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THE COWI SSI ONER: Wl |, good norning everyone. Yes,

counsel , good nor ni ng.

MR. VERTLI EB: Thank you, M. Comm ssioner. M

Comm ssioner, the first presenter is Dr. Kei t h
Chanber s.

DR. KEI TH CHAMBERS, Medi ca
experts presenter.

QUESTI ONS BY MR VERTLI EB

C

O OT>OHT>OT> O

>

Dr. Chanbers, before we get into your work as an
epi dem ol ogi st, would you just give the
Comm ssi oner your background in nedicine, your
studi es, where you studi ed and what you did before
you becane an epi dem ol ogi st ?

Certainly. | went to UBC. M first degree was in
mat hematics. Then | went to Medical School at

UBC, and after that | graduated, | did one year of
Internal Medicine. | went into famly practice in
East Vancouver, where | remained in famly
practice for 15 years doing part-tinme energency
work. | was President of Mount St. Joseph
Hospital and hel ped start the Energency Depart nent
there. And then in 1989 | went back to university
and trained as a clinical epidemologist. And
from'90 to '"95 | ran the undergraduate program
for UBC

Let me just stop you one second, please, before we
get into the epidem ol ogy.

Al right.

When did you becone a |icensed physician?

1973.

And where did you do your residency?

At VGH.

And you' ve told the Conm ssioner about your famly
practice.

Yes.

Let's then cover your decision to becone an

epi dem ol ogi st, how did you go about doing that,
and --

| went back to UBC and | got a Master's in Health
Science, in the Departnent of Health Care and

Epi dem ol ogy.
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Tell us about the work from 1990 to 1995.

After | graduated | becane the director and
directed the undergraduate programin Health Care
and Epi dem ol ogy, which basically taught

epidem ology to third-year nedical students. And
| al so worked part-tinme at the Children's Hospital
doing -- as a clinical consultant in epidem ol ogy.
That then allows us to have you tell the
Comm ssi oner about epidem ol ogy. W' ve heard that
word before, but would you tell us, please, what
it really neans, the different facets of that, and
then di scuss what you actually do.

Yes. Epidemology is a word that's been used
several tinmes during these presentations, and you
have to make a distinction between classic

epi dem ol ogy and what | do, which is clinical

epi dem ol ogy.

Epi dem ol ogy, the classic form is trying to
find out the distribution and the determ nates of
di sease in the comunity. So a typical exanple
woul d be trying to find out where AIDS canme from
where is it distributed and what are the risk
factors. You mght also be | ooking at clusters of
di sease in certain comunities. But clinica
epi dem ol ogy, as the nane inplies, is nore
clinically oriented. Wat we're trying to do is
figure out what works in healthcare. So our
trai ning woul d include how to design research
studi es, how to conduct them and the analysis,

i ncludi ng | earni ng about biostatistics. W would
al so take courses in health econom cs, health
program eval uati on and that kind of thing.

So tell the Conm ssioner about your work as a
clinical epidem ologist at Vancouver Cener al
Hospital, just so the Conm ssioner understands
what you -- what you did for many years.

| was the -- from'95 till 2005, | was the
Assistant Director of the Centre for dinical

Epi dem ol ogy and Eval uation, and our centre was
really there for threefold purpose: first of all,

to do our own clinical research. | was principa
investigator on several clinical trials and other
research studi es. W were there to support other

clinical research with other physicians and health
personnel in the hospital. W had a third
mandate, and that was to do evaluations if a new
heal th technol ogy cane along, or we wanted to
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eval uate sonebody, we woul d eval uate a technol ogy,
we would review the literature for them and give
an opi ni on.
C That was full-time work for you for the hospital,
.9, as it were?
It was essentially full-tinme work, but | also was
part-tinme fromUBC, | worked for a group called
the Drug Assessnment Working Goup and we revi ewed
new drug therapies that were conmng into the
provi nce for Pharmacare and give the opinion on
their effectiveness.
C Tell the Conm ssioner about the study that you did
with people in cardiac arrest.
One study that was done at the hospital was called
the ABBA study. It was by Riyad Abu-Laban, it was
published in the Lancet, | believe, and what we
did was we random zed people in cardiac arrest in
Vancouver, on witness arrest, so when the Advanced
Life Support Unit got there, they were random zed
to receive either a drug or placebo. This was
technically and ethically a very difficult study,
as you can imagine, to try and design and conduct,
but it was successful.
VWhat was the product, the health product that was
under consideration?
Am nophyl |'i ne.
And just tell us in a sinple way what the thought
was about that drug's benefit.
Ani nophylline is a stinmulant and the thought was
that if sonebody went into cardiac arrest and they
were in the community, you could give themthis
drug and it mght bring back a heartbeat,
basi cal |l y.
THE COW SSI ONER:  Wul d you m nd spelling the drug,
t he name, can you?

> O O

A A-m-i-n-0-p-h-y-1-i-n-e, | think
THE COW SSI ONER: Thank you.
A | have that study here. | could look it up.

THE COW SSI ONER: Wl |, one tinme along the way; don't
worry about it.

MR. VERTLI EB

C So that was a new drug that m ght have application
for sonmeone who had --

A It was a new application.

C So tell the Conm ssioner just what your
i nvol venent was in that study?

A Qur centre, | was on the Safety Mnitoring
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Commttee and we did the data managenent for that
st udy.

So tell us what you did. | want the Comm ssioner
to get a sense of the way you go about your work
as a clinical epidemologist and using that as an
exanpl e.

We woul d | ook at the safety profile, the study,
and we had stopping rules that if it didn't
achieve a certain event rate within a certain
period of tinme, we would advise investigators to
stop the study or recormend that. W would | ook
at serious adverse events and deal wth that, and
then we would -- we would collect the data, we had
a data nmanagenent centre where we would run it

t hrough a program and do the anal ysis.

Mr- hmm

And give the investigator the results.

And so how -- you were trying to see if this
medi ci ne woul d have a health benefit to sonmeone
who had a heart attack?

Exactly.

And so how did you go about doing it to see

whet her there's a benefit? D d you have different
groups, did you have a blind group or double
blind? Just tell the Conm ssioner that.

In clinical epidemology, and I'mgoing to lead to
this in ny presentation, there's a hierarchy of
research designs that we | ook to to neasure things
in the real world. This is a very inportant
point. And so you're trying to control for bias,
because when you do research there's such a
tendency on the part of the investigators and the
peopl e anal yzi ng and everybody i nvol ved, even the
subjects, for the results to get biased in a
certain way or another. So nost high-quality rea
worl d studies that are of good quality, rather,
are random zed. So we randon ze people to one
group or the other so we can ensure there's a

qual ity between the groups.

W also like to do conparison, and this is
anot her issue that's going to cone up in ny talk,
that in general we're not trying to ask the
guestion, does this drug work? W're trying to
ask the question, does this intervention work
better than what's currently avail able or
conpari son?

THE COW SSI ONER: An i nprovenent ?
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An i nprovenent.

COW SSI ONER: Yes.

It's very rare that, and | think when you cone to
Taser, you realize Taser is not acting in a
vacuum it's what you really want to find out is
how does it conpare with other interventions.

COM SSIONER:  Yes. And in terns of what you did

in the ABBA study, as | understand it, you have to
make sure that the group you give the placebo to
is conparable to the group that you do give the
medi ci ne to?

Exactly.

COWM SSI ONER: Yes, all right.

And the exanple would be if you did a study and
you conpared, say, cancer rates with a group of
people fromVictoria and a group of people from
Surrey, you m ght conclude that cancer is ranpant
in Victoria but the groups aren't conparable. The
age difference between Victoria and Surrey --

COW SSI ONER: Wul d skew it.

-- would mslead you into thinking that Victoria
had a bi gger problemw th cancer.

COW SSI ONER: Yes.

In fact, it would just be age rel ated.

COW SSI ONER: Yes.

MR. VERTLI EB

C

> O

>O> O

So were you actually using placebo with people who
had a heart attack?

Yes.

How were you able to do that? How were you able
medically to nake that transition?

Well, as you can understand, that would be a
difficult issue ethically, but it was passed by
the Ethics Coomttee. And what you would do is
you could either have a - and | am now tal ki ng
generally - you could have an envel ope which said
"A" or "B" and you go to the "A" cupboard or the
"B" cupboard at the tine that you are going to do
the intervention. And then you would pull out a
syringe and you give what's in there. And you,
the person giving the intervention, would be
unaware of what was in that syringe.

And the people doing this intervention were

par anedi cs?

They were Advanced Life Support people, yes.

So these are people called out to an energency?
Yes.
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THE COW SSI ONER: Let's nove on now.
MR, VERTLI EB

C
A

C

A
C

So that's an indication of the work that you are
able to do as a clinical epidemologist?

That's part of the work, yes. A lot of what |
actually did was evaluating studies for either the
Cochrane Col | aboration or for the Drug Assessnent
Wor ki ng Group, or doing evaluations at the

hospi t al

And you're going to get into that in your
presentation, | take it?

Yes.

Ckay. Well, I think, Dr. Chanbers, with that

background perhaps then you can start your
presentation for the Comm ssioner.

THE COW SSI ONER:  Yes, thank you.

PRESENTATI ON BY DR. KEI TH CHAMBERS:

A

Thank you. | think the first thing |I should say
is | amhere at the request of the Brai dwood

Comm ssion to give an independent view. | have no
other interest in this topic. | amnot paid by
any conpany, or anything to do with that.

The approach | amgoing to take is going to
be, as | have nentioned, simlar to that of a
clinical epidemologist and sonebody who woul d be
wor ki ng at the Drug Assessnent Wborking G oup at
UBC or at the Evaluation Unit at the hospital.

And so | amgoing to, for me to understand this
literature that's presented to the Conm ssion,
really need to think of it as a clinical
epidemologist as if it cane across ny desk and |
was asked to give an opinion as to its effect in
the real world. So quite sinply | amgoing to try
and apply sone basic principles that we use in
clinical epidemology to the scientific literature
t hat was presented here.

If | can go the right way.

The one thing | have noticed that | think
there has been fairly good coverage of studies at
the Comm ssion so far. W have | ooked at the
Internet and the various, the conpany website, and
gone through the databases, Medline, et cetera,
and | don't think there is really nuch that's
i nportant that's m ssing.

The problemthat | have noticed that there's
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a study and there's been sort of sonme conflicting
interpretations. So what | amgoing to try and do
is develop a framework for you, the Comm ssion, to
better understand where this data sits in terns of
its ability to test what's going on in the rea
wor | d.

Before | get into the presentation, there are
just sonme basic concepts that | want to go across
so we are all on the sane page.

And the first one is that of anecdot al
experiences, and | think we all receive them and
sone of them brought forward to the Conm ssion,
and how do you deal with them should they raise
concern? The answer is absolutely, yes, they
shoul d rai se concern. The problemis they are
often --

THE COW SSIONER:  Let ne just -- in my book, | don't

seemto have that. M first page is "Sonme terns".
Before that there should be a page "Sone basics".

THE COW SSI ONER:  (Ckay, hang on a m nute.

kay, |'ve got it now. Thank you.

So I'mtal ki ng about anecdotal experiences and how
you deal with them | think they should raise
concern, but they can often be wong and

m sl eadi ng. And they can never be used to neasure
harm or benefit in the real world, and the probl em
is they're subject to bias, opinions, and a | ack
of valid conparison. And |I'msure we've all got
experiences where we've had anecdotes and they've
turned out to be very wong.

| can give you one exanple fromny own
experience. Wen | first went into clinical
practice | used to assist at surgery. And one of
t he common procedures was to do stomach surgery
called a V&P, vagotony and pyl oroplasty, to treat
stomach ulcers. And the patients seened to get
better and the surgeons thought it was a great
thing. And it wasn't until nuch |later when we did
proper studies that we understood that nedical
therapy was preferred and this surgery just
essentially disappeared. So | think anecdot al
experience is inportant, but | don't think it can
be used instead of good studies.

The second point, and this is going to differ
fromsonme of your other presenters, is | amas
much interested as a clinical epidemologist in
what's been m ssing as what's been presented. So
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part of ny study is going to deal with what isn't
her e.

And the third one, | think we all know that,
you know, there's lies, damm lies and then there's
statistics. So when people present nunbers to
you, you've got to be a little bit careful, and
especially descriptive ones. Descriptive
statistics are ones that you just describe a
popul ation. For exanple, how many people in this
roon? What's our average wei ght, height and age?
And the analogy | could give you, it's sort of
like if you're a hockey fan saying that, you know,
t he Canucks played really well last night. They
scored two goals. They only got four penalties,
and unl ess you knew what the other teamdid, if
the other team say, the Ednonton QG lers got no
goal s, the Canucks did very well. |If they got
seven goals, they didn't do very well. So
descriptive statistics on their own can be very
m sl eadi ng.

And the fourth basic point |I'mgoing to make
that's going to conme out again in this --

THE COWM SSIONER: | can't help but think that the old

saw about the star cones out on the ice, roars
down to the other end and scores, and then the
ot her team cane on the ice. (Laughter).
That woul d be a descriptive statistic.

The fourth basic point that's going to cone
up in this presentation is beware of
extrapol ations to the real world. | nean, the
bottomline, if you want to know what's goi ng on
in the real world, you should be studying in the
real world. It is very hard to do studies in a
non-real world situation and then say, well, they
fit into the real world. So there will be nore on
this.
tle nore technical, but it's
sonet hi ng t hat think bears paying a little bit
of attention to. In clinical epidemology, we
tal k about the quality of studies, of research
designs. And what we really nean is their ability
to nmeasure what's going on in the real world, both
harns and benefits. And there's three big things
we | ook at. We |ook at how they're neasuring
effectiveness. That neans is it measuring
sonething in an ideal situation, or is it actually
measuring what's going on in the real world?

This is alit
I
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The second thing we want to | ook at to decide
on the quality or the ability of the study
designed to answer a question is whether or not
there's a conparison group. And | nentioned this
earlier, that we're really interested in
conparing, you know, an intervention to the
alternative. W're rarely interested in that
intervention conpared to itself or to nothing at
al | .

And the third thing we ook at in terns of
quality of studies is the ability of the study to
control bias. So one way of controlling bias is
random zation so you get equal balance in the two
study groups. There's other ways, such as
bl i nding the person giving intervention and/or the
reci pient, or even the person doing the analysis,
you can blind themand that all helps to control
bi as.

The point I'mtrying to make i s that various
study designs have nore or less ability to neasure
this what's going on in the real world to nmake
conpari sons between groups and to control bias.
And the top of the line as I'mgoing to get into
is called a neta-analysis, and I'I|l describe that
in a mnute. Next down would be random zed
control trials, which we were discussing |ike ABBA
earlier. The third |level would probably be
anal ytic studies, where you don't have control of
the intervention but you' re kind of observing what
happens in two groups in the comunity. And then
we get down to further away fromreal studies,
whi ch are ani mal studies, volunteer studies, case
reports and the |like, and these are not being done
inthe real world. They're not doing conparisons,
and they have a nmuch greater increase for bias.

One thing you're going to hear about in this
presentation is a thing called power. | think
it's very inportant that you need to understand
when you do a research study how nuch power you
need to actually see the difference you're | ooking
for. And an exanple would be, you know, | was
trying to think of a good sinple exanpl e because |
understand the need for power. And | thought,

well, | play golf and if | had a putt 40 feet
away, and | thought the odds of sinking that putt
was say one in a hundred, I'd have to putt it a

hundred times to sink it once. If | then did the
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study and said, okay, we're going to putt five
times, the putt didn't go in therefore there's no
hole there, | think we'd all understand we hadn't
putted enough tines. W'd probably, if it was one
in a hundred we m ght have to putt five or six
hundred tinmes to sink it two or three tines to try
and figure out what the odds are. So the size of
the study, as I'mgoing to try and show, is
incredibly inportant in terns of determ ning how
valid the outcones are.

The sixth thing that's going to come up is
the notion of relative risk. And this goes back
to the conparison groups. 1In clinica
epi dem ol ogy we're nore interested in how nuch
i ncreased risk does one intervention or decreased
ri sk does an intervention cause as opposed to its
alternative.

And the | ast epidem ol ogical term| am going
to use that's going to come up is a thing called
causation. A very fanous man, Sir Bradford Hill
years ago came up with nine rules, that if you
start seeing these, you' d better start thinking
that there is a causative relationship between,
you know, whatever the intervention is and the
outcone. You don't have to have all of them and
it's not for sure, but the nore you see, the nore
likely there is a causative relationship, and this
is taught to virtually every nedical student.

kay. Wth that beginning, and if there's
any confusion in those ternms or you want
clarification, please feel free to interrupt.

What | would do as a clinical epidemologist,
if sonething like an intervention, |ike the Taser,
came by ny desk, | would start at the top and say,
okay, has a neta-anal ysis been done?

So what's a neta-anal ysis? A neta-analysis
i s sonething that conbines a nunber of studies
together, brings the data and allows you to | ook
at bigger nunbers. It also allows you to | ook at
the different popul ations that were studi ed and
gives you a better idea of who this intervention
is relevant for.

It's kind of hard for nme wi thout, you know,
giving you a course in this to give you all the
details of what a neta-analysis is. So what |
t hought would be a better idea is just to read you
the results, and | quite sinply, what | did was |
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went to the Cochrane database and there's a new
met a- anal ysis which I think is interesting. |I'm
just going to read sone of the relevant points,
and | think that should clarify what a neta-

anal ysis actually is. This was just published,
SO:

Ani mal and physi ol ogi cal research as well as
observational studies suggest that _
ant i oxi dant suppl ements may i nprove survival

So there are sone analogies to Taser. There is
ani mal studies, there's physiol ogical research,
and there's observational studies that were kind
of in support of a benefit of inproved survival
wi th antioxidants. However, when they did the
nmet a- anal ysis, what they did is they found 67
trials, different studies. Wen they conbined the
data, they had 232,550 participants. So the point
here is, is the size that's required to actually
see a difference, or not to mss any differences.
And at the end of the day, after they conbined the
data, the overall antioxidant supplenents had no
significant effect to nortality.

|"mnot reading in the entire study.

So the nmeta-anal ysis has answered a question
that all the individual studies really couldn't
answer .

THE COW SSIONER: So this is how you get power?

A

You get power by increasing the size.

THE COW SSI ONER: Yes.

A

| was principal investigator of the SELECT Trial,
which is a cancer prevention trial. | was the
princi pal investigator for British Colunbia, and
it was 200 sites across North Anerica. W had
35,000 participants. That was the size we thought
we needed to see the results of the intervention.

Now, this isn't just in, you know, things
like vitam ns or antioxidants or stuff |ike that.
This is a quote out of a textbook:

In the 1990s until a neta-analysis on
treating heart attacks was published,
ineffective treatnments were bei ng recomended
and highly effective treatnments were not.

So to nme this is very powerful information that
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the standard for a clinical epidemologist in
eval uating scientific literature about
interventions in the community, certainly health
interventions, that a neta-analysis is incredibly
inportant to have. It may not be practical, it
may not be feasible, but if it's mssing - and
this is a quote from Archie Cochrane of the
Cochrane Col |l aboration - "it is a great
criticism" He neant of our profession. But |
think it really shows that you are | osing your
ability to see what's goi ng on.

My own experiences, | was involved in the
Cochrane Col | aboration here in Vancouver, and we
were in charge of hypertension research for around
the world for a nmeta-analysis. So all the
Cochrane hypertensive research canme to us, and we
actually published one. It went in the CVMAJ years
ago, and it showed that despite all these trials
on sone very powerful anti-hypertensive drugs,
that for first line therapy, the risk of death was
not reduced, in fact it was better to use the old
line diuretics. And | have got the -- that's in
t he references.

So when it conmes to the Taser literature that
| was provided with and tried to identify, there
are no neta-anal yses or systematic abuse coul d be
identified. So in a sense there is sonme very
powerful information mssing. So that often
happens. So, you know, it can happen. So your
next step to look in ternms of evaluating the
scientific literature would be to say, okay, have
t hey done a random zed controlled trial or a
controlled trial in the community? And again
we' re back to those issues, you know, you'd like
to see it random zed, you want to neasure
effectiveness. You'd like to see it done in the
popul ation in which it's going to be used.

And we tal ked about ABBA.

And | should tal k about another study that |
di d, because sonetines there's a criticismsaying,
wel |, you know, this technol ogy, you know, it just
doesn't lend itself to clinical trials. It's
unethical to doit. You can't do it. And our
centre, we were pretty good at designing studies
that could take care of conplicated situations.

One study where it was really inpossible to
random ze an i ndivi dual person doing the
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i ntervention, we random zed by geographic area.

In other words, what we did is we would find two
areas that were very simlar or ten areas that
were very simlar and then we'd random ze by area
so the intervention would go into one area but the
alternative would go in the other area.

And what | was thinking about, and I would
need tine to really sit down and design the best
random zed clinical trial for sonmething |ike the
Taser. |'ve never been asked, but |'mjust saying
if theoretically | had to think about it, it would
take sone tinme. But one thought was you coul d
take a series of agencies, or you could have at
the start taken a series of agencies, say 20
agencies, matched themfor simlarities,
random zed themto one getting Tasered, one to
having the alternative intervention, whatever that
was, and then followed them | ong enough to get the
size of the study big enough to actually see what
was going on. That's just alnost an off-the-cuff
remar k.

But | guess the point I"'mtrying to make, the
two points I"'mtrying to make is (1) it's not
necessarily unfeasible to do a study on Taser.
think it's highly feasible. It would be
expensi ve, but as a person evaluating the
literature, if the study is mssing, |I'm now
stepping further down that hierarchy of quality of
studies in having the ability to understand what's
going on in the real world. So now we're kind of
nmoving away fromcontrolling bias and we're noving
away, and we're noving down the scale.

So | asked the question, are there any case
control or cohort studies? These are analytic
studies in the community. And yes there is one.

It was done by Ordog, and it showed that - and the
sanple size was 22 - there was 218 peopl e Tasered,
but your sanple size is based on the small est
group and there was 22 people that were shot with
a .38 Special. And the nortality rates were
highly different: 50 percent died when you used
the gun, and 1.4 percent di ed when you Taser ed.
They said the two groups were matched, were
simlar. | think it would be very difficult

unl ess you random zed to actually have that

mat chi ng exact, but | accept the study's
statement .
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The problem though, is that that sanple size

is so small, | don't think there's any power to
confirmthat figure of 1.4 percent. |If you did
confirmit, | think you would be tal king about a

high nortality rate. So | amnot quite sure how
to interpret that. And | think the use of Tasers
changed.

So now |'ve gone through neta-anal ysis,
random zed clinical trials, basically analytica
observational studies in the community, and now
we' re | ooking at other human studies, and these
are the ones that have been presented to the
Comm ssion. And |I'mnot going to bore the
Commi ssi on by goi ng through each individual one in
detail. They've been presented by several
presenters. |'mjust going to highlight sonme of
the issues that I saw when | reviewed them and
this will probably not be new information.

So Ho has produced studies, small sanple size
of 66. The first study that | reviewed was in
2006. The participants were healthy, they were
resting, the single shot, the vector was attached
to the back. The ECG was not taken during the
shot for obvious reasons of interference.

Vilke did a study. It was also small, 32.
Again they're healthy, single shot attached to the
back, we think, or we don't know. Sonme ECG
changes apparently were not ed.

Levi ne, another small study, 105, healthy,
single shot in the back. Sone increased heart
rate was noticed, sonme ECG changes.

There was a study that was quoted earlier by
Cao, C-a-o, about myocardi al capture, 240 beats
per m nute by a pacemaker after Taser. There is
sone evidence your |actate goes up a bit.

So what do you make of all this? And | think
the other presenters were sort of arguing back and
forth about did it capture, was there cardi ac
capture, about the neaning of the ECG changes, the
potential for netabolic changes, you know, was it
shown to be safe because there's no ventricul ar
fibrillation or cardiac capture in the vol unteer
studi es.

| took a different approach. 1 was nore
interested, not in the outconmes, but in the design
of the studies because it's been ny experience
that often how the study design tells you what the
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investigator is really thinking and what they're
interested in. It bothered ne that the sanple
sizes were so small for the reasons | have spoken
to you previously. And | spoke to Dr. Ho
afterwards and sone of the studies com ng up, and
he said sone of his sanple sizes were as |ow as
15. The 2006 one was 66. It was very small. |
amgoing to do a power analysis later, but to ny
opinion there is alnost no power to detect adverse
events unless you had a very high frequency in the
comunity.

The other things with the design, where many
tinmes they were holding the subjects up to keep
themfromfalling, or they were -- Dr. Ho showed
pictures of themlying on a mat for protection.
And this kind of indicates to nme that what the
i nvestigator was worried about, that he was
worried about the problemw th falls. And
certainly this is not real world research when
you' ve got people lying on a mat and you're
zapping them you're hol ding them up

Most experinments were a |imted nunber of
shots, nostly single shots, and they were to the
back. So that's not the experience, | don't
think, that's been going on in the real world,
that sonme of the studies were showi ng that people
are getting shot as many as 14 tinmes. The
potential of the Taser is 200 shots tinmes five
seconds, as we learned fromDr. Reilly.

And | think the health and the wei ght of the
volunteer likely wouldn't match the real world.
These are healthy police officers generally, not
al ways.

So at the end of the day the bottomline is
these studies aren't designed for the real world
and they lack size. The critical issue, they |ack
any size to see relatively rare events. | don't
think you can extrapolate this data into the real
wor | d.

THE COWM SSIONER: | take it the rarer the event, the
greater the size has to be in the...

A Absolutely. If you're trying to neasure sonething
with, you know, that you need, say it's one in
500, and you do sonething 50 tines.

THE COW SSI ONER: Yes.

A VWhat are the odds of you seeing anyt hing.

THE COW SSI ONER: Yes.
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A And being sure, you know, that it's true. That is
t he issue.

THE COW SSI ONER: Li ke your golf shot.

A Exactly. So going back to the real world, what
can we | earn fromsone of these case reports? You
know, there was sone evidence of ventricular
fibrillation, or sone reports of ventricul ar
fibrillation. There was a mscarriage in a
pregnant woman. There was an ocular injury in a
mal e, terrible photograph attached to it. There
was intercranial penetration in a teenager, you
know, one of the barbs penetrated the cranial
cavity. There was an epi sode of sonebody, the
nmuscl e reaction of being shocked whil e standing
caused a conpression fracture of the back. There

was, | think one presenter tal ked about sonebody
bei ng very nuscul ar and actually fracturing an
arm

| think there's a whole bunch of injuries
around falls, you know, that aren't even being
measured, you know. An area that |I'minterested
in, which is traumatic brain injury, | have
actually witten a chapter in a book, you know, if
you fall and you have your brain injured, that
decreases your life expectancy. And so | didn't
see any evidence that really these kind of
injuries are getting neasured in the community.

We know from sone of the studies, especially
that Florida study, that many of the people
getting Tasered have heart problens, they' ve got
drug problens. W've heard about the
hyperadrenergic state, and frailty, and we know

that --
THE COW SSIONER:  That's | ack of fluid?
A No, two much adrenalin, people are over-excited.
THE COW SSI ONER:  Ch.
A | think Dr. Kerr --
THE COWM SSI ONER:  Yes.
A -- used that term hyperadrenergic, excessive

adrenalin. And there were sone presentations that
indicated that receiving nmultiple shocks could
i ncrease risk

So to ny mnd when | |ooked at this, you
know, I'mstill a long way down in terns of
quality of research, but it did raise sone
guestions of what is a safe population to use it
in and what is a safe frequency to use it in. It
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really made ne think about are we neasuring, are
we so focused on, you know, sudden death that we
may be m ssing a whole bunch of other injuries
that haven't even cone to the |light of day yet.
But the bottomline with these case reports, of
course there's no denom nators, we don't know out
of how many tines the Taser was used, you get any
of these things. So it's very hard to interpret
t hi s dat a.

THE COW SSI ONER:  Coul d you just tell me again your

A

reference to no denom nator?
Well, if, you know, miscarriage in a pregnant
woman, for exanple, or ocular injury in a male.

THE COW SSI ONER:  Yes.

A

So that's one. But out of how many? How many
times do you have to shoot it, you know, is it a
mllion, is it 100,000, you know. And if you
conbine all the injuries, the potential injuries,
okay, so conbined effect of injury, what's the
denom nator, how many, what's the risk rate? |
may clarify that a little bit with a slide that's
com ng up

So comng further down in terns of study
design and ability to see what's going on in the
real world, there was a | ot of presentations on
the swine studies. And again |'mnot going to go
over themin detail, | think they've been well
dealt with, but just sone of the highlights. It
was shown that Taser shocks can capture the heart.
It was shown that |ocation of the shock over the
heart was a strong predictor of nyocardi al
capture. The sw ne studies showed that if you
sinmul ated an excited state with adrenalin, that
i ncreased the capture rate, and |lethal arrhythm as
were denmonstrated. And it did show that fatal
epi sodes of ventricular fibrillation could be
i nduced.

Sone ot her quotes, that the X26 Taser current
will directly trigger ventricular fibrillation in
pigs. And that's when the stinulation dart is
cl ose enough to the heart, the distance that cause
ventricular fibrillation varied but using one
standard deviation as a range inplied the
di stances over 23 mllinetres could trigger
ventricular fibrillation.

And that's going back to one of the studies.
Everybody keeps quoting this distance of 17
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mllimetres. But if you read it carefully,
there's a confidence |imt around that, which
means that it could be reasonable that it could be
as nmuch as 6.48 mllinetres wider or narrower to
be in that dangerous depth.

But it did show that echocardi ography of an
erect human showed skin-to-heart distance of 10 to
57 mllinmetres. So the potential of having the
dart, even though it's a |low probability, it's not
zero. It is there

They went on to do sonme prol onged shocks, so
severe netabolic and respiratory acidosis
occurred, but when sone of the studies did only
one five-second pul se, there was no evi dence of
ventricular fibrillation.

So agai n what does one nmake fromthis other
than that these are, you know, these are anim
nmodel studies, they're not real world studies.

One of the comments in one of the articles, that
is a quadruped |like a swine has nore fat and
nmuscl e across the chest and therefore it may be a
poor nodel. Oher comments that these aninmals
wer e anaesthetized, so it's not real world. If
you add epinephrine to try and stinmulate the real
world, the rate of capture of your heart rhythm
rises. It does show that ventricular fibrillation
can be induced, so it's not a theoretical issue.
It's biologically plausible. Mocardial capture
was recorded with inter-cardiac nmeasurenent during
shocks, which supports a biologically plausible
nodel .

And what's interesting as an epi dem ol ogi st
is that there's a dose response goi ng on here,
that the nore you shock, you know, the nore chance
you are of seeing an arrhythm a.

The huge problemis the small sanple size.

As one presenter said, you know, it's very hard to
catch it on the T-wave, if that's what's going on
So you'd need a lot of events to start having
probl ens show up. At the end of the day, as a
clinical epidemologist |I just have to concl ude
these studies really don't represent the real
wor | d.

So is there anything el se that we can | ook at
that could give us nore infornmation about the
harns or benefits of the Taser in the popul ation
in whomit's being used? And this is an
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approxi mation of a slide that was presented to
this Comm ssion and |'ve titled "Is the popul ation
data conpelling?" Wen | first sawit, | said
this is really pretty inportant information
because you've got the rise in Taser use, which is
that blue squiggly line that roughly represents,

t hi nk, our RCMP use over the last four or five
years. So that's a cl ose approxi mation of the
increase in RCVMP Taser use. It's up around 500.
And then this bottomline represents the seven
deaths in B.C. and you can just see basically a
flat |ine.

When | first |looked at it, | said, you know,
that really indicates that rising Taser use is not
having any inpact. But then | went back to ny
clinical epidem ology training and said, well,
that's not really the question we're after. Wat
we want to know is are we capable of detecting a
relative risk? Are the nunbers there to detect a
relative risk? Rather than just that flat |ine.
And if the problemis that the event rate is | ow,
simlar to the problemthat |I've been describing
of the swine in the volunteer studies, then we
coul d have a probl em

So | just did an exanple. | said, for
exanple and only theoretically, let's say we
wanted to be sure that a device |ike the Taser
couldn't be responsible for one of the two in-
custody deaths. That would be a relative risk of
doubl e, and | think anybody would say that's a
very significant risk, and this is very
theoretical. This is nodelling. But let's just
say there was a device |like the Taser and we want
to make sure it wasn't responsible for one out of
two deaths in custody.

If we knew that the risk of death was
relatively uncommon for in-custody situations,
before the introduction of a device |like the
Taser, or when it wasn't used, say, another group
it wasn't used. Then |I cal culated you woul d need
just under 50,000 subjects or 23,547 per group to
have an 80 percent statistical power of detecting
this increase in relative risk. That's the kind
of size you would need to be sure that you weren't
mssing a fairly significant relative risk of
Taser use. A 40 percent increase in risk would
requi re even bigger nunbers. And if a device |ike
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t he Taser increased your risk three tinmes, you'd
still need close to 10,000 events to be sure that
you hadn't m ssed that relative risk

So | nodelled it different ways and the term
we use, the need for |arge nunbers to neasure
risk, is robust. You know, no matter how you
change it around, you've got to have |arge nunbers
because | think the event rate is reasonably | ow
So | think there's a serious chance of mssing a
very significant relative risk to the use of
Tasers, given the existing data.

But that's not the whole story. Wat about
all these other injuries? And sonme data was
presented. It was unpublished and |I'm just going
to take it at its face value and use it as an
exanple to develop this idea that we could be
m ssi ng significant outcones.

The data that was presented | think showed
that there was 231 out of 271 cases where 85
percent of those Tasered had no or mld injury and
it gave a confidence limt of 80 to 89. And |
think the point that was bei ng nmade was t hat
basically it's a fairly safe instrument that nost
people are not seriously injured by it.

What wasn't stipul ated was those confidence
limts are based on assunptions, including a
constant probability of being injured and of each
event being independent. |If some officers were
using the Taser nore than others, or if the
persons receiving the shocks weren't uniformin
terms of the risks, then you would have a thing
cal | ed over-di spersion, which would create a
| arger variance, and this is statistical, but your
confidence limts would nost likely wden. |
don't expect you to follow that argunent
technically, but the conclusion that | cane up
with that sinply put the risk of injury of nore
than no or mld injury could be higher than
i ndi cated by this data.

So where have we been? A nunber of deaths
have been associated with the Taser use. This
tenporality does point to a possible causative
rel ati onship, especially if there are other
supportive factors.

One of the other presenters tal ked about a
post hoc fallacy that just because sonething
happens, and that sonething happens after that,
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that you can't trust that. You nust understand,
that may be true, but the other statenent is
supposed to go along with it. If there are other
supportive issues, then that does support a
causative relationship. And that's going back to
these rules of causation by M. Sir Bradford Hill
So we have this tenporality where people are
getting Tasered and dying. W have ani mal nodels
that point to a possible biological nmechani sm
that include nyocardial capture. There are sone
dose response rel ationshi p going on.

These other two rules of causation favour a
causative relationship and therefore tenporality,
| think, is an issue. |I'mnot saying there is a
causative rel ationship, but I'm saying these three
things do tend to support a causative
rel ati onshi p.

THE COW SSIONER: W were told by - | forget the
doctor's nanme, it was difficult for ne to
pronounce - that if an autopsy shows that there is
no ot her cause of death in that you can't
determ ne whether ventricular fibrillation caused
death, that that is evidence that that is what
caused death

A That's been ny nedical training, that an
el ectrical death, in the absence of any other
cause based on autopsy, then electrical death is a
i kely cause, yes.

THE COW SSI ONER:  And does that fit in the indicia of
connection?

A What |'mreally trying to do here is take the
rul es of causation, and they, and nore of them
that are positive, the nore likely --

THE COW SSI ONER:  Yes.

A -- that you can get a relationship. | amreally
trying to deal with the issue that sonebody tal ked
about post hoc fallacy and don't worry about the
fact the people get Tasered and then they die.

And | think that's an over-sinplistic way to | ook
at it. Fromthe point of view of a clinical

epi dem ol ogist, | would be | ooking at the
tenporality. | would then be |ooking at others of
those rules in ternms of is there a biol ogical
possibility and is there a dose response
relationship, and in ny personal opinion | think
there is evidence that that exists, so | think it
poi nts towards a possible causative rel ationship.



22
Dr. Keith Chanbers (Medical experts presenter)
Presentation

OCO~NOUITRAWNE

But at the end of the day we have ani mal studies
and volunteer studies that don't represent the
real world and don't neasure the magni tude of the
harns or benefits.

W' ve tal ked about the relatively snal
sanple sizes relative to the |ow event rates; the
fact that there's no neta-analysis, no systematic
abuse, no controlled trials on a popul ation for
whi ch Taser use has been designed. There are
anecdotal reports and police data have pointed to
benefits. However, there's no standardized
dat abase or validated and published studies that
accurately nmeasure benefits that | could identify
based on the current use. And case reports have
pointed to a nunber of other injuries and risks
for the device as we di scussed.

So where are we right now? In ny mnd we
have no idea of the relative risk of death in a
| arge popul ation due to Taser use. A significant
risk could be being mssed due to a | ack of study
inthe real world. W really have no handl e on
what other injuries associated with Taser use
m ght al so be inportant - standing fractures,
falling fractures, spinal cord injury, brain
injury - as these are not being routinely foll owed
in a systematic way.

O her presenters have pointed out that we
have no standards for when to use a Taser between
agencies. And one thing that's not happening is |
can't find any evidence that we're devel opi ng
accountability for changing technol ogies. W' ve
got new generations of devices comng on. It
appears the use of the device is changing. So ny
background tells nme that the bottomline is that
badly needed | arge sanple size data on which to
base policy decisions is mssing and is not being
systematically being collected at present.

It may be too late to conduct proper
controlled trials, but not to set up sone form of
nodel systemto track outcones. And I'd just |ike
to take a nonent here to tell you what the node
systemis. Years ago in the United States they
were having a problemw th their spinal cord
injuries. They weren't getting the kind of
out cones they wanted and what they did is they
went and got funding from Congress. It was an Act
of Congress. And they took funding and they went
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to several hospitals, Magee, Shriners and sone
other hospitals, and they said if you will build a
dat abase to foll ow the outcones and put in place
sonme guidelines as to how you're going to treat

them and sone facilities, we'll give you funding.
| f you don't keep the quality of what you're doing
up, we'll withdraw the funding. So it was driven
by financial funding.

Sone hospitals signed up, did very well, sone

couldn't keep it up and were dropped, and the
system has been able to collect an incredible
anmount of information on spinal cord injury. And
it's really gone as one of the nodels for database
collection in interventions around North Anerica.
|"ve given you the references, the textbook. It's
really worth readi ng what they've done and managed
to do.

Finally, where should we be going? | think
gui delines are badly needed at this point in tine,
and it woul d appear reasonable to ne at |east, and
this is ny opinion not as a clinical
epi dem ol ogi st, just as, you know, sonebody who
has conme to this Conmm ssion and is | ooking at
these events. | think it would be reasonable to
make these conservative guidelines with sonme form
of use limtation and until the appropriate
popul ati on data conparing harns to benefit is
avai |l abl e.

| think guidelines should be standardi zed, at
| east provincially.

| think the condition of use and indications
for use by an agency should require conpliance
wi th a standardi zed reporting mechani sm

And | think the reporting should be linked to
sone kind of an outcone database, a | arge
dat abase, hopefully al ong the nodel of the nodel
system

And finally, it's obvious to ne that all the
st akehol ders, the conpany, enforcenent agencies
and the governnent shoul d be encouraged to get
together to find common ground to devel op research
strategies, including the creation of a |large
i ndependent nmulti-centre database to resolve al
t hese unanswered questi ons.

THE COVM SSIONER: Wl I, that is very, very hel pful

That's a finish.

THE COW SSI ONER:  Yes, indeed. The presentation is
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conplex but | think the point is clear, and |
believe | have it.
A Thank you.

THE COWM SSIONER: I'I| read it again. Al right.
Counsel, do you want a few m nutes, or how are we
doi ng?

MR. VERTLI EB: Perhaps so, yes.
THE COW SSIONER: All right. A brief adjournnent,
t hen.

( PRESENTER STOCD DOWN)

( PROCEEDI NGS ADJQURNED)
( PROCEEDI NGS RECONVENED)

THE COW SSI ONER: The good Doctor is gone. | wanted
to thank him but that's fine.

MR. VERTLIEB: Let ne see if he's still here. Just a
m nut e.

THE COWM SSI ONER:  No, never m nd.
MR. VERTLIEB: No, that's all right.

DR KEI TH CHAMBERS, Medi cal
experts presenter, resumed.

THE COW SSI ONER:  Oh, Doctor, | just wanted to thank
you very nmuch. That's a lot of effort, and thank
you, it's very hel pful

A Thank you.

THE COW SSI ONER: All right.

A | hope it's hel pful.

THE COW SSIONER: No, it is.

( PRESENTER EXCUSED)

MURRAY MOLLARD, | nterested
groups and i ndi vi dual s
presenter.

THE COW SSI ONER: Good norning, M. Mllard.

MR. MOLLARD: Good norni ng.

THE COW SSI ONER:  Yes, counsel .

QUESTI ONS BY MR. M GOWAN:

MR. McGOMAN:  Yes, M. Comm ssioner. The next
presenter is M. Murray Mollard. He is the
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Executive Director of the B.C. Gvil Liberties
Associ ati on.

C M. Mllard, just before we send you off on your
presentation, I'mgoing to spend just a couple of
m nut es on your background as has been our custom
You have a Bachel or of Conmerce from UBC, 19867?

A yes.

C You subsequently went to MG Il and conpl eted your
| aw degree there?

A Yes.

C After which you spent sone tinme practising in the
areas of | abour and environnental |aw?

A Yes.

C You worked on the Oppal Commi ssion of inquiry into
policing in this province?

A | did.

C You got your start with the Cvil Liberties
Associ ation, at |east as a permanent nenber in the
1990s as the Policy Director?

A That's correct.

C And you took over the position of Executive

Director with the Association in 20017

A Yes.

MR. McGOWAN. Thank you. Pl ease commence your
presentati on whenever you're ready.

PRESENTATI ON BY MURRAY MOLLARD, B.C. C VIL LIBERTIES

ASSQOCI ATI ON:
A Thank you, and M. Conm ssioner and Conm ssion
staff, 1'd like to on behalf of the B.C. Gvil

Li berti es Association thank you for inviting us to
speak and i ndeed accommobdati ng sone of mny schedul e
to appear today. And | guess |'mlucky enough,
perhaps to have the last word, at |east on the

public --

THE COW SSI ONER: Wl |, maybe not quite.

A On the public presentations, yeah. No, | joke,
j est.

But nore seriously as a way of introduction
to the association, you may be famliar that the
B.C. Gvil Liberties Association has been doing
its business for alnost 45 years now, and we
consi der ourselves if not the |eading
organi zation, certainly one of the |eading
or gani zati ons advocating for civil liberties in
Canada and in the province.
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We have four program areas that include
public education, conplaint assistance, |aw reform
advocacy and litigation. Inportantly, and it
i nvol ves a range of areas, | nean, fromfree
speech to due process to anti-discrimnation, et
cetera. Wat's key today here, of course, is our
wor k i nvol ving police accountability, which has
really been a cornerstone of our work since 1962,
and it touches on all those four program areas
that | have just reviewed.

| want to say this at the outset. Police
bear a trenendous responsibility in Canada's
denocracy. They are responsible for public safety
and serve the public by preventing and
investigating crinme. 1In doing so that they at
times place their own lives at risk in dealing
wi t h dangerous and violent individuals. And for
t hose reasons they are very deserving of our
respect and support, generally speaking.

Sonetimes the association is considered to be
anti-police, in fact, w're very pro-police. W
recogni ze their absolutely critical role in our
soci ety.

At the sane tinme, the BCCLA recogni zes the
police possess extraordinary authority to
undertake this responsibility, including the power
to detain, arrest, use force against individuals
and sonetines |ethal force.

A hallmark of a liberal denocracy |ike Canada
is the rule of law as the legitimcy of policed
authority is dependent on the confidence of the
public and civil society, consistent with the rule
of law, police nust always remain fully
accountable to civilian authority. This is the
principle that really underlies all of our work in
terms of police accountability, and | think it's a
theme that will run through ny presentation this
nor ni ng.

In carrying out its responsibility to ensure
public safety, obviously the police nmust use
weapons fromtine to tinme, but weapons have
obvi ously tremendous inplications for the civil
liberties of individuals. Qur subm ssion is that
whenever a new weapon is considered for use by
police forces, there nust be thorough and
i ndependent - independent of police - research and
anal ysis into whether a weapon poses or does not
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pose an unreasonable risk of harmand safety to
the public. |If it does not pose such a risk, then
clear rules and regul ati ons about training, use
and accountability regardi ng the weapon nust be
establ i shed before the weapon is approved.

Consistent with the principle that the police
are responsible to civilian authority, the
responsibility for the assessnment and regul ation
of new weapon technology lies with the civilian
governnment, not with police. Indeed, public
confidence in the police can only be maintained if
t he police and weapons |ike the conducted energy
weapon are in fact, and are perceived to be,
serving the public interest, not sinply the
police's interest. That neans that solicitors
general, attorneys general, nust take
responsibility for ensuring that new technol ogy,
technol ogy especially like the CEW that can,
t hi nk uncontroversially, inflict severe pain on
i ndi vi dual s and may cause irreparable harm does
not pose that unreasonable risk of harmto
Canadi ans. These sane authorities nmust ensure
that there are high and appropriate uniform
standards with respect to the regul ati on of these
weapons.

| think there's a lesson to be drawn from
CEW and Tasers generally since its introduction
al nost ten years ago. There's an inportant |esson
that, and we submt that the Braidwood I nquiry
shoul d recommend to the provincial governnent that
nmore careful study, research and assessnent occur
bef ore any new weapon. | nean, we're here, of
course, your inquiry is all about CEW, but use of
force, and | think it's predictable that in the
not too distant future we'll see other new weapon
t echnol ogy, and that when new weapon technol ogy,
before it is introduced, the proper studies, the
proper research is undertaken before it's
i ntroduced into general use by police forces. And
that if such technology is not posed to be an
unreasonabl e risk, that that regulatory
environment is created before its depl oynment.

| want to go into the sort of second part of
my subm ssion this norning, and that is to talk
about police governance generally, and especially
wWth respect to the conducted energy weapon. CQur
submi ssion is that there has been indeed a | arge
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failure and utter failure, alnost an abdication of
responsi bl e governnment control over the

eval uation, regulation of the conducted energy
weapon by police forces in British Colunbia and
Canada.

Now, we go back to the beginning and you' ve
heard, | think, from M. Dosanjh, you certainly
have heard from M. Begg, the Director of Police
Services currently, in ten years ago or so when
t he weapon was introduced about how we were sol d,
and certainly the Cvil Liberties Association was
sold on this technol ogy as sonething that was
going to save |ives because it was going to be
used as a substitute for firearns. |In the words
of M. Begg before you when he presented:

It was expected that Tasers would be limted
to being used in situations where subjects
were violent, aggressive or arned, in other
words, in situations with a very high |eve
of risk and potential for serious injury to
both police officer and subjects.

That was the anticipated use nodel at the tine
when t he weapon was approved.

And to be fair to M. Dosanjh, our position
was nmuch the sane as him \When asked by the nedia
whet her we opposed this technol ogy, we said, well,
| ook, we're not experts on the technol ogy, safety
of this weapon. That's not our role. That is the
governnment's role, though, to ascertain. But to
the extent that it can save lives because it wll
be used instead of a gun, this is an option that I
think is worth | ooking at and worth testing. But
we also said if that's going to occur, what would
have to acconpany with it was clear, high,
uniform |egally enforceabl e standards.

| want to just pause here. The pilot project
that the Victoria Police Departnent conducted, as
| understand it, was a very short project pilot,
six nmonths in length. At sonme point, in the
mat eri als that our association has been given by
the Mnistry of Attorney General, | read
sonewhere, and I'msorry | couldn't, | went back
to find the source of this, but there was a
suggestion | thought | read and I'lIl continue to
|l ook for it, that in that six-nonth pilot project,
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13 depl oynents were reviewed as the basis for
approvi ng the weapon. In ny subm ssion, M.
Commi ssi oner, 13 deploynents over a six-nonth
period is not the kind of pilot project that
shoul d be the basis for an approval of a weapon.

THE COW SSI ONER: Wl |, we just heard an extensive
presentation on that point.

A Thank you. We've all heard about the probl em of
usage creep since that tine, and we know that that
has been a growi ng concern. |ndeed, from our
association's point of view, in August 2004, after
a growi ng nunber of deaths being associated with
the use of the Taser locally in Canada and the
United States, we wote to then Mnister Rich
Col eman, who was the Solicitor General at the
time, asking himto undertake a conprehensive
review, including audits of actual use, in
formul ating provincial-wide policy and rules with
respect to the Taser. W urged the Mnister to
undertake a review and to inplenent those
standards. Qur letter is attached to our
subm ssi on

M. Col eman's response in 2004 in Decenber -
we al so attach that - was to point to various
reviews that were ongoing, including the office of
Conpl ai nt Comm ssioner, office of the Police
Conmpl ai nt Comm ssi oner, | should say, which he
not ed had made interimrecomendati ons and an in-
custody review by the Coroner's Service. To this
date we have heard of no word of the Coroner's
Service review and we aren't aware of any
standards. And of course | think it's fair to say
that there just sinply aren't any standards in
British Colunbia or Canada that are uniformfor
all munici pal and RCMP police forces.

| just note that again in 2004 when the
M nister pointed to the office of the Police
Conpl ai nt Commi ssioner's review, of course, we
know that it wasn't his review In a sense he
del egated the reviewto the Victoria Police
Departnent. And then | think that raises
gquestions about the independence of that review,
given the Victoria Police Departnent's investnent
in the technol ogy, and | think endorsenent of the
technol ogy early, froman early stage.

We submt that sone recent docunentation from
the Attorney Ceneral of British Colunbia to you,
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to your inquiry, further confirnms that the
Mnistry of Public Safety has failed to play an
adequat e governance role. There has been a letter
fromJohn Les dated Decenber 21st, 2007 to the
RCMP Deputy Commi ssioner. He also wote to the
Muni ci pal Chiefs at the tinme and he said this, in
qguot es:

The tinme has cone for British Colunbia | aw
enf orcement agencies to conme together to
clarify practices and policies around Taser
use and establish definitive threshold use
gui del ines and training requirenents.

Well, M. Comm ssioner, that's Decenber 21st,

2007. It's a long overdue statenent fromthe

M nister, a statenent that we have been asking for
fromthis governnment fromthe get-go. And

needl ess to say, you can understand our
frustration with respect to governance. |[|ndeed,
it"'s really only due to, | think, M. Dziekanski's
tragi c death, and the fact that his death was
captured on video that was broadcast to the world,
that has really brought us to this today, the fact
that the governnent is finally, finally waking up
to say that it's tine to actually have these kinds
of standards.

There was sonething in the docunentation as
well, there's sonmething called "Taser Trends in
B.C. Research Plan" that was a docunent put
together by the Mnistry dated February 19t h,

2008. It reconmmends options for anal yzing data of
past CEWuse to aid and identifying key issues
regarding the CEW. M. Kevin Begg and Joel
Johnston, the Provincial Use of Force Coordinator,
| think have made presentations that indeed they
are looking to ensure that there is greater
capture of data now. Qbviously we woul d support
that, but we say again that this kind of data
shoul d have been coll ected nuch earlier, and

you' ve heard a | ot about that, | think. But this
| acuna in data collection seriously underm nes the
capacity of police and civilian authorities to
ensure accountability and create appropriate

regul atory environnent.

| have got a quote from Paul Kennedy's
interimreport there that really takes the RCVMP to
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task over the fact that they haven't been
collecting data. | think obviously the sanme could
be said for nmunicipal police in British Col unbi a,
and i ndeed for the responsible governing
authorities, civilian governing authority, the

M nistry.

| want to talk a little bit about the
staffing wwthin the Police Services D vision.

It's our subm ssion that the Police Services
Division of the Mnistry has not had adequate
staff to provide the Mnistry with expert advice
regardi ng civilian governance regarding the
regul ati on of use of force, including the CEW W
note that the Oppal Comm ssion in 1994 recomrended
t he appoi ntment of a provincial Use of Force
Coordi nator. That didn't happen until 2005, that
Staff Sergeant Joel Johnston was hired on
secondnent fromthe Vancouver Police Departnent.

W' ve reviewed M. Johnston's background and
qualifications. And we submt that he's not in a
position to provide the sort of disinterested
expert policy advice and gui dance the Mnistry
needs wth respect to civilian governance. W're
not here to criticize M. Johnston. He's got a
job to do and obvi ously has expertise in the use
of force techniques. But ny point here, and |
t hi nk our association's point here is that
governing, civilian governing authority has to
have its own expertise independent of police to be
abl e to nmake assessnents about the safety of use
of force technol ogy and the regul ati on of that
technol ogy. That's our point here.

We've al so reviewed M. Johnston's draft
report and we noted that M. Begg expressed that
he had concerns about it, hasn't been adopted. W
share those concerns. In our view it does not
provi de a thorough academ c disinterested review
of the literature, nor a thorough analysis of the
I ssues necessary to provide sound policy.

We | earned through M. Begg's subm ssion that
the Police Services Division has hired and engaged
a program manager with expertise in police use of
force to provide what he called a "civilian | ens”
t hrough which to provide policy advice. W
obviously welcone that. W've |learned that this
program nmanager was only appointed in sonetine in
early 2008. W' re uncertain of her
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qualifications. |'ve had a quick chat with her,
but I'"mcertainly not in a position to assess

whet her in fact she's the kind of person | think
that the Mnistry needs and the expertise it needs
to have to independently of the police assess and
make regulatory policy with respect to the Taser.

| want to nove now to the idea that -- and
M. Begg suggested that he had sone concerns about
the legislative authority for this provincial
government to make uniform or inpose uniform
st andards on nuni ci pal police forces, and
particularly he pointed to part 8, which | think
sets out his authority under the Police Act.

We submt that the only inpedi nent to
ensuring that there are high uniformlegal and
enforceabl e standards with respect to CEW in this
provi nce, whether that be today or whether they
were first introduced is a lack of political wll.
It is not because there is inadequate statutes or
regul ations. And indeed we point you to paragraph
74(2)(t) of the Police Act that states:

Wthout Iimting subsection (1), the
Li eut enant Governor in Council my make
regul ations as foll ows:

(t) respecting the use of force by a class of
officers in the performance of their duties,
including without Iimtation..

And then it goes on to issues around training,
tal k about training. But we think that paragraph
is broadly worded and woul d support a specific
regul ation with respect to Tasers.

Furthernore, section 11 of the Use of Force
Regul ation states:

Each police force nust devel op or adopt a use
of force nodel approved by the director --

- that is the Director of Police Services -
-- and develop a witten use of force policy

that includes at |lest the follow ng force
opti ons:
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Then it goes through the sort of spectrum officer
presence, communi cation, physical control,
i nt ernedi ate weapons, |ethal force.

The BCCLA believes that the Director of
Police Services does actually have the | ega
authority today to deny approval of a use of force
policy by a municipal police force if he is not
satisfied with that policy. So we say that the
standards are there -- or, sorry, the regulatory
capacity, the legal authority to create those
standards actually exists today. Sure, you could
fine-tune the | egislation sonewhat, but we don't
think it's necessary to have those standards
today, nor was it necessary eight to ten years ago
when CEW were first approved in this province.

We submt to you and recommend to you, M.
Comm ssi oner, that your inquiry undertakes a
t hor ough audit and review of the structure and
staffing of Police Services Division, as well as
the Mnistry, to nake sure that they have the
proper capacity to provide civilian governance
Wi th respect to the regulation of CEW. As you
can tell, we are unhappy as an associ ati on about
what's occurred in the past. | think there's
| essons to be | earned, |essons about the future,
because use of force technol ogy obviously is
al ways going to be an ongoi ng issue.

| nove to the issue of public safety in our
subm ssion. W know that there has been nunerous
deat hs associated with Taser and CEW depl oynent .
There's, of course, |arge controversy about
whet her it's caused those deaths or not. But we
suggest that there is nore research needed. You
have heard, obviously, in |arge neasure throughout
the public hearings here and just recently this
nor ni ng from soneone who says in fact new research
and nore research is required.

We suggest research with respect to risk of
CEW applications to those with pre-existing heart
di sease, nultiple CEWshocks, vul nerable
popul ati ons, such as children, the elderly and
pregnant wonen. The physi ol ogi cal and
psychol ogi cal inpact of pain, we' ve heard about
how pai nful this weapon in fact is and we think
t here should be research about that. The risk of
CEW appl ications to those that have ingested drugs
and exhibiting synptons of serious agitation or
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di stress, and the risk of Taser applications to
t hose exhibiting signs of nental illness.

We say that this research nust be
i ndependent. Funding for this research nust be
provi ded by governnent, or sonme other independent
agency i ndependent of the police, or other
exi sting or potential users of the technol ogy.
More of the researchers thensel ves nust be
i ndependent, and perceived to be so, if this
research is going to be credible.

Qur associ ation advocates a precautionary
approach to conducted energy weapons. And we say
that given that scientific uncertainty that exists
t oday, and consistent with a precautionary
approach, we actually have urged a noratori um on
t he use of these weapons, and we urge that on to
you, M. Conmm ssioner, in your inquiry.

As an alternative, though, we'll also say
that if your ultimte recomendation is to
continue that the province and that the munici pal
forces be allowed to deploy Tasers, we say that
CEW depl oynent should be restricted to those
situations only where firearnms woul d be ot herw se
aut horized. W have pointed to sone provisions in
the Crimnal Code that | think are interesting
here, and |'mgoing to just read subsection (3) of
section 25, which says:

Subj ect to subsections (4) and (5), a person
is not justified for the purposes of
subsection (1) in using force that is
intended or is likely to cause death or
grievous bodily harm unl ess the person
bel i eves on reasonable grounds that it is
necessary for the self-preservation of the
person or the preservation of any one under
[their] authority...fromdeath or grievous
bodi |y harm

THE COW SSI ONER: Excuse ne. \Were are you readi ng?
A This is page 12 in ny subm ssion
THE COW SSI ONER:  Section 25, what...?

A Sub (3).

THE COW SSI ONER:  (3).

A | point out that there is sonme jurisprudence on
page 13. | am now on page 13 of ny subm ssions.

There is sone jurisprudence, indeed, a case naned
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R v Bottrell, 1981 case of the B.C. Court of
Appeal that has judicially interpreted the meani ng
of grievous bodily harmto nean serious hurt or
pai n.

| think it's uncontroversial now that the CEW
actual ly causes serious hurt or pain. Therefore,
arguably, looking at this section of the Code,
gi ven that CEW depl oynent is either going to be
intended or likely to cause grievous bodily harm
police officers are therefore not authorized
pursuant to this section to deploy CEW unl ess
t hey have a reasonabl e belief that the application
of this level of force is necessary for their
self-preservation, or the self-preservation of
sonmeone under their protection fromgrievous
bodi |y harm or deat h.

THE COW SSI ONER: Wl |, of course, as you know,
crimnal lawis all about intention and if the
officer is taught it's safe, then he's i nmune from
prosecution probably, just as a broad statenent.

A Well, | think that goes to the whole issue of
training, as well.

THE COW SSI ONER: Ch, i ndeed.

A "1l just point out the National Use of Force
Model that's used by nunicipal forces and the
I nci dent Managenent | ntervention Mdel that the
RCWMP use, and I'll just read fromthat. |'mon
page 14 now, M. Conmm ssioner. And this is how
t hey define essentially grievous bodily harm or
death as a category of resistance:

The client acts in any way which would | ead
the Oficer to believe that their actions
could result in death or grievous bodily harm
to the police or any other person. For this
| evel of behaviour to exist, the presence of
a weapon is not an essential elenent as |ong
as the fear of death or grievous bodily harm
exists. This level would be present in a
case of nobst weapon attacks and woul d of
course include the threat of the follow ng:
kni fe attack, baseball bat or firearns.

We note that prior to 200 there was actually
a provincial regulation regarding firearm use
which restricted that use of firearns to
situations where an officer had reasonabl e grounds
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for believing it necessary to protect his or her
life or the life of another, or to apprehend or
detain a person whomthe officer believes to be
danger ous.

| want to nove to tal king about the
regul ation of CEW nore generally, if indeed CEWS
woul d continue to be used and a noratorium woul d
not be placed on their use.

Wth respect to training we suggest, and
recommend, and urge that all new police recruits,
i ndeed anyone who is going to be authorized to use
a CEW receive standardi zed training under the
auspi ces of the Justice Institute. GCbviously
Taser trainers thenselves nust be certified to a
very high provincially enforceable standard. The
training standards and materials obviously should
be i ndependent of any training prograns from TASER
I nternational or any other manufacturer. They
shoul d i nclude current information regarding
health associated with CEW W suggest and
recommend no trainer or instructor should own
shares in any conpany that produces a CEW W
think certification should occur on an annual
basis, and that would, | think, assist in making
sure that everyone who depl oys Tasers woul d have
the nost current information possible.

| want to talk a little bit about crisis
i ntervention, because that's been an inportant
part, | think, of sone of the presentations that
you' ve heard. W say that police officers should
receive significant training in crisis
intervention so that they are able to interact
wi th individuals who have, they perceive having
health issues of whatever kind so that they are
able to deal wwth it in a way that | think is
going to be nost safe for the subject and al so for
the police and the general public.

You have heard fromthe Vancouver Police
Department that they have initiated a training
program and a fairly extensive training program
that provide their officers with crisis
intervention training. W'd |like to conmend the
Vancouver Police Departnent for that initiative.
We'd also like to endorse their - | believe they
suggested this, and if they didn't, we certainly
would - that all police officers undergo such
training and that the training be provincially
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funded. As it exists now, as | understand, the
Vancouver Police Departnent makes fundi ng possible
t hensel ves, and of course every departnment has
different priorities. But |I think this should be
standard, given the realities that police officers
face on the street today.

Wth respect to use, we suggest that if
situational factors indicate the presence of a
mental health crisis or other health crisis that
does not require i medi ate apprehension of a
subj ect, the police should ensure that there are
officers or other personnel trained in crisis
intervention to attenpt to control the subject
usi ng those techni ques of persuasion and di al ogue.

There shoul d be no depl oynent of CEW until
Enmergency Health Services are present on the scene
unl ess exigent circunstances justify that
depl oynent. Even so, if there are such exigent
circunst ances, the police nust ensure that EHS
personnel are called to the scene and all ow those
heal t h personnel to exam ne anyone who has been
subject to a CEWin probe node depl oynent.

Consi stent with our suggestion,
recommendation in urging that CEW in the
alternative only be permtted where firearns are
possi bl e, we suggest that as far as the nunber of
depl oynents go, there should only be as nmany as
needed to elimnate the probable risk of grievous
bodi |y harm or deat h.

Wth respect to reporting, you' ve heard a | ot
about the need for data. Cbviously, and | won't
go into detail on this, nore data is needed and
extensive data is needed across the board,
think, wth respect to use of force, not just
i nvol ving CEW, but the various nodes of
constraining and restraining subjects.

On page 17 of ny subm ssion, M.
Comm ssi oner.

We recomrend and urge you to reconmend that a
further independent public review of CEW occur
three years after your report. |It's obvious this
tool, this weapon has becone perhaps the nost
controversial police have enployed. There's a
| ack of public confidence, | think, in deploynent,
many in the general popul ation oppose its use.
Pol i ce obviously are strong proponents of it.
There seens to be a general consensus that nore
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research is required, nore data is required.

Al'l of these factors suggest to us that in
three years the picture will look different than
it does today, and it would be worth having a
public review of this subject again in three
years.

In conclusion, again |'d suggest that the CEW
is really a case study for how not to regul ate
police use of force and in particular the CEW |
think we've got | essons to |earn.

| thank you again for the opportunity to cone
and speak to you and | |look forward to your
recommendat i ons about how we can learn fromthis
past. Thank you.

THE COW SSI ONER: Thank you very much.

Does counsel have any questions?

MR. McGOMAN:  No.

THE COW SSIONER: M. Mol lard, thank you very nuch for
comng forward and presenting it both in witing
and orally.

A Thank you.

THE COW SSI ONER: Mbost  hel pful .

( PRESENTER EXCUSED)

THE COW SSI ONER:  Now, just by way of a general
announcenent, this ends perhaps the public inquiry
part of this. Wen | say "perhaps" there may be
three other presenters that are on the horizon,
and we're trying to see as to their availability
and scheduling. | don't suppose, M. Vertlieb,
that you can update that, or it's in the course of
negoti ati on?

MR. VERTLIEB: Yes, M. Conm ssioner.

THE COW SSI ONER:  But at nost there'll be one nore
day.

Al right, thank you very nuch. W are
adj ourned, as they say in the courtroom sine die.

Excuse nme a nonent, everybody. | perhaps
shouldn't be that brief. | nust say that | really
conplinment the press and tel evision and ot her
media as to their coverage of these hearings.
It's not for ne to coment on what you have said,
but | amvery inpressed.

Next of all | mght say, as you have heard ne
often repeat, that the nost inportant tool in the
arsenal of the police is public support, and you
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have greatly furthered that goal of mne in having
t hese hearings. So now we're adjourned.

( PROCEEDI NGS ADJOURNED SI NE DI E)



