Yes.

How many Taser incidents, let's say, in 2006 and
20077

In 2006, we had a total of -- and our Taser

i ncidents, what |'m describing are a conbi nation
bet ween where probes were depl oyed and where only
a touch-stun was depl oyed, or al so when the weapon
was drawn and di spl ayed only. In 2006, we had 43
total incidents. Qut of that total incidents, 23
were the probes were deployed, 18 where it was a
touch-stun depl oyed only, and two were only draw-
and-di splay. In 2007, we had a total of 54. W
had 21 probes deployed only, and we al so had 15
where it was touch-stun only. W had 18 where it
was draw-and-di splay only.
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|"d like to explain those statistics for a
second. One of the things that was asked by the
researchers for your comm ssion, M. Brai dwod,
was to advi se whether it was touch-stun and probe
deploynment. | didn't give those nunbers because |
didn't want to add nunbers to the total. Each
incident | kept -- like if it was just drive-stun
or touch-stun, then it was classified as a touch-
stun. If there was probes and touch-stun, | kept
that in the probe category, being that that was
specifically probes. And one of the things | want
to mention, as | said, when we were first asked

for our numbers for the review here, | went back
to 2006 because | thought going back two years was
suitable. And when | | ooked at our nunbers | was

curious of why we only had two draw-and-display in
2006 and we had 18 in 2007, and one of the factors
that | can address or contribute (sic) that to is
t he new subj ect behaviour reporting systemwe' ve
gone to. The old control tactics report was very
-- it didn't have an area to tick off if you did a
draw- and-di splay. In any force option we have, if
there's -- you know, sonetines you have an
opportunity to give a warning. A draw and-display
of a Taser is a warning, and if a person's
conpliant, that's magic. W' ve acconplished our
goal. So | was very happy to see that we've

i ncreased our draw-and-display, but that is
probably attributed sonewhat to the fact that our
subj ect behavi our report has that area to nake
that report. So | think it's hel pful for that
report and I want to give that report sone
recognition because it was spear headed by Joel
Johnston to get consistent reporting throughout

all of the users of PRIME, which is including al

t he nmuni ci pal agencies and the RCMP. And it has
been hel pful for us so far.

THE COW SSI ONER: From t hat point of view, the use of

the Taser did not really go up between 2006 and
2007.

A No, it did not.

MR, McGOMNAN

C Now, prior to us making this -- these statistics
you're giving us, these were all conpiled in
response to a request fromthe Conmm ssion?

A Yes.

C You weren't tracking any statistics prior to us
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A Not on the statistical nunber basis. W track our
actual applications on an every application basis,
whether it's Taser, whether it's a knee strike or
a baton strike. W track those for training
reviews of any kind of an incident that happens.
So if there's sonething that | ooks a bit dodgy
froma report, then we'll have the nenber in and
talk about it. |If there's nore training that
needs to be done, we'll do sone nore training.

C How difficult was it for you to conpile these
statistics for 2006 and 2007, two years' worth of
counting up the nunber of incidents?

A It wasn't that difficult. Wuat | did was | pulled
our -- because we keep the old control tactics
reports. They're all saved. So | pulled al
those for 2006 and then | did a -- the difficulty
wi th the subject behaviour report, Conm ssioner,
is that it's not -- in our PRI ME system we
could -- the PRI ME people could, | can't. But the
PRI ME peopl e could plug in break-and-enter and
they woul d get a response to every break-and-enter
we've had. The PRI ME situation so far -- and |
know Joel's working hard on having that changed
wi th people that provide the service of PRI M,
which is a conpany call ed Versadex, to have the
ability to sort of plug in "Taser"” and get all the
reports on that.

You can't do that right now?

A You can't do that right now So it's really
i nportant, when we -- when | first started this
training, we began with these subject behavi our
reports in January of 2007. Wen we first began
with that it was very specific. There's atitle
on each text docunent. One of them could be
police will-say, which is for a Crown report that
says what the police officer did. One could be
the narrative for a Crown counsel report. And we
were very specific. W had to be very specific
for the reporting of these PRI ME tenpl ates, and
that was to put the title in of "subject behaviour
report” inits entirety, no abbreviations, because
what happens is | can tell our PRI ME expert to do
a run on "subject behaviour reports.” She'll do
that and what' Il happen is she'll get all the
subj ect behavi our reports up until whenever |'ve
asked her to do it. And that's what | did. And
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then I went through every one to determ ne whet her
it was a Taser deploynent, and that's when | got
the nunbers I've got. And then | went into each
file and reviewed them and printed copies and sent

to your --

Ckay. So you went through essentially and did it
manual | y?

Yes, | had to do it manually. 1It's unfortunate

that we're there.

Is it fair to say, then, the way that the forns
are being filled out and tracked right now doesn't
lend itself to tracking statistics about Taser use
in this province very well?

No. It's alittle bit tedious, and it has to do
wi th, again, the PRIME supplier. And | think it's
not that difficult, fromwhat |1've heard from sone
experts. Again, I'mnot an expert in PRIME and |
know that Joel is actively working on getting that
part of the subject behaviour report organized so
we can track it a little easier as far as
statistics. Because the purpose of this report
when we first began with it, fromthe Use of Force
Wor ki ng G oup, was, one, to track statistics, two,
to track trends in what we do. So if we're doing
nmore Tasering than we're doing OC spray, why is
that? O if we're doing nore of one than the

ot her, then maybe we need to provide nore training
inthat area. So that's what the whol e purpose
was, to assist us in training and increasing the
val ue of what we do in our training.

You started using the Taser in 2000 in New West?
Yes, we did.

Are you at all concerned that it's been in use in
your departnent for at |east seven years now and
there's still not a tracking systemin place from
whi ch statistics can be easily conpiled or
effectively conpiled?

"' m not concerned. There never was a real cause
for us to do that. What happens on an annual
basis, Police Services asks for us to provide the
nunber of events that go on, and | know that a
staff sergeant who's recently retired, S/ Sgt.
Dehaas, was tasked with that. He was in charge of
our community service section and he was tasked

wi th providing those statistics. He did those on
a manual basis. They have to do wth pistol

depl oynents, baton depl oynents, OC spray, Taser,
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and | think |l ess |ethal beanbag. Al of those
have to be reported on an annual basis to Police
Services. So Police Services will have a record.
And again, | just learned of that reporting
practice a few nonths ago because he's retired and
they asked ne nowto do it. So I found that out.

| didn't know that was going on. | knew they did
that with some of our prisoner -- people being
kept in jail, but they track that also. Police
Services will have all that information. It's
just one that we never gathered oursel ves.

Does your force possess the software to downl oad
the data fromthe Taser?

No, we don't. The reason why, when we first began

with the M26s, | knew they had that software
available. | didn't purchase it at the tinme
because | thought, well, if we need to, if we have

an i ncident where soneone's being chall enged on
how many applications they had or if there was a
police conplaint that canme in, a conplaint about a
police officer, then we would purchase the
software and use it at that tine. And we never
had a reason or a conplaint or any reason to
review nultiple application or a conplaint about a
Taser application, so we never did use the M6
software. We currently haven't bought the X26
software for a simlar reason, but in addition, if
there was ever a death associated to a Taser
application, I would -- | would buy it if we
needed it. [It's not that expensive but | haven't
seen the need to buy it. And any one of our
custody deaths are investigated by Integrated
Hom ci de Investigative Team and they have that
software and they woul d be seizing the Taser and
doing that part of the investigation. So |I'm
confortable to, if we needed it, buy it. 1've got
no problemlooking at that. I'mquite famliar
wth what it does - it's part of ny course that |
took - and the information it provides. | saw no
real desire or need to -- | nean, if we had a
conpl aint or an overuse by sonebody, whether it
was an internal matter or a training matter, |
woul d definitely buy it and use it if we needed
It.

You're aware that one of the things the downl oaded
data can be used for is to detect unreported

use --
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Yes.

-- by an officer?

Yes.

Do you have a systemin place currently to detect
unreported use?

No, we don't, but -- the unreported use thing |
find alittle difficult as well, because one of
the things we teach wwth the Taser is you're
supposed to spark test it on sonetines a daily

basis. When we instruct people -- what spark
testing is, | think I showed you in the office
when we net a few nonths ago.

Yes.

Wien you take the Taser, the cartridge is out and
you turn it on to ensure that it's working. You
can turn it on and see fromthe back of the LCD
that it's cycling but you al so see the Taser
sparking itself. And we're instructing our
menbers to do that on a regular basis. So that
shows up as an application. So when you're saying
that that can be used as a tool or nethod for
determ ning whether it's been used, or usage,

find that difficult because a person could do

that -- | nmean, | do that on a regul ar basis when
| go to check on the servicing of our Tasers. |If
sonmeone says one's not working properly, | nean,
"Il turnit on a fewtines. [|'ll naybe repl ace
the battery and turn it on a few nore tinmes. So
those will all show up as usages. So | don't know
how or who nentioned that to you as far as a

val uabl e tool for checking usage. | don't see
that being as a valuable tool. | think -- and
again, | rely on the professionalismof our police
officers to -- you know, to report that.

One of the problens, as | nentioned to you
before, was the reporting practices of all of our
use of force. |If there's a police officer in New
West mi nster out in Queensborough in the m ddle of
a Friday night and he has to aggressively put a
person to the ground that he's arresting and puts
hi min handcuffs and goes back to the office and
does his report and the in-custody is done and the
person goes to court in the norning, and if they
omt to put a subject behaviour report in because
they put an arm bar on the person, | can see that
bei ng m ssed because of an error or otherw se.
think that's part of the role we teach our
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supervisors, to try and pick that up. A Taser is
sonething -- sonething like a pursuit. Wen it
happens, pretty nuch everybody knows it's
happened. Supervisors are instructed and call ed.
So as far as not reported use, | would be very

di sappointed if that ever happened. Again, | rely
on the professionalismof our police officers and
t he supervisors nonitoring to ensure that that
doesn't happen.

THE COW SSIONER: I n the probe node, once the wires

cone out, what happens to that piece? | know you
can di sconnect it, but what happens to the piece
with the wires com ng out?

The cartridge? Yeah. Wat we do, part of our
policy is, or part of our practice is that we save
the cartridge once a person -- the probes have
been deployed. |[If the probes have been depl oyed,
part of the process is they're supposed to save
the cartridge, and it's saved for six nonths in
case there is sone kind of an issue or conplaint
that conmes in. W save that. The probes we don't
save because there's no evidentiary value with the
probes, but the cartridge we save.

THE COW SSI ONER: You can detach the wires fromthe

cartridge?

A Yes. They're very flimsy wres. They're -- |
don't know the material off by heart, but they're
very flimsy wires. They're not like any wire
you'd think of, like in household wiring or
anything. It's flinmsy and very |ightwei ght
wiring. They break very easily. Sonetines when
you' re providing an application on a subject and
they're rolling around, the wires break then. So
it happens.

MR, M GOMNAN

C How does an officer go about getting nore
cartridges if they want thenf

A They sign themout. Wen they sign out a Taser,

they sign it out through our watch commander's
office. W' ve taken them-- we had a | ocker
system before, but a few years ago we took them
out because not so nuch the Tasers -- the Tasers
were never a problem but in the sane | ockers we
had, you know, tape recorders and other itens that
are high priced itens that we just can't issue to
every officer, and they were going mssing. So we
took the Tasers -- the Tasers were never going
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m ssing. But we took the | ocker system out

al together, and what | did was | -- there's a

| arge drawer that's right behind the watch
commander's - which is a staff sergeant - right
behind his desk. All the Tasers are stored there,
all the cartridges are stored there. Wen a
police officer conmes in to sign out a Taser, they
sign out a Taser and the anobunt of cartridges they
take with them \en they sign the Taser back in,
they sign the Taser back in with the amount of

cartridges that they sign back in as well. So if
t hey' ve signed out two for the night and they cone
back with one, they have to -- well, there will

obviously be a report as well that they've used
that, and we replenish them as needed.

You' ve used the Taser in the field personally?
Yes.

How many tines?

| believe probably half a dozen.

And were those out on the street, on patrol, or in
what circunstances?

No, they were all in our cellblock area, because
since being a staff sergeant -- when | was a
sergeant and was -- part of nmy Taser instruction

-- | was, again, in mgjor crinme and sone of those
positions where we're not dealing with people in a
first-hand basis; we're dealing with them after
the fact. And when | becane a staff sergeant in
2003, one of the roles and responsibilities of a
staff sergeant is in charge of the subjects that
are in ajail cell, and those are the tinmes when
|'ve had ny Taser deploynents, operationally.

So your force permts the use of the Taser in
cells?

Yes, it does.

What proportion of the Taser deploynents that your
force has had have been in cells --

|'d say --

-- or do you know?

Ch, | wouldn't know.

Roughl y.

Very mnimal. | would hesitate to say that
probably I'mthe only staff sergeant that has ever
done that, just because of ny experience and
expertise. | know other nenbers have. It's not a
comron occurrence. | wouldn't -- I'd probably be
wong if | guessed, but I'd say a very smal
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percent age of them

Your officers, are they trained in CPR?

No.

Does your force possess an automatic external
defibrillator?

No.

Do your officers receive any first aid training as
part of their basic training package?

We used to, when | joined. Now they don't at the
Justice Institute any nore. There's no -- people
don't have first aid training. Sone nenbers have
it as part of their additional stuff that they do
thenmsel ves on their own initiative. But nenbers

> O O>O

aren't trained in first aid. | don't know what
the thinking of the Justice Institute or the
reason why we went away fromthat. | think it was

probably a difficult thing to keep up, so because
peopl e were not being trained and kept the
situation up, | think that's kind of why it went
by.

MR. McGOMAN.  Those are the questions | have, M.
Comm ssi oner.

THE COW SSI ONER: Staff Sergeant, thank you very nuch
for your tinme and your careful presentation.

A Thank you.

THE COW SSIONER: It's been very hel pful. Thank you
i ndeed.

A Thank you.

THE COW SSI ONER: What have we tonorrow, counsel ?

MR. McGOMAN.  Tonorrow, M. Conm ssioner, we currently
have scheduled Dr. Vallance, who's a psychiatrist,
and Dr. Butt, who's a pathol ogi st.

MR. VERTLIEB: And just before we conclude, just for
your benefit, M. Comm ssioner, this concludes our
presentation from nenbers of the municipal forces
in our province. And as M. MGowan said, to a
person, all of the people fromthe mnunici pal
forces have been extrenely cooperative in every
way. They've been forthcom ng with information
and net every request, and we're grateful to this
gentleman and all the others that cane before.
The only police force left, just on the subject of
police and | aw enforcenent, is on Thursday with
the RCWP, and we're hoping to have their
information tonorrow in terns of their
presentation and their statistics. W haven't
seen that yet.
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THE COW SSI ONER:  Staff Sergeant, once again, thank
you so rmnuch.
A Thank you, sir.
( PRESENTER EXCUSED)
THE COW SSIONER: All right, tonorrow at 10: 00.

( PROCEEDI NGS ADJOURNED TO MAY 21, 2008, AT
10: 00 A M)



