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REPORTED BY PROVINCIAL JUDGE ON INQUEST

RESPECTING THE DEATH OF: ADRIAN FILLION, MICHEAL MONNEY
AND NOLAN THOMAS

Having held an Inquest respecting the deaths of Adrian Fillion, Michael
Monney and Nolan Thomas, I report as follows:

The names of the deceased and dates of death are:

e Adrian Fillion, deceased April 22, 2019;
e Michael Monney, deceased April 13, 2019;
e Nolan Randell Thomas deceased November 2, 2018.

The three deaths were caused by homicide while incarcerated at Stony
Mountain Institution in Stony Mountain, Manitoba.

I hereby make no recommendations for the reasons set out in the attached
report.

Attached hereto and forming part of my report is a list of exhibits tendered at
the Inquest.

Dated at the City of Winnipeg, in Manitoba, this 24" day of September, 2026.
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Judge L. Choy



Copies to:

l.

2.

10.

11.

12.

Dr. John Younes, Chief Medical Examiner (2 copies)

Chief Judge Ryan Rolston, Provincial Court of Manitoba

Honourable Matt Wiebe, Minister Responsible for The Fatality Inquiries
Act.

Mr. Jeremy Akerstream, Deputy Minister of Justice and Deputy Attorney
General

Michael Conner, Assistant Deputy Attorney General

Jennifer Mann, Executive Director of the Manitoba Prosecution Service
Katherine Bueti, KC, Counsel to the Inquest

Brenna Dixon, Counsel for Correctional Service of Canada

Rob Olson and Meghan Smith, Counsel for Interlake-Eastern Regional
Health Authority and Shared Health

Dorothy Monney, sister of Michael Monney
Exhibit Coordinator, Provincial Court of Manitoba

Aimee Fortier, Executive Assistant and Media Relations, Provincial Court

of Manitoba



%

Manitoba

THE FATALITY INQUIRIES ACT, C.C.S.M. c. F52
REPORTED BY PROVINCIAL JUDGE ON INQUEST

RESPECTING THE DEATH OF: ADRIAN FILLION, MICHAEL MONNEY
AND NOLAN RANDELL THOMAS

TABLE OF CONTENTS
L. INTRODUCTION .....ooiiiiiiiiiiiiiiccitcteteeee e 1
II.  MANDATE OF INQUEST AND PARTIES .....cccceoiiiiiiiieeieeeeceee 2
[I. CIRCUMSTANCES OF THE DEATH ......cccccooiiiiiiiiniiiiiciecice 5
A. ADRIAN FILLION .....coooiiiiiiiiieecceeeeeeeeeee e 5
B. MICHAEL MONNEY ....ooiiiiiiiiiieieeeecreeeeseeeee e 10
C. NOLAN RANDELL THOMAS ......cccoiiiiiieieeeeeeeeeeeeee 14
IV. BOARD OF INVESTIGATION RECOMMENDATIONS ................... 17
V. WITNESS EVIDENCE ........ccooiiiiiiiiiiiieicneceeeeeceeeeeeee e 18
VI. OVERALL IMPRESSION ....cccocoiiiiiiiiiiiinieniecrcceeieesee e 26
VII.  CONCLUSION.....cccttiitiitiiteiieeeeteeit ettt 27

EXHIBIT LIST



Inquest: Adrian Fillion, Michael Monney and Nolan Thomas Page: 1

L. INTRODUCTION

[1] In Canada, our jails are tasked with separating convicted offenders from
society for the term of their sentences. While incarceration is the main function, the
objectives of rehabilitation and reintegration are also valued. Our prisons endeavour
to provide inmates with supports and services while separated from society so they
can someday return to the community and not become reinvolved with criminal
activity that causes them to return to jail.

[2] Stony Mountain Institution (“SMI”) is a prison facility located in Stony
Mountain, Manitoba. It is a federal penitentiary, which means that the individuals
placed there are sentenced to a term of imprisonment of two or more years. As a
result, the inmate population at SMI is comprised of the more serious offenders
whose crimes attract lengthier sentences.

[3] Prisons should not be unsafe. A convicted person should be able to expect
that by their warrant expiry date, they will be able to return to their homes and
families. Tragically, sometimes that does not happen.

[4] This Inquest examines the death of three men, Adrian Fillion, Michael
Monney and Nolan Thomas, who were sentenced to federal penitentiary sentences,

and never returned home. They were killed while they were incarcerated at SMI.
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[5] The material circumstances surrounding their deaths will be reviewed, and
consideration will be given to whether anything could have been done differently to
prevent their deaths, and to reduce the likelihood of similar deaths in the future.

II. MANDATE OF INQUEST AND PARTIES

[6] By letters dated January 27, 2022 and February 1, 2022, the Chief Medical
Examiner of the Province of Manitoba (“CME”) directed that Inquests be held into
the deaths of Adrian Fillion, Michael Monney and Nolan Thomas.

[7] Initially, Senior Judge Brent Stewart was assigned to hear this Inquest, and on
December 1, 2023, he presided over the standing hearing. Unfortunately, due to
reaching the end of his eligibility to sit as a Provincial Court Judge, Senior Judge
Stewart was not able to complete the Inquest and I assumed conduct.

[8] In each of the letters directing an Inquest be held, the reasons for the Inquest

were set out as follows:

1. To fulfill the requirement for an inquest, as defined in Section 19(5)(b) of The
Fatality Inquiries Act (the “Act”):

Presumption of inquest

19 (5) Subject to subsections (6) and (7), an inquest into a death must be
held if

(a) The chief medical examiner has reasonable grounds to believe
that the deceased person died as the result of the use of force by
a peace officer who was acting in the course of duty; or

(b) At the time of death, the deceased person was
(1) in the custody of a peace officer,
(i1) a resident in a custodial facility,

(iii)  an involuntary resident in a facility under The Mental
Health Act, or
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(iv)  aresident in a developmental centre as defined in The
Vulnerable Persons Living with a Mental Disability Act.

2. To determine the circumstances relating to the death; and,

3. To determine what, if anything, can be done to prevent similar deaths from occurring
in the future.

[9] Katherine Bueti KC was appointed Inquest Counsel. Prior to the hearing,

standing was granted pursuant to section 28(1) of the Act to:

e Correctional Service of Canada (“CSC”) represented by Brenna Dixon;
e Interlake Eastman Regional Health Authority and Shared Health
represented by Rob Olson and Meghan Smith;

e Dorothy Monney, sister of Michael Monney.
[10] It is noted that as a federal organization, CSC does not fall within the scope
of the Inquest’s jurisdiction. The Act gives the Inquest judge authority to make
recommendations on changes to only provincial laws or the programs, polices and
practices of provincial government, agencies or institutions. CSC has nevertheless
applied for standing at the Inquest. Ms. Dixon advised that CSC participated in the
Inquest to assist the Inquest judge in understanding the full narrative of events
leading up to the deaths and the circumstances of the passings. Although any
recommendations to the federal government regarding its policies, procedures, and
management of federal agencies like CSC would not be binding, she advised that

CSC would endeavour to address any deficiencies identified.
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[11] The Inquest took place over three days of hearing conducted in Winnipeg and
was completed May 11, 2026. Five witnesses who are in the employ of CSC testified

at the Inquest.
[12] As well, five binders of documents were filed, consisting of the following:

e Documents relating to Adrian Fillion, including Board of Investigation
report, SMI case management records, and CME documents and autopsy
report;

e Documents relating to Michael Monney, including Board of Investigation
report, SMI case management records, and CME documents and autopsy
report;

e Documents relating to Nolan Thomas, including Board of Investigation
report, SMI case management records, and CME documents and autopsy
report;

e Relevant CSC policies and directives;

e Closed circuit camera footage from SMI.

[13] This report will review the circumstances surrounding each of the deaths and
the recommendations made by the respective Boards of Investigation (“BOI”). It
will then summarize the evidence regarding the operations of SMI. After

considering all of the information provided to me, I conclude that I have no
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recommendations for potential changes in programs, polices or practices which
would serve to prevent similar deaths from occurring in the future.
III. CIRCUMSTANCES OF DEATH
[14] The facts surrounding the three incidents are not disputed, and the individuals
who committed the homicides have all acknowledged their respective
responsibilities for the deaths and are serving sentences for same. Three separate
BOIs have reviewed the incidents and have published comprehensive reports. There
is no controversy regarding the facts surrounding the deaths. It was therefore agreed
that given the passage of time, the traumatic circumstances involved (particularly
with respect to the death of Mr. Thomas) and the comprehensive nature of the BOI
investigations, no witnesses would be called to establish the material circumstances
of death.

A.  ADRIAN FILLION (DOD: April 22, 2019)
[15] On Monday, April 22,2019 Adrian Fillion was killed by fellow inmates, Peter
Fisher and Kevin Edwards. All three were housed at SMI in the maximum-security
unit (“MSU”) on I range. CSC staff were unaware that anything had occurred until
Mr. Fillion’s cell call alarm was activated and three correctional officers went to his
cell. When they arrived they found him lying face down on his bed. He had multiple

puncture wounds to the side of his torso and back area.
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[16] Review of closed circuit camera footage revealed the following chain of
events.

[17] At 16:49, unit officers performed a patrol of I range and no issues were noted.
Between 17:16 and 17:38 hrs, Mr. Edwards and Mr. Fisher placed a change of
clothes in the I range shower area. Nothing was noted by unit officers in performing
their range patrols for the next three hours.

[18] At20:22, the cell doors opened for changeover. Mr. Fisher and Mr. Edwards,
who were both in the lower common area, proceeded to 12 range. Mr. Fillion exited
his cell (12-12) and proceeded downstairs. He passed Mr. Fisher and Mr. Edwards
who were heading up the stairs. Another inmate, Aaron Ducharme, who was
watching from the lower common area, saw this and started to communicate with
Mr. Fillion while he walked towards him. Mr. Ducharme met up with Mr. Fillion,
and walked him back to cell 2-12. Mr. Fillion re-entered his cell and Mr. Ducharme
walked away.

[19] Seconds later, Mr. Fisher can be seen taking a jail made stabbing weapon out
of his waistband. At 20:23, Mr. Fisher and Mr. Edwards entered Mr. Fillion’s cell
and remained there for just over a minute. During that time, four different inmates
walked by the cell and looked in.

[20] After leaving cell 12-12, Mr. Edwards and Mr. Fisher both entered the shower

area and changed their clothing. Another inmate retrieved a pair of sandals from
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Mr. Edwards’ cell and brought them to him in the shower. Mr. Ducharme tossed a
pair of orange sandals under the shower door for Mr. Fisher and Mr. Fisher passed
the stabbing weapon to Mr. Ducharme, who placed the weapon in his right pant
pocket. Mr. Ducharme then put the weapon in a garbage can in the lower common
area. The time was 20:25.

[21] At 20:26, the cell call button was activated in Mr. Fillion’s cell. Correctional
officers arrived within forty-three seconds to find Mr. Fillion laying on his bed with
blood on the bed and the floor. At the outset, Mr. Fillion was breathing but
unresponsive. He regained consciousness briefly and complained of difficulty
breathing. Officers immediately radioed for assistance and stated that an ambulance
was needed as well as an automated external defibrillator (“AED”).

[22] Over the course of the next approximately eighteen minutes, correctional
officers encouraged Mr. Fillion to remain in the recovery position and to keep
breathing and stay awake. When his breathing became shallow and he appeared to
lose consciousness they attached the AED. Paramedics then arrived and under their
direction, the correctional officers began administering CPR.

[23] Paramedics transported Mr. Fillion to Stonewall and District Health Centre
via ambulance, but unfortunately, resuscitative efforts were unsuccessful and he was

declared deceased at 22:58.
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[24] An autopsy performed April 24, 2019 determined that the immediate cause of
death was multiple stab wounds of the head, neck, torso and extremities resulting in
injuries of the lungs, heart, and right kidney.

[25] Meanwhile at 20:30, I range was placed under lockdown. By that time, both
Mr. Fisher and Mr. Edwards had exited the shower area wearing different clothing.
Closed circuit camera footage was reviewed, and within approximately one hour,
inmates Fisher and Edwards were identified as the main instigators in the incident.
Mr. Ducharme was identified as an accessory having received a weapon used in the
assault. They were then removed from I range.

[26] Ultimately, both Mr. Fisher and Mr. Edwards pled guilty to first degree
murder and were sentenced to life imprisonment, with no eligibility for parole for
25 years.

[27] Mr. Ducharme was also charged with first degree murder and accessory after
the fact, and he was acquitted after trial.

[28] Adrian Fillion was a 42-year-old Caucasian male serving his second federal
sentence of six years and nine months for aggravated assault. He had previous
convictions for offences which included sexual assault. He had been in custody
since July 2013 and had experienced several institutional adjustment concerns
throughout his incarceration. As a result he had been moved between institutions.

In October 2018 he was emergency transferred from Bowden Institution to
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Edmonton Institution due to disruptive behaviours which made him no longer
welcome with the population he had been residing with. He was assessed and
determined to be a maximum security offender with ratings of high in institutional
adjustment, low in the escape risk and moderate in public safety.

[29] Ongoing negative behaviour again necessitated a transfer out of Edmonton
Institution. On April 10, 2019 he was admitted to SMI to be placed in the MSU.
[30] The BOI canvassed whether there were any pre-incident indicators to the
homicide. It was noted that nine days prior to the homicide, Mr. Fillion had been
assaulted in his cell.

[31] When Mr. Fillion first arrived at SMI from Edmonton Institution on April 10,
2019, he was placed on I range in the MSU on a three-day assessment/integration
protocol. This protocol allowed Mr. Fillion to participate in a gradual and measured
integration process onto I range by allowing staff to gauge receptivity by other
inmates on the range. At the end of the three days the correctional manager
consulted with the I range inmate representative and Mr. Fillion separately. Both
advised that they believed it was safe for Mr. Fillion to live on I range. He was
therefore integrated on April 12 into the normal routine of I range.

[32] On April 13, 2019, Mr. Fisher along with two other inmates (not associated
with the homicide) assaulted Mr. Fillion. Mr. Fillion was punched in the head

approximately five times and sustained swelling and bruising to his face, cheeks,
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eyes and he lost a tooth. The assault was known to staff and was addressed via a
mediation process conducted by a correctional officer and the inmates involved. The
correctional officers spoke with Mr. Fillion, Mr. Fisher, the two other inmates
involved in the assault, and the inmate representative on I range. All were spoken
with individually and as a collective. During the mediation process the aggressors
were candid. They informed Mr. Fillion that they were annoyed with him because
he played his music too loud and they found it disruptive on the unit. Mr. Fillion
acknowledged his wrongdoing and agreed not to play his music loudly. At the
conclusion of the mediation process all of the inmates involved, including Mr.
Fillion, informed the correctional officer that there were no lingering animosities
amongst the parties and there would be no further violence. The inmates shook
hands and privately, Mr. Fillion indicated to the correctional officer that he felt safe
on I range. Unfortunately, the homicide occurred nine days later.
B. MICHAEL MONNEY (DOD: April 13,2019)

[33] On Saturday, April 13, 2019, 27-year old Michael Monney was killed by three
fellow inmates, Stephen Wood, Adrien Sefa and Stephen Konowalchuk. All of these
individuals were housed at SMI on the G range. CSC staff were unaware that
anything had occurred until Mr. Monney approached the barrier with blood on his

chest seeking assistance from the officers.
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[34] Review of closed circuit camera footage revealed the following chain of
events.

[35] At 12:32, there was an earlier incident between Mr. Monney and Mr.
Konowalchuk. Mr. Konowalchuk approached Mr. Monney’s locked cell, G1-04
knocked on the window and spoke with him. Mr. Konowalchuk appeared animated,
at times shaking his head and gesturing with his arms. At 12:38 he abruptly walked
away from cell G1-04, and appeared to be angry or irritated.

[36] At 12:45, Mr. Konowalchuk was in the lower G1 common room dining area
with Mr. Wood. They exited the area together, walked upstairs to the upper G2
level, and entered their respective cells, G2-03 and G2-02.

[37] At 12:47, four correctional officers entered G range and performed a security
patrol of the range, as well as the rest of the unit, with no issues or concerns noted.
[38] At 12:53, the cell doors on G range were opened for changeover. At this time
Mr. Monney exited his cell and proceeded to slowly walk to upper G2 range, where
the Konowalchuk and Wood cells were located. By this time, Mr. Konowalchuk
had stepped out of his cell and entered Mr. Wood’s cell next door. Mr. Monney
looked in cell G2-03 and seeing no one, then looked into Mr. Wood’s cell G2-02.
He then started talking to the two inmates, in what appeared to be a heated

conversation.
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[39] Mr. Sefa then exited his cell, G2-04, positioned himself behind Mr. Monney,
and attempted to push Mr. Monney into Mr. Woods cell. Mr. Monney resisted being
pushed into the cell and stepped back into the centre of the range. Mr. Konowalchuk
stepped partially out of cell G2-02, faced Mr. Monney and gestured with his left arm
toward the range barrier. Mr. Sefa stepped towards Mr. Monney and attempted to
punch him in the face, but missed. Mr. Monney responded by punching Mr. Sefa in
the face, with a glancing blow.

[40] At this point (12:55) both Mr. Konowalchuk and Mr. Wood exited cell G2-02
completely and a physical confrontation ensued between the four inmates. During
the altercation, Mr. Sefa, Mr. Wood and Mr. Konowalchuk all threw multiple
punches and kicks at Mr. Monney. Mr. Konowalchuk could be seen holding a
pointed weapon in his hand. Towards the end of the skirmish, Mr. Monney struck
Mr. Wood on the side of the face. Mr. Wood then produced a stabbing weapon from
his waistband with his left hand and swung it toward Mr. Monney, striking him near
his right clavicle.

[41] At 12:56, Mr. Monney held his right hand to his clavicle and went downstairs
back to his cell, GI-04. Two minutes later he exited his cell and walked toward the
barrier in the common area of lower G range, holding his left hand near his right

clavicle with blood on his shirt. As he approached the barrier, he appeared unsteady
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then collapsed to the floor. Moments later three correctional officers entered the
range and assisted Mr. Monney out.

[42] Mr. Monney was taken to an interview room where he collapsed and the
correctional officers commenced first aid. An ambulance was called and three health
services nurses came to assist in caring for Mr. Monney pending the arrival of
paramedics.

[43] At 13:15 paramedics arrived on scene and assumed control of care. Mr.
Monney’s condition was assessed as deteriorating. He was taken to Stonewall and
District Health Centre but unfortunately was pronounced deceased at the hospital at
14:27.

[44] An autopsy performed April 15,2019 determined that the immediate cause of
death was a stab wound of the right upper anterior chest wall/base of neck, with
transection of the right internal jugular vein and massive right-sided hemothorax.
[45] Meanwhile the barriers, gates and yard areas were secured on G range and all
inmates were confined to their cells. Review of closed circuit camera footage
identified Mr. Wood, Mr. Konowalchuk and Mr. Sefa as being involved. A prison
made stabbing weapon was found in the garbage bin in the recreational area, and
was believed to be the item seen in Mr. Konowalchuk’s hand. All three were placed

in administrative segregation.



Inquest: Adrian Fillion, Michael Monney and Nolan Thomas Page: 14

[46] The three inmates were charged and sentenced for their respective
involvements.

[47] The BOI report concluded that, but for the conflict between Mr. Konowalchuk
and Mr. Monney that occurred at Mr. Monney’s cell door approximately 20 minutes
before the incident, there were no pre-incident indicators to the homicide. No other
contributing risk factors were identified by the BOI aside from the fact that all four
inmates had a history of committing violent crimes and institutional violence, a
history of possession of weapons, and were active members or associates of security
threat groups (“STG”) or gangs. They all had a history of multiple inmate assaults
committed in institutions and or in the community. The propensity toward violence
of all the inmates involved as well as their gang associations was well known to staff
and hence their placement in a maximum security setting.

C. NOLAN THOMAS (DOD: November 2, 2018)

[48] On Friday, November 2, 2018, 26-year old Nolan Thomas was killed by two
fellow inmates, Todd Irving and Cory Derdak. All three men were housed on |
range. CSC staff became aware of the incident when the two perpetrators, Mr. Irving
and Mr. Derdak, approached the I range barrier, called for correctional officers to
approach, and informed them that they had just killed another inmate in cell I-08.

[49] Review of closed circuit camera footage revealed the following chain of

events.
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[50] At the time, Mr. Thomas was assigned to cell I-06. Mr. Irving was in cell I-
03 and Mr. Derdak cell I-08. At 19:38 unit correctional officers performed a range
patrol and no unusual behaviour was noted. One minute later, Mr. Irving and Mr.
Derdak were seen pacing up and down the lower I range. At 19:50, cell doors were
open on the lower I range for changeover. When changeover occurs, the doors are
left open for only a few minutes to allow inmate movement. Between 19:50 and
19:59, the cell doors on lower I range remained open. During this time Mr. Irving
and Mr. Derdak moved between their cells, then both entered Mr. Derdak’s cell at
19:56. A few seconds later, Mr. Thomas was walking onto lower I range and he
entered his assigned cell, [-06. About 20 seconds later he left his cell with what
appeared to be canteen items in hand and entered Mr. Derdak’s cell. One minute
later, he left that cell, returned to his own assigned cell, then rushed off the range.
At 19:58 he returned to the range with food in hand. He proceeded to Mr. Derdak’s
cell and all three inmates, Thomas, Irving and Derdak remained in cell I-08 when
the changeover finished at 19:59 and the cell doors on lower I range closed.

[51] The next changeover occurred at 20:22. When the cell doors on lower I range
opened, Mr. Irving left the cell, followed a few seconds later by Mr. Derdak. At
20:25, the two inmates approached the I range barrier and requested to speak to the
correctional officers. Mr. Irving informed the officers that “There is a dead body in

cell eight. Derdak and I killed him.” Staff immediately called for I range lock up.
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The correctional managers were informed and both inmates were searched, cuffed
and removed from the range

[52] When officers responded to cell 1-08, they found Mr. Thomas’ body on the
floor of the cell with severe facial and head wounds. There was a pool of blood on
the floor and blood on all four walls. It appeared that Mr. Thomas’ skull was
completely cut open in the back. As per policy, officers retrieved an AED and began
CPR on Mr. Thomas. They continued these measures until paramedics arrived at
20:49 and directed officers to stop CPR on Mr. Thomas as he was deceased.

[53] An autopsy performed November 5, 2018 determined the immediate cause of
death to be blunt and sharp force injuries.

[54] Both Mr. Irving and Mr. Derdak accepted responsibility for first degree
murder, and life sentences with no parole eligibility for 25 years were imposed.
[55] The BOI concluded that there were no known or perceptible pre-incident
indicators or definitive precipitating events to the homicide, however it was evident
that it was a carefully planned and calculated event. Contributing risk factors were
the two perpetrators’ respective prior criminal acts of violence, which were known
to staff and action was taken to address through placement, core intervention

programming and attempted mental health services.
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IV. BOARD OF INVESTIGATION RECOMMENDATIONS

[56] Sections 19 and 20 of the Corrections and Conditional Release Act (“CCRA”),
S.C. 1992, ¢.20 provide that the CSC Commissioner may appoint a person to
investigate and report on any matter relating to the operations of CSC and that CSC
investigate and report when an inmate dies or suffers serious bodily injury.

[57] These critical incident investigations are intended to ensure that CSC adheres
to its stated values of responsibility, accountability and transparency and allows CSC
the opportunity to respond with corrective measures where appropriate.

[58] With respect to Mr. Fillion, the BOI made two recommendations:

R1: the board of investigation recommends that the Regional Administrator,
Indigenous-Initiatives, Prairie Region review the mentoring process portion of the
induction/training process to ensure that it is of sufficient protracted duration such
that all Indigenous liaison officers are adequately prepared and comfortable to work
with and meet the complex needs of Indigenous offenders, including for example,
the provision of services during times of individual crisis.

R2: Security Intelligence Officers (SIO) responsible for the maximum-security unit
(MSU) as well as the Managers (security operations/interventions), Correctional
Officers and Parole Officers at the MSU, independently assured that the lack of a
dedicated indeterminate SIO at the MSU impacted the ability of the SIOs to
proactively engage with inmates and furthermore, to work as a collective in
attempting to address potential behavioural/security related issues pre-emptively. If
a coordinated undertaking across sectors to address Gang/Security Threat Group
(STG) violence is undertaken the board of investigation recommends that the
Regional Deputy Commissioner (Prairie Region) consider the potential for the
allocation of an additional resource for an indeterminate full time SIO at the SMI-
MSU.

[59] With respect to Mr. Monney, the BOI made only a single recommendation

which was identical to the Fillion R2, namely that the Regional Deputy
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Commissioner (Prairie Region) consider the potential for the allocation of an
additional resource for an indeterminate full time SIO at the SMI-MSU.

[60] With respect to Mr. Thomas, the BOI made the single recommendation that
CSC review its guideline regarding the initiation of CPR by non-health services staff
when responding to medical emergencies.

V.  WITNESS EVIDENCE

[61] All three homicides occurred in the MSU at SMI. At the Inquest hearing, |
heard evidence from five senior staff from SMI who were able to provide context as
to the setting in which the three deaths occurred.

[62] Jason Ferris is the assistant warden of operations at SMI who provided an
overview of how the institution works. SMI is located in Stony Mountain, Manitoba
and is a federal penitentiary. The SMI complex consists of minimum, medium, and
maximum security units.

[63] The MSU, also referred to as the max unit, is located in a stand alone building,
separate from the minimum and medium units. Mr. Ferris reviewed the size and
layout of the max unit and described operations in these units. The max unit can
house up to 96 inmates, with 24 per range. There are four ranges, labelled G, H, I
and J, with 12 cells being on the upper tier and 12 on the lower tier in each range.
When the incidents occurred, G and H ranges were for general population and I and

J were for protective custody.
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[64] The daily routine in the max unit is highly structured, and Mr. Ferris reviewed
the typical schedule. Inmates are not generally allowed open access throughout the
unit and all movement of inmates occurs at specific changeover times under the
watch of correctional officers. The cell doors are automatically opened periodically
throughout the day to allow inmates to enter and exit areas according to the schedule.
The doors are typically held open for approximately five minutes to allow inmates
to move from one area to another, and then are closed again. Inmates are permitted
to leave their cells for specific purposes including to attend programming, work,
exercise, or to access phones, showers or the canteen. Meals are taken in cells.

[65] Correctional officers regularly conduct counts as well as visual patrols of the
ranges. In a 24-hour period, there are four formal counts. In addition, security
patrols of cells are conducted at least every 60 minutes. Security cameras cover the
ranges and common areas, but do not monitor inside individual cells, or the
bathroom/shower areas.

[66] Searches of individual cells are conducted once per month on a random basis
for contraband items, including jail made stabbing weapons.

[67] In the event of a physical altercation between inmates, correctional officers
must use their individual judgment in determining how best to respond. Upon

becoming aware of the incident, they will typically respond by coming to the barrier.
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They will first try verbal commands to stop the incident, but if there are weapons
present, they may use tools such as OC spray or impact munitions.

[68] Mr. Ferris was specifically asked for his opinion on whether the practices
regarding opening and closing cell doors could have prevented the assaults from
occurring. His response was that they already maintain strict control on opening and
closing of door units. In his opinion, if an inmate wanted to assault or stab another,
it would not be hard to make that happen. The inmates are together on the same
range and a stabbing can be done in a matter of seconds, before officers can respond.
[69] MTr. Ferris described how in the last decade CSC has moved from security
focused concerns to an engagement and intervention model where the mental health
well-being of the inmate is balanced with security concerns. This includes a
collaborative practice whereby management will consult the inmate population on
various issues. The goal is to foster a flow of communication with inmates in order
to be able to acquire information about politics on the range and pre-empt any
potential issues.

[70] Mr. Ferris advised that he was unaware of any red flags that could have alerted
staff to what was being planned with respect to the three deaths. In his opinion, if
there were any gaps which could help prevent something like this from occurring in
the future, it would be related to mental health concerns and to have more supports

for inmates in that regard.
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[71] Jennifer Elyk is a security intelligence officer (““SIO™) at SMI. SIOs are
responsible for handling all intelligence coming into or circulating within the
institution. They triage various reports received from staff (including front line
officers, healthcare, cleaning, and generally anyone employed by CSC) and liaison
with law enforcement agencies. SIOs also manage closed circuit camera recordings
and generally monitor, assess, and share information in the institution. Their
purpose is to engage in preventative security.

[72] Ms. Elyk had some personal involvement in the incident involving Mr.
Monney. She indicated that she was aware that the three assailants who attacked
Mr. Monney were members of a STG and were aligned with one another. There was
not however, any pre-incident information to suggest that the attack was gang or
drug related.

[73] Ms. Elyk reviewed the camera surveillance footage and noted that Mr.
Monney had been in one of the assailants’ cells several hours earlier, but no safety
concerns were noted.

[74] Overall, there were no flags so far as she was aware. There had obviously
been a dispute over something, however as to what led up to it, there was no
knowledge. Not all disputes on the range are related to drugs or gangs. An inmate
could just be perceived as being disrespectful and this may be sufficient to cause an

incident.
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[75] The BOI reports from the Monney and Fillion investigations contained a
recommendation that consideration be given for the allocation of additional
resources for an indeterminate full-time SIO position at SMI. Since the time that
recommendation was made, staffing changes have occurred and there are dedicated
SIOs on the max unit. The designated assignment enables SIOs to spend more time
gathering information and cultivating sources specific to the max unit.

[76] Ms. Elyk indicated that while these extra resources are useful, there are
challenges with respect to engaging in preventative security in a maximum-security
unit. Inmates do not want to be seen as engaging with SIO officers in private as they
may be seen as a “rat” and so it is difficult to speak with inmates covertly.

[77] Sheldon Spaeth is the manager of assessment interventions in the maximum-
security unit. He oversees the parole officers who are responsible for creating
individual case management plans for each inmate.

[78] Mr. Spaeth described the populations housed in the max unit. There are the
general population offenders who can be housed with STGs, have no integration
issues and are not sex offenders. These individuals are on G and H ranges.

[79] Tand J ranges are used for protective custody of sex offenders, and for non-
sex offenders, who may be former STG members and not compatible with the

general population. Mr. Spaeth indicated that at any opportunity, an integrated
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offender will attack a non-integrated sex offender, and so it is critical to maintain
separation between these populations.

[80] The cascading goal for all inmates is to engage in rehabilitation and work
towards transfer to a lower level of security. Parole officers are responsible for
monitoring an inmate’s circumstances for the time that they are incarcerated.

[81] Mr. Spaeth discussed the structured integration unit (““SIU”’) which is where
inmates may be placed if their behaviour cannot be managed in the max unit. This
was formerly referred to as segregation or solitary confinement. Inmates placed here
are unable to be integrated elsewhere and will generally only be able to come out of
their cell on a solo basis. Placement in SIU is intended to be only on a temporary
basis, with the goal being to reintegrate back onto a range.

[82] There is also the structured handling unit (“SHU™). This is a separate 45-bed
unit located in Quebec. It is considered to be “super max” security and is for inmates
who are deemed to be not manageable in a maximum security environment. Both
Mr. Irving and Mr. Derdak were transferred to the SHU.

[83] When asked if he had any recommendations, Mr. Spaeth indicated he did not,
but recognized the challenging task of housing offenders who may not be
compatible. There is so much information and many differing levels of behaviour.

The job involves managing human beings who operate on their own accord and
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people are impulsive and reactive. These are also individuals who may problem
solve with violence. It is difficult to get it right.

[84] Lauren Perry is the acting manager of assessment and intervention who
oversees the work of five parole officers. She described how inmates are assigned
to a parole officer when first admitted to the institution, and explained that the parole
officer tracks the inmate’s circumstances throughout the length of their sentence.
The inmate is assessed and decisions are made with respect to placement and security
classification. A correctional plan is developed and is constantly monitored
throughout the inmate’s term. This may include programming, but ultimately it is
up to the individual as to whether or not they wish to engage. The parole officer’s
job is to encourage rehabilitation, but they cannot make inmates take programming.
[85] When asked if there was anything she could think of to help prevent incidents
such as this from occurring in the future, Ms. Perry said there was not. She was
unable to identify anything which could help foresee that violence was going to
occur. She specifically referred to the Thomas circumstances and said that although
the two assailants had been moved around between institutions, this did not make it
more predictable that they would commit the acts they did. For all three incidents,
she felt that there were no red flags and that they were random acts of violence.
[86] Melanie Felix is the manager of programs at SMI. She described the

integrated programming model utilized by SMI to provide programming to inmates.
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When first admitted to the institution, the intake process includes the parole officer
assessing the programming needs of the inmate. There is an initial primer program
which takes about three weeks, and consists of 10 to 12 structured sessions.
Following that, there is an integrated core program, which may take four to eight
months to complete.

[87] Other types of available programming include education, NA/AA, religious
chaplaincy and Indigenous programming.

[88] Typically, inmates must be waitlisted to get into programming. While the
same programs are available to all security levels, the programs are delivered
separately and on a rotating basis. Accordingly, programming is not always
immediately available to inmates and they must wait until a particular program is
offered to their security unit.

[89] Ms. Felix reviewed the programming histories of all of the inmates involved
in the attacks, both victims and perpetrators. There were no real patterns identified.
There was some indication of cancellation and/or suspension of programming by
some of the perpetrators, but little can be done about that. All the institution can do
is offer programming and encouragement, but participation cannot be forced.

VI. OVERALL IMPRESSION

[90] The overall impression I was left with from the SMI witnesses was that

management of inmates in a custodial facility is a very complex undertaking. There
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are clearly multiple levels of oversight involved in any decisions that are made and
it is all done in a very structured manner. While maintaining complete physical
distance between inmates at all times would have prevented the homicides from
occurring, we know that from a social and psychological perspective, this is not
generally realistic nor acceptable. In the rare cases where this type of arrangement
is appropriate, there is the SHU facility in Quebec.

[91] None of the witnesses testifying at the Inquest were able to identify any steps
which could have been taken to prevent any of the deaths. There was no real
forewarning of the violence which ensued. I note Mr. Spaeth’s comments that the
job involves managing human beings who are impulsive and reactive and who may
problem solve with violence.

[92] With respect to the BOI recommendations, I did not view any deficiency in
Indigenous programming supports as contributing to the deaths. 1 view this
recommendation as more of an institutional programming issue.

[93] Similarly, the recommendation regarding CPR relates to the procedures in
place for SMI staff when dealing with a medical emergency. It does not address
incident prevention.

[94] The suggestion that a dedicated SIO be implemented makes good sense as
greater familiarity with the max unit, its residents and its workings would

presumably result in a greater ability to monitor. This recommendation has already



Inquest: Adrian Fillion, Michael Monney and Nolan Thomas Page: 27

been implemented by SMI. It cannot be known as to whether a dedicated SIO would
have actually prevented any of the three deaths, but it is hoped that greater
knowledge of potential security incidents will assist in the future.

VII. CONCLUSION

[95] The unexpected passing of a family member is always difficult and I wish to
again express my deepest condolences to the friends and relatives of Mr. Fillion, Mr.
Monney and Mr. Thomas.

[96] My thanks go to counsel for their assistance in conducting this review of
events, and to the witnesses for sharing their knowledge and experience with the

Court.

“Original signed by”

Judge L. Choy
Provincial Court of Manitoba
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