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Navigating This Report

Mental Health and Wellness

Sometimes reading about distressing or emotionally overwhelming information
can be challenging. As you read this Report, please make sure to keep mental
health and wellness in mind. If you or someone you know is in need of support,
consider the resources listed below or check with your local health authority or
the Canadian Mental Health Association at cmha.ca to find resources in your area.
A list of services is also available on the Commission website
MassCasualtyCommission.ca.

e |f you are experiencing distress or overwhelming emotions at any time, you
can call the Nova Scotia Provincial Crisis Line 24/7 at 1-888-429-8167.
You do not have to be in a crisis to call, and nothing is too big or too small
a reason to reach out. The Nova Scotia Provincial Crisis Service can also
provide the contacts for other crisis services that are available if you live

outside Nova Scotia.

e If you or someone you know is struggling in any way, you can call 211 or visit
211.ca. 211 offers help 24 hours a day in more than one hundred languages and

will be able to connect you directly to the right services for your needs.

e The Kids Help Phone is a national helpline that provides confidential support
at 1-800-668-6868 or Text CONNECT to 686868.

e Additional supports for across Canada are available at

www.wellnesstogether.ca.

VI
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Navigating This Report

Report Structure

Turning the Tide Together, the Final Report of the Mass Casualty Commission,
brings together everything we have learned about the April 2020 mass casualty in
Nova Scotia as well as our recommendations to help make communities safer.

The Report is divided into seven volumes. Volumes that are longer are divided into
parts and chapters focusing on specific topics, while others just contain chapters.
Recommendations, main findings, and lessons learned are woven throughout the
Report and are also listed in the Executive Summary. Please note that quoted mate-
rial is cited in the Volume in which it appears. Appendices and annexes are also
available. All materials relating to the Final Report are available on the Commission
website MassCasualtyCommission.ca and through Library and Archives Canada.

Each volume of the Final Report focuses on an area of our mandate:
Volume 1 Context and Purpose
Volume 2 What Happened
Volume 3 Violence
Volume 4 Community
Volume 5 Policing
Volume 6 Implementation - A Shared Responsibility to Act
Volume 7 Process, and Volume 7 Appendices
Annex A: Sample Documents
Annex B: Reports
Annex C: Exhibit List

We hope this Report not only encourages conversations about community safety
but also helps people and organizations to move from conversation to collective
action. Together we can help to make our communities safer.


https://masscasualtycommission.ca

Land Acknowledgement*

Pukwelk Skijinukik Ne’po’pni’k nike’ Panwijkata’sik.
Wula kmitkinuk tan mena’q iknumwetuk na weskowita’jik wula Panawijga’tasite’wk.

Anqguna’tasik na kmitkinuk wula’tan kisaknutmaagank teluisikel wantogotik
aqg witaptultimkewey tan Wapana’kikuwaqg mimajuinuk ewi’kmi’tip wla tan
game’kewaq aklasie’wk pekistu’tip 1693ek.

Mu eteknukul tamiaw kisaknutmaganetuk kisna ankuo’mkeweletuk kisna
tplutaganetuk kluswagn iknmuetasik kmitkinuk. Nasik mikwaptasikip
Wapana’kikuwaq wisunkewey aq kisa’tu’tipn tplutagank wijit tan tel
wela’matultimkewel.

Mej majukwaqtasilkel kiskuk ag nekey wjit wet telwa’tik msit wen na
kisaknutamagank na anquna’luksi’kil.

Nikey, Panwijga’tasite’wk nenmi’tij tan kis tlitpi’ag ajkneiwagn wjit mimajuinu’k
weskowita’sijik We’kopekitk kmtne’ktuk, Wasoqgsikeka’katik, Matuwese’ka’katik,
Nisaganiska’katik, We’kwampekitka’katik, Sikipne’katika’katik, Ene’tekopukwuek,
aq Niktuipukwek!

Wula nekey wutank kpme’kl! Ta’hoe!

* This land acknowledgement was prepared at the Commission’s request by Tuma Young,
KC, member of the Eskasoni and Malagawatch First Nations, co-founder of the Wabanaki
Two Spirit Alliance, and assistant professor of Mi’kmaq Studies at Cape Breton University,
and was prepared in consultation with Elders. The communities of Glenholme and Debert
are in the same general hunting area, so both are referred to as Wasoqsikek (area of
bright light). Hunter Road and Wentworth are also in the same general hunting area and
are referred to as We’kopkeitk Kmtme’tuk (Cobequid Mountain area).



The Mass Casualty Commission is located on Mi’kma’ki, the unceded territory
of the Mi’kmaq People.

This territory is covered by the “Peace and Friendship Treaties” which the
Mi’kmag and the Wabanaki tribes first signed with the British Crown in 1693.

The treaties do not deal with the surrender of lands and resources but in fact
recognized Mi’kmaqg and Wabanaki tribe’s titles and established the rules for
what was to be an ongoing relationship between the nations.

These treaties are still recognized and followed to this date by all parties.
That is why we say we are all Treaty People.

The Mass Casualty Commission would also like to acknowledge the harm and
trauma that has been inflicted on the people in the communities of Hunter
Road, Wentworth, Glenholme, Portapique, Debert, Onslow, Truro, Millbrook,
Shubenacadie, and Enfield.

This land in which these communities are located is now considered sacred by all.

Ta’hoe!
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Message from the
Commissioners

In April 2020, in the first weeks of the COVID-19 pandemic, the most lethal mass
shooting in Canadian civilian history unfolded over 13 terrible hours in Nova Scotia.
A perpetrator shot and killed 22 people, one of whom was expecting a child. Many
more people were harmed and affected, across Canada, the United States, and
beyond.

On behalf of all Canadians, the governments of Canada and Nova Scotia estab-
lished the Mass Casualty Commission in October 2020 to determine what
happened, how and why it happened, and to set out lessons learned as well as
recommendations that could help prevent and respond to similar incidents in the
future. After two and a half years of independent and thorough investigation, this
Report comprehensively fulfills the Commission’s mandate.

Our recommendations are designed with two objectives in mind: prevention of
violence and ensuring effective critical incident response by police, other public
safety partners, health and victim service providers, and communities. Crucially,
we also consider the broader root causes of violence, how such violence can be
prevented, and how we can all help to improve community safety and well-being.

There were many warning signs of the perpetrator’s violence and missed oppor-
tunities to intervene in the years before the mass casualty. There were also gaps
and errors in the critical incident response to the mass casualty as it unfolded on
April 18 and 19, 2020. Additionally, there were failures in the communications with
the public during and in the aftermath of the mass casualty. These issues can be
addressed, and responses, including public alerting, can be improved.

The future of the RCMP and of provincial policing requires focused re-evaluation.
We need to rethink the role of the police in a wider ecosystem of public safety. Sig-
nificant changes are needed to address various community safety and well-being

X1



TURNING THE TIDE TOGETHER ¢ Executive Summary and Recommendations

needs of the 21st century. The existing culture of policing must change. Issues
around interoperability between emergency responders and other community
safety partners, for example, require improvement. Everyday policing practices,
policies, supervision, information-sharing, learning, transparency, and accountabil-
ity require attention across the board, beginning with an overhaul of police edu-
cation in Canada. As our Report details, there are significant steps that the RCMP,
municipal police, and other public safety partners can take to improve prevention,
timely intervention, and, when needed, critical incident response. Most important,
the RCMP must finally undergo the fundamental change called for in so many pre-
vious reports. This transformation must begin with recruiting and education, and
from there extend to all aspects of the RCMP’s work.

In addition to rethinking policing, it is critically important that we address the root
causes of violence. We must acknowledge and address social factors like poverty
and inequality because it is clear that the social determinants of health are also
the social determinants of community safety. We need to accept that those who
perpetrate mass casualties often have unaddressed histories of gender-based, inti-
mate partner, or family violence - which means that tackling those forms of vio-
lence must be an urgent priority. Valuing all members of our communities, from
childhood onward, will contribute to making our communities safer for everyone.

We must invest in a public safety system that is about more than police ser-
vices, where multiple partners work together every day with substantial commu-
nity engagement. Community safety planning needs to take social development,
prevention, early intervention, and critical incident response into account. This
approach means that public policy and funding should put crime prevention on an
equal footing with enforcement. The police should be understood as a part of the
community safety net. Their important responsibilities to ensure public safety are
shared with community members as well as with other organizations and institu-
tions. This collaboration will enable each partner in community safety to focus on
the aspects of public safety that best suit their knowledge and expertise.

Across our country, we all have work to do. The Public Inquiry that led to this Report
is proof we can work together. This Report, like all the Commission’s work, is the
result of the contributions of many people, including the families, Participants and
their counsel, emergency responders, witnesses, participants in roundtables and
other discussions, community organizations, the media, service providers, the
public, and the Commission team. Once again, we thank everyone for contributing
to this important work. In addition, we acknowledge with gratitude that with our

X1V



Message from the Commissioners

work in Nova Scotia, we were guests in Mi’kma’ki, the ancestral and unceded terri-
tory of the Mi’kmagq,.

Turning the tide on the underlying causes of violence in our communities will
take courage, commitment, and collaboration. It will take courage to admit that
we face a set of interconnected and complex challenges and that we must resist
defaulting to the simplistic answers and impulsive responses that have failed us all
too often in the past. As a country, we need to commit to persisting month after
month, year after year, making steady improvements and sustained efforts to shift
entrenched values, fix broken systems, and make violence prevention our guid-
ing star. It will take collaboration from all Canadians - including leaders, policy-
makers, emergency responders, service providers, public institutions, community
groups, and members of the public - to turn the tide. By working together, you
helped us to develop meaningful, practical, and sustainable recommendations for
the future. Now we call on you to help implement these recommendations, which
will contribute to ensuring safer communities for everyone. We all have work to
do. It is time to act.

Sincerely,

The Mass Casualty Commission

Hon. J. Michael MacDonald, Chair

Leanne J. Fitch (Ret. Police Chief, M.O.M.)

Dr. Kim Stanton
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We remember

Tom Bagley

Kristen Beaton, who was expecting a child
Greg and Jamie Blair

Joy and Peter Bond

Lillian Campbell

Corrie Ellison

Gina Goulet

Dawn and Frank Gulenchyn

Alanna Jenkins and Sean McLeod

Lisa McCully

Heather O’Brien

Jolene Oliver, Aaron Tuck, and Emily Tuck
Constable Heidi Stevenson

E. Joanne Thomas and John Zahl

Joey Webber

XVII






Part A:
Commemoration






Commemoration

The Commission’s work was grounded in the memories of those whose lives were
taken. We paused to remember them each day during our public proceedings and
carried their names with us while we worked.

No one holds those memories more dear than the families and loved ones of the
people we commemorate here. Many of these same family members also took part
in the Inquiry as Participants. As Commissioners, we are grateful for the courage
they showed in speaking with us about their loss, experiences, and suggestions for
change. We continue to extend our deep and lasting condolences to them.

We asked all the families if they would like to commemorate their loved ones in
their own words. In the pages that follow, we set out the memories and the pic-
tures they chose to share with us.
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Tom Bagley

Tom Bagley was a man who wore many hats. Not only was he a devoted husband
to wife Patsy Bagley for almost 50 years, he was the best father that anyone
: could dream of. | was so truly blessed to be able to call him dad. My

f - M\-;M . . .. 5
= x world feels so much smaller now without him in it. The title that

he most loved in later years would most likely be Poppy. It was

the way his blue eyes would sparkle the moment you said the

names Brody and Braea that made it quite obvious there
was a special bond that will forever be cherished.

Tom was born April 21, 1949 in St. John, New Brunswick to
parents Edward and Eileen Bagley. He was one of four sib-
lings: Jim Bagley, Mary Bagley Creighton, and Richard Bagley,
now deceased. Tom knew from a young age that he wanted to
help others. At 15 he enlisted in the reserves and continued until the
age of 17 at which time he began his life’s adventure with the Royal Cana-
dian Navy RCN/CAF as a leading Seaman, where he served for 10 years on such
ships as HMCS Saint Laurent, the HMCS Margaree, and the ship that he was the
most passionate about the HMCS Bonaventure. After leaving the Navy, Tom began
his career as a crash rescue firefighter at the Halifax International Airport (HIAA)
for 31 years. During this time he also volunteered at both the Enfield
Volunteer Firehall and Elmsdale Volunteer Firehall for approxi-
mately 20 years of service.

In addition to volunteering, Tom was involved in many
different organizations. He was a third-degree knight
with the Knights of Columbus Saint Bernard’s Council
11625 in Enfield. In honour of his passing an annual
award entitled the ‘leave no neighbour behind’ is given
to someone in recognition of going above and beyond
to assist a neighbour or community member in need. It

is my opinion my dad exemplified this on that fateful day.
Tom was also a member of the Lions Club for many years, volunteer-
ing his time in the community.
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Tom loved just being out in nature. He loved fishing, hunting, skidooing, driving his
ATV and going for rides on his Harley. Tom was an avid Harley lover and was a life-
time member of the Harley owners group. Tom sat as Atlantic Director
o and regional Director for a number of years. Tom was also a mem-

. ber of the Snowmobilers Association of Nova Scotia (SANS).

Tom was the type of person who was never at a loss for
words. He definitely could talk. He was an earnest story-
teller who could keep people captivated until the very end.
He had a wealth of knowledge that now is sadly lost. What |
wouldn’t give to hear one of his stories one last time.

After his passing while going through some paperwork,

| came across a certificate from the Canadian Red Cross blood

collection acknowledging that he had donated over 100 times. |

recall as a child many times hearing the phone ring, asking if my father

was available to donate his O negative blood. It was only in recent years

due to health restrictions that he was no longer able to donate. In

the wake of this devastation, the Canadian Red Cross launched

a campaign to encourage people to donate blood. | knew
this was something near and dear to my father’s heart and
something he would stand behind. | contacted the Red
Cross and shared that my dad was a faithful donor and as

o

a result the campaign to donate in my father’s name was
decided. To those of you who donated and continue to do
so, thank you.

My dad was a man who lived to help others, and
despite this noble quality that led to his untimely

death, | am certain he would have done the same over

again as that was the type of man he was. He was my hero
and my pride. It is my hope that we all remember Tom
Bagley by the way he lived his life and not by the tragedy
that ended it.

Contributed by Charlene Bagley on behalf of the family of
Tom Bagley
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Kristen Beaton, .
who was expecting a child

Photo contributed by the family of Kristen Beaton
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Greg and Jamie Blair

Photos contributed by the family of Greg and Jamie Blair




TURNING THE TIDE TOGETHER ¢ Executive Summary and Recommendations

Joy and Peter Bond

When Harry and Cory Bond remember their parents, they recall seeing their Mom
and Dad happily climbing into a big rig together and driving off into the sunset
alongside a cloud of black smoke.

“Soft hearted and kind people, they were just good people,” said the younger
brother Cory.

Growing up in Back Bay, New Brunswick, Joy worked at the local sardine plant. One
day she saw a truck driver waiting by himself to unload a delivery. She offered him
dinner while he waited, which led to a marriage spanning more than four decades.

As a stay-at-home mom, Joy was always there when you needed something. She
was well known for her pumpkin and lemon meringue pies, banana bread and clas-
sic Maritime turkey dinner.

Her daughter-in-law Patty remembered, “You could ask Joy for any recipe or how
to substitute an ingredient while cooking.” Joy also enjoyed crocheting blankets
and dishcloths for friends and family. Her sons described her as someone who ani-
mals and children instantly loved. When she would come to visit Harry and Patty
Bond’s house, she would take off her glasses so that Cooper, one of their four bea-
gles, could lick her face until she would snort from laughing so hard. Each year, Joy
decorated her home with beautiful and elaborate Christmas villages that continued
to grow larger and larger each holiday season.

At 74 years of age, Peter was a retired truck driver, and a legendary one at that.
He had his Class 1 license and could drive just about anything on wheels whether
that be a school bus, garbage truck, 10 wheeler or 18 wheel tractor trailer. Work-
ing independently while on the road, Peter was joyful behind the wheel and often
reported that “his 18 wheeler was his therapy”. Both Harry and Cory remembered
taking long distance hauls into the United States with their father as far as South
Carolina and Georgia. On the road they would drive for long stretches over several
weeks without a single disagreement or argument.

As much as he loved to drive, he loved being with his family even more. The family
of four would take road trips together to visit Joy’s family in New Brunswick and
further into New Hampshire in their brand new Dodge Caravan that Peter had won
on an Atlantic Lottery scratch ticket.
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After raising their two sons near Chester, Nova Scotia, Joy and Peter moved to their
retirement home in Portapique in 2007. Their grandchildren, Tessa, Tiffany, Ricky
and Kyle, and great grandchildren, Isabella and Sophie, basked in their love and
called them Nanny Joy and Poppy Peter.

After several decades of being apart for long stretches of time, they grew even
closer in retirement, able to spend more time in the same place. They did every-
thing together.

“They went everywhere together, pulling big loads for their family. To me that’s old
school love,” said Harry. “They deserve to be remembered.”

That’s why he organized a Memorial Drive to honour his parents’ memory and all
the loved ones lost in the mass casualty from Chester to Peggy’s Cove, a scenic,
peaceful route along the coast of Nova Scotia’s South Shore. Remembering that
their Dad insisted that he and Cory say the Lord’s Prayer before going to sleep as
kids, the drive was started with that blessing for safe travel.

With more than 250 vehicles - motorcycles, jeeps, trucks and big rigs - taking part
during the Covid pandemic, Harry led the procession on his first Harley-Davidson
motorcycle carrying his 17 year old niece, Tessa, and an urn that contained his par-
ents’ ashes.

Harry takes inspiration from his favourite quote from Sylvester Stallone playing
Rocky Balboa: “You, me, or nobody is gonna hit as hard as life. But it ain’t about
how hard ya hit. It’s about how hard you can get hit and

keep moving forward.”

Prepared on behalf of the family of Joy and
Peter Bond




TURNING THE TIDE TOGETHER * Executive Summary and Recommendations

Lillian Campbell

Photo contributed by the family of Lillian Campbell
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Corrie Ellison

When his family and friends speak about him, they remember

Corrie Robert Ellison as a thoughtful, kind person who went
out of his way to help others. Ashley Fennell, a close friend
of Corrie’s for almost a decade, described him as a “beauti-
ful soul”.

“My brother was a really good guy. He helped people that he
could,” said Clinton Ellison, Corrie’s older brother.

Corrie was born June 5, 1977 and grew up in the Truro area.

While attending Princess Margaret Rose Elementary School,

Corrie suggested the school mascot be the panda, which it is to this

day. As someone who was legally blind, Corrie connected deeply with music. His
father remembered that one of Corrie’s favourite bands was Metallica.

“He’s the type of person who liked fishing and the outdoors,” said his father, Richard
Ellison. Corrie loved the outdoors and his life touched the hearts of many people.
He was witty and intelligent, and had friends far and wide, many of whom were
from the Indigenous community of Millbrook.

Corrie also liked archery, shooting sports and NFL football. While his father was a
Minnesota Vikings fan and his brother Clinton supported the Baltimore

Ravens, Corrie felt a special connection with the New England

Patriots because their legendary quarterback Tom Brady was
the same age as Corrie.

Corrie and Clinton were visiting their father Richard Ellison
in Portapique on April 18, 2020. The three were getting to
know each other again after several years of distance and
Richard was thankful for the opportunity to reconnect with
his sons.

His father Richard remembered, “Corrie was a fine young man
who made the best of the circumstances of his life.”

Corrie is survived by his father, Richard Ellison, Portapique; brother, Clinton
Ellison (Angela), Halifax; son, Connor Reeves. He was predeceased by his mother,
Deborah Ann (Kirk) Ellison, who loved him dearly.

Prepared on behalf of the family of Corrie Ellison
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Gina Goulet

Gina Yvonne Marie, age 54 of Shubenacadie. On April 19, 2020 Gina was abruptly
taken from this world by an act of senseless violence and will be forever missed.

Gina was a vibrant, dynamic woman and a proud mother. Her free spirited inde-
pendence led her to live a life of fulfilment. Whether she was on the beach in Cuba,
on the river bank with her fishing rod, at her cottage with the dogs, spending time
with her family, dancing salsa in her living room or enjoying the company of her
horse - she always had a smile on her face and gratitude in her heart. She will be
remembered for her kindness, generosity and ability to light up a room. Her laugh-
ter and zest for life resonated with anyone she met and she has left this world with
much more than she ever took from it. Gina was a survivor. She conquered cancer
in 2016 and again in January 2020 but never let it define her life. Her experience
was only fuel to live with more love and appreciation in her heart. Gina was a den-
turist for 27 years. Having the ability to literally put smiles on people’s faces was
one of her greatest and most proud achievements.

Contributed by Amelia Butler on behalf of the family of Gina Goulet
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Dawn and Frank Gulenchyn

While living in southern Ontario and planning their retirement, Dawn and Frank
Gulenchyn built their dream home in Portapique, Nova Scotia.

The couple lived in the Durham region for more than two decades

before moving to Nova Scotia in 2019. Frank had carefully ren- —t“"':;'f :
ovated the couple’s retirement home in Portapique as Dawn ' ﬂ;*! UA
finished up her career of more than 20 years at Hillsdale k- .-
Terraces long-term care home in Oshawa, Ontario. She is &
remembered as honest and conscientious and someone
who treated the residents as if they were her own family
and friends.

“She showed that kindness and respect for them. When she
came into the building, her residents were her family. She was

like a beam of sunshine,” said Spatzie Dublin, Director of Food Ser-
vices at Hillsdale Terraces.

Their son Ryan Farrington from Trenton, Ontario
remembers his parents by wearing a plaid lum-
ber jacket that his stepfather Frank had given him
when he showed up for a visit to his parents’ Nova
Scotian home underdressed for the weather.

“He gave this to me when | came down one year.
It’s just something, one of the only things | have
to remember my stepfather by,” said Farrington.

Dawn and Frank Gulenchyn are lovingly remem-

bered by their sons, Ryan and Jonathan and
daughter, Traceena. They were “Nana and Papa” to their grandchildren: Riley, Nolan,
Alyssa, Callie, Ethan, Isabella, Kaylee-Anne, Keagan, Makinlee, Paisley, Casey and
late granddaughter, Heaven-Lee.

The family has set up a public Facebook group as a memorial named “In loving
memory of Dawn and Frank Gulenchyn” which includes a video made by Dawn and
Frank’s grandson Riley Farrington.

Prepared on behalf of the family of Dawn Madsen (Gulenchyn) and Frank Gulenchyn
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Alanna Jenkins

“To know her was to love her”.

From the early days of the events of that tragic April weekend in 2020,

we have often been reminded of the wonderful, caring and beau-

tiful person our Alanna was to all those that had the honor of

knowing her. Through the many stories and memories shared

with us from people who had spent time with her, we have

even more insight into the amazing woman she had become.

Our hearts are full of pride knowing what a difference she
made in people’s lives!

When asked whether we wanted to have a commemorative

page about Alanna in this final report, our immediate answer

was yes. We always want her to be remembered for the amazing

daughter, sister, granddaughter, niece, partner, stepmom, nana, friend

and coworker she was to all! There are many adjectives to describe a person and

when talking about Alanna they are endless! Ones that immediately come to mind
include:

- Honest & Outspoken - you always knew where you stood with her whether you
liked it or wanted to hear what she had to say. If you asked for her opinion you
always knew you would get her most honest answer.

- A Great Listener & Loyal Friend - when you told her something you knew it would
go no further... as her grandfather used to say “it was in the vault”. Together her
and Sean were great listeners and loyal friends to all their friends and family. She
was the voice of reason that goes along with being a good listener.

- Compassionate & Empathetic - comes from her love for those who mattered
most to her and go along with her kind and caring ways. Friends and coworkers
often talked about Alanna’s energy and positive attitude, her understanding and
ability to make things work.
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They called her a “difference maker” and they talked about her true teamwork and
the tremendous compassion she had for her love of life and family.

Alanna’s involvement with StFX and the Forensic Psychology Program was very
near and dear to her heart. She loved helping mentor students and was proud
to be part of Forensic Psychology Day at StFX. A former coworker and fellow X
Woman said “Alanna always made people feel included and special. She lived her
truest self and felt it was okay to just be yourself!”. Although she had a demand-
ing job being a correctional officer and then a correctional manager she was able
to balance her work and home life. But most important to Alanna was her love of
family and friends.

Our girl was our everything, not only was she our daughter she was our best friend,
who we miss every single minute of every single day. She loved her

brother, Josh, dearly and could be counted on to support and
challenge him only as a sister could.

Her life with Sean at their little piece of heaven on the Hunter
Road were her happiest days. They loved their life together
whether it was just with themselves or cooking and enter-
taining family and friends around their table, in the man

cave or around a big bonfire... they were the best hosts ever.
They loved being out in nature, hunting, fishing, four wheel- % ,
ing, tubing on the river with friends or taking the occasional - ,

hike in the woods with their trusty companions Bama and Remi.

Their friend Shelly said “They brought out the absolute best in each

other and their kindness and giving personalities made you want to always strive

to be the best person you could be!”. Alanna (and Sean’s) other happy place was

at her Chance Harbour Paradise as she liked to call it, again spending time with

family and the beach friends and enjoying beach walks, bonfires and music nights

with her being DJ extraordinaire and knowing every word to every song.

With Sean came the family that Alanna learned to love with all her heart. Taylor
and Mia, she loved you as if you were her very own and little Ellie brought a happi-
ness to Alanna that was so, so speciall From the time Alanna was a young girl she
loved children and never lost her desire to find out what would bring joy to a child.
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They had so much more love to give and so many more things to experience and
places to travel to. We were so, so lucky that our families together shared so many
amazing memories with both Alanna and Sean... they just weren’t enough. | will
steal Alanna’s friend Wendy’s words “Although Alanna had many qualities that
made her exceptional in every way she will be missed most for her loving and giv-
ing spirit, her genuine smile, her witty banter and infectious laugh. The light Alanna

shone on to all will not be extinguished with her passing. She will live on through
those who love and honor her always”.

“There is nothing more beautiful than someone who goes out of their way to make
life more beautiful for others.” - Mandy Hale

These words describe Alanna and Sean to a T and as Alanna herself would say:

“Take the damn picture!”...
And we are so happy she did ¥

Contributed by Susan Jenkins on behalf of the family of Alanna Jenkins
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Sean McLeod

“The things you do for yourself are gone, when you are gone. But the

things you do for others, remain as your legacy.” 4 .
- Kalu Ndukwe Kalu P \

Helping people was something that came naturally to Sean,
always the first to lend a hand to someone in need. Offering
an ear to listen and support to anyone and everyone need-
ing it, purely out of the goodness of his heart. You never
really know how much someone impacts the lives of others,

until you hear the stories shared after they have passed away.

To say there was an outpouring amount of grateful stories of

Sean, would be a total understatement. He and Alanna both were
constantly doing whatever they could to make life a little easier for
everyone around them.

On the days he wasn’t at work, you could find him outside hunting in his back forty,
getting dirty while lobster fishing or just relaxing in the river behind their home. He
loved his time in the kitchen cooking and baking everything and anything. Football,
of course Tom Brady all the way. You know he made sure to razz all of his buddies
about their teams not being as good as his trusty Pats.

You see Sean was one of those people that brought laughter and light into any
room he walked into. And it didn’t matter where he was, he usually knew at least
one person in every room. He could put a smile on anyone’s face and it was hard
not to just by looking at his cheeky grin and hearing his goofy laugh. Both his best
traits that were fortunately passed down to the center of his world, his grand-
daughter Ellie.

Trying to think what Sean would want to be remembered most for is a hard one
because he would say “why would anyone want to remember me anyway?”. But
each and every person he encountered could tell you something worth remember-
ing about him. The world became dimmer the day we lost Sean, and as cliché as it
is to say, the world truly was a better place with him and Alanna in it.
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He should still be here to watch his daughters
and granddaughters grow up and live their
lives. To continue to live his life to the fullest,
just like he and Alanna always did. He looked
forward to retirement and many more vaca-
tions spent relaxing in the sunshine. All things
he was robbed of the day we lost him to a
senseless and preventable act.

To say Sean is missed, doesn’t even begin to
describe the loss that all of his loved ones
feel. The hole that was left the day he left
us is something that will never be whole

again, especially without gaining the closure
deserved.

We miss you and the joy you and Alanna brought to us and everyone around you
Dad, until we meet again someday.

Contributed by Taylor Andrews on behalf of the family of Sean MclLeod

Who was Sean Andrew MclLeod? This is a question | have been asked and one that
is not as simple to answer as you would think. There was so much to him... Sean was
a Son, Brother, Father, Godfather, Uncle, Friend and most importantly Grandfather.
He was kind, generous, funny, thoughtful, respectful and a jokester, but also could
be serious at times. Many people knew Sean but not all of them had the oppor-
tunity to know the entire person Sean was. Sean enjoyed being around friends
and family having fun, but also loved the quiet solitude his beautiful property in
Wentworth provided after a rough day at work. Sean enjoyed hunting, fishing and
being out in the wilderness. He also loved being in his kitchen cooking, baking and
making preserves. He baked the best fruitcake, keeping up a loved family tradition
with our Nan Kavalak’s recipe. He loved the Christmas season, when his home was
decorated for the holidays it could turn any Grinch into an elf. His yearly Christmas
countdown has been missed by many.
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Family was very important to Sean, this included his immediate family and also
his close friends. He was always available to give a hand to anyone who needed
him, whether it be to offer advice or just be an ear to listen. He was someone you
could count on and that you wanted to spend time with. At work he was a Leader,
a mentor and a confidant to many. He was never afraid to get into the mix and get
the job done. He was always fair and treated everyone with equal respect. He was
also known to have some fun and stir the pot just a little (a lot). His coworkers were
a very important part of his family and a huge support system for him. His mischie-
vous grin is still often part of many conversations. He is very much missed at work.

Sean had the opportunity to spend some much needed quality time with our Mother
prior to his passing during her frequent trips to Halifax for medical appointments
and also with our Father while accompanying him to his medical appointments in
town. With demands of everyday life, sometimes visits to the house were cut short
and were not as frequent as they had once been so this was time which they all
appreciated very much.

As his Brother, | miss him more than | can express. We all do. The time that we
would have had to spend together as a family was robbed from us and that is
unforgivable. We do however look back and appreciate all of the time that we did
have together and as time passes we relish in the memories we do have. Yes, tears
are still shed, but we are now able to tell stories and laugh, look at pictures and
smile. He was loved and forever will be.

Was he perfect? None of us are, and that’s part of what made him special...

Contributed by Scott McLeod
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Lisa McCully

She lived life fully and loved whole heartedly
She was not perfect and embraced her imperfections

She accepted you for who you were and cheered you on
wherever you were going.

She was both strength and vulnerability
She was both “go get '’em” and chaos

She was a Sunday school teacher and the friend with the
glass of wine

She was a lifelong Berwick United Church Camper and
friend to so many

She was the friend who sat with you on the bench and cried with
you, dusted you off, and cheered you on

She was the voice on the other end of the phone telling you to keep going, and if
you can’t, feel free to come over

She was the friend who had depth, spiritually, questions, and curiosity
She was open minded and strived to understand others’ perspectives
She was authentic and hopeful

She was brave and adventurous

She was silly and spontaneous

She was “throw it in the car, let’s get going, and we’ll figure it out when we
get there”

She was a friend who was there on the good and bad days
She had more faith than fear

Most of all Lisa was a phenomenal Mom!

Her children were the loves of her life and in her every thought

She would move mountains for them and to leave them would have felt
unimaginable.

Contributed by Emily Kierstead, Gail MacFarlane,
and Ruth Janes on behalf of the family of Lisa McCully
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Heather O’Brien

On January 5, 1965 a baby girl was born to Harold and Enid Murray of Masstown,
Nova Scotia. She was their first child. Heather Elizabeth. Soon to be followed by

two little brothers and a little sister. Heather was kind, intelligent and
witty. She was a great role model for her siblings and a daugh-

ter her parents could really be proud of. You could often find

Heather in the barn. She loved her horses dearly. Her love for

guitar also started at a young age. Learning to play by ear as

a teenager, she could pick up a song almost instantly. In her

adult life, one her favourite pastimes was playing the guitar
around the bonfire at any family gathering or barbecue.

Heather grew up on a small hobby farm in the 70s

and 80s before she left the small rural town
for education in 1983. Nursing was second I '&.

§

nature to Heather. From the moment she put the

first uniform on it was like she knew exactly where she was
supposed to be, helping people, and she had a knack for
it. She started her nursing career in Truro in the mid 1980s.

She possessed a warmth and patience that could never be
taught in school.

On August 17, 1984, Heather married Andrew

_(_6 .
y B
(Teddy) O’Brien. The love of her life. If you . :

‘H.
asked her about her marriage, she would
) tell you that there were trying times, but her heart always
‘* A IR |

remained with one man. They had a once in a lifetime kind
4 of bond. They were best friends even in the rough times

L4

.\ v’

pride and joy and soon after his birth she and Teddy decided that a

and raised a beautiful family throughout their lives together.

They eventually moved back to the same property where

Heather grew up, and raised their growing family.

Heather became a mother at the age of 21. Andrew Jr. was her

large family was something they both really wanted. This prompted her to
take time off from her nursing career to be a homemaker. She went on to give birth
to four daughters. Kathleen, Darcy, Molly and Michaella. Her home was happy and
full. A beautiful chaos would be the best way to describe life in the O’Brien
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house. She had a soft spot for youth and her home became a safe space for many
young people over the years. Everyone had a home at Heather’s. With a blustering

full house, Heather went on to mother three more children. Logan, Kelly,

and Neil brought so much joy to her life. She often spoke of how

ﬁ blessed she was to have the family that she did and taught her
children to stand up for what was right and protect their own.
One can only assume this is why the family stays incredibly
close to this day. Heather returned to nursing in 2003 when
she went to work with the Victorian Order of Nurses (VON).
She would spend the remainder of her career with the VON.

Her love for community through her career was evident. She
often spent time with clients in the community she grew up in

and this was very special for them and for her. She was a famil-
iar face; most of her clients had watched her grow up and now she
would care for them through their retirement years. She considered the

nurses she worked with like a second family and often celebrated their
successes.

Heather stayed active in her community. She loved to play
crib on Monday nights at the local Legion and spend time
with her 12 grandchildren on the weekends. Every one of
them had a special place in Grammies heart and she was
her best self when they were around. She wore the title of
Grandmother very well, like nothing else mattered.

Heather O’Brien lived a life that was full, she had what many

people strive for in this life and her family finds peace in
the fact that she was so happily content when her

:-""_ ’t j M - life was tragically taken on April 19, 2020. Heather’s
- /"'ﬁf\@ legacy will live in on through her children and grandchildren.
,:9 e They would like the world to remember her for the life she

lived and not for the way she died. Though her death has
been very public, it is not what defined her. She is defined
by her caring and kind spirit, the way she always rooted for
the underdog and how beautifully she swept through this
: life. Though her life was cut short, she certainly lived her life
R V i to the fullest and believed in the good that is left in this world.

Contributed by Darcy Dobson on behalf of the family of
Heather O’Brien
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Jolene Oliver, Emily Tuck, and Aaron Tuck

JOLENE OLIVER

Jolene Lori Oliver was born into a family full of love on Novem-
ber 25, 1980, in Calgary, Alberta. She was the youngest of
John and Bonnie Oliver’s three daughters, the adored baby
of the family and “beyond spoiled” according to her family.
She was a very tiny baby - she wore doll clothes for the first
six months of her life - and quickly earned the nickname
Teenie Weenie Little Joleney.

Jolene was the cutest child. She had natural curly hair, a
happy-go-lucky attitude, a constant smile and a remarkable
little giggle. As she got older, that giggle turned into an infectious
laugh - when she laughed, everyone laughed.

Jolene spent most weekends camping with her family as she grew up. She was
passionate about nature from a young age - except for the kind of nature that
includes spiders - and particularly loved birds, butterflies, dragonflies, pansies and
roses. She would become an avid bird watcher later in life.

Jolene loved writing poetry. And her favourite time of the year was always Christ-
mas. She was born 30 days before Christmas and made sure you knew that
Christmas was right around the corner every year on her birthday.

In her elementary school years, Jolene was often sick and spent quite a bit of time
in the hospital. It was through this that she realized how many people really cared
about her and how much others often did for her. As a result, from a very young
age she learned to find joy in doing things for others.

As is often the case in families with three siblings, Jolene was frequently teased by
her two older siblings, Crystal and Tammy. They would intentionally push her food
together because she hated for it to touch and would happily chase her around
the house with a rubber egg pretending that they were about to crack it on her
(they only would use a real egg occasionally). Sometimes they would make her
very “special” drinks from questionable ingredients found around the house, which
Jolene would eagerly drink to have the chance to impress her sisters.
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Despite the teasing, Crystal, the eldest of the three girls, quickly became the
keeper of her two younger sisters and was always very protective of them. And
Tammy and Jolene would play together all the time.

Family was everything to the Olivers, who lived their day-to-
day lives as a tight-knit family, spending quality time together.

i Jolene never missed a birthday or holiday and always bought
i or sent small gifts for people to let them know she was
L i thinking of them.
- Crystal shared this about her family:
G - “No matter what ever happened in life, where we were or
(3 B what was going on, we were raised that we always had home.

= There was always a place for us. And it was always safe. We
always protected each other and were always there for each other.”

Jolene was loved dearly by her family and was the “light of all of their
lives”. She always had a smile on her face, regardless of life’s chal-
lenges. She had the ability to find the positive in all situations
and in everyone. She was a very loving person who got per-
sonal satisfaction out of helping others and making others

smile. She often organized gatherings and made the extra
effort to stay connected with family and friends across
Canada.

Jolene served as a career waitress and loved connecting
with people in her community. She was that kind of waitress
that people felt was part of the family at meals. She was kind
and positive and always there for people.

Her sister Tammy added this about Jolene:

“Jolene was very kind to a lot of people. She was a great listener. She would spend
the time with people, listen to their stories and try to help them out. She would
lend an ear and take that time that people needed, and | think that really echoed in
Nova Scotia.”

Soon after Jolene graduated in 1999, she met the love of her life while working at a
bar in her early 20s. It was 2000.
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AARON TUCK

Aaron Todd Tuck was born on August 16, 1974, in Halifax, Nova Scotia. He was
raised by Bruce Tuck and Gloria Rodgers (née Mae), who loved him
until their deaths in 2016 and February 2020, respectively.

Aaron had a very special bond with his mother. Gloria would
often say that Aaron was the love of her life and her whole
world. Aaron, in return, cherished his mother.

& As a young man, Aaron was thoughtful and caring. He didn’t

have much growing up, and as a result of witnessing the
_ kindness people afforded him and his family, he became a
i : person who helped people all the time.

If someone was stuck on the side of the road, he would spend hours

outside in the rain with them trying to help them out. While Aaron could

be a little rough around the edges, once you got to truly know him, you would

quickly see that he had a big heart and was very soft inside. He was caring, loving
and very helpful; he would do what he could for anyone.

Aaron’s mother remarried to Angus Rodgers. Angus ignited a love of mechanics in
Aaron, which would become not only his future career but also one of his greatest
passions. Angus was a father-figure to Aaron. “He gave him some real life-lessons
and was a big part of his life. Aaron learned more than just mechanics from Angus -
he learned to be a man. And how to treat people,” said Aaron’s mother-in-law
Bonnie.

Aaron had a lifelong love for restoring older cars and became an accomplished
mechanic. His mechanical mind also allowed him to learn things quickly; he would
catch on instantly once shown how to do something.

He was known to spend time making gifts for people, including beautiful leather-
work later in life. “The gifts didn’t cost anything, just a whole bunch of time and
love,” said Bonnie.

Always up for an adventure, when Aaron was in his late teens he traveled across
Canada with his best friend Jason, who was like a brother to him. They moved all
the way to British Columbia together, but ultimately ended up in Alberta.

And it was a few years later in Alberta that Aaron would meet the love of his life in
a bar. It was 2000.
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JOLENE AND AARON

Jolene and Aaron met in 2000 in Calgary, Alberta. Jolene was a waitress and Aaron
was one of her regular customers. They dated for several months
before Jolene brought Aaron home to meet her close-knit family

Q;‘, ;"4 “ because she wanted to be sure that he was the one. “And then

»\\{; s dh | that story was written,” remembers Jolene’s sister Crystal.
. : Jolene and Aaron loved each other even though they came
& ,: from very different backgrounds. While Aaron presented

a hard exterior, Jolene saw all the good inside him, and
through her love, he became a softer person. Aaron was
raised an only child while Jolene was the youngest of three in

a family that spent much of their time together.

It took Aaron a while to get used to the family dynamic. He didn’t
understand the closeness of Jolene’s family at the start. “But at the end of the
day, we all grew on Aaron, and Aaron grew on us,” said Jolene’s sister
Tammy. “And sometimes we agreed to disagree, but we always
loved each other,” laughed Jolene’s mother Bonnie.

As the years went by, Aaron came to really enjoy having a
big family and appreciated all the unconditional love that :'
was offered - even if it came with a fair amount of teas- v ¢
ing. Aaron and Jolene shared so much in life, and it turned g Q},
out that one of the things they shared was their fear of spi- ' .J : *
ders. Because of Aaron’s tough exterior, it hadn’t occurred A ’

to anyone in the family that Aaron was afraid of much of any- \ 3’%*3#% ,
thing until one summer night when he launched across the yard

T (P

screaming and freaking out because a spider had descended from

a tree above him. A situation that of course had the whole family rolling on the
ground laughing at him. On another occasion, Aaron ran into the house hollering
because bats were flying around. “It was funny to see that different side of him. It’s
not a side of him that he let others see very often,” said Jolene’s sister Tammy.

Aaron worked for a time at his father-in-law John’s glass business, where he
excelled due to his ability to learn quickly and apply his mechanical mind. Aaron
and John developed a good relationship and Aaron would call John on a regular
basis looking for help on repairs around the house or other fatherly advice. When
it came to relationship advice though, Aaron’s mother-in-law was always the first
person he’d call as she knew Jolene so well.
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When Jolene was pregnant with Emily and weeks away from giving birth, Crys-
tal remembers being shocked by Jolene’s size. She fondly remembers calling her
“Rolly Polly Molie Jolie” because of the stark contrast from her tininess growing up.
It became a joke between the sisters, and throughout the years during their phone
calls Crystal would ask if Jolene was “teenie weenie” or “rolly polly”.

Jolene and Aaron’s love gave them the power to transcend their differences and it
was a love that was strong and constant and fun. And it was a love that led to their
“greatest accomplishment” together: a beautiful baby girl named Emily.

EMILY TUCK

Emily Mae Tuck was born on October 13, 2002, in Calgary, Alberta. She was the
only child of Aaron Tuck and Jolene Oliver and the youngest of all the grandchil-
dren and cousins.

She was a wonderful blend of both her parents.

From her father, Emily was brave, headstrong, and stubborn. She was
not afraid to tell you what she liked and didn’t like “whether you
wanted to hear it or not” laughed her aunt Tammy and Emily

*la

“had her own direction right from a very young age,” said her
other aunt Crystal. Emily had no fear and was always open
to try something new.

And from her mother, Emily developed a kind heart and was

incredibly selfless. She had a desire to make a difference in

people’s lives and was very mindful of how others felt. Emily

had this likeability that allowed her to make friends easily wher-

ever she went. Emily treasured giving to other people and was
loved by all who knew her.

Emily loved her family. And she loved being part of a big family. She was very close
with her five cousins and spent a lot of special time with them growing up. The
three girls - Sydney, Sara and Emily - were the youngest and very close in age, and
always spent all their holidays and summers together. As Emily was an only child,
she adored this time together, even though it came with its fair dose of teasing
being the youngest. The cousins had frequent sleepovers, playing spies and climb-
ing trees. They would spend hours waiting for a mouse to appear at the door of the
mouse house built into a tree stump by their grandma.
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Sara shared this favourite memory of her cousin:

“We would go around in grandma’s garden and help ourselves to little snacks now
and then. One time we went around and took one bite out of every single pepper
in the garden and left them all hanging on the vines. Grandma was left to deal
with all these half-eaten peppers, thinking some vermin got into
them, but it was really just us.”

When she was young, Emily was an early riser, often waking

up happy and ready to start the day at 5 or 6 a.m. This didn’t — gl
always work out so well for other family members as she -
had a very loud voice and never really learned to whisper.

Her aunt Crystal would try to get her to use sign language

early in the mornings so she didn’t wake up the whole house

with little success. “When Emily was in the house, there
could be all the grandchildren together, but you could always
hear Emily’s voice over everyone else’s,” fondly remembered her
grandma Bonnie.

Even after Emily moved to Nova Scotia she still corresponded frequently with fam-
ily and would came back to visit. “When somebody moves away, there’s this dis-
tance and sometimes people grow apart. That never happened with her - Emily
valued her relationship with each member of the family,” recalled Bonnie.

Growing up, Emily spent a great deal of time in the garage with her
father where she learned about mechanics and often helped
him with his projects. As a young teenager she was able to do

her own oil changes and change spark plugs. One time when
Aaron was helping Emily’s grandpa replace a motor, Emily

was right there helping her dad. “I have a photo of Emily ?
sitting in the motor bay cleaning wheel wells. She used to

help her dad in the garage all the time,” proudly recalled her

grandpa John Oliver. N

Emily’s kind heart extended beyond her friends and family. A

school teacher from Sydney shared how much of an impact Emily

had made on his life. At the end of Emily’s final school year in Sydney, her teacher
announced that he would be teaching a younger grade the following year. Emily
approached him after class and offered to help him by providing her old materials
that she had kept from that grade. She brought them in for him, and to this day he
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teaches with them in her memory and always tells his students that the materials
were handed down to him by a wonderful young girl that is no longer with us.

Emily had a passion for playing the fiddle. Her father Aaron bought her first fiddle
when she was only about four or five years old. Being from Nova Scotia, Aaron
would often listen to Celtic music with Emily’s grandma Bonnie who was born in
Nova Scotia. “If you’re from Nova Scotia, you can leave at an early age, but it will
never leave you,” said Bonnie. The music bonded Aaron and Bonnie, and as there
is a lot of fiddling in the Celtic music from Nova Scotia, Aaron always said “as soon
as Emily is old enough, I'm going to get her a fiddle” - which is exactly what he did.
Emily took to that fiddle immediately and had natural talent. Her older cousin Ricky
shared her love for music and they found every opportunity to play music together.
Playing the fiddle became her passion. It was after her grandma’s encouragement
that Emily’s father recorded her playing for an online kitchen-party group in late
March 2020.

Emily was just a couple of months shy of high school graduation when her life was
taken, and she was deciding whether she wanted to pursue a career in music or
apprentice as a welder. She was a bright light to her family and to those who had
the pleasure of crossing paths with her.

Emily’s grandmother Bonnie Oliver had this to say about her granddaughter:

“Jolene and Aaron’s greatest accomplishment was their daughter Emily. She was
just a very special little girl. | think now she was born to be an angel.”

DEEPLY LOVING FAMILY

Aaron, Jolene and Emily meant the world to one another. They were a deeply lov-
ing family that did everything together. They shared in each other’s challenges,
successes and happiness. Their lives were rich in love, kindness, adventure and
family. And they were always smiling.

“They didn’t need to spend money to make memories. They made the best of every
situation and worked with what they had and made a great life,” said Jolene’s sis-
ter Tammy. Jolene’s other sister Crystal added: “They made things, they created
things. When they gave you gifts, the gifts came with so much love. They all had so
much love.”

Aaron lived his life devoted to his wife and daughter and doted upon them. Jolene’s
mother Bonnie knew that Jolene and Emily “were the lights of his life - he loved
those two girls more than anything.” He attended all of Emily’s fiddle lessons,
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encouraging her always, and loved to hear his daughter play. He had a souped-up
Pinto that he planned to give to Emily on her 18th birthday. “He kept rebuilding it
because it wasn’t perfect. He needed it to be perfect, he needed it to be the best,”
said Jolene’s sister Crystal.

Aaron, Jolene and Emily spent their early years in Calgary, Alberta and their later
years in Nova Scotia. They moved to Sydney, Nova Scotia in 2014 when Aaron’s
mother became ill, and then to Portapique in 2018 when they inherited the fam-
ily home. Due to COVID-19 isolation protocols, Aaron, Jolene and Emily spent
their final weeks together as a family, simply enjoying each other’s company and
having fun.

AN ENTIRE FAMILY LOST

“A whole branch of our family tree just got cut off and is no longer there. There’s noth-
ing left. It’s not like they left any children. They didn’t leave anything on this earth. It’s
all gone. Other than the pieces and tangible things that are left from their memories.”

- Jolene’s sister Tammy

“It left a big hole in our hearts - we must live every day without all three of them.
Why did all three of them leave us at the same time? But they were such a close-
knit family. They lived their life together. They made their life together. They had
their challenges together. They loved each other. They left this world together.
They went to heaven and became angels together. And that gives me comfort,
that they are all still together. That’s the only way |

can rationalize them leaving such a big hole in
all our lives - is that they are all still together.
Even though we miss our three angels every
minute of every day. And we will forever.”
- Jolene’s mother Bonnie

Prepared on behalf of the family
of Jolene Oliver, Aaron Tuck, and
Emily Tuck
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The day | met Aaron | became whole. | always knew, intuitively, that | had a brother.
| don’t know how | knew, | just did.

| found out | was right when | was 12 years old, and | found Aaron when | was 16
and he was 19. | woke up on October 16, 1993, went to the library, looked him up in
the phone book and called him. My call woke him up. Once | had confirmed that |
had the right Aaron Tuck | asked if he knew who | was and he said, “It’s my fucking
sister!”

| can still hear his voice and those words in my head. | always will.

Life changed for both of us that day. Neither of us had any real support growing up
and neither of us had any siblings. We clung to each other immediately and anyone
who knew us knew we had an unbreakable bond.

Over the 27 years we loved each other, we both moved around the country but
stayed very close. There was never more than a few days that went by that we did
not talk on the phone.

When Emily was born, | got a package in the mail with photos of this beautiful
baby with big chubby cheeks and Aaron was so proud. As Emily grew, she and |
became close. When she learned to play the fiddle, Aaron would call me and she
would play for me over the phone. When | had my daughter, she and Emily were
each other’s favourite cousin and they spent hours together playing and building
forts whenever we visited. | have some wonderful homemade birthday cards that
she made for me, and | cherish them so much.

Jolene was a strong, kind woman who loved Aaron with all her heart and was like
a sister to me. She gave great advice and | spoke to her on the phone as much as |
talked to Aaron.

Aaron was a no-nonsense kind of guy who, if you didn’t know him, could seem like
a jerk because of his directness and gruff voice. But to those who knew him, he was
a fierce friend who was reliable and loving. When he hugged me, he wrapped his
whole body around me, and | felt safer than | ever felt in my entire life. He was my
big brother and in my mind he was indestructible.

My daughter and | lost an entire branch of our family tree that day and we will
never be the same. If the tables were turned and my family was murdered, he
would never stop fighting for answers and neither will I. | love you Aaron.

Contributed by Tara Long
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Cst. Heidi Stevenson

Photo contributed by the family of Cst. Heidi Stevenson
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E.Joanne Thomas and John Zahl

Elizabeth Joanne Thomas and John Joseph Zahl moved to Portapigue, Nova
Scotia in January, 2017 after purchasing their dream home on the Bay of Fundy.
Joanne retired early from a career in health services. John was a

United States Navy Veteran. He served his country as a Russian

Linguist. John retired from Federal Express.

John and Joanne were married for 34 years and truly loved N
each other. They celebrated every success in life together 'ﬁ
il

and worked through all life’s challenges together. The ' "(\;,
strength of their love for each other was evident to all those

lucky enough to know them.

John and Joanne loved animals and considered them part of

the family. They were generous with animal rescue efforts and
programs. They adopted many four legged family members over
the years. John and Joanne were sharing their home with Freddie and Zed, the
family cats, on April 18, 2020.

John and Joanne believed all individuals were important. They did not ask for help
but were willing to help others to a fault. There are so many examples of this, a few
are: John worked with troubled youth in Albuguerque Public Schools following his
retirement. They both were active in multiple projects for the homeless in Albu-
qguerque and Nova Scotia. They became involved in their community in Nova Sco-
tia upon their arrival. They looked for ways to improve the lives of others. John and
Joanne were instrumental in revitalizing the laundry project at their church in Truro,
Nova Scotia. They made the project more than a place for the homeless to do their
laundry. John and Joanne ensured those using the service had home baked treats,
good conversation and that they knew others cared about them. Joanne served as
a Board Member for T.R.EY. (Trauma Recovery for Exploited Youth).

John and Joanne loved to travel and were always making new friends on their
trips whether the trip was down the road to the store or across the world on a
cruise. John and Joanne did their best to ensure their family and friends knew they
were loved.

John and Joanne are loved beyond words. They are missed beyond measure -
EVERY DAY.

Contributed by Jennifer Zahl Bruland on behalf of the family of E. Joanne Thomas
and John Zah/
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Joseph Webber

Joseph “Joe” Webber was a country boy through and through. He had a kind heart

and was a good, hardworking person who never hesitated to lend a hand. Tragi-

cally, he died helping others when he pulled over on the highway on
April 19, 2020.

Joe was born on October 1, 1983 in Wyse’s Corner, Nova
Scotia. He grew up with his parents and younger sister Laura.
Joe and Laura often played together outside their family
home - Joe always with a big smile on his face. The siblings
remained very close throughout Joe’s life, speaking daily.

Joe gave so much to all those around him. He was well-
known in his community as someone who was always there for
anyone in need and never expected anything in return. Neigh-
bours remember him as a happy-go-lucky person that they never

saw angry or upset.

Joe was a true woodsman, like his dad. He genuinely liked working in the woods
and couldn’t imagine living in town. His father ran a forestry business and often
used horses for logging in the woods around their commmunity. Joe started working
with horses at a young age. He became a gifted horseman with an innate ability to
work with draft horses. Bow hunting was another pursuit he enjoyed, and he was
continually honing his skills. In his younger days, Joe loved racing at Scotia Speed-
world. He had worked his way up from Thunder and Lightning Class to Hobby
Class while always carrying the #75 on his car. He enjoyed the competition and the
comradery.

Though he had these other passions in life, nothing was more important to him
than his family. He was a doting father and he loved his family immensely. He would
do anything for his girls.

Although Joe didn’t live to be there for the special event, he left behind one last
gift to his family - a beautiful baby daughter born on Christmas day of 2020. Baby
“Jo” - his fourth daughter.
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Joe will be sadly missed by his four daughters, Jolynn, Emily, Rory and Shirley;
partner, Shanda MaclLeod; father, Thomas; sister and closest friend, Laura; niece,

Allie; nephew, Rylee; numerous aunts, uncles and cousins as well as a wide circle of
friends.

He was predeceased by his mother, Shirley Webber; paternal grandparents,
Gordon and Laura Webber; maternal grandparents, Eric and Joyce Boutilier.

Prepared on behalf of the family of Joseph Webber
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From Saturday evening, April 18, to Sunday morning, April 19, 2020, a perpetrator
shot and killed 22 residents of Nova Scotia, one of whom was expecting a child.
He also wounded three more people before being killed by RCMP officers in the
ensuing manhunt. His 13-hour rampage extended through several communities in
the central part of Nova Scotia. In addition to these gun-related deaths and injuries,
many other types of harm resulted from the perpetrator’s actions.

Please see the pictures and memories that the families of those whose lives were
taken chose to share with the Commission, in Part A, Commemoration.

The mass casualty affected a broad range of people, most significantly the families
of those whose lives were taken, as well as other individuals, groups, and organiza-
tions, including:

e witnesses who were there, saw what was happening, and were in harm’s way;
e first responders and service people, including police, emergency health

service professionals, firefighters, and others providing front-line services;

e people living in the affected communities whose friends and neighbours were

taken and whose sense of community safety was severely affected; and

e many people in Nova Scotia, Canada, the United States, and beyond.

Rural communities much like those affected by the mass casualty are dotted
across our country. The many lessons learned in this Inquiry must be understood,
actions taken, and recommendations applied. Doing so will better protect the peo-
ple and places we love, from sprawling rural spaces to First Nations communities
to urban centres from coast to coast to coast.
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Overview of the Mass Casualty
and the Police Response

Volume 2 of the Final Report provides a detailed account of what happened on
April 18 and 19, 2020. The next three volumes - Volume 3, Violence; Volume 4, Com-
munity; and Volume 5, Policing - supply further facts and analysis of the causes,
context, and circumstances of the mass casualty. This overview does not substitute
for the information and analysis provided in these volumes. Rather, its purpose is
to supply a chronology of the mass casualty, focusing on the perpetrator’s actions
and on key aspects of the police response, in order to provide the context for the
overall work of the Commission as described below.

Although this overview focuses on the perpetrator’s actions and on the formal
public safety system response to the mass casualty, community members played
a crucial role at every stage. Most poignantly, they included Jamie Blair, Lisa
McCully, Tom Bagley, Joseph (Joey) Webber, Andrew MacDonald, and others
who died or were injured while responding directly to the chaos caused by the
perpetrator. They also included, for example, community members who called 911
to offer information about the perpetrator, his disguise, and his whereabouts, and
those who shared information directly with RCMP members as they were engaged
in the critical incident response. These community members showed courage
and selflessness in their efforts to protect others. In Chapter 2 of Volume 2, What
Happened, we find that community members played an indispensable role in the
response and that this role was not adequately acknowledged by the RCMP.

For a complete understanding of the mass casualty, we urge you to read the Final
Report inits entirety.

The What Happened Timeline is a digital tool complementary to the findings
in the Final Report. It provides a visual understanding of what was happening

during the mass casualty at different times and locations.

The Commission constructed this timeline using the information set out in its
Foundational Documents, which summarized the information available to the
Commission at the time they were shared with the public. As the Commission’s
independent investigation continued, additional information may have come to

light that augmented or altered the Commission’s understanding of the facts.
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The Final Report sets out the Commission’s authoritative account of the Mass
Casualty Commission’s findings, lessons learned, and recommendations. If there
is information set out in the Final Report that differs in any way from the timeline,

the Final Report governs.

The interactive timeline can be found on our website

https:/masscasualtycommission.ca/whathappened.

Before April 18, 2020

The perpetrator was a white, wealthy male in his early 50s. He was a denturist, with
clinics in Dartmouth and Halifax. He lived part of the time in Dartmouth and part of
the time in Portapique, where he owned two properties: a well-appointed cottage
and a nearby “warehouse” - a large structure that also contained a bar and guest
accommodation. He stored many of his possessions at the warehouse.

The perpetrator was raised in a violent home and became a violent man. A cur-
sory overview of his life reveals the long history of violence in his family of origin.
He witnessed family violence, including intimate partner violence, at a young age.
He was abused by his father, who was also violent to others outside the family.
We learned that violence in the perpetrator’s family extended back several genera-
tions. There is evidence that intergenerational violence in his family affected many
of the perpetrator’s relatives.

As an adult, the perpetrator developed an alcohol use disorder and was known to
become violent when he drank to excess. Beginning as a youth and continuing as
an adult, the perpetrator engaged in violent and intimidating behaviour - a pattern
that extended to intimate partners, to friends, neighbours, and business associates,
and to patients and community members, particularly those who were marginal-
ized. Many people experienced violence and intimidation in their interactions with
him, and many others were aware of it.

On several occasions, individuals reported him to the police and other authorities,
but only one report resulted in a criminal charge - for assaulting a teenage boy. In
2002, he pled guilty to this charge and was granted a conditional discharge - one
of the conditions being that he attend anger management assessment programs
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and counselling as directed by his probation officer. The perpetrator also uttered
threats to commit violence using firearms against his parents in 2010 and against
the police in 2011. Both these threats were reported to the police.

Lisa Banfield was the perpetrator’s long-term common law spouse, and she
worked for him in his denturist clinic. Over 19 years, their relationship was marked
by his violence, coercion, and controlling behaviour toward her. The perpetrator
was physically violent with her and threatened her with a firearm on more than one
occasion. He also inflicted other forms of abuse, including verbal and emotional
abuse and financial control, and was controlling and possessive in his behaviour
toward her. Some individuals attempted to intervene in this pattern of violent, abu-
sive, and coercive behaviours. Others stood by and watched him assault her. He
frequently threatened to harm her or her family if she left him. On at least one
occasion, in 2013, the perpetrator’s violence toward Ms. Banfield was reported to
the police.

The perpetrator owned at least five firearms at the time of the mass casualty. He
did not hold a possession and acquisition licence, so he possessed them illegally.
He smuggled three of these firearms into Canada from the United States. He also
had significant amounts of ammunition and a hand grenade. He had shown some
of these firearms to several individuals, including his family, his neighbours, and
members of Ms. Banfield’s family. On three occasions, someone reported his pos-
session of firearms to the police.

At the time of the mass casualty, the perpetrator owned four decommissioned
police vehicles. He purchased them through GCSurplus, the Government of
Canada’s online auction site. He then sought out various items to transform one of
the decommissioned vehicles into a strikingly accurate replica of an RCMP cruiser.
He told many people about the replica RCMP cruiser, and several had seen it in real
life or in photographs. The perpetrator possessed several items of RCMP uniform,
including a full traditional dress uniform and a general duty uniform shirt, dark blue
pants with a yellow stripe, and Stetson hat. He also had various items of police kit,
including handcuffs. He acquired these items primarily through friends and family.

The perpetrator was deeply affected by the COVID-19 pandemic. In the weeks
before the mass casualty, his denture clinics had been required to close as part
of the public health measures that were then in place. He and Ms. Banfield moved
from their main residence in Dartmouth to the cottage in Portapique. In the period
after the clinic shut down, Ms. Banfield reported that he became “agitated and par-
anoid” and was not sleeping or eating much. He stockpiled large quantities of food,
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gas, and ammunition and withdrew $475,000 from the Canadian Imperial Bank of
Commerce (CIBC). His behaviour became erratic and was increasingly concerning
to Ms. Banfield.

The Evening of April 18 in Portapique

The mass casualty began before 10:00 pm on April 18, 2020, with the perpetrator’s
violent assault of Lisa Banfield in the Portapique cottage. Physical evidence found
by RCMP investigators corroborates her account.

The perpetrator inflicted serious injuries on Ms. Banfield, including fractures to her
ribs and lumbar spine, before setting the cottage on fire and forcing her to accom-
pany him to his nearby warehouse. When she tried to resist him, he took her shoes
and threw them into the woods. She attempted to run away, but he used his flash-
light to find her and grabbed her again.

Once they were inside the warehouse, the perpetrator handcuffed Ms. Banfield’s left
hand. He demanded her other hand, but she dropped to the floor and pleaded with
him. When she refused to get up, he fired his handgun into the ground on either
side of her. He forced her into the back seat of his replica RCMP cruiser and shut the
door. The back and front seats of the car were separated by a steel and Plexiglas
barrier with a sliding window. As is typical of police vehicles, the rear doors could
not be opened from the inside.

Ms. Banfield was trapped inside the back of the car while the perpetrator loaded
firearms into the front seat and moved around the warehouse. She was able to
pull the single handcuff off her wrist, causing injuries later documented in medical
records, open the window in the barrier, and slide through it into the front seat.
From there, she opened the driver’s door and fled from the warehouse.

Ms. Banfield hid overnight in the woods in Portapique, where she heard and
observed things that made her believe the perpetrator was still in the area looking
for her. The perpetrator set fire to his warehouse. Both the cottage and the ware-
house became fully engulfed in flames that were visible in the surrounding areas.

Within minutes of these events, at approximately 10:00 pm, the perpetrator arrived
at the home of his neighbours Greg and Jamie Blair on Orchard Beach Drive. This
couple ran a business providing sales, service, and installation of natural gas and
propane units in the Truro area. They loved fishing, cooking, the outdoors, and time
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Perpetrator’s Movements in Portapique, April 18, 2020
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Before 10:00 pm

Perpetrator assaults Lisa Banfield at the cottage

Before 10:00 pm

Perpetrator sets fire to warehouse

10:00 pm

Homicides of Greg and Jamie Blair

10:08 pm

Homicide of Lisa McCully

Between 10:08 and 10:20 pm

Homicides of Joy and Peter Bond

Between 10:08 and 10:20 pm

Homicides of Jolene Oliver, Aaron Tuck, and Emily Tuck

Between 10:20 and 10:25 pm

Homicides of Dawn and Frank Gulenchyn

10:26 pm

Perpetrator encounters Andrew and Kate MacDonald

Approximately 10:27 pm

Perpetrator at intersection of Portapique Beach Rd.
and Orchard Beach Dr.

10:28-10:38 pm

Homicides of Joanne Thomas and John Zahl

10:38-10:39 pm

Perpetrator travels through trail on lot 287

10:40 pm

Homicide of Corrie Ellison

Approximately 10:41 pm

Perpetrator proceeds to blueberry field road via
Cobequid Crt.

Approximately 10:41-10:45 pm

Perpetrator exits onto Brown Loop

Map Data | Google, ©2023 CNES / Airbus
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with their family. The perpetrator shot and killed Mr. Blair on the deck of his home.
At 10:01 pm, Ms. Blair called 911 and said that her neighbour had shot her husband.
She identified the perpetrator by first name and described the replica RCMP cruiser,
but explained he was not a police officer. Ms. Blair instructed her two children to
hide. While she remained on this phone call and sought to protect her children, the
perpetrator entered the Blair residence, shot the family cat and dog, and then killed
Ms. Blair. He pulled logs from the woodstove and scattered them across the living
room in an apparent attempt to cause the house to catch fire. He also turned on the
propane stove and piled items on top of it before leaving the residence. There is no
indication he noticed the hiding children.

Within minutes of Jamie Blair’'s 911 call at 10:01 pm on April 18, police resources
and an ambulance were dispatched to Portapique. The information provided to
these first responders by the RCMP Operational Communications Centre was
incomplete: key details such as the fact that the perpetrator was driving a “fully
decked and labelled RCMP” car but was not a police officer were not conveyed.
Four uniformed general duty members of the RCMP Bible Hill detachment - Acting
Cpl. Stuart Beselt, Cst. Victoria (Vicki) Colford, Cst. Adam Merchant, and Cst. Aaron
Patton - proceeded to Portapique in separate vehicles from various locations
around Bible Hill. They travelled at high speed using police lights and sirens.

Between 10:05 pm and 10:20 pm on April 18, the perpetrator took the lives of six
more people. His precise movements in that 15-minute period are somewhat uncer-
tain, but the following account represents the most likely chronology based on all
the evidence obtained by the Commission.

The Blair children continued to hide until smoke forced them to flee their home.
They ran to the house next door, where Lisa McCully lived with her children.
Ms. McCully was a mother and a teacher at the elementary school in Debert. She
enjoyed the quiet of Portapique and spending time outdoors, biking, snowshoe-
ing, and fishing. She was a neighbour of the perpetrator. Before the Blair children
arrived at her home, Ms. McCully and one of her two children had noticed the fire
across the road at the perpetrator’s warehouse and heard the sounds of explosions.
Ms. McCully left her home at approximately 10:08 pm to respond to these devel-
opments. The perpetrator shot and killed her soon after, most likely while driving
south along Orchard Beach Drive after leaving the Blair home. The Blair children
arrived at the McCully residence at approximately 10:16 pm, and the McCully chil-
dren brought them inside the house. The four Blair and McCully children called
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911 and remained on the phone with the call-taker until they were evacuated from
Portapique more than two hours later.

After the perpetrator killed Ms. McCully, he travelled south in his replica RCMP
cruiser to Cobequid Court to the residence of Joy and Peter Bond and the separate
residence of Jolene Oliver, Aaron Tuck, and Emily Tuck. After raising their two sons
near Chester, Nova Scotia, Joy and Peter Bond moved in 2007 to their retirement
home in Portapique. As the parents of 17-year-old Emily, Mr. Tuck and Ms. Oliver
moved their family from Alberta to Nova Scotia in 2014. Mr. Tuck was good with his
hands and liked restoring cars, while Ms. Oliver loved nature and was known for her
infectious laugh. Emily was creative and played the fiddle. They enjoyed spending
time together as a family at their house in Portapique. The Bonds and the Oliver /
Tucks knew the perpetrator as a neighbour.

The perpetrator shot these five residents inside their respective homes. He did not
set fire to either residence. No information is available to determine the order in
which he went to the residences on Cobequid Court. We know that Emily Tuck
was alive at 10:03 pm, the time she sent her last text message to a friend. Despite
receiving calls from concerned family and community members beginning on the
morning of April 19, the RCMP did not find these victims until the late afternoon of
April 19.

After killing the Bonds and the Oliver / Tucks, the perpetrator retraced his route,
driving north on Orchard Beach Drive past his warehouse and the McCully and
Blair homes. He arrived at the residence of Dawn and Frank Gulenchyn sometime
before 10:25 pm. Before retiring to Nova Scotia from Ontario, the Gulenchyns had
carefully renovated their home in Portapique. The perpetrator shot and killed them
and set their home on fire.

Andrew and Kate MacDonald lived on Portapique Beach Road. As they were pre-
paring for bed, they observed what appeared to be a massive fire. Concerned, and
unsure whether anyone had reported the fire, they got into their car to investi-
gate. On their way, they drove past the Gulenchyn residence and noticed what they
believed to be an RCMP cruiser in the driveway. At 10:25 pm, after confirming the
location of the fire at the perpetrator’s warehouse, Mr. MacDonald called 911. While
on the phone, he turned the car around and drove back north on Orchard Beach
Drive. They noticed that the kitchen of the Gulenchyn residence was also on fire.

The perpetrator’s replica RCMP cruiser was still in the Gulenchyns’ driveway, and
Mr. MacDonald initially mistook the perpetrator for a police officer. The replica
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RCMP cruiser pulled out of the driveway and drew up alongside the MacDonalds’
vehicle while they remained on the 911 call. The perpetrator fired two shots at them.
Mr. MacDonald was shot in his shoulder, and another bullet grazed his head. He was
able to drive away, followed by the perpetrator and a second vehicle later identi-
fied as belonging to the Faulkner family. At the intersection, Mr. MacDonald turned
north onto Portapiqgue Beach Road and the Faulkners followed them. As the
MacDonalds approached Highway 2, they encountered the first RCMP members,
who were just arriving at Portapique. The perpetrator turned south down Por-
tapigue Beach Road, away from Highway 2 and the responding RCMP members.

Mr. MacDonald knew Acting Cpl. Beselt, the first arriving RCMP member, and they
had a brief conversation. Cst. Patton also spoke with the MacDonalds and broad-
cast information he learned from them, including the short form of the perpetra-
tor’s first name, his approximate age and occupation, and the fact he had a car that
looked like a police car.

Within 30 minutes of the first fatality in Portapique on April 18, 2020, the RCMP
had received three 911 calls about the active shooter situation. Jamie Blair, the Blair
and McCully children, and Andrew and Kate MacDonald all identified the perpetra-
tor by first name and provided other identifying characteristics such as that he was
a neighbour and a denturist. These callers each said the perpetrator had a police
car, but was not a real police officer, or that he had a car that looked exactly like an
RCMP car. They provided identifying information, including that the car was white
and had RCMP decals on it.

Important information from these 911 calls was not passed on to responding mem-
bers or captured within the text-based incident logs produced by call-takers and
dispatchers. In particular, the RCMP discounted the clear information coming from
Portapique community members that the perpetrator was driving a fully marked
RCMP vehicle. Priority was placed on determining whether all RCMP vehicles in
Nova Scotia were accounted for, to rule out the possibility that any of these vehi-
cles were involved in the critical incident. This investigative step was reasonable,
but it led to a false conclusion that the eyewitness accounts were mistaken.

Based on the information Mr. MacDonald provided that the perpetrator was
an active shooter, Acting Cpl. Beselt decided that he and Cst. Merchant should
begin an Immediate Action Rapid Deployment (IARD) response. The RCMP Oper-
ational Manual defines |IARD as “[t]he swift and immediate deployment of law
enforcement resources to an on-going, life threatening situation, where delayed
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deployment could otherwise result in grievous bodily harm and/or death to inno-
cent persons.”

Acting Cpl. Beselt and Cst. Merchant proceeded south on foot along Portapique
Beach Road. They were soon joined by Cst. Patton, also on foot. We refer to these
three RCMP members as the IARD responders.

The other responding member from the Bible Hill detachment, Cst. Colford,
remained near the intersection of Portapique Beach Road and Highway 2 to
prevent the perpetrator from escaping by that route. She also spoke to the
MacDonalds as they awaited medical attention. Starting at 10:43 pm, additional
RCMP members began to arrive at Portapique. These members attempted to
establish a perimeter to prevent the perpetrator from escaping the area.

RCMP policy requires that a scene commander be designated at a critical inci-
dent that entails an IARD response, but no one was appointed to fill that role. The
absence of a trained scene commander had a significant adverse impact on the
RCMP’s critical incident response in Portapique.

RCMP policy did not clearly assign supervisory roles and responsibilities for the
period before a critical incident commander assumes command of the critical inci-
dent response. Uncertainty about these roles and responsibilities was evident from
an early stage within the RCMP’s response in Portapique.

We find in Volume 2, What Happened, that the RCMP member who held initial com-
mand of the critical incident response in Portapique was S/Sgt. Brian Rehill. On the
night of April 18, 2020, S/Sgt. Rehill was the risk manager in the RCMP Operational
Communications Centre, which was then located in Truro, Nova Scotia. Risk man-
agers are non-commissioned officers with significant operational experience who
are available to general duty members to provide supervision and guidance. They
work closely with 911 call-takers and dispatchers (civilian employees of the RCMP
who also operate within the Operational Communications Centre). Risk managers
can monitor incidents by reading the electronic (text-based) incident activity log
produced by call-takers and dispatchers and by listening to police radio. RM Rehill
(as we call him during his hours on duty on April 18 and 19) began monitoring the
Portapique incident after Ms. Blair’s 911 call.

RM Rehill was not a trained critical incident commander. At 10:35 pm, when the
scale of the incident was becoming apparent to the first-responding members
in Portapique, RM Rehill notified the acting district operations officer, Acting
Insp. Steven (Steve) Halliday, of the incident. By 10:38 pm, Acting Insp. Halliday,
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S/Sgt. Allan (Addie) MacCallum, and S/Sgt. Allan (Al) Carroll had been contacted.
In April 2020, these three non-commissioned members were all key members of
the supervisory group in the Northeast Nova District, which comprises most of
northern Nova Scotia. At 10:42 pm, Acting Insp. Halliday phoned an on-call crit-
ical incident commander, S/Sgt. Jeffrey (Jeff) West, who was based in the Hali-
fax area. Supt. Darren Campbell, the support services officer, quickly approved the
deployment of the critical incident commander and specialized resources such as
the Emergency Response Team (ERT) and Police Dog Service.

RM Rehill remained in command of the RCMP’s critical incident response for
more than three hours, while also performing his duties as risk manager. After
S/Sgt. West was called out, he arranged for a trained scribe, Sgt. Robert (Rob)
Lewis, to record his decisions and actions and obtained equipment from RCMP
H Division headquarters in Dartmouth. S/Sgt. West and Sgt. Lewis travelled from
Dartmouth to Great Village (approximately 10 kilometres east of Portapique),
where S/Sgt. West established a critical incident command post in the Great Vil-
lage fire hall.

Sgt. Andrew (Andy) O’Brien was the operations officer for Bible Hill detachment.
He was off duty on April 18. After Acting Cpl. Beselt called to alert him to the seri-
ous incident in Portapique, Sgt. O’Brien phoned his supervisor, S/Sgt. Carroll, and
informed him he had consumed alcohol and should not attend the scene. His con-
sumption of alcohol was in no way improper - he was off duty and not on call.
However, from approximately 10:30 pm on, Sgt. O’Brien participated in the criti-
cal incident response in a supervisory capacity, without attending the scene. The
RCMP Code of Conduct rule about member consumption of alcohol is poorly
framed. We conclude in Volume 5, Policing, that the only appropriate standard for
RCMP members is that they should have no alcohol or recreational drugs in their
system when on duty. A member who has consumed alcohol or recreational drugs
should not report for duty or self-deploy.

The RCMP members who responded to the mass casualty had limited knowledge
of the Portapique community and geography. It was dark, with few sources of arti-
ficial light, and there was smoke in the air. The RCMP members on scene could hear
explosions and sounds like gunshots. Acting Cpl. Beselt used the navigation fea-
tures of his personal cellphone to orient himself and the other IARD responders as
they moved through the Portapique subdivision. RCMP-issued cellphones had no
data, and therefore no navigation capacity of this kind. The RCMP did not seek out
local knowledge about the geography of the area or about alternative routes out
of the community.
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After the perpetrator turned south on Portapique Beach Road, he travelled past
his cottage to the residence of Joanne Thomas and John Zahl, at 293 Portapique
Beach Road. Retirees who had come to Portapique from New Mexico in 2017, the
couple quickly became involved in local community and charity work. They lived in
a home immediately next to property owned by the perpetrator.In Volume 2, we
conclude that the perpetrator shot Ms. Thomas and Mr. Zahl before setting their
home on fire. Ms. Thomas and Mr. Zahl were killed sometime between 10:28 pm
and 10:39 pm.

After leaving the Thomas / Zahl residence, the perpetrator drove his replica RCMP
cruiser on a trail through the woods on his property from the southern portion of
Portapique Beach Road to his warehouse at 136 Orchard Beach Drive.

Corrie Ellison and Clinton Ellison were visiting their father, Richard Ellison, in Por-
tapique on the evening of April 18. Corrie Ellison grew up in Truro and had many
friends in the area. The brothers heard what sounded like a gunshot and stepped
outside, from where they could see flames rising above the treeline. Shortly after,
Corrie Ellison said he would go to investigate the source of the fire. At 10:36 pm, he
phoned his father to say the fire was at 136 Orchard Beach Drive. He used his cell-
phone to take photographs of the fire.

At approximately 10:40 pm, the perpetrator encountered Corrie Ellison just
south of the driveway to the warehouse and fatally shot him. The shots that killed
Mr. Ellison were heard and reported by the Blair and McCully children (who
remained on their call with 911) and the IARD responders.

Witness accounts provided different and in some aspects conflicting informa-
tion about the perpetrator’s exit from Portapique. We conclude on the basis of all
the evidence that the perpetrator left Portapique immediately after killing Corrie
Ellison. From that point, he travelled south, to the intersection of Cobequid Court,
and turned left to proceed east along Cobequid Court to a dirt track that was
known in the community as the blueberry field road - an unmarked, unofficial road
that runs alongside a blueberry field and connects Cobequid Court to Brown Loop
and ultimately to Highway 2. Using this route, before 10:45 pm, the perpetrator
accessed Highway 2 and drove east toward Great Village. His replica RCMP cruiser
was captured on a video surveillance camera in Great Village at 10:51 pm.

RM Rehill began giving directions to secure the perimeter at 10:44 pm on April 18,
2020. At this time, he was overtasked. As the sole supervisor on duty, without a
scene commander on site in Portapique, he was monitoring the IARD responders,
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establishing containment, monitoring information coming into the Operational
Communications Centre via 911 calls, and seeking to secure additional resources
such as air support.

At 10:44 pm, RM Rehill instructed Cst. Christopher (Chris) Grund, who was driving
from Millbrook, to seal off Highway 2 at Hillview Lane, east of Portapique. However,
at about the same time, Cst. Jordan Carroll and Cst. Jeff Campbell were also radio-
ing that they were approaching Portapique from the west, and there was evidently
confusion about to whom of these responding members RM Rehill was directing
his instruction.

At 10:48 pm, Cst. Colford broadcast by police radio the information, provided by
Ms. MacDonald, that there might be an alternative route out of Portapique. How-
ever, this broadcast was not heard by members then travelling toward the scene,
RCMP dispatch, or supervisors who had been engaged by that point.

No containment point was established on Highway 2 east of Portapique until
12:01am on April 19.

Back in Portapique, after walking south down Portapique Beach Road, the IARD
responders went through the woods from Portapique Beach Road to 136 Orchard
Beach Drive. The warehouse structure was completely ablaze, emitting intense
heat and periodic explosions.

The IARD responders exited the warehouse property onto Orchard Beach Drive. At
10:49:18 pm, they broadcast the discovery of a deceased male, subsequently iden-
tified as Corrie Ellison. They then made their way across the street to the McCully
residence, where they located the four McCully and Blair children, who were in the
home by themselves and on the phone with 911.

The IARD responders advised the children to shelter together in the basement, and
then they left the home. They remained outside for a short time to protect the chil-
dren but, consistent with their training, made the difficult decision to leave them in
order to move toward the sounds of ongoing gunshots and explosions. They were
hoping by this means to find and contain the perpetrator. In the ensuing hour, the
IARD responders periodically returned to check on the children.

Having not heard anything from Corrie Ellison after his call at 10:36 pm, Richard
and Clinton Ellison grew worried. Both men left the residence: Richard Ellison
walked to the end of the driveway before returning inside, and Clinton Ellison con-
tinued north on Orchard Beach Drive. He illuminated his path with a flashlight.
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Clinton Ellison approached the perpetrator’s warehouse at approximately 10:55
pm. As he did so, he noticed something lying on the ground on the left side of the
road. He shone his flashlight to the area and realized it was the body of his brother,
Corrie. When he saw another flashlight shining in his direction, he shut off his flash-
light and hid in the woods, believing the person holding the flashlight to be the one
who had killed his brother.

At 10:55 pm, the IARD responders observed light from a flashlight south of them on
Orchard Beach Drive. They suspected this person - later determined to be Clinton
Ellison - to be the perpetrator. The members took up defensive positions on the
lawn of the McCully residence. Mr. Ellison turned off his flashlight and fled into the
woods. The IARD responders began to follow, but, having lost sight of him and
concerned about the possibility of ambush in the woods, ended their pursuit.

At this time, the police radio became congested: RCMP members on Highway 2
were working to establish a perimeter, and Cst. Jordan Carroll identified a suspi-
cious vehicle in Five Houses - a community to the west of Portapique on the other
side of the Portapique River. RCMP supervisors and responding members failed to
observe radio protocols - for example, they did not keep non-urgent radio trans-
missions to a minimum at the time when the IARD responders believed they had
engaged the suspect or answer questions asked by the IARD responders, and mul-
tiple supervisors intervened to provide direction at this time. This failure to observe
radio protocols contributed to confusion in the overall response and to uncertainty
about who had overall command of the critical incident response.

Sometime between 10:55 pm and 10:59 pm, Clinton Ellison was able to contact
his father by phone and tell him that Corrie had been shot. At 10:59 pm, right after
ending the call with his surviving son, Richard Ellison phoned 911. He reported that
fire and explosions were occurring on Orchard Beach Drive and that his older son
(Clinton) had just contacted him to say that his younger son, Corrie, had been shot.
He said that Clinton’s phone had gone dead.

At 10:59:33 pm, the IARD responders broadcast that they had located the body
of a female victim - later identified as Lisa McCully - beside the front fence of her
residence. They remained near the McCully home for some time to protect the chil-
dren inside. At approximately 11:15 pm, because they had no further indication of
the perpetrator’s likely location, the IARD responders stopped actively searching
for him.
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At 11:10 pm, Operational Communications Centre dispatch supervisor Ms. Jennifer
(Jen) MacCallum called the risk manager of J Division (New Brunswick),
S/Sgt. Martin Saulnier, to request support from the RCMP Atlantic Region Air Ser-
vices. RM Saulnier indicated he would inquire about availability and call back. Less
than 10 minutes later, RCMP Air Services advised that the helicopter in New Bruns-
wick was “Off Duty Sick” - that is, dismantled for scheduled maintenance. Efforts
to secure alternative air support began at this time and continued overnight and in
the early morning of April 19.

Also at 11:10 pm on April 18, the perpetrator’s replica RCMP cruiser was captured by
surveillance footage (later recovered by the RCMP) entering the Debert Business
Park. Some witnesses observed the perpetrator’s vehicle as he made his way to
Debert and after he arrived there.

At 11:16 pm on April 18, Acting Cpl. Beselt radioed from Portapique to ask whether
an emergency broadcast could be used to tell residents to shelter in their homes.
At that time, the RCMP Operational Communications Centre was using property
records to seek to identify and contact Portapique residents - a laborious and ulti-
mately ineffective strategy.

At 11:32 pm on April 18, the RCMP posted its first tweet about the mass casualty. This
text was prepared by the Strategic Communications Unit using an existing bank of
social media texts and was approved by Sgt. O’Brien. It stated that the RCMP were
“responding to a firearms complaint in the #Portapique area (Portapique Beach
Rd, Bay Shore Rd and Five Houses Rd.).” The public was “asked to avoid the area
and stay in their homes with doors locked at this time.” The phrase “responding to
a firearms complaint” in no way conveyed the threat presented by the perpetrator
at that time. This public communication was the only one issued by the RCMP until
8:02 am on April 19, 2020.

Despite the relative lack of information provided to the public by the RCMP, com-
munity members were taking active steps to share information and to assist one
another both on scene in Portapique and through social media posts. We learned
fromm community members that messages were being shared as early as 11:00 pm
on April 18. These early messages focused on photos of the fires in Portapique, but
they also shared information about the large police presence in Portapique.

Acting Insp. Halliday, S/Sgt. Carroll, and S/Sgt. MacCallum each began monitoring
RCMP radio communications soon after they were informed of the unfolding inci-
dent in Portapique. S/Sgt. Carroll announced that he was on the air at 11:00 pm. By

52



Part B: The Mass Casualty

11:30 pm, these three officers had assembled at the RCMP Bible Hill detachment to
prepare for the critical incident commander’s arrival. Acting Insp. Halliday decided
to leave RM Rehill in the role of interim incident commander so that he (Acting
Insp. Halliday) “could focus on the big picture.” None of these senior supervisors
went to the scene during the evening of April 18.

Shortly before midnight on April 18, two additional responding RCMP members from
the Millbrook detachment - Cst. William (Bill) Neil and Cst. Chris Grund - entered
Portapique on foot to protect the four children in the McCully home. At 12:25 am
they decided that Cst. Grund would use Ms. McCully’s car to drive the children to the
Great Village fire hall, where a staging (waiting) area had been established for ambu-
lances and other non-police emergency responders. Meanwhile, Cst. Neil stayed at
the McCully home with the IARD responders. By this time, members of the Emer-
gency Response Team were en route to Portapique, where they would take over the
active response within the hot zone.

Overnight, the critical incident command considered whether to continue to advise
community members to shelter in place or to evacuate them from Portapique. At
12:27 am, S/Sgt. West, Acting Insp. Halliday, and S/Sgt. Kevin Surette, the second
critical incident commander, who was driving from Yarmouth and did not arrive
until 5:40 am, decided to wait for the ERT’s arrival in order to set up better con-
tainment and “figure out how to clear [the Portapique] area” safely.

While the Operational Communications Centre staff, responding members, and the
critical incident commmand group made sincere efforts to alert residents and safely
evacuate them, the evidence shows that at the time of the mass casualty, the RCMP
had not prepared for how best to notify community members and execute a large-
scale evacuation of civilians from a hot zone while an active threat was in progress.

By approximately 12:30 am, investigators from the Major Crime Unit had arrived at
the Bible Hill detachment. They met with Acting Insp. Halliday, who updated them
on the current situation, and joined the investigation efforts. However, the infor-
mation that the MacDonalds had survived an encounter with the perpetrator and
were available to provide more information to responders had not been recorded
in the RCMP incident log and was not passed along to them. This information did
not come to light for several hours.
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CIC West Takes Command at 1:19 am

The critical incident commander, S/Sgt. West, took command of the over-
all response at 1:19 am on April 19, after arriving at the Great Village fire hall and
setting up his command post. Once S/Sgt. West was at the command post, he
requested that S/Sgt. Carroll, Acting Insp. Halliday, and S/Sgt. MacCallum join him.
They did so, arriving between 2:00 am and 2:20 am. Radio and telecommunica-
tions and associated personnel also set up at the command post, together with a
crisis negotiator who tried to contact the perpetrator. RCMP members were gath-
ering more information about the perpetrator and the situation in Portapique while
also endeavouring to understand what had unfolded.

With CIC West now in command of the incident, RM Rehill continued with risk
manager duties. However, no formal transfer of knowledge and updates from RM
Rehill to CIC West occurred. For example, CIC West and S/Sgt. Surette did not
review or direct that an investigator review the 911 recordings to ensure they had
all the information from this source. The command group did not review the inci-
dent activity logs themselves or seek a full briefing directly from RM Rehill or the
staff at the Operational Communications Centre about what information had been
shared by community members and what was known about potential witnesses.
Nor did the investigators at the Bible Hill detachment take these steps.

The first H Division ERT members arrived on scene in Portapique at 12:34 am on
April 19, approximately one hour and 45 minutes after having been called out. The
slower-moving tactical armoured vehicle arrived after the other ERT members. At
approximately 1:20 am, after the tactical armoured vehicle arrived at Portapique,
it was directed by CIC West to respond to 911 callers in Five Houses who reported
seeing lights and movement. At 1:31 am, while the ERT members were responding
in Five Houses, Richard Ellison called 911 to report that he had just spoken to his
son Clinton, who was hiding in the woods near Orchard Beach Drive. A supervisor
from the RCMP Operational Communications Centre called Clinton at 1:42 am. She
spoke to him at length in an attempt to pinpoint his location.

After clearing the call in Five Houses, H Division ERT members proceeded to Por-
tapique in the tactical armoured vehicle. They entered the community in search of
Clinton Ellison just after 2:00 am. The 911 dispatcher coordinated ERT’s evacuation
of Mr. Ellison. Although ERT had been advised that Mr. Ellison was a witness and
was not a suspect, ERT members handcuffed him and put him in the back of the
vehicle. He was dismayed that ERT members did not go up the driveway to locate
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his brother’s body and that his last memory of his dead brother was seeing him
while being driven away, handcuffed, in an armoured police vehicle.

The IARD responders and Cst. Neil were evacuated from Portapique in the tactical
armoured vehicle at the same time as Mr. Ellison was transported. They drove to
the command post in Great Village, where the IARD responders debriefed with
Acting Insp. Halliday, S/Sgt. Carroll, and S/Sgt. MacCallum. They explained what
they had seen and done in Portapique, including which houses they had visited
and where they had observed bodies and fires. During the debrief, at approxi-
mately 3:00 am, members at the command post learned that Mr. MacDonald was
a surviving eyewitness. Even at this stage, it appears that Ms. MacDonald was not
similarly identified. Mr. MacDonald was not interviewed until 5:00 am, two hours
after information about him had been provided directly to the command post.
Ms. MacDonald was not interviewed until the following day, April 20.

During the overnight period of April 18/19, the RCMP critical incident command failed
to make a decision on whether to continue advising Portapigue community residents
to shelter in place or to evacuate. Rescue-oriented tasks such as finding and evacu-
ating community members or searching for victims who may have been injured but
survived were not initiated until the early morning hours, when the command team
discussed checking the condition of the residents at the Blair home. Discussions were
more focused on securing air support before initiating an evacuation.

During this overnight period, the critical incident command became concerned
about Lisa Banfield’s situation. Steps were taken to reach Ms. Banfield by phone
and to ping her cellphone, in an attempt to locate her. These efforts were unsuc-
cessful - the perpetrator had smashed Ms. Banfield’s phone in the initial assault and
left it in the burning cottage. The Halifax Regional Police took some steps to locate
her at the home she shared with the perpetrator in Dartmouth and at the homes of
some of her family members in the Halifax area. These efforts were also unsuccess-
ful because Ms. Banfield was still hiding from the perpetrator in the woods.

The command group’s capacity to coordinate members’ work on the ground in and
around Portapique was hindered by the lack of a scene commander. In addition,
the RCMP was not able to track members’ locations when they were not logged
onto mobile work stations (the computer in RCMP police cruisers) and when they
were outside their vehicles. CIC West did not review containment when he took
command of the critical incident response. The command group did not realize
there was a gap in containment east of Portapique until approximately 5:00 am.
At about that time, Acting Insp. Halliday saw a high-quality electronic map of the
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Portapique area and noticed that the blueberry field road might be traversable by
car. Accordingly, at 4:57 am, the command group moved a police vehicle to the
corner of Highway 2 and Brown Loop, to which the blueberry field road connects.
Despite this recognition of a gap in the perimeter, the command group did not
reconsider its belief that the perpetrator was still in Portapique.

By 6:00 am, when there were no new reports from Portapique of fatalities, injuries,
or encounters with the perpetrator, personnel at the RCMP command post con-
sidered that he may have died by suicide and that he had taken Lisa Banfield’s life.
As daylight approached, thoughts turned to transitioning from a critical incident
response to a major crime investigation.

In Volume 5, Policing, we explain that critical incident command decisions should
involve the consideration of the widest and fullest range of explanations for the
information available to the decision-maker, including worst-case scenarios. Con-
tingency plans should be developed based on multiple potential developments,
including the most severe or serious possible outcome. These quieter hours during
the early hours of April 19 - when the critical incident commander was in place
at the command post - provided an opportunity for the RCMP command to take
stock, review, and analyze the information they had received from all sources and
to consider alternative scenarios. This opportunity was lost.

For example, RCMP commanders believed that the perpetrator was contained in
Portapique, and this belief shaped the critical incident response during the over-
night period. The command group focused on whether the perpetrator was dead
or alive, not on where he was located. Though the fires and sounds of explosions
continued into the early hours, as the night wore on the scene in Portapique
appeared to quiet down. No one seemed to take into account the fact that the
perpetrator was familiar with the Portapique area and likely knowledgeable about
local roads and trails.

Two factors contributed to the limited analysis and flawed decision-making that
characterized the critical incident response overnight. The first is that the critical
incident command structure lacked a dedicated information analyst. No one was
assigned the task of reviewing the totality of information and performing an analy-
sis of it. The second was a flawed decision-making process, particularly the failure
to consider alternative scenarios based on the information about the replica RCMP
cruiser and mounting reports about the perpetrator and his firearms.

The RCMP did not provide additional information to the public overnight.
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Early Morning, April 19

At 5:45 am on April 19, video surveillance footage captured the perpetrator’s
replica RCMP cruiser heading west on Plains Road from the Debert Business Park
toward Highway 4. Less than half an hour later, the replica cruiser was captured on
video surveillance travelling north on Highway 4 and passing a residence near Folly
Lake; at 6:29 am, video surveillance shows the vehicle travelling north on Hunter
Road, Wentworth.

Shortly after 6:35 am, the perpetrator arrived at 2328 Hunter Road, the home
of Alanna Jenkins and Sean McLeod, both long-time employees of Correctional
Service Canada. Ms. Jenkins worked at the Nova Institution for Women in Truro,
and Mr. McLeod worked at the Springhill Institution. Mr. McLeod had met the per-
petrator through a friend in Portapique, and the couple had socialized with him.

The perpetrator shot one of the family dogs at the residence and entered the home.
He spent almost three hours in the Jenkins / McLeod home. Evidence suggests
he shot the couple before setting the house on fire. He took Mr. McLeod’s wallet

Hunter Road and Plains Road, Wentworth

Wentworth @
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from the scene. The house ultimately burned to the ground, destroying forensic
evidence that may otherwise have assisted with reconstructing the perpetrator’s
actions, including the times of death of Alanna Jenkins and Sean McLeod.

At around 6:20 am, Dave Westlake, emergency management coordinator of the
Colchester Regional Emergency Management Organization, was contacted by the
Nova Scotia Emergency Management Office and asked to set up a comfort cen-
tre for Portapique evacuees. Mr. Westlake was told there had been a shooting in
Portapique and that the residents still in the area were being evacuated.

At approximately 6:28 am on April 19, Ms. Banfield left the woods and sought help
from the first house she came to: Leon Joudrey’s residence on Portapique Cres-
cent. Mr. Joudrey let Ms. Banfield inside and, seeing she was shaking and shivering,
gave her his coat and sneakers. He handed her his phone, but she was so cold she
dropped it. He picked it up and called 911.

Five minutes later, several members of the ERT arrived in the tactical armoured
vehicle and transported Ms. Banfield to the head of Portapique Beach Road. One
of the ERT members, Cst. Benjamin (Ben) MaclLeod, carried out a cursory medical
exam and described her as having no visible serious injuries, although she was in
a “state of terror” and had a distraught, dishevelled appearance. She was having
trouble walking because of lower back pain suffered as a result of the perpetrator’s
assault on her. Emergency Medical Response Team (EMRT) member Cpl. Duane
Ivany assessed Ms. Banfield as moderately hypothermic. He explained that her
body was not circulating heat and that this symptom “indicated to me that she was
outside for an extended period.” In addition to being a trained EMRT responder,
Cpl. Ivany had been a member of the Canadian Ski Patrol for approximately seven
years. He has a great deal of experience with hypothermia from the work he did in
that period.

Ms. Banfield was taken by EMRT members to an Emergency Health Services ambu-
lance staged at the Great Village fire hall. Once the initial medical assessment was
complete and before she was transported to hospital, Ms. Banfield was interviewed
for 45 minutes by Cst. Terence (Terry) Brown and Cst. David (Dave) Melanson
in the back of an ambulance. Cst. Brown led the interview, and he described
Ms. Banfield as lying on a stretcher and in visible pain. During the first 15 minutes
of this interview, the paramedics assessed and began treating her. She provided
additional details to the RCMP members about the perpetrator, and confirmed that
he had a fully marked replica RCMP cruiser.
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At the time when Ms. Banfield was extracted from Portapique, the command post
was still making its strategic decisions on the premise that the perpetrator had
likely remained in the Portapique area and was possibly dead. Plans were being
made to transition toward scene investigation, and the question of whether to
evacuate Portapique residents remained under discussion. Around 7:30 am, the
command post received Ms. Banfield’s information about the perpetrator’s replica
police cruiser and, from another source, a photograph of that vehicle. Although
some evidence suggests that this information prompted members of the com-
mand group to more seriously consider the possibility that the perpetrator had
escaped Portapique, they did not make plans for an active manhunt.

By 7:55 am, the command group had confirmed that the perpetrator’s replica
RCMP cruiser was not among the vehicles found at his properties in Portapique.

Shortly before 8:00 am, Ms. Banfield was transported to the Colchester East Hants
Health Centre, where she was assessed in the emergency department and then
admitted. She was treated in hospital for five nights and discharged on April 24,
2020.

Most general duty RCMP members scheduled to work the day shift on April 19
began at around 7:00 am. Some shifts were short-staffed because members
had self-deployed the previous evening - they had joined in the critical incident
response although they were not scheduled to work at that time and without being
directed by a supervisor or a dispatcher to do so.

As members started their shifts, the briefings they received from their supervisors,
the Operational Communications Centre, and the command post varied and, over-
all, were unsystematic and insufficient. Most members picked up as much back-
ground information as they could glean from monitoring the radio traffic and
speaking to colleagues. Many RCMP members explained they were calling other
members and listening to the radio, “trying to gather as much information 'cause
we weren’t getting a whole lot.” Some members relied on information they saw on
social media or information shared by family. No general instructions were issued
by the command post or the risk manager about what information should be
shared with oncoming members.

A shift change was also taking place in the RCMP Operational Communications
Centre. At 7:00 am on April 19, the risk manager and the Operational Commu-
nications Centre were playing an important, but supporting, role in the critical
incident response by capturing incoming information about the mass casualty and

59



TURNING THE TIDE TOGETHER ¢ Executive Summary and Recommendations

arranging resources, including extra responding members, for the command post.
The Operational Communications Centre was also responsible for ensuring that
other, unrelated calls were being responded to as necessary.

S/Sgt. Bruce Briers took over the role of risk manager from S/Sgt. Brian Rehill at
approximately 7:00 am. He had already started gathering information about the
ongoing incident at around 6:00 am, and he asked Halifax Regional Police to share
any records about the perpetrator. This action yielded new information about the
perpetrator’s previous interactions with police. Before taking over as risk manager,
S/Sgt. Briers also monitored the Colchester radio channel, but he found the inci-
dent log being maintained on the RCMP’s Computer Integrated Information and
Dispatching System too clunky and slow to be of great value.

Call-takers, dispatchers, and supervisors also had a shift change at the same
time, and the Operational Communications Centre supervisor, Ms. Jen MacCallum,
remained at the centre until around 7:40 am to make sure the incoming shift was
properly briefed.

At 8:04 am, a “Be on the Lookout” (BOLO) notice was sent to RCMP members stat-
ing that the perpetrator was “potentially using fully marked ford taurus car number
28B11 and could be anywhere in the province.” At 8:16 am, RM Briers broadcast a
message to all members that “we’re looking for potentially a white, fully marked
PC, 28-Bravo-11. Please wear your hard body armour the rest of the ... duration of
your shift today. Just in the event you come across this vehicle.”

The second RCMP public communication about the critical incident was released
at 8:02 am. The tweet does not mention the replica RCMP cruiser or the possibility
that the perpetrator had left the Portapique area:

Public Communication #2: April 19, 2020 8:02 a.m. Twitter #RCMPNS
remains on scene in #Portapique. This is an active shooter situation.
Residents in the area, stay inside your homes & lock your doors. Call 911 if
there is anyone on your property. You may not see the police but we are
there with you. #Portapique.

By 8:33 am on April 19, the Onslow Belmont Fire Brigade hall opened its doors to
assist residents who were evacuated from Portapique. At 9:05 am, the Emergency
Response Team began carrying out its evacuation plan and directing evacuees to
the Onslow fire hall. CIC West broadcast the location of the comfort centre over
the Colchester RCMP radio channel.
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At 8:44 am, Acting Cpl. Heidi Stevenson of the Enfield RCMP detachment asked the
Operational Communications Centre whether a media release describing the per-
petrator’s replica RCMP cruiser was being released to the public. (Cst. Stevenson
was acting corporal to cover this shift.) S/Sgt. MacCallum had a conversation with
Ms. Lia Scanlan, the director of the RCMP Strategic Communications Unit, at about
8:45 am in which he confirmed that the replica RCMP cruiser was unaccounted for.
He testified that he understood that this information would now be publicly shared.

Ten minutes later, the third tweet was released. It included a photograph of the per-
petrator but did not provide information about the replica RCMP cruiser:

Public Communication #3 April 19, 2020 8:54 a.m. Twitter 51-year-old
[perpetrator’s name] is the suspect in our active shooter investigation in
#Portapique. There are several victims. He is considered armed & danger-
ous. If you see him, call 911. DO NOT approach. He’s described as a white
man, bald, 6'2-6'3 with green eyes. [photo attached]

At 9:12 am, a similar social media message was posted by the RCMP on Facebook.
A Department of Natural Resources helicopter joined the RCMP response at 8:45 am.

At 8:50 am, Tom Bagley left his home on foot for his usual morning walk along
Hunter Road. Known for his kindness, caring, and skill as a storyteller, Mr. Bagley
was a military veteran and retired firefighter. The distance between the Bagley
and Jenkins / McLeod homes was about 400 metres. During Mr. Bagley’s walk, he
passed the Jenkins / McLeod residence and would likely have observed smoke and
fire. Sometime before 9:20 am, Mr. Bagley went to the home, presumably seeking
to assist or to ascertain whether assistance was needed. He was shot and killed by
the perpetrator.

At 9:19 am, Jody MacBurnie called the Oxford RCMP detachment to express con-
cern that he could not get hold of his neighbours Sean McLeod and Alanna Jenkins.
The detachment phone line was not staffed at that time, and Mr. MacBurnie’s call
was put through to 911. Mr. MacBurnie mentioned that Mr. McLeod knew the perpe-
trator, said he was aware of the events in Portapique, and explained his connection
to Greg Blair. The call-taker replied that he would pass along the information and
that Mr. MacBurnie might get a call back. This call was not logged on the RCMP’s
incident activity log, and the information shared by Mr. MacBurnie was not dis-
patched to the command post or to responding members.
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After taking the lives of Alanna Jenkins, Sean MclLeod, and Tom Bagley, the perpe-
trator left 2328 Hunter Road. At 9:23 am, his replica RCMP cruiser was captured on
video travelling south on Hunter Road toward Highway 4, approximately 3.7 kilo-
metres south of the McLeod / Jenkins residence. The perpetrator proceeded along
Highway 4, where he encountered and shot his next victim, Lillian Campbell.

Around 9:00 am on April 19, Ms. Campbell left her home on Highway 246, in the
Wentworth area, for her regular morning walk south on Highway 4 and along Val-
ley Road. Ms. Campbell, who with her husband had retired to Nova Scotia from
the Yukon in 2014, enjoyed gardening and day trips to nearby beaches. She was
community-minded and loved walking the roads and parks around her home in the
Wentworth Valley.

Travelling south on Highway 4, the perpetrator passed Ms. Campbell, then turned
the vehicle around and fatally shot her from his replica RCMP cruiser. He turned the
car around again and continued south on Highway 4 toward Glenholme.

Mary-Ann and Reginald Jay were Lillian Campbell’s neighbours. At 9:30 am,
Ms. Jay was sewing upstairs in her home when she heard a gunshot. She looked
out the window and saw an RCMP car slowly turning around and heading south,
toward Truro. Then she noticed a body lying on the side of the highway. Recogniz-
ing the clothing, she realized the person on the ground was Lillian Campbell. She
ran outside to the side of the road where Ms. Campbell was lying and concluded
her friend was dead. She ran back to her house and called 911 to report the incident.
The 911 call was placed at 9:35 am.

Ms. Jay gave her husband a blanket to cover Ms. Campbell’s body. As he was doing
so, another person, former paramedic Scott Brumwell, arrived at the side of the
road. The 911 call-taker advised Ms. Jay that both she and her husband should
remain inside their residence. Ms. Jay, unaware of the active shooter situation,
responded that it would be inappropriate to leave their neighbour alone on the
side of the road.

Despite the potential danger, Mr. Jay and Mr. Brumwell remained on Highway 4
with Ms. Campbell’s body until an RCMP member arrived on scene.
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The Mid-Morning Pursuit of the Perpetrator

Although the RCMP command group had some pieces of information earlier, it was
not until approximately 9:40 am on April 19 that they fully grasped that the perpe-
trator had escaped Portapique, that he was driving a very realistic replica RCMP
cruiser, and that he was killing and threatening community members in the Went-
worth and Glenholme areas. What ensued was a scramble on the part of RCMP
members to respond to these new incidents.

The responding members were at a disadvantage when the critical incident
response, which had been based on a relatively stationary, possibly barricaded, and
possibly deceased perpetrator, became a manhunt across Nova Scotia’s rural road
system. Despite having made some efforts, for example, to account for the perpe-
trator’s vehicles, the command group had not made plans for the possibility that
the perpetrator was on the move outside Portapique. This lack of contingency plan-
ning persisted even after the command group became aware that the perpetrator’s
replica RCMP cruiser did not appear to be among the vehicles found in Portapique.
RCMP policies and standard training offered relatively little guidance about how
best to coordinate a critical incident response to an active mobile threat.

At about 9:42 am, RCMP dispatch broadcast the information from Ms. Jay’s 911
call over the Cumberland radio channel, followed quickly, at 9:42:30 am, by the
Colchester radio channel. The RCMP Emergency Response Team, Police Dog Ser-
vice, and general duty members stationed in Portapique and at the Cobequid Pass
toll plaza were directed to respond to the Wentworth area. Additional RCMP mem-
bers responded from their detachments and other locations. The first-responding
RCMP members arrived at the location where Ms. Campbell was lying at 10:09 am.
They confirmed that she was deceased and contained the scene.

We heard from RCMP witnesses who were involved in the response on April 18 and
19, 2020, that the shift to a dynamic incident in which the perpetrator was mobile
and his movements could not be readily predicted presented great challenges to
the entire response. S/Sgt. Bruce Briers explained:

The problem with this [instance] is that we’re - we were behind the eight
ball and so you’re trying to catch up to what of an individual that knows
what they’re planning on doing, and we don’t have a clue, and there’s

a lot of areas. So trying to figure out where to best station people in

relation to where he was last seen in the Debert area as opposed to - and
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where he’s going. Because is he going to Halifax or is he going to some-
where else outside of that area?

Supervisors who were involved in the critical incident response were unanimous
in their testimony that the nature of the critical incident response changed signifi-
cantly between 9:30 am and 10:00 am on April 19, 2020, when reports started to
come in via 911 of the perpetrator’s actions in Wentworth and Glenholme.

In this phase of the critical incident response, members who had been performing
assigned supervisory and investigative roles in the command post and elsewhere
shifted their location and role in response to information about the perpetrator’s
location and activities. In many instances, this shift occurred without the direction
or even necessarily the knowledge of the critical incident coommander and others
whose work was integral to coordinating the overall response. The tasks previously
being performed by these personnel largely lapsed. At the time when the RCMP
began chasing the perpetrator to Wentworth and Glenholme, there were eight
known or suspected murder victims in Portapique, and five more had not yet been
discovered by the RCMP.

By 9:40 am, a draft tweet describing the replica RCMP cruiser and including a
photograph of the vehicle had been prepared by the Strategic Communications
Unit and forwarded to S/Sgt. MacCallum for approval. S/Sgt. MacCallum did not
reply, likely because he was responding to the Wentworth homicide dispatch.
The request for approval was forwarded to Acting Insp. Halliday at 9:45 am, and
approval was granted at 9:49 am. However, the tweet was not posted until 10:17 am.

From 9:45 am, the Enfield and Indian Brook members had taken lookout positions
at the border of Colchester and East Hants counties and were monitoring the Col-
chester radio channel. These members had been assigned positions by Acting
Cpl. Stevenson, and she continued to manage the members under her supervision
strategically as the mass casualty continued to unfold.

The perpetrator’s replica RCMP cruiser was captured on surveillance video driv-
ing south on Highway 4 past a residence near Folly Lake between approximately
9:40 am and 9:45 am on April 19, 2020. While the perpetrator was travelling south,
Cpl. Rodney Peterson, the Colchester County duty team leader, was travelling
north on Highway 4 to respond to the Wentworth scene.

Cpl. Peterson had learned of the events in Portapique from a phone call with a col-
league before reporting for duty at the Bible Hill detachment at 9:00 am. When he
arrived at the Bible Hill detachment, he met Sgt. O’Brien, who told him they were
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looking for a police car and he should put on his hard body armour. Cpl. Peterson
was left with the impression the perpetrator could be driving a decommissioned
police car. At the time of this conversation, the RCMP had possessed a photograph
of the perpetrator’s replica RCMP cruiser for more than an hour.

On his way to Portapique, Cpl. Peterson had spoken by phone with Cst. Trent
Lafferty and Cst. Adam MacDonald, who were both on his team. Cpl. Peterson
learned that multiple people had been shot in Portapique overnight and that they
were looking for a police car with decals. He understood this information to mean
that the car had once had decals and traces of them could be seen, but not that
the car was still fully marked. Shortly after this call, Cpl. Peterson received a Be on
the Lookout message on his mobile work station that he believed gave a descrip-
tion and a photo of the perpetrator’s vehicle. However, he was unable to open it.
Before opening the BOLO, he heard the call concerning Lillian Campbell’s homi-
cide in Wentworth. At about 9:47 am, Cpl. Peterson and the perpetrator passed
each other just south of the intersection of Highway 4 and Plains Road, while trav-
elling in opposite directions.

Immediately, Cpl. Peterson broadcast his sighting of the perpetrator’s replica
RCMP cruiser over the Colchester radio channel. He inquired whether they were
looking for a “fully marked car” or an “ex-police car.” Cpl. Peterson travelled 1.2
kilometres further north before finding a safe spot to turn around, but by then the
perpetrator was no longer in view. Cpl. Peterson travelled at high speed south of
the Highway 104 overpass but could not locate the replica RCMP cruiser. The per-
petrator had driven into Adam and Carole Fishers’ property on Highway 4 and
eluded detection.

At 9:49 am, the perpetrator turned into the Fishers’ driveway in his replica RCMP
cruiser. The surveillance video shows him exiting the replica RCMP cruiser, reach-
ing back into the vehicle via the driver’s door, and walking toward the residence
with what appears to be a rifle in his right hand. The perpetrator was wearing a
baseball hat and a high-visibility vest.

The Fishers had seen the RCMP Facebook post identifying the perpetrator, and
when they saw him on their property, they retreated from the window, hid sepa-
rately in the house, and both called 911. Previously, Mr. Fisher had had a few interac-
tions with the perpetrator after the perpetrator asked him to quote on excavation
work on one of his properties. The RCMP had not yet released information to the
public about the perpetrator’s replica RCMP cruiser, but in June 2019, the perpe-
trator told Mr. Fisher he had just purchased two decommissioned RCMP cruisers
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and was “going to put ... one back to a marked, fully marked car.” Mr. Fisher had
called the Bible Hill RCMP detachment with this information at 9:37 am on April 19,
after he saw the RCMP Facebook post.

At 9:50 am, following the Fishers’ 911 calls, RCMP members en route to the
Wentworth homicide call were redirected to Glenholme. Within six minutes, RCMP
members, including general duty, Police Dog Service, and Emergency Response
Team members, had paused south of the Fishers’ residence to regroup and confirm
their target destination. They were soon joined by the Emergency Response Team
tactical armoured vehicle.

The Department of Natural Resources helicopter was directed to Glenholme and
began a perimeter flight around the Fishers’ residence.

The RCMP was unaware that it was already too late: the perpetrator had left the area.
The perpetrator did not enter the Fisher residence, nor did he hide on their prop-
erty. Unbeknownst to the Fishers and the RCMP, he had left the property at approxi-
mately 9:51am. The Fishers were unaware that the perpetrator had left and believed
he could have been elsewhere on the property. They remained hidden in their home.

After leaving the Fishers’ residence, the perpetrator travelled east on Plains Road
toward Debert. The replica RCMP cruiser was observed by several civilian witnesses
on Plains Road and captured on multiple surveillance cameras, including just before
9:58 am as it passed Dave’s Service Centre travelling southeast on Plains Road.

Kristen Beaton, a young wife and mother who was expecting a child at the time, was
employed by the Victorian Order of Nurses (VON) as a continuing care assistant.
She was known for her kindness with her clients. Ms. Beaton was driving to Mass-
town and Debert to meet her homecare clients that morning. Her cellphone records
indicate she was aware of the incident in Portapique and was actively following the
situation, including through social media updates. She texted with her husband
on the topic throughout the morning and had two brief calls with him. Sometime
before 9:00 am, she posted on a Facebook group called “Local 35 Home Support
Workers.” The post contained a link to the RCMP Twitter page and the message,
“Anyone working in D5 and 7 please be safe and keep your eyes open.” At 9:38 am,
Nicholas (Nick) Beaton sent his wife a Facebook screenshot of the RCMP warning
with a description of the perpetrator, and the two spoke a few minutes later.

Shortly before 10:00 am, Ms. Beaton parked her Honda CR-V in a gravel pullout
on the south side of Plains Road, just southeast of the Debert Business Park. This
pullout was frequently used by Victorian Order of Nurses staff to do paperwork or
make phone calls while making their rounds.

66



Part B: The Mass Casualty

The perpetrator continued travelling on Plains Road to the pullout where
Ms. Beaton was parked. He slowed his vehicle, drove into the pullout, and posi-
tioned his replica RCMP cruiser next to her vehicle. He fatally shot Ms. Beaton
through her driver-side window.

Heather O’Brien was driving a Volkswagen Jetta on the same stretch of road
that Sunday morning. She had been employed by the Victorian Order of Nurses
for nearly 17 years as a licensed practical nurse. She was also a wife and mother.
She was not working that day, but she spoke with her friend and colleague Leona
Allen multiple times over the course of the early morning. The two exchanged text
messages and phone calls about the active shooter situation. Ms. O’Brien had also
been corresponding with her daughters about the events in Portapique and had
left her home to bring them coffee.

Ms. O’Brien’s Jetta was captured on the Community Metal surveillance camera,
heading southeast toward the Plains Road pullout, 30 seconds behind the perpe-
trator. Ms. O’Brien passed the perpetrator and Ms. Beaton before pulling her Jetta
over to the south shoulder of Plains Road approximately 260 metres further on.
At that time, Ms. O’Brien was speaking with Ms. Allen by phone. She told Ms. Allen
that she saw what she believed to be a police cruiser and heard a gunshot.

The perpetrator drove from the Plains Road pullout and stopped his replica
RCMP cruiser next to Ms. O’Brien’s car. He got out of his vehicle and fatally shot
Ms. O’Brien through her driver-side window. Her vehicle rolled southeast along the
shoulder of Plains Road for approximately 60 metres before coming to rest in a
wooded ditch on the south side of the road. Ms. Allen heard Ms. O’Brien scream-
ing and the call ended. Ms. Allen immediately tried phoning her back, but her call
was unanswered. At 10:02 am, she called 911 to report that her friend, who was in
Debert in her car, had said “she heard gun shots, and there was a police vehicle and
then all’s | could hear was her scream.” Other witnesses also called 911 to report the
Plains Road fatalities.

After the shootings on Plains Road, the perpetrator proceeded southeast down
Plains Road toward exit 13 on Highway 104.

At 10:17 am, more than 12 hours after Jamie Blair’s 911 call providing information
about the perpetrator’s police-decaled cruiser, the RCMP first alerted the public
via Twitter that the perpetrator was driving a replica RCMP cruiser. Over the fol-
lowing hour and a half, the RCMP issued eight tweets, posted several Facebook
messages, and issued an email media release.
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The 10:17 am tweet included a photo of the vehicle with a circle around the fake
28B11 call sign. Posts noting that the perpetrator was in Central Onslow or Debert,
driving what appeared to be an RCMP vehicle and wearing what appeared to be an
RCMP uniform, were made on Facebook at 10:19 am and Twitter at 10:21am.

Shortly after 10:00 am, Richard Ellison arrived at the Onslow Belmont Fire Brigade
hall comfort centre. Mr. Ellison entered the fire hall at 10:15 am, after speaking with
Cst. Dave Gagnon and Mr. Westlake.

Around the time when Cst. Gagnon was speaking with Mr. Ellison and Mr. Westlake,
RCMP members Cst. Terry Brown and Cst. Dave Melanson were travelling east on
Highway 2 in search of the perpetrator. When Cst. Brown interviewed Lisa Banfield
at approximately 7:00 am that morning, he learned that the perpetrator was driv-
ing a replica RCMP cruiser that was identical to current RCMP vehicles and that he
was last seen wearing an orange vest. Cst. Brown and Cst. Melanson also heard a
10:08 am dispatch about the shootings on Plains Road. They travelled to the Debert
area in search of the perpetrator and turned east on Highway 2 toward Onslow.

Shortly after 10:17 am, Cst. Brown and Cst. Melanson approached the Onslow
Belmont Fire Brigade hall from the west in an unmarked police vehicle, a Nissan
Altima. Cst. Melanson was driving. Both members observed Mr. Westlake wearing
an orange reflective vest and standing next to an RCMP cruiser. They did not notice
Cst. Gagnon in the driver’s seat. Believing Mr. Westlake to be the perpetrator,
Cst. Melanson stopped the car in the middle of the road, approximately 88 metres
from the monument at the entrance to the fire hall.

Cst. Gagnon was sitting in his marked RCMP cruiser, call number 30B06. Mr. West-
lake was standing beside Cst. Gagnon’s cruiser. The nose of Cst. Gagnon’s vehicle
was facing Highway 2, and the rear of the vehicle was close to a stone monument
at the fire hall entrance. Cst. Gagnon’s vehicle did not have a push bar.

Cst. Gagnon saw Cst. Brown and Cst. Melanson exit their car, raise their weapons,
and point them in his direction. Cst. Melanson tried to radio to advise members of
what he was seeing, but could not get through. According to Cst. Brown, he yelled
for Mr. Westlake to show his hands. Both Cst. Brown and Cst. Melanson reported
observing Mr. Westlake duck behind the RCMP vehicle. Cst. Brown fired four rounds
from his carbine toward the parked RCMP vehicle, and Cst. Melanson fired one
round from his carbine at the same target.

Mr. Westlake heard the words “Get down” before shots were fired, and he started
running. He ran into the fire hall and yelled, “Shots fired! Get down! Get down!”
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Onslow Belmont Fire Brigade Hall

@
Portapique

Onslow Belmont
Fire Brigade hall

Onslow Belmont s
 Fire Brigde hall

Onslow Belmont Fire Brigade Fire Chief -- i~
Greg Muise and Deputy Fire Chief Darrell T '
Currie were inside with the only evacuee in
the building, Richard Ellison. The four men
took cover at the back corner of the fire hall,
behind overturned tables.

Cst. Gagnon stayed in his cruiser while the shots
were fired. He used his police radio to identify him-
self and directed the members to look at the call number

on his police cruiser. He called out, “You guys are pointing your guns at me.” The
Colchester radio transcript also records that he broadcast, “Who are you shooting
at? It’'s Gagnon.”

Cst. Brown and Cst. Melanson approached the firehall, spoke with Cst. Gagnon,
and performed a brief scan of the area. After they returned to their vehicle, they
phoned their superior, S/Sgt. Al Carroll, to report the incident. S/Sgt. Carroll asked
a few questions, including whether they were okay, but because the perpetra-
tor was active, he told them to keep going. Cst. Gagnon reported the incident to
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Sgt. John Kenny, who was not directly involved in the critical incident response.
Sgt. Kenny offered to have someone relieve Cst. Gagnon, but he declined. In his
words, “Knowing resources were very limited, | advised | would stay at my post.”

Chief Muise and Deputy Chief Currie were not yet aware that the person shoot-
ing toward the fire hall was an RCMP member. Deputy Chief Currie continued to
monitor the perpetrator’s known movements on the RCMP Twitter page. The four
men remained hidden for 57 minutes, until they saw a Twitter post stating that the
suspect was in Brookfield, which they considered a safe distance from the fire hall.

Sgt. Andy O’Brien and S/Sgt. Carroll travelled to Portapique at about 10:02 am.
S/Sgt. Carroll explained that their purpose was to ensure continuity of scene con-
trol for future evidentiary purposes. Sgt. O’Brien testified that he did not think
to start a canvass for other victims or witnesses. Standard policing procedures
involve coordinated door-to-door canvasses to gather eyewitness evidence and
to confirm there are no other victims. This task was not assigned to any RCMP
member that morning. A member who was assigned to perform “a quick drive
through Portapique” to look for anything noteworthy drove along Cobequid Court
at around 10:26 am and stopped briefly in front of the Bond residence. However, he
did not notice anything amiss. At that time, the Bonds and the Oliver / Tucks had
been dead for 12 hours.

Despite a large police presence in the community and phone calls from concerned
family members, the RCMP did not conduct a systematic search of Portapique for
additional fatalities until sometime after 5:30 pm on April 19.

Through the night and into the morning of April 19, the Operational Communica-
tions Centre and RCMP detachments at Bible Hill and Oxford received dozens of
calls from concerned family and community members unable to reach loved ones
who may have been harmed in the unfolding mass casualty. Other people called
hospitals and went to crime scenes seeking information. In most cases, those who
placed phone calls were told that information could not be given out. Many callers
were asked to provide contact information and told that someone would return
their calls. Some of these calls were captured in the incident activity log, but oth-
ers were not. Information about the Portapique fatalities was circulating through
family and community networks, including by social media; for most people, these
communications were their main source of information.

Some family members who could not get information by calling the RCMP ended
up going to crime scenes to try to learn more. There, some of them encountered
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rudeness and threats of violence, including, in some instances, having guns
pointed at them. Other members of the affected communities were also unable to
get the information they needed when they tried to call their local RCMP detach-
ment or 911. Many of these community members also shared information that was
potentially important to the critical incident response, such as when a person was
last in communication or that a missing person knew the perpetrator. This informa-
tion was rarely captured within the incident activity log or communicated by radio.
The failure to provide family and community members with a clear way to report
concerns and share information also resulted in additional calls coming in via 911, at
times competing with more immediately pressing calls about the ongoing incident.

At 10:14 am, Acting Insp. Halliday advised RM Briers that he (RM Briers) would be
responsible for allocating general duty members to positions to contain the per-
petrator. A few minutes later, CIC West broadcast over Colchester radio that all
general duty members were now under the control of the risk manager.

At approximately 10:15 am, S/Sgt. Daniel (Dan) MacGillivray took over the role of
critical incident commander from S/Sgt. West, who remained in the command post
to assist.

The perpetrator passed through downtown Truro at 10:17 am. This Sunday morning
was likely to have been quieter than usual, with fewer people out and about. It was
the early days of the COVID-19 pandemic, and most businesses were closed due to
health regulations. From Truro, the perpetrator proceeded south on Highway 2 and
continued through the Millbrook, Hilden, and Brookfield areas toward Stewiacke
and then Shubenacadie. At 10:23 am, his replica RCMP cruiser was caught by video
surveillance as it passed the Millbrook RCMP detachment.

Video footage from the Millbrook Mi’kmag’ki Trading Post shows the perpetrator in
more detail as he travelled south. He pulled over, exited the replica RCMP cruiser,
and removed a navy-blue jacket, which we believe to be a Correctional Service
Canada jacket. The jacket was later found in Joey Webber’s SUV. The perpetrator
appeared to be wearing a grey RCMP shirt and a baseball cap. He removed the
high-visibility vest from over the jacket and put it on over the RCMP shirt. He then
got back into the vehicle and continued to proceed south on Highway 2 toward the
Shubenacadie cloverleaf.

At 10:23 am, RM Briers instructed Sgt. Marc Rose to set up a roadblock on High-
way 104 to stop incoming traffic to Truro. At this time, RM Briers began to station
as many general duty members as possible on major thoroughfares, including on
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Highway 4 near Wentworth, west of Truro near the intersection of Highway 102
and Highway 104, and on Highway 102 around Milford and Shubenacadie.

Between 10:26 am and 10:39 am, the RCMP issued an email media release and
posted messages to Facebook and Twitter noting that further updates on the
active shooter situation would be provided via Twitter.

At 10:37 am, on instructions from RM Briers, Operational Communications Centre
dispatcher Ms. Kirsten Baglee called Truro Police Service dispatch and told them
to “lock down” the town. Ms. Baglee then updated Cpl. Edward (Ed) Cormier and
Insp. Darrin Smith on the perpetrator’s known movements, vehicles, firearms, and
casualties and reiterated the request to “shut down” the town. Both of these Truro
Police Service officers were unclear about what they were being asked to do.

At 10:39:40 am and 10:40:28 am, while Cpl. Cormier was on the phone with
Ms. Baglee, Insp. Smith radioed to all Truro Police Service members to instruct any-
one walking outside to go home immediately: “[T]ell them there’s an emergency
going on, it’s not safe to be outside ... All units just advise everybody they see to go
home. Right now.”

At 10:39 am, RM Briers requested over Hants East radio that two carbine-trained
Enfield members be sent toward Colchester. Acting Cpl. Stevenson directed
Cst. Austin Comeau and Cst. Christopher (Chris) Gibson to go to Colchester
County. They were to meet in Brookfield, approximately 22 kilometres north of
Shubenacadie. She repositioned other members to account for this change.

At around 10:40 am, radio broadcasts about sightings of the replica RCMP cruiser
suggested that the perpetrator might be in Brookfield and travelling south on
Highway 2. Acting Cpl. Stevenson realized this information meant that the perpe-
trator could encounter Cst. Chad Morrison at his position on Highway 2, and she
indicated she would move to that position as well.

Cst. Morrison was positioned north of the Shubenacadie cloverleaf and the Shu-
benacadie River wearing his hard body armour, his carbine ready, and listening to
the radio for updates. He noticed a Ford Taurus police vehicle “a couple hundred
metres” north of his position, travelling south on Highway 2 toward him.

Acting Cpl. Stevenson was on Highway 215 south of the Shubenacadie River
approaching Highway 2 when Cst. Morrison inquired over Hants East radio as to
who was approaching in a police cruiser. She replied, “That’s me.” From this posi-
tion, she merged onto Highway 2 in Shubenacadie village and soon thereafter
entered the Shubenacadie cloverleaf.
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Cst. Morrison had begun to put his vehicle in motion to prepare for a quick exit but
was put at ease by Acting Cpl. Stevenson’s response. Instead, he made “a gentle
little U-turn” and pulled his police SUV over on the north side of Highway 224 /
Gays River Road. However, the vehicle that Cst. Morrison saw was in fact the per-
petrator’s replica RCMP cruiser. He did not recognize the perpetrator from the
photos that had been distributed until the vehicle pulled up next to him. By then,
the perpetrator was pointing a handgun out the driver-side window and began to
fire. The perpetrator fired at least three shots, injuring Cst. Morrison. As soon as
Cst. Morrison saw the perpetrator, he “hit the gas” and screamed as he drove off.

As Cst. Morrison sought to escape the perpetrator and seek medical assistance,
Acting Cpl. Stevenson was accelerating up the eastern ramp of the Shubenacadie

Collision at Cloverleaf

Perpetrator’s route travelling south along Hwy. 2 before turning into the opposite lane of the one-way ramp, toward Acting Cpl. Stevenson.

The perpetrator’s vehicle (red) was facing southeast, with the rear of his car close to the passenger-side door of Acting Cpl. Stevenson’s vehicle.

N
—’ Acting Cpl. Stevenson’s route from Shubenacadie onto the eastern ramp of the cloverleaf.

Following the collision, Acting Cpl. Stevenson’s vehicle (blue) was facing north, with the hood against the guardrail.

COMMOOO07516; labels added by Mass Casualty Commission
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cloverleaf. As she was driving up the cloverleaf ramp, the perpetrator, who had
continued driving south on Highway 2, crossed the bridge. From this vantage
point, he would have been able to see Acting Cpl. Stevenson’s vehicle. He turned
left onto the eastern ramp, across the oncoming lane, and drove against the flow of
traffic toward Acting Cpl. Stevenson’s oncoming vehicle. At 10:49 am, he collided
head on with Acting Cpl. Stevenson’s vehicle near the top of the Shubenacadie
cloverleaf ramp.

Acting Cpl. Stevenson exchanged gunfire with the perpetrator before and after
she exited her vehicle. During the exchange, the perpetrator fired several shots
toward her vehicle. In this exchange, the perpetrator sustained a wound in his fore-
head from bullet fragments from Acting Cpl. Stevenson’s firearm. The perpetrator
shot Acting Cpl. Stevenson at close range, killing her before taking her pistol and
ammunition.

Earlier that morning, Joey Webber was with his partner, Shanda MaclLeod, and
their children at their home in Wyses Corner, approximately 25 kilometres south
of Shubenacadie. He was a loving partner and father who loved being out in the
woods. Ms. MaclLeod had been reading about the shootings in Portapique on
Facebook and had mentioned them to Mr. Webber. They discussed the location
of Portapique as being “out past Truro, Debert area” and agreed that what had
happened was “crazy.”

Around 10:52 am, Mr. Webber drove into the Shubenacadie cloverleaf and came
upon the two crashed police vehicles. He pulled over and exited his car. Witnesses
described him as running to help.

The perpetrator either directed or forced Mr. Webber into the back seat of the
replica RCMP cruiser, and then shot him. Witnesses observed the perpetrator
unloading items from his replica cruiser and placing them in Mr. Webber’s SUV. He
set the replica RCMP cruiser on fire, and both it and Acting Cpl. Stevenson’s RCMP
vehicle were eventually consumed by the flames.

Despite being wounded in the exchange of gunfire with Acting Cpl. Stevenson, the
perpetrator was able to escape the scene at the Shubenacadie cloverleaf. Around
10:55 am, he drove away in Mr. Webber’s SUV, crossed the oncoming lane of traffic,
and proceeded south on Highway 224.

Several witnesses contacted 911 and provided contemporaneous observations
about what they were seeing at the Shubenacadie cloverleaf.
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At around 10:57 am, Emergency Response Team members arrived at the Shu-
benacadie cloverleaf. They approached with firearms raised, cleared the replica
RCMP cruiser, and realized that the perpetrator was not on scene. They did not see
Mr. Webber’s body in the perpetrator’s vehicle, which was fully engulfed in flames.
Operational Communications Centre dispatchers had not shared 911 caller reports
that a man had been put into the back seat of a police vehicle and shot.

After being shot and radioing for help, Cst. Morrison continued south over the
Shubenacadie River bridge, driving ahead of the perpetrator in the southbound
lane of Highway 2. He turned right at the cloverleaf onto the western ramp. At the
bottom of the ramp, he turned left and drove west and then south on Highway 2
through Shubenacadie and toward Milford.

On the morning of April 19, paramedics Molly McFaul and Daniel Storgato were
working at the Milford Emergency Health Services (EHS) base in ambulance M-122.
They began their shift at around 7:30 am, and both had little information about
the events of the night before. They were advised by dispatch to remain inside the
base and avoid any unnecessary travel.

At 10:51 am, an Operational Communications Centre dispatcher called EHS dis-
patch to report that Cst. Morrison had been shot and was at the Milford base. This
message appears to have been misunderstood by EHS dispatch. At 10:55 am, EHS
dispatch sent Ms. McFaul and Mr. Storgato a dispatch ticket advising them that an
RCMP member required treatment. They were told to remain at the base as the
member was en route. They waited in the ambulance bay for the member to arrive.

Cst. Morrison was experiencing a loss of feeling in his hands and was losing grip
strength. He realized he would no longer be able to fire his weapon. He went to the
back of the EHS building, “wrestled” the magazine out of his carbine, and hid it in
the grass. He was experiencing blood loss from a bullet wound in the inner crook
of his left arm. Another bullet had entered one side of his right arm, fractured his
ulna bone, and exited on the other side. He huddled down in a grassy, marshy area
beside the EHS base and waited for someone to find him.

Shortly thereafter, EHS dispatch contacted the paramedics and advised them
to look outside for a vehicle. The paramedics located and treated Cst. Morrison
and transported him to hospital. Before leaving, they advised EHS dispatch that
Cst. Morrison’s RCMP vehicle would be left at the EHS base and that there was an
empty carbine behind the building.
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Sgt. Darren Bernard, commander of the Millbrook detachment, was the first general
duty member to arrive at the Shubenacadie cloverleaf scene. He arrived approxi-
mately four minutes after the Emergency Response Team members had left. Like
other responding members, Sgt. Bernard did not receive an adequate briefing on
the morning of April 19. He did not realize that the Emergency Response Team had
been on scene. Cst. Comeau, Cst. Jared Daley, and Cst. Gibson were travelling right
behind Sgt. Bernard, in separate cars. Within the next few minutes, they too arrived
on scene and observed the two police vehicles engulfed in flames. Cst. Comeau
pulled up alongside Sgt. Bernard and called out to him that Acting Cpl. Stevenson
was on the ground. Sgt. Bernard confirmed that Acting Cpl. Stevenson was dead
and stayed with her body while broadcasting details of the scene. Sgt. Bernard
looked for Acting Cpl. Stevenson’s firearms and radio, and aired his findings over
Hants East radio. A delay in patching radio channels interfered with the receipt of
this information by other responding members.

Sgt. Bernard, who is Mi’kmaw, stayed with Acting Cpl. Stevenson. He later
explained to the Commission: “[W]e just kind of sat down in the dirt and stayed
with Heidi. In my culture, you know, when there’s a deceased person, you have to
stay with them. So, | kind of stayed with her and just sat in the dirt for | don’t know
how long.”

The perpetrator left the Shubenacadie cloverleaf at approximately 10:55 am, driv-
ing south on Highway 224 in Mr. Webber’s SUV. He passed Gina Goulet’s home on
Highway 224, made a U-turn, and drove back to her residence. He parked behind
the residence, where the SUV was partly obscured from the road, and broke glass
in a side door to enter the residence.

Ms. Goulet was a professional denturist and a cancer survivor. She lived in, and
loved, rural Nova Scotia. In 2020, she had been a denturist for 27 years. She had
met the perpetrator through the province’s relatively small denturist community,
including through continuing education activities.

That morning, Ms. Goulet had been communicating with her daughter Amelia
Butler by text message. They discussed what they had heard of the incident in
Portapique, which by that time was being discussed on various news networks
and social media. Ms. Goulet told Ms. Butler that she knew the perpetrator and
that another denturist had warned her to keep her doors locked. She said she
was scared because the perpetrator knew where she lived. Ms. Butler reassured
her mother that “there’s no way he could get that far without being caught.” She
agreed to keep her phone close in case Ms. Goulet called.
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At around 10:58 am, Ms. Goulet called Ms. Butler. Ms. Butler explained that her cell-
phone rang twice, but as she picked up the phone, the caller hung up. Ms. Butler
tried to phone her mother back multiple times but received no answer. Ms. Butler
and her husband, David, were increasingly alarmed, so they left their residence and
drove toward Ms. Goulet’s home.

The perpetrator went into the living area, where he shot one of Ms. Goulet’s two
dogs. He then went into the master bedroom and fatally shot Ms. Goulet, who was
hiding in the ensuite bathroom. He left the residence in Ms. Goulet’s grey Mazda 3
hatchback.

By the time the Butlers entered Shubenacadie, a roadblock had been set up by
the RCMP to contain the Shubenacadie cloverleaf scene. The detour added
approximately 10 to 15 minutes to their drive. They arrived at the Goulet residence
at 11:55 am. Ms. Butler called 911 shortly after they arrived. Mr. Butler went inside
the house. As he turned toward the hallway, he saw a small silver shell casing and
thought he saw blood and what he believed was a body.
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While Ms. Butler was on the phone with 911, the Butlers left Ms. Goulet’s residence
to find help. They headed north on Highway 224 toward the police roadblocks at
Shubenacadie. At around 12:00 pm, Mr. Butler flagged down Cst. Comeau, who
was on his way back to the Enfield detachment after being relieved at the Shu-
benacadie cloverleaf scene. The constable had been instructed to leave because
he was a colleague and friend of Acting Cpl. Stevenson. Mr. Butler exited his vehi-
cle and told Cst. Comeau what he had seen at Ms. Goulet’s residence.

The RCMP Emergency Response Team had left the Shubenacadie cloverleaf at
approximately 11:00 am in pursuit of the perpetrator on Highway 224. Either during
the period in which the perpetrator was inside Ms. Goulet’s home or sometime
shortly after he left, ERT members drove southbound past the Goulet residence.
RCMP members did not see Mr. Webber’s SUV parked behind Ms. Goulet’s home.

By this point in the critical incident response, the RCMP had shared information
about the perpetrator’s disguise and the replica RCMP cruiser with the public.
As the morning progressed, more Nova Scotia residents were aware of the mass
casualty and that the perpetrator was no longer in Portapique. This knowledge
produced an increase in 911 calls, including reported sightings of legitimate RCMP
vehicles that members of the public believed might be the replica RCMP cruiser.
The Operational Communications Centre dealt efficiently with these calls, for the
most part resolving them by checking the caller’s location against the mapping of
marked RCMP vehicles provided by the Computer Integrated Information and Dis-
patching System.

As might be expected, some of the information shared by the public proved true,
while other information was shown at the time or subsequently to be inaccurate.
For example, a community member called 911 reporting a possible sighting of the
perpetrator at the Sobeys grocery store in Truro. This information was relayed to
the RCMP command post and dispatched to members. Other information - includ-
ing the timing, the information received from witnesses in the area, and the per-
petrator’s known direction of travel - contributed to the belief among Emergency
Response Team members that the perpetrator was still in the ElImsdale area rather
than in Truro. The J Division (New Brunswick) RCMP ERT Team and Truro Police
Service officers responded to the Sobeys tip in Truro, while the H Division (Nova
Scotia) ERT checked out the Sobeys in EImsdale, in case there was a mistake about
the location. Both teams reported that the areas were clear.

The RCMP H Division Emergency Management Section operates the Divisional
Emergency Operations Centre - a coordination centre that is “stood up” or activated
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when required in an emergency. It was not activated during the mass casualty. There
had, however, been conversations between provincial Emergency Management
Office personnel and the RCMP about the availability of the Alert Ready messaging
system on the morning of April 19.

At 11:14 am, Mr. Michael Bennett, the Emergency Management Office’s incident
commander, called Mr. Glenn Mason, the civilian manager of the RCMP Emer-
gency Management Section, to advise that the Emergency Management Office
incident command was prepared and ready to use Alert Ready on request by
the RCMP. RCMP Operational Communications Centre staff, the command
group, and the executive leadership told the Commission that, on April 19, they
were not aware that Alert Ready was a mechanism by which information could
be shared directly with the public during a critical incident. This lack of knowl-
edge was at least partly due to historical decisions made by the RCMP about
Alert Ready.

Mr. Mason called the Operational Communications Centre to inquire whether the
RCMP wanted a public alert sent via the Alert Ready system. After a brief tele-
phone exchange, S/Sgt. Steven (Steve) Ettinger told Mr. Mason to go ahead with a
public alert. The direction was to use “the bare minimum.” Mr. Mason relayed this
information to Mr. Bennett at 11:21 am. As we set out in the next section, the perpe-
trator was killed at 11:26 am. No Alert Ready messages were broadcast in relation
to the mass casualty.

At 11:16 am, about four minutes after the false sighting at Sobeys, the perpetrator
pulled into the ElImsdale Petro-Canada station and parked Ms. Goulet’s grey Mazda
3 at pump 7. He was captured on video surveillance at this location. He briefly
reached toward the passenger seat of the Mazda 3 before exiting the vehicle.

Almost simultaneously, Cst. Andrew Ryan, Cst. Jason Barnhill, and Cst. Brent Kelly
of the H Division Emergency Response Team parked their vehicle at pump 8 of
the same gas station. Canopy pillars stood between the two vehicles. The nose of
the ERT vehicle was pointing in the opposite direction of the nose of the Mazda
3. The three constables exited the ERT vehicle just as the perpetrator was picking
up the fuel hose at pump 7. All three members were dressed in tactical gear.

After replacing the fuel hose, the perpetrator got back into the Mazda 3. He pulled
forward and turned sharply to his right, making a 180-degree turn to pull up to
pump 5. There were now two sets of fuel pumps and canopy pillars between the
Mazda 3 and the ERT vehicle. After a brief pause at this pump, the perpetrator
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drove out of the parking lot without having obtained fuel. His approximate time
of departure from the Petro-Canada station was 11:17:05 am, 44 seconds after his
arrival. After leaving the gas station, the perpetrator travelled south on Highway
102 to Enfield.

The Perpetrator Is Killed

At 11:24 am on April 19, the perpetrator arrived at the Enfield Big Stop gas station
from Highway 2, after turning off Highway 102.

The Enfield Big Stop surveillance videos show that the perpetrator initially pulled in
next to pump 7 and then drove around to pump 5 at 11:24 am. He parked the Mazda
3 but remained in the vehicle. Less than 30 seconds later, RCMP Police Dog Service
member Cst. Craig Hubley, travelling with Emergency Response Team member
Cst. Ben MaclLeod, parked his unmarked RCMP SUV at pump 6. The gas pump and
a canopy pillar were between them and the Mazda 3.

As he was exiting his vehicle, Cst. Hubley noticed a lone man slouching over in the
driver’s seat of the grey vehicle on the other side of the pump. He recognized the
perpetrator from the photographs he had reviewed that morning and observed his
demeanour and head wound. The two were about 15 feet apart. As he drew his pis-
tol and pointed it at the perpetrator, Cst. Hubley shouted “It’'s him” to Cst. MacLeod.

Cst. Hubley saw the perpetrator react by “jerking back while seated and immedi-
ately rais[ing] a silver coloured pistol in my direction with his right hand.”

Both Cst. Hubley and Cst. MaclLeod testified that they followed their training,
shooting multiple rounds in a short period of time to ensure the threat presented
by the perpetrator was addressed. After firing these rounds, the two members
moved to the passenger side of their vehicle, using the engine block as a barrier
in case the perpetrator was still able to shoot them. The surveillance video shows
that as Cst. Hubley approached the Mazda 3, the perpetrator changed his posi-
tion in the vehicle. The Mazda 3 made a rocking motion, and the windows of the
vehicle remained intact during this motion. We find in Volume 2, What Happened,
that the rocking motion was caused by the perpetrator discharging his firearm,
shooting himself in the head just before or at the time when the RCMP members
fired on him. The autopsy showed that the immediate cause of death was the
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multiple bullets fired by Cst. Hubley and Cst. MacLeod, which caused lethal dam-
age to the perpetrator’s internal organs.

Cst. Hubley broadcast the perpetrator’s death at 11:27:12 am on the ERT radio
channel.

At 11:40 am, the RCMP issued its last tweet of the mass casualty, stating that the
perpetrator was “in custody.” This information was posted on Facebook at 11:41 am.

The Serious Incident Response Team investigates all serious incidents that arise
from the actions of police in Nova Scotia. The team carried out two investigations
arising from the RCMP’s response on April 18 and 19: one into the perpetrator’s
death, and the other into the Onslow fire hall shooting.
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After the Mass Casualty

In the wake of the mass casualty, the RCMP prioritized institutional and investiga-
tive imperatives over the needs of survivors and family members and over pub-
lic demands for information. This prioritization led to serious shortcomings in the
RCMP’s information-sharing practices.

Next of kin notifications were not always provided to families in a manner con-
sistent with RCMP policies. Concerns raised by family members include that noti-
fications were not carried out as quickly as possible and that in some cases the
notifications were done poorly. During and after the mass casualty, some next of
kin notifications were provided on roadsides or near crime scenes, because family
members came to the place where their loved ones had died. Other family mem-
bers experienced a delay before they received a next of kin notification.

Some of these challenges are attributable to the magnitude of the critical incident,
but many of the difficulties were systemic rather than situational. There was no
coordinated and adequately resourced plan to carry out this important function.
In addition, gaps in the RCMP policy and guidelines meant that not all members
were adequately trained to carry out these duties with the required sensitivity. The
inadequate handling of next of kin notifications caused additional distress to fam-
ily members. In some instances, it led family members to begin questioning the
RCMP’s response at this important juncture of transitioning from critical incident
to major case investigation.

The RCMP H Division and Nova Scotia Victim Services had responsibility for meet-
ing the information and support needs of survivors and surviving families. They
were unprepared for the immense need in the aftermath of the mass casualty for
family liaison and a range of support services. Attempts were made to adapt exist-
ing services to these needs, but, despite the best efforts of individual service pro-
viders, these attempts fell short. Service providers were unable to scale up their
services to meet the heightened demand, and the resultant gaps showed a lack of
institutional preparation and coordination for an incident of this scale.

The RCMP appointed one person, Cst. Wayne (Skipper) Bent, to act as liaison
for all the families of those whose lives were taken, aside from the family of
Cst. Stevenson. These families were not well served by the decision to have a single
RCMP liaison. While some families expressed appreciation for Cst. Bent’s work, he
was often overwhelmed by his job. Every aspect of his role was undefined by pol-
icy or direction from superiors, including to whom he was responsible to provide
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information (for example, which survivors); what information he was supposed to
share; and with what frequency. He had received no formal training and, at the
time, none existed. Other RCMP officers said they had some experience working
with families, but not at this scale.

The families were also disserved by the RCMP’s decision to require them to choose
only one representative for the RCMP to deal with. This decision placed the respon-
sibility to convey difficult information - and to advocate for more information - on
a single family member, thereby placing a great burden on that representative. This
approach was untenable when family members did not agree about how best to
engage with the RCMP or when there was conflict within families. Both these cir-
cumstances were predictable manifestations of the traumatic grief experienced by
family members who were bereaved in these circumstances, and not reflective of
the families themselves. This approach also did not recognize that families might
have different people who might need different information or that an individual
family member’s capacity to serve as liaison might change over time. In short, it
was an approach that was not well suited to the delicate work of supporting fami-
lies in the wake of a mass casualty.

Lisa Banfield also experienced problems in accessing services. After she was
criminally charged, Ms. Banfield and her family stopped receiving information or
services from Cst. Bent. She was not provided with another RCMP liaison.

In accordance with the RCMP’s Critically Injured and Fallen Member Guide, ser-
vices were provided to the family of Cst. Stevenson by the RCMP, Veteran Services,
and Victim Services, and they were assisted by Cst. Randy Slawter and Cpl. Ron
Robinson. Cst. Morrison also received information and support consistent with this
guide. There is no equivalent policy or definition for family liaisons in the deaths of
civilians.

Crime scenes and evidence were not always treated with care. In some instances,
evidence was overlooked by RCMP investigators but found by civilians, including
family members of those whose lives were taken. In another instance, evidence
was returned to family members without being cleaned and without warning that
biological matter had not been removed.

The RCMP directed the Nova Scotia Medical Examiner Service not to release infor-
mation to families of those whose lives were taken, including about the manner of
death. This direction was unnecessary in the circumstances of this investigation,
and in some instances it exacerbated family members’ grief and mistrust. After the
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Commission became aware of this directive, we took steps to ensure it was lifted.
The Commission connected those families who wished to learn more with the Med-
ical Examiner Service so they could receive information about their loved ones’
deaths and have their questions answered privately and directly.

In short, the RCMP did not share all the information it had either publicly or with
family members. The reasons for not sharing information were not always clear.
Some improvements were made after Jennifer Zahl Bruland, the oldest daughter
of John Zahl, advocated that families should receive information from the RCMP
directly before it was shared publicly by the media. However, problems continued
to arise.

In the days and weeks after April 18 and 19, 2020, the mass casualty was the leading
Canadian news story for mainstream media outlets. It also received international
media attention. Members of the public looked to the RCMP and to civic leader-
ship for reassurance and for information. They were disappointed by the RCMP’s
public communications on both counts - starting with the first press conference
on April 19, 2020, and continuing until the federal and provincial governments
announced a review of (and subsequent inquiry into) the response to the mass
casualty.

Some degree of uncertainty was to be expected in the immediate aftermath of the
mass casualty, and the media was initially understanding about the challenges fac-
ing the RCMP as it commenced its investigative work on multiple complex crime
scenes across a wide geographic area. Given the gaps in the information provided
by the RCMP, however, journalists soon turned to other sources, particularly com-
munity and family members, to understand the chronology of the mass casualty,
identify victims, learn more about the perpetrator, and describe the RCMP’s critical
incident response.

As concerns arose about seemingly changing or incomplete information being
provided by the RCMP, media and public scrutiny began to focus on the quality
of the RCMP’s critical incident response and its public communication practices
during and after the mass casualty. Family and community members began pub-
licly expressing frustration at the relative lack of information being shared by the
RCMP. For example, Nick Beaton, the spouse of Kristen Beaton, who was expecting
a child at the time she was killed by the perpetrator on April 19, 2020, was quoted
by the Canadian Press on April 27: “We don’t know anything because they’re not
telling us anything.”
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By the time of the RCMP’s press conference on April 28, 2020, the media was
actively investigating several issues potentially arising from the mass casualty,
including public communications during the critical incident response and the
role of misogyny and violence against women in the mass casualty. Media and
the National Firearms Association were also pursuing more information about the
types and origins of firearms used by the perpetrator in the mass casualty.

H Division leadership and communications personnel experienced considerable
personal and professional strain in the aftermath of the mass casualty. At the
same time, the RCMP’s most senior leaders, particularly Commr. Brenda Lucki and
D/Commr. Brian Brennan, were concerned by what they perceived to be inade-
quate internal briefing practices and poor public communications.

Inside the RCMP, internal communication challenges persisted between H Division
and national headquarters and within national headquarters itself. H Division was
providing fewer internal briefings to national headquarters than expected, given
the scale of the mass casualty, and H Division appeared slow to provide informa-
tion requested by national headquarters, including some information that had
been requested by Bill Blair, who, as minister of public safety and emergency
preparedness at the time, was the responsible minister for the RCMP. A request
made by H Division’s director of strategic communications for more support went
unfulfilled for some weeks as public health measures associated with the COVID-19
pandemic made national headquarters hesitant to send additional communica-
tions staff to Nova Scotia.

These dynamics came to a head in the teleconference of April 28, 2020, among
nine senior RCMP personnel, five from national headquarters and four from
H Division, at which Commr. Lucki expressed her disappointment and frustration
about how public communications and internal briefings had been managed in the
days since the mass casualty. She explained to the Commission that this meeting
reflected “a buildup of frustration” about the problems with public and internal
communications. In her words, the purpose of the meeting was to “outline my
expectations. | wanted to outline where | felt things weren’t going well.” During
the meeting, Commr. Lucki expressed her disappointment and suggested that the
RCMP’s inability to promptly deliver information to the responsible minister and
the prime minister reflected poorly on the organization. She also emphasized that
when the RCMP is not forthcoming with information, the public will look to other
sources for answers.
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Commir. Lucki specifically addressed the fact that information about the perpetra-
tor’s firearms had not been included in the press conference that day. She stated
she had received a request from Mr. Blair’s office as to whether that information
would be forthcoming and had “shared with the Minister that in fact it was going
to be included in the news release, and it wasn’t.” She requested an explanation for
why she had been told that information about the perpetrator’s firearms would be
included in the press conference when that was incorrect. National headquarters
staff explained that it had been a misunderstanding on their part. Ms. Lia Scanlan,
director of the H Division Strategic Communications Unit, advised Commr. Lucki
that, more than two hours before the press conference, she had told D/Commr.
Brennan what information the investigative team felt able to share. He had not
passed on this information to the commissioner.

In this same context, Commr. Lucki referred to firearms legislation, identifying that
legislation then proposed by the federal government “is supposed to actually help
police.” We conclude in Volume 5, Policing, that Commr. Lucki’s audio recorded
remarks about the benefits to police of proposed firearms legislation were ill-
timed and poorly expressed, but they were not partisan and they do not show that
there had been attempted political interference. However, the April 28 meeting
both reflected and contributed to the deterioration of the relationship between
H Division and RCMP national headquarters after the mass casualty.

The RCMP response to the federal-provincial announcement of an independent
review (and subsequent inquiry) was to stop sharing information almost entirely,
on the basis that it was inappropriate to do so while a review or an inquiry was
ongoing.

We provide a more detailed account of the RCMP’s actions after the mass casualty
in Part B of Volume 5 of this Report.

Support Services for Survivors and Family Members

The Province of Nova Scotia made funding for individual counselling available to
survivors and family members of those whose lives were taken through the Crimi-
nal Injuries Counselling Program administered by Nova Scotia Victim Services. The
fund normally requires that there be an ongoing criminal case and caps the fund-
ing, but in some instances, Victim Services relaxed these rules to help victims of
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the mass casualty. Some of those most affected found the process to access this
funding smooth, while others found it challenging.

After the mass casualty, Nova Scotia Victim Services established the Stronger
Together support navigation program and opened three community support nav-
igation centres - in Portapique, Debert, and Shubenacadie. In early June 2020, a
fourth centre was opened in Wentworth. These centres were intended to provide
support for families and individuals in the four most affected communities.

Despite this thoughtful initiative, many people reported experiencing difficulties
in navigating support systems to access the services they required. Problems
included being provided a list of support services that was outdated and included
irrelevant services. Most fundamentally, those most affected reported they had to
seek out support services. Numerous counsellors on the lists were simply not tak-
ing new clients at all, so some family members made many calls before finding
someone who would accept them. Many were overwhelmed by having to navigate
multiple systems.

Those who were out of province and out of country faced substantial hurdles in
accessing funding from Nova Scotia Victim Services. For example, Crystal Mendiuk,
who lives in Alberta, described her and her family’s experience as a “continual
uphill battle.” Her entire family had “enormous ... difficulties in getting approved for
the program.”

In September 2022, Mr. Joudrey and his Portapique neighbour Mallory Colpitts
attended a consultation with the Commission in which they reflected on their expe-
rience of seeking support. Mr. Joudrey observed, and Ms. Colpitts agreed, that
while mental health services were made available to them, they found it hard to
recover while continuing to live in Portapique. Ms. Colpitts reflected, “[H]ealing or
attempting to heal in a place that contributed to a sickness is not easy.” Both these
residents would have preferred to relocate, even temporarily, for the sake of their
mental health, but no financial assistance was available to support them to do so.
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Conclusion

On April 18 and 19, 2020, the perpetrator took the lives of 22 people (one of whom
was expecting a child at the time), physically injured three others, and inflicted
lasting harm on the people, families, and communities who were most affected
by his actions. In the early days of the COVID-19 pandemic, Nova Scotians’ sense
of safety was rocked by the mass casualty. The ripples of this incident extended
across Canada and well beyond. In the weeks and months after the April 2020
mass casualty, those most affected, Nova Scotians, and the Canadian public were
shaken further by revelations about the RCMP’s apparent lack of preparedness for
a critical incident response of this scale.

Our mandate directed us to consider the context, causes, and circumstances of
the mass casualty. Our work revealed that the antecedents of the mass casualty
ran deep into the perpetrator’s history of violence and misconduct. This history, in
turn, reflects the broader context of our collective social and institutional failures
to perceive and respond effectively to gender-based, intimate partner, and family
violence. Such failures extend well beyond this perpetrator.

We found that there is a close connection between gender-based, intimate partner,
and family violence - in which the perpetrator engaged throughout his adult life -
and the rarer phenomenon of mass casualty incidents.

We also looked closely at the aftermath of the April 2020 mass casualty: consider-
ing how the most affected families and communities were supported as they nav-
igated their grief and trauma; evaluating the RCMP’s work in the days, weeks, and
months after the mass casualty; and looking for lessons that we could learn from
this mass casualty to help keep Canadian communities safer in the future.

This Final Report documents what we have learned.
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Part C:
The Mass Casualty Commission



The Mass Casualty Commission was an independent public inquiry created to
examine the April 2020 mass casualty in Nova Scotia and to provide meaningful
recommendations to help keep communities safer.

The Mandate

The Commission’s mandate was set out under the authority of the governments
of Canada and Nova Scotia in accordance with both federal and provincial pub-
lic inquiry statutes. The details of the mandate were written in official documents
known as Orders in Council. These Orders in Council set the terms of reference as
well as the expected outcomes and the time frame within which the work must be
accomplished.

Our role as Commissioners was not to determine guilt or assign blame. Our choice
was to blame or to learn - and we chose to learn. We were required to establish
what happened leading up to, during, and after the mass casualty; to review cer-
tain defined issues to understand how and why the mass casualty occurred; and
to produce a report that included findings, lessons learned, and recommendations
to help keep Canadian communities safer in the future. In addition to inquiring
into what happened, we were directed to explore the causes, context, and circum-
stances that gave rise to the mass casualty; the responses of police, including the
Royal Canadian Mounted Police, municipal police forces, the Canada Border Ser-
vices Agency, the Criminal Intelligence Service Nova Scotia, the Canadian Firearms
Program, and the Alert Ready Program; and the steps taken to inform, support,
and engage those most affected. We were also directed to examine a number of
specific, related issues, including:
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contributing and contextual factors, including the role of gender-based
and intimate partner violence;

access to firearms;

interactions with police, including any specific relationship between
the perpetrator and the RCMP and between the perpetrator and social
services, including mental health services, prior to the event and the
outcomes of those interactions;

police actions, including operational tactics, response, decision-making,
and supervision;

communications with the public during and after the event, including
the appropriate use of the public alerting system under the Alert Ready
Program;

communications between and within the RCMP, municipal police forces,
the Canada Border Services Agency, the Criminal Intelligence Service
Nova Scotia, the Canadian Firearms Program, and the Alert Ready
Program;

police policies, procedures, and training in respect of gender-based and

intimate partner violence;

police policies, procedures, and training in respect of active shooter
incidents;

policies with respect to the disposal of police vehicles and any associated
equipment, kit, and clothing;

policies with respect to police response to reports of the possession of
prohibited firearms, including communications between law enforcement
agencies; and

information and support provided to the families of victims, affected

citizens, police personnel, and the community.

These instructions meant that we were to establish a factual foundation through

our independent investigation as well as to undertake significant public policy

and research tasks.

We encourage readers to learn more about the Commission’s mandate and

Orders in Council in Volume 7, Process.
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In addition to outlining the mandate for our work, our terms of reference also
directed us to:

e adopt any procedures or methods we consider expedient and proper to carry

out our work;

e be guided by restorative principles in order to do no further harm, be trauma-
informed, and be attentive to the needs of and impacts on those most

directly affected and harmed;

e give particular consideration to people or groups who may have been

differentially impacted; and

e consider relevant previous reviews and recommendations.

Restorative principles require a non-adversarial, inclusive, and collaborative
approach. They oblige us to focus on facts and issues in context rather than in
isolation, and on accountability and responsibility rather than on liability or blame.
These principles underscore that in seeking answers, we can develop clear under-
standings, acknowledge harms done, and develop practical reforms. This approach
was consistent with other recent commissions and is also consistent with a wide
range of initiatives in Nova Scotia that regularly engage restorative principles.

Restorative principles guided the work of the Inquiry to understand how and
why the mass casualty happened, but they did not shape or change the Inquiry’s
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purpose or mandate. Trauma-informed in this case meant understanding the exist-
ing trauma and taking it into account as we pursued our mandate; it could not and
did not impede our pursuit of the mandate. It informed us in order to approach our
work in a way that would enable people to participate in the best manner possible
to get at the information required. This approach, combined with the nature of a
public inquiry as a flexible process, meant that we were able to create processes -
and sometimes adjust them as we went on - to try to minimize the ways in which
the Commission might cause further harm.

As described in detail in Volume 7, we used several approaches to achieve this goal,
always with an unwavering commitment to get the facts, answers, and best infor-
mation, and ultimately to develop our recommendations. They included paying
attention to those identified as differentially impacted by the mass casualty and
seeking out and valuing knowledge and input from individuals and groups with
different lived experiences. This approach also flowed from the direction to us to
attend to past reports and reviews, many of which indicate that actions related to
aspects of our mandate, such as policing and gender-based violence, can have dis-
proportionate effects on differentially impacted people and groups. We therefore
sought input in framing recommendations to avoid inadvertently deepening struc-
tural inequalities.

Our objective was to find out what happened and how and why it happened so
that we could distill the lessons learned from the mass casualty and make recom-
mendations to help ensure the safety of our communities in the future. Throughout
our mandate, we endeavoured to create conditions that would encourage those
who had a direct and substantial interest or relevant information to engage with
our work and participate in our efforts to achieve these goals. To that end, we
adopted an inclusive, restorative approach rather than a divisive, adversarial one,
in the hope that those entrusted with the effectiveness of our institutions and sys-
tems will, going forward, continue to operate in this same spirit of individual and
collective responsibility.
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Achieving the Mandate

To deliver on the Commission’s three-part mandate, we developed a series of three
overlapping phases that built on each other, starting with establishing a factual
foundation of what happened, followed by an exploration of how and why it hap-
pened, which all led to developing our findings and recommendations.

Three Phases

0 @ ®

Findings &

What Happened How & Why Recommendations

In Phase 1, the Commission focused on ascertaining the facts and establishing what
happened leading up to, during, and after the mass casualty. Building the core
foundation of evidence was necessary not only to answer the public’s pressing
guestions about the mass casualty but also to lay the foundation for completing
Phases 2 and 3 of our mandate.

In Phase 2, we examined the causes, context, and circumstances of the mass
casualty in order to answer questions about how and why it occurred and to
understand the facts in the broader context. In this phase, we focused in particular
on exploring issues set out in our Orders in Council, such as best practices for
critical incident responses, public communication, supporting individuals and
communities after a mass casualty, gender-based and intimate partner violence,
and access to firearms.

In Phase 3, we looked forward and focused on what lessons could be learned
and how best to make a difference in the future. We consulted with many people,
including those most affected, Participants, experts, and members of the public.
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Three Pillars

In addition to this phased approach, we organized the Commission’s work around
three main themes or pillars: Violence, Community, and Policing. This thematic
organization helped to connect the dots among specific facts, incidents, issues,
contexts, causes, circumstances, and consequences.

OUR MANDATE
Understanding the causes, context, and circumstances of the mass casualty

VIOLENCE COMMUNITY POLICE
Issues included: Issues included: Issues included:
» Gender-based and » Access to firearms « Critical incident response
intimate partner violence * Post-event support * Police communications
* Perpetrator’s history - Differentially affected « Police paraphernalia
of violence groups

In exploring these themes in detail, the Commission’s work included the following
tasks:

e Areview of tens of thousands of documents, videos, and audio files gathered
through subpoenas from the RCMP and others.

e A thorough, independent investigation carried out by Commission specialists
and counsel involving multiple site visits and interviews with over 230 people,
including more than 80 RCMP officers.

e Regular input and submissions from 61 Participants, including those most
affected, emergency responders, and groups with relevant subject-matter
expertise.

e Sharing 31 Foundational Documents that efficiently organized, analyzed,
and distributed the information we gathered through our investigations.
Participants were invited to review the Foundational Documents, and their
input was incorporated before the documents were shared during public
proceedings. The Foundational Documents are supported by more than

6,000 source materials and additional exhibits.
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See Volume 7 of the Final Report for more information about the Commission’s

Hearing from 60 witnesses during public proceedings. These witnesses
included more than 30 RCMP members, including the senior officers who
were in charge in Nova Scotia and at the national level at the time of the mass

casualty.

Sharing 22 commissioned reports prepared by independent experts which
focused on the related issues in our mandate and drew on key government
and policy structures as well as on academic research and lessons learned
from previous mass casualties. The commissioned reports were supported by

more than 1,100 documents of supporting research and policy.

Environmental scans of past Canadian and international reviews and inquiries

that dealt with the matters within our mandate.

Organizing more than 20 roundtables and other kinds of discussions during
public proceedings. During the roundtables, we heard from more than 100
experts and others with relevant experience to share, some of them local and

others bringing Canadian and international perspectives.

Providing information about our work to the public and listening to them to
understand the impact of the mass casualty and to assist us in setting our

priorities and making recommendations.

Receiving submissions from more than 900 members of the public, who
shared personal experiences of the mass casualty and recommendations for

relevant research and suggestions for change.

approach and process.
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The Final Report is the culmination of the Commission’s independent two-and-a-
half-year investigation into the mass casualty, setting out what happened as well
as the underlying causes, context, and circumstances.

The Report includes our findings of what happened, helping to answer questions
from those involved and from the public. It also includes lessons learned, which
capture knowledge gained based on past outcomes and experiences.

The Report includes a set of recommendations that people across our govern-
ments, institutions, and communities can begin to take action on right away. Our
recommendations cover a wide range of areas, including:

e how to strengthen community safety and well-being, including through

focusing more on gender-based, intimate partner, and family violence;
e best practices for critical incident responses;
e how to improve public communication during an emergency;

e how to better support individuals, families, emergency responders, service
providers, and communities after a mass casualty;

e how the RCMP can rebuild public trust and deliver effective, rights-regarding
policing services in Canadian communities;

e how policing in Nova Scotia may be improved in the near term, and how
the Nova Scotian community should be engaged in imagining the future
structure of police services in the province;

e how to improve everyday policing practices in Canada; and

e how to more safely manage access to firearms and police paraphernalia.
We conclude that preventing mass casualties requires a holistic, public health

approach that addresses root causes, including poverty and inequality, and focuses
primarily on prevention and early intervention in patterns of behaviour that cause
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harm and have the potential to escalate to mass violence. Prevention requires
active and concerted “whole of society” response and engagement, all of us work-
ing together to address violence in the home and inadequate community support
systems. Much of our Report is dedicated to considering what this insight means
for the roles and responsibilities of individuals, organizations, and institutions,
including police services and particularly the RCMP. Flowing from this, we make
recommendations about how this collective response can be fostered through a
revitalized public safety system in which police services remain important, but are
understood as being only part of a broader community safety ecosystem. The com-
munity safety ecosystem is a framework of governmental, institutional, and agency
and service provider relationships, including processes for community engagement.

Our main findings, lessons learned, and recommendations are woven throughout
the full Final Report and are also available in a complete list in Part E of this Execu-

tive Summary.

MAIN FINDING LESSONS LEARNED { Recommendation

The Report is divided into volumes, each focused on an area of our mandate.
Volumes are divided into parts and chapters focused on specific topics.
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Volume 1: Context and Purpose

Volume 1 begins with acknowledging and commemorating the lives taken in the
mass casualty and recognizing the rippling effects of this incident on those indi-
viduals, families, and communities most affected. We do so by sharing a selection
of first-voice perspectives about immediate and continuing effects. This context -
the harms caused by the perpetrator’s actions, the significant inadequacies in
responses to those actions, and the failures to take preventative measures long
before April 2020 - anchored the work of this Inquiry.

In addition to Volume 1 setting out the context and purpose of the Commission’s
work, it serves as an introduction to the Report. The volume contains four parts,
beginning with a commemoration of the lives taken. The second part describes the
rippling impact of the mass casualty. It follows the movement outward from the
violent centre of lives taken to introduce the individuals and families most affected,
and onward to the communities most affected. The third part of Volume 1 outlines
the Commission’s purpose and approach. This volume concludes with a brief
description of the public safety system in Nova Scotia, discussing the public safety
organizations that respond to, assess, and take charge when critical incidents hap-
pen in our communities. We pay particular attention to some of the agencies that
responded to the mass casualty and its aftermath.

The mass casualty of April 18 and 19, 2020, created profound grief, disruption, and
destabilization in Nova Scotia and beyond. Early in our mandate, the Commission
adopted the image and metaphor of rippling water to signify the breadth and
depth of the impact of what happened over approximately a 13-hour period on
those two days and in their aftermath. The ripple acknowledges that the imme-
diate impact experienced by those most affected - the individuals, families, first
responders, service providers, and local communities - was appropriately the
starting point of our mandate. It also captures the dynamic impact of the mass
casualty, which expanded outward and affected communities, institutions, and
society in Nova Scotia, across Canada, in the United States, and further afield.

We introduced the ripple image as we started our work, and we acknowledge
that the rippling effects of the mass casualty will continue after our Report is read
and our recommendations are implemented. No one can undo the perpetrator’s
actions or the actions taken by others in response: these actions are the epicen-
tre of concentric circles of impact caused by one man. Collectively, individuals,
communities, the province of Nova Scotia, and all of Canada can learn from this
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incident and work together toward enhanced safety and well-being in the future.
An appreciation of the depth and breadth of this rippling impact is an essential
component of effective, concerted, forward-looking efforts. Just as this impact has
focused our work, so too it frames our Final Report.

The Commission learned about the impact of the mass casualty in several ways,
including through meetings with family members, witness interviews, individual
testimony with supporting documents at public proceedings, two opening panel
discussions, small group sessions with directly and indirectly affected individuals,
roundtables of people with relevant expertise, and a consultative conference with
Indigenous people. In addition, the Commission undertook a number of activities
to learn more from community members about this impact, including through
community conversations, consultations with stakeholders, and the Share Your
Experience survey (conducted to assist us in building our understanding of the
experiences of people in a range of different locations, contexts, and settings,
including those living in affected communities and those working as emergency
responders). We provide an overview of what we learned about the impact of the
mass casualty in Volume 1, but it is a central thread woven into the whole Report.

More than a thousand people generously provided their insights into the impact
of the mass casualty. This information has created a stronger awareness of the
dimensions of the rippling effect: it has expanded our understanding of the range
of people who fit into the category of those most affected; and it has enriched
our insight into the nature and size of the indirect effects of the circling waves. It
has reinforced the perception that, once initiated, a ripple has an immediate effect
and that it will not be diminished easily, with its vibrations immeasurably reaching
shores in all directions.

As noted above, this volume begins with a commemoration of those whose lives
were taken during the April 2020 mass casualty. We asked all the families if they
would like to commemorate their loved ones in their own words. In Part A of Vol-
ume 1, we set out the memories and the pictures they chose to share with us.

Part B provides an introductory overview of what the Commission has learned
about the impact of the mass casualty. It follows the ripple metaphor movement
outward from the violent centre of lives taken to introduce the individuals and
families most affected (Chapter 1) and onward to the communities most affected
(Chapter 2). Chapter 3 sets out a preliminary account of the impact of the mass
casualty. We present what we learned from three Commission activities: the
opening panel discussion on the human impact; the consultative conference with
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Indigenous people; and the Share Your Experience survey. This summary reflects
input from those directly and indirectly affected by the mass casualty.

More detailed information about the effects of the mass casualty is contained
throughout the Report in specific aspects of the mass casualty response. For
example, we consider the ramifications of how public communications, next of kin
notifications, and support services provided to family member survivors and other
community members were carried out. One focal point of Volume 4, Community, is
the nature of the repercussions experienced by emergency responders.

Part C of Volume 1 describes the Commission’s work and introduces our Report. In
Chapter 4, we introduce our main findings, the nature of the challenges ahead, and
the need for concerted, collective action. We introduce a second impact image to
our framework to complement the ripple image and mark a shift toward the future:
turning the tide together. This tide metaphor also signifies the transition from the
Commission to those charged with implementation: governmental institutions and
agencies, community-based organizations, communities, and individuals both in
their professional roles and as citizens.

In Chapter 5, we describe the Commission’s purpose and approach. We set out
and explain the purpose of the Commission’s work, established by the mandate
given to us by the governments of Canada and Nova Scotia, and the processes we
developed and carried out independently of governments and other institutions to
achieve this purpose.

In Chapter 6, we describe this Report and the approach we took to reviewing, ana-
lyzing, and understanding all the evidence and information gathered and devel-
oped by the Commission through its three phases of work. First, we set out the
analytical framework used to shape this process. Second, we explain the structure
of the Report and how it is organized. Third, we provide brief overviews of the con-
tent of each of the seven volumes.

Public safety is not just about people being safe but also their feeling safe. It is a
perception grounded in freedom from harm and the consequences of crime and
disorder in our homes, workplaces, and communities. It comes from the confi-
dence that government and public safety agencies will respond effectively to
emergencies, whether caused by acts of nature or human beings.

In Part D, we introduce the public safety organizations that assess and respond
when events happen in our communities. These institutions exist to safeguard the
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quality of life in our communities. We pay particular attention to some of the agen-
cies that responded to the mass casualty and its aftermath.

We map out everyday public safety, as well as during the response to the mass
casualty, for three purposes. First, this part introduces the agencies, their man-
dates, and the relationships among them to assist the reader in understanding our
findings about what happened leading up to, during, and after the April 2020 mass
casualty. Second, it lays a foundation for understanding that the way the public
safety system functions on a day-to-day basis is one factor that determines our
collective ability to respond to critical incidents and other emergencies. Third, in
this discussion, we introduce the principle that we have a public safety system that
is more than its constituent parts.

Volume 2: What Happened

Volume 2 sets out the Commission’s main findings in the narrative of what hap-
pened leading up to, during, and in the aftermath of the mass casualty of April 18
and 19, 2020. As distressing as it is to recall the violent attack that ended the lives
of 22 people (one of whom was expecting a child) and injured others, our mandate
requires us to provide a detailed account of these events.

We have striven to include enough detail to give readers a clear, hour-by-hour
account of the perpetrator’s actions as well as the response of community mem-
bers and those who had a formal duty to respond. Formal responsibility rests with
first and secondary police responders, emergency services personnel (including
firefighters and paramedics), and other service providers (for example, tow truck
operators and medical examiners). Whenever possible, we include first-voice per-
spectives from those who experienced the mass casualty as witnesses, community
members, service providers, and as responders and overseers of the response.
Witnesses and people around the perpetrator have only so much information,
however, and analysis of evidence can take us only so far. Some of the perpetra-
tor’s actions - in particular, the motivation for his violent rampage - are unknown at
this time and likely will remain so forever.

Volume 2 contains the Commission’s main findings in two key areas: in narrating
how the mass casualty unfolded and in identifying any institutional and systemic
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failures discernable in the response, including any missed opportunities to prevent
the mass casualty as a whole or in some specific aspects. Identifying what went
wrong and what additional steps could have been taken is critical to establishing
the lessons that may be learned from the mass casualty. The Commission’s work is
necessarily both backward-looking and forward-looking.

These findings are a foundation for further and more refined findings in subsequent
volumes based on what the Commission has learned about why and how the mass
casualty happened. In these subsequent volumes, we elaborate on the lessons to
be learned by providing more information about the causes, context, and circum-
stance of the mass casualty. We draw a direct connection from the findings set
out in Volume 2’s narrative account to the lessons to be learned and our recom-
mendations. It is our hope that this approach will help to ensure that lessons are in
fact learned and integrated into our systems for community safety and well-being,
including for those engaged in critical incident response.

Chapter 1 examines the antecedents of the mass casualty - what happened before
April 18, 2020. It focuses on information about the perpetrator that contextualizes
the mass casualty. The first section presents an overview of the perpetrator’s his-
tory of violent behaviour, his illegal acquisition of firearms, and his possession of
police paraphernalia. The second section sets out what the Commission learned
about the perpetrator’s behaviour in the weeks leading up to the mass casualty
and, in particular, his reaction to the COVID-19 pandemic.

Chapter 2 provides a narrative account of the evening of April 18. The first section
contains our findings about the perpetrator’s assault on Lisa Banfield and the inju-
ries she suffered. The second section explains what happened in Portapique after
this assault. The details are described from three points of view: the perpetrator’s
actions, resulting in 13 fatalities in Portapique and in injuries to Andrew MacDonald;
the observations and actions of other community members, who in many ways
were the first responders; and the actions and observations of emergency services
personnel who came on scene. The Portapique fatalities were Greg and Jamie
Blair; Joy and Peter Bond; Corrie Ellison; Dawn and Frank Gulenchyn; Lisa McCully;
Jolene Oliver, Aaron Tuck, and Emily Tuck; and Joanne Thomas and John Zahl. The
third section steps away from the immediate situation in Portapique to the RCMP
Operational Communications Centre and the non-commissioned officers who
worked on the response from further afield. It sets out and examines the RCMP’s
approach to the critical incident response in the first few hours of the mass casu-
alty. The fourth section reviews the decisions and actions of the RCMP executive
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leadership, and the fifth section looks at other agencies involved in the mass casu-
alty and at communications among agencies. The sixth section examines the issue
of public communications, including decisions about what information to share
with the public, and by what means, during the first two hours. The final section
summarizes the Commission’s main findings and conclusions about this period.

Chapter 3 provides a narrative account of the period after midnight and into the
early morning of April 19. It covers the perpetrator’s actions; RCMP decisions and
actions; communications between the RCMP and other agencies; actions taken by
other agencies; and communications with the public during this period. A final sec-
tion summarizes the Commission’s main findings and conclusions about the events
overnight.

Chapter 4 sets out occurrences on the morning of April 19 from 6:30 am to 10:15
am. It begins with Ms. Banfield leaving her hiding place in the woods of Portapique
to seek help at about 6:30 am. She had stayed hidden overnight after escaping
from the perpetrator’s assault. The second section recounts the perpetrator’s
re-emergence in Wentworth, thereby reactivating an active shooter situation over
a larger geographical area than the previous night. This narrative is ordered by
the locations where the perpetrator stopped, encountered other individuals, and
killed an additional six people: Alanna Jenkins, Sean McLeod, and Tom Bagley on
Hunter Road in Wentworth; Lillian Campbell on Highway 4 in Wentworth; and Kris-
ten Beaton and Heather O’Brien on Plains Road in Debert. He also terrorized Adam
and Carole Fisher in Glenholme. Again the narrative is told from three points of
view: the perpetrator’s actions; community members’ observations and actions;
and actions taken by first-responding police and emergency personnel. Sections
that follow continue the examination begun in Chapter 2: the work of the Oper-
ational Communications Centre and RCMP command decisions and actions; the
role of the RCMP executive leadership; actions taken by other agencies and inter-
agency communication; and the issue of public communications. The final section
summarizes our main findings and conclusions.

Chapter 5 examines the shooting at the Onslow Belmont Fire Brigade hall. The first
section explains that the fire hall had been set up as a comfort centre for indi-
viduals and families evacuated from Portapigue. The second section describes an
incident at 10:17 am when two RCMP members, Cst. Terry Brown and Cst. Dave
Melanson, shot at the emergency management coordinator responsible for the
comfort centre, Dave Westlake, and RCMP officer Cst. Dave Gagnon. In the third
section, we examine the impact of this incident from three perspectives. First,
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we review the actions of Cst. Brown and Cst. Melanson after they drew and dis-
charged their firearms; the actions of their supervisors once they were informed
of the shooting; and other steps the RCMP took to address the shooting. Second,
we describe the impact this incident had on Mr. Westlake, Cst. Gagnon, and the
three individuals inside the fire hall during the shooting: Richard Ellison, father of
Corrie Ellison, one of the Portapique fatalities; Greg Muise, fire chief of the Onslow
Belmont Fire Brigade; and his deputy fire chief, Darrell Currie. Third, we examine
the impact of the fire hall shooting on the Onslow community.

Chapter 6 returns to the account of the perpetrator’s actions on the morning of
April 19 from 10:15 am until his death at 11:25 am. The first three sections, like those
in Chapter 4, are organized around the perpetrator’s encounters with individuals at
different locations, resulting in three more lives taken and injury to another person:
at the Shubenacadie cloverleaf, Highway 224, and before the perpetrator was killed
at the Big Stop gas station in Enfield. During the final 70 minutes of his life, the per-
petrator shot and injured Cst. Chad Morrison and killed Acting Cpl. Heidi Stevenson,
Joey Webber, and Gina Goulet, before being shot and killed by two RCMP members.
Each of these location-based sections begins with an overview of the perpetrator’s
actions, sets out community observations and actions, and ends with the actions of
emergency personnel. The remaining sections continue our examination of RCMP
command decisions and actions and the role of the Operational Communications
Centre, the decisions and actions of the RCMP executive leadership, the decisions
and actions taken by other agencies, interagency communications, and the issue of
public communications during this period. The final section summarizes our main
findings and conclusions.

Chapter 7 provides an overview of the period following the perpetrator’s death on
April 19, including both the immediate aftermath of this critical incident and the
follow-up by the RCMP and other agencies involved in the response to the mass
casualty. The first part examines issues around crime scene management, with a
focus on the belated discovery of the fatalities at Cobequid Court in Portapique.
The second section provides information about forensic investigations and, more
specifically, evidence about items in the perpetrator’s vehicle at the time of his
death and a forensic analysis of the firearms he used during the incident. The third
section provides an account of how the RCMP and other agencies addressed the
needs of survivors and the families of the deceased for both information and sup-
port during this initial period. We also discuss the impact of the RCMP’s decision
to charge Ms. Banfield with aiding in the supply of ammunition to the perpetrator.
The fourth section examines the RCMP’s public communications following the
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mass casualty. The final section outlines steps taken and the results of internal
and external reviews of the response by various agencies to the events on April 18
and 19, 2020. This section includes reviews undertaken by and of the RCMP and
by other agencies engaged in the response to the mass casualty. It also provides
an overview of investigations carried out by the Nova Scotia Serious Incident
Response Team into the Onslow Belmont Fire Brigade hall shooting and the death
of the perpetrator.

Volume 3: Violence

Volume 3 builds on the findings we make in Volume 2 about the perpetrator’s pat-
tern of violent and intimidating behaviours and illegal acquisition of firearms. Over
many years, this pattern gave rise to numerous red flags and missed opportunities
for prevention and intervention.

Part A focuses on the perpetrator. The perpetrator was raised in a violent home
and became a violent man. The perpetrator witnessed family violence, including
intimate partner violence, at a young age. He was abused by his father, who was
abused by his own father (the perpetrator’s grandfather), who was in turn abused
by his father (the perpetrator’s great-grandfather).

As an adult, the perpetrator’s violent, intimidating, and coercive behaviour
extended ever outward: to his intimate partners; to relatives, friends, neighbours,
and business associates; to his patients and to vulnerable and marginalized peo-
ple in the communities where he lived and worked; to individuals in positions of
power and control over him such as police officers and colleagues participating in
the review of his misconduct at the Denturist Licensing Board of Nova Scotia; and
finally to perpetrating a mass casualty. There are strong connections among family
violence, gender-based violence, and mass casualties, but it is a complex relation-
ship. Many people are directly and indirectly affected by the violent behaviour
of family members; fewer, though a significant portion of them, become violent
themselves; relatively few go on to kill. Mass casualty incidents are rare compared
to these other kinds of harm, but the perpetrators of these attacks frequently have
a history of gender-based, intimate partner, and family violence.
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Chapter 1 of Volume 3 begins with an overview of findings about violence within
the perpetrator’s family. The second section examines his violent and coercive
behaviour in intimate partner relationships and toward others: women, denture
patients, male acquaintances, friends, and strangers, as well as his threats and
threatening behaviour toward police officers. Chapters 2 to 4 scrutinize how the
perpetrator acquired the means to carry out the mass casualty: his financial situ-
ation and misdealings (Chapter 2), his firearms and ammunition (Chapter 3), and
the replica RCMP cruiser and other police paraphernalia (Chapter 4). Chapter 5
provides an overview of what was known about the perpetrator’s violent behaviour,
firearms, and police paraphernalia, as well as what actions and interventions were
taken by individual members of the community, the Denturist Licensing Board, and
public authorities. It also includes our findings regarding the perpetrator’s relation-
ships with individual police officers.

The experiences other people had with the perpetrator encompassed a range of
behaviour, including emotional, psychological, and physical abuse toward intimate
partners and coercion and intimidation in those relationships. These accounts
echo Ms. Banfield’s experiences. The information provided also includes physical
and aggressive behaviour associated with alcohol consumption, sexual violence
toward low-income women and employees, sexually suggestive comments to
patients and employees, and physical violence toward men. Many people were
intimidated during encounters they had with the perpetrator.

In Chapter 6 of Volume 3, we examine how and why concerning behaviour - often
called red flags or warning signs - was seen, yet interventions were either absent
or ineffective. We share what we have learned about the dynamics in these kinds
of situations that inhibit affected individuals and other community members from
taking action, as well as the patterns in the responses of police and other authori-
ties. The perpetrator’s privilege as a wealthy white man contributed to his impunity
from adverse official or social consequences for his violence.

Part B of Volume 3 provides an overview of what we have learned about mass
casualties. It begins in Chapter 7 by identifying a lack of common definition of
these events and the problems caused by this lack of clarity. We then examine
trends in the rate and nature of mass casualty incidents. The bottom line is that
relatively little is known about mass casualty incidents. This lack of knowledge is
partially due to the rarity of these mass attacks. It is also a relatively new area of
study, and progress has been hindered by the lack of a shared definition of the
term “mass casualty” and limitations on the collection of data. We extended our
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knowledge base through an international scan of reports on mass casualties, and
Chapter 7 shares some of the comparative insights garnered through our review of
reports from the United Kingdom, the United States, Norway, Australia, and New
Zealand. In the conclusion to Chapter 7, we set out and discuss our recommenda-
tions for a single, inclusive definition of “mass casualty incidents” and also set out
factors that should be integrated into data collection and future research and pol-
icy development.

In Chapter 8, we turn to the question of whether mass casualties can be predicted.
We conclude that a focus on preventing mass violence (by studying patterns of
behaviour and addressing root causes of such violence through a public health
approach) is more promising than trying to predict it. Risk assessment tools are
not useful for predicting rare events such as mass casualties and can perpetuate
biases and stereotypes, so utility must be carefully considered. Also in Chapter 8,
we examine the use of psychological autopsies by police. These processes are a
form of psychological assessment used to evaluate the motivations of the perpe-
trator of a homicide in circumstances where the perpetrator has died. We consider
the scientific value of these tools, the concerns and best practices related to them,
and evaluate the RCMP’s psychological autopsy of the perpetrator against these
standards.

Chapter 9 examines psychological and sociological insights into the perpetrators
of mass casualties. We identify violence as a gendered phenomenon, interrogate
the relationship between traditional masculinity and mass violence, and review the
clear connections between gender-based violence and mass casualties. Studies
show that mass casualties are committed almost universally by men. The consis-
tency in this gender variable across time and place warrants close scrutiny. We
review findings from recent sociological studies that explore three interrelated
dimensions of this gendered phenomenon: the connections between mass casual-
ties and gender-based violence; traditional masculinity and masculinity challenges;
and the role of gun culture.

We find in Part B that the strong connection between gender-based violence and
mass casualties continues to be overlooked in much research and commentary, as
well as in measures to prevent and respond to violence, including mass casualty
incidents. Gender-based, intimate partner, and family violence is dismissed as “pri-
vate” violence, but this violence harms us all. As Dr. JaneMaree Maher, professor in
the School of Sociology at Monash University in Melbourne, Australia, explained in
her testimony:
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It impacts those around - both the victim and the perpetrator. It impacts
children. It impacts family members. It impacts health services. It impacts
workplaces. So there is always a sense in which private violence is always

already having public effects that we are increasingly aware of.

Seeing “private” and “public” violence as two distinct phenomena is incorrect and
dangerous.

All too often, gender-based, intimate partner, and family violence are precursors
to the forms of violence that are more readily seen as being of broader “public”
concern. We ignore these forms of violence at our collective peril.

While no person or institution could have predicted the perpetrator’s specific
actions on April 18 and 19, 2020, his pattern and escalation of violence could have
and should have been addressed. Many red flags about his violent and illegal
behaviour were known by a broad range of people and had been brought to the
attention of police and others over a number of years. It was entirely predictable
that he would continue to harm people until effective intervention interrupted his
patterns of behaviour.

Mass casualties occur infrequently, but women, children, and other marginal-
ized people and communities experience violence every day. Our perceptions of
where the real danger lies are misconceived, and we ignore the hard truth of the
“everydayness” - the commonness and seeming normalcy - of violence between
intimate partners and within families and the ways in which this violence spills
out to affect other people too. Gender-based violence is also ubiquitous and
under-reported in Canada. For far too long, we have misperceived mass violence
as our greatest threat without considering its relationship to other more perva-
sive forms of violence. We do so at the expense of public safety and community
well-being.

The evidence shows clearly that those who perpetrate mass casualties often have
an unaddressed history of family violence, intimate partner violence, or gender-
based violence. Many mass casualties begin, as this one did, with an act of family
violence. The societal and cultural misapprehension that these forms of violence
are distinct from one another is mirrored in most institutional practices and priori-
ties, notably in policing, the media, and the delivery of public services. We conclude
that strategies to prevent mass casualties must focus on ensuring the safety and
well-being of all community members.
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In Part C of Volume 3, we build a framework for preventing mass casualties with a
focus on insights derived from seeing mass casualties as an escalation of gender-
based violence, including intimate partner violence, and from acknowledging
their connection to family violence. The pattern of escalation from gender-based
violence to mass casualties is well established. It is alarming to know that some
people responded to the early RCMP communications on the night of April 18,
2020, by thinking, “It’s a domestic situation.” The mistaken implication is that a
“domestic situation” is not one that sets off warning bells. And yet it should, not
because every incident of gender-based or family violence will result in mass
casualties, but because the first step in prevention is in recognizing the danger
of escalation inherent in all forms of violence. As Commissioners, we believe this
lesson to be the single most important one to be learned from this mass casualty.
Let us not look away again.

In drawing the overarching lessons to be learned, we delineate our collective fail-
ures to protect women from gender-based violence in Chapter 10. In searching to
explain these failures, we look at the state of our knowledge about risk factors,
barriers to reporting, the ineffectiveness of many current interventions, and our
growing knowledge about coercive control. Our conclusion is that failures to
protect women, girls, and Two-Spirit, lesbian, gay, bisexual, transgender, queetr,
intersex, and additional sexually and gender diverse (2SLGBTQI+) people from
gender-based violence cannot be attributed to a lack of knowledge.

Women and Survivors:
Paying Attention to the Complexity and Diversity of Experience

Throughout this Final Report, we mainly use the words “women” and “women
and girls” to refer to survivors of gender-based violence. Violence is a gendered
phenomenon in that it is mainly perpetrated by men and it has a disproportionate
impact on women. We therefore refrain from using the gender-neutral term of

“survivors” (or “victims”) except where quoting another source or where required

for clarity.

We also focus on violence against women, and particularly intimate partner
violence, because of its close connection to the mass casualty. We acknowledge,
however, that our efforts must be to eradicate all forms of gender-based violence

and its impact on all survivors.
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In this Report, the term “women” has an additional burden of being a single word
that incorporates and stands in for the more nuanced and complex diversity of

women in Canada.

We use the term “women” as inclusive of 2SLGBTQI+ people who identify as
women and acknowledge that they, too, are disproportionately subjected to

gender-based violence.

Statistics confirm that the impact of gender-based violence is even more severe
on some communities, particularly those who are marginalized within Canadian
society: Indigenous women and girls; Black and other racialized women;
immigrant and refugee women; 2SLGBTQI+ people; people with disabilities; and
women living in northern, rural, and remote communities. We discuss some of the

root causes of this disproportionate impact in our Report.

We encourage readers to be mindful of the complexity and diversity of women’s
experiences of gender-based violence wherever we refer to “women” and

“women and girls.”

Gender-based violence is an epidemic in Nova Scotia and in all of Canada, as it isin
most parts of the world. The United Nations has been calling it a global pandemic
for years. Violence against women and girls is also endemic in Canada and “in all
societies.” Calling gender-based violence endemic accentuates the ways in which
it has been consistently present throughout societies to the point that it is seen by
many as routine or normal.

Within this context, we revisit Lisa Banfield’s experience and look at the ways she
was revictimized in the aftermath of the mass casualty as an example of some of
the ways in which we fail to adequately address gender-based violence. We con-
clude Chapter 10 with a brief summary of evidence of the impact of our collec-
tive and systemic failures. An active and concerted whole of society response is
required to counter this scourge.

In Chapter 11, we look at the state of our knowledge about the ways in which we
have failed to prevent gender-based violence, thereby keeping women and girls
unsafe. We focus on understanding five areas where we collectively continue to
founder: limited understanding of risk factors and inappropriate and uneven use
of risk assessments; overcoming barriers to reporting; reliance on ineffective inter-
ventions; misconceptions and minimization of coercive control; and underfunding
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and defunding of effective interventions. Our conclusion is that failures to protect
women from gender-based violence cannot be attributed to a lack of knowledge.
We recognize the efforts of many individuals and organizations over decades -
and that some progress has been made in some areas. Yet gender-based, intimate
partner, and family violence continue to prevail with sweeping and wide-ranging
consequences. We conclude that this prevalence is the result of inadequate and
uncoordinated action by individuals and organizations, coupled with insufficient
attention to structural and institutional barriers that block progress.

In Chapter 12, we conclude Volume 3 by recognizing that our Report comes at a
critical juncture for Nova Scotia and all of Canada, given the governmental com-
mitments in the Nova Scotia Standing Together to Prevent Domestic Violence
initiative and the National Action Plan to End Gender-Based Violence. These ini-
tiatives build on the many previous reports and, in particular, the ongoing work to
implement the recommendations made by the National Inquiry into Missing and
Murdered Indigenous Women and Girls. Our Report joins in this collective call to
action and underscores the ways in which the April 2020 mass casualty provides
further reasons for us all to take on this individual and shared responsibility.

Throughout Volume 3 we offer recommendations, based on our Inquiry, for a path
forward toward preventing mass casualties through a fundamental reorientation
of our collective responses to gender-based, intimate partner, and family vio-
lence. In Chapter 12, we set out four lessons learned through our work that can
help us to achieve that fundamental reorientation: mobilizing a whole of society
response; situating women’s experience at the centre; putting safety first; and tak-
ing accountability seriously. Putting safety first necessitates lifting women and
girls out of poverty, decentring the criminal justice system, emphasizing primary
prevention, and supporting healthy masculinity.

Our mandate is to inquire into the April 2020 mass casualty and the related causes,
context, and circumstances that surround it. The focus on one mass casualty
incident is notable in light of both historical patterns of violence and the ongoing
reality of violence in the lives of many members of our communities, both rural and
urban. The disproportionate impact of this ongoing violence on Indigenous people
and members of the African Nova Scotian communities has been further com-
pounded by law enforcement (both over- and underpolicing these communities)
and by a lack of culturally responsive and effective public services. Throughout
our work, as we learned how the perpetrator targeted members of marginalized
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communities in Nova Scotia, we realized it provided but one example of the ways
in which historical patterns of violence are sustained and amplified.

We recognize this reality while at the same time we acknowledge both the lim-
itations and the gravity of the Commission’s mandate. It is our sincere hope that
lessons learned and solutions recommended may assist in addressing other mani-
festations of violence within Canadian society. We have attempted to pay attention
to this wider frame of reference in our work and, in particular, by being mindful of
the potential for unintended negative consequences of our recommendations for
members of marginalized communities. Our mandate requires us to be concerned
with the safety of all communities - and with all members of these communities.
We can meet this requirement only by paying close attention to the needs of the
most marginalized and by working with them to develop inclusive safety plans,
supports, and strategies to meet the needs of everyone concerned.

Volume 4: Community

In Volume 4, we focus on the role of communities and their members in responding
to critical incidents and in contributing to community safety and well-being. Com-
munities and their members are affected by critical incident responses and by sys-
tems for ensuring everyday safety. They also have an active role in responding to
incidents and in contributing to community safety and well-being on an ongoing
basis. The structure of our Report recognizes that we need to rebalance the rela-
tionship between communities and police in ensuring public safety. To put it simply,
communities come first.

Our consideration of the theme of community begins with a recognition of the
rural dimensions of the April 2020 mass casualty. The mass casualty took place
across Colchester, Cumberland, and Hants counties, a relatively large geographic
area of central Nova Scotia comprising rural areas and small towns. Portapique and
Wentworth are small, isolated communities, for example, and the population den-
sity is fewer than 15 people per square kilometre. This mass casualty is the largest
such incident to occur in a series of rural communities, and this rural character is
a contextual factor that helped to shape the incident itself and the response both
during and after April 18 and 19. Rurality also contextualizes our understanding of
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developments before the mass casualty. The perpetrator moved between his cot-
tage in Portapique and his residence in Dartmouth, earning his income in denturist
clinics in Dartmouth and Halifax (with a significant rural client base) but spending
the greater part of each week in Portapique.

Part A of Volume 4 explores the ways that life in rural communities is different from
other environments. Although each rural community is unique, there are some
common features about rural ways of living that coalesce into the idea of “rurality.”
In Chapter 1, we examine the concept of rurality and rural life in Nova Scotia and,
generally, in Canada. We also address firearms ownership and use in rural commu-
nities. Chapter 2 provides an overview of research and statistics about rural crime.
It also considers two current and related policing challenges: lack of community
trust and confidence, and recent developments in self-defence in the rural context.
In Chapter 3, we review Commission evidence about rural community well-being,
with a focus on Nova Scotia. As we move forward from the mass casualty, it is
essential that space is made for rural communities and rural voices in conversa-
tions and decisions on how best to ensure community safety and well-being.

Part B of Volume 4 introduces and explores the concept of community-centred
critical incident responses. Community members play a part in everyday safety,
and communities and their members are active agents in all phases of critical inci-
dent response. A central lesson learned is that developing a community-centred
approach to critical incident response should be the focus moving forward. This
change requires putting communities at the centre and encompasses community-
engaged processes at all stages: prevention and mitigation, preparedness,
response, and recovery. To fulfill these roles effectively, communities should
be involved in planning and preparations, and community members will require
education and training before a critical incident. To protect lives and promote
safety, communities and their members will require warnings and other informa-
tion during an incident. Communities and their members also require information,
supports, and resources after an incident to assist them on their path to restoring
health and well-being, including the re-establishment of a sense of safety. Sup-
porting communities and their members to full recovery assists in the prevention
of and mitigation of long-term negative outcomes that could contribute to future
critical incidents.

In Chapter 4, we consolidate what we have learned about post-incident support
into a framework for community-centred responses to mass casualty incidents.
The first section of the chapter establishes the parameters for understanding
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impact by exploring who is affected by a mass casualty and what the impact is
on health. The second section examines three approaches to understanding post-
incident needs and concludes with a brief discussion of the impact of unmet needs.
The third section proposes a set of principles to guide community-centred critical
incident responses, and the fourth identifies several promising practices. The con-
clusion draws together these elements into a framework of guiding principles.

In Chapter 5, we examine the development and implementation of effective pub-
lic warning systems. We focus on evaluating whether Alert Ready can provide
the robust public warning capabilities needed to ensure a community-centred
response to mass casualty incidents and other threats to public safety. We begin
by explaining key concepts and terms and providing a historical overview of
emergency alerting and the development and operation of the Alert Ready sys-
tem. We also explore alternative approaches to public warning systems. We build
on this foundation by setting out what we have learned about community needs
and experiences during the April 2020 mass casualty, and more generally about
the differential impact of alerting. On the basis of this foundation of background
information and community perspectives, we assess Alert Ready and develop a set
of public alerting system design principles to guide reform. A concluding section
contains our recommendations in this area.

Chapter 5 focuses specifically on our findings with respect to the need for a more
effective public warning system going forward. Deciding on the best system for
public warning is a decision for the Canadian public - a decision for communities.
The use of these systems by police agencies is a separate though equally important
issue, to which we turn in Volume 5, Policing.

In the ensuing chapters of Part B, we explain that public systems must be prepared
to respond to mass casualty incidents by having information and support systems
in place to meet the needs of individuals, families, and communities affected by
the incident. Communities and their members also require information, supports,
and resources after an incident to assist them on their path to restoring health and
well-being, including the re-establishment of a sense of safety. Supporting com-
munities and their members to full recovery assists in the prevention of ongoing
(and mitigation of long-term) negative outcomes that could contribute to future
critical incidents. We assess approaches taken to meet the support needs of all
those affected by the April 2020 mass casualty.

In Chapter 6, we probe how community-centred critical incident responses can
meet the information needs of affected persons during and after a mass casualty.
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We build on our findings about the information needs of those most affected by the
April 2020 mass casualty and take a broader look at the victim services approach
employed by the RCMP. We examine proposals to revitalize this approach and then
consider more transformative avenues tailored to the scale of these incidents. We
describe some promising practices in this regard. We conclude by setting out the
lessons learned, as informed by the framework of guiding principles established in
Chapter 4, and make a recommendation designed to ensure the capacity to meet
the needs of survivors and affected persons following a mass casualty.

In Chapter 7, we use a similar structure to examine how best to meet the support
needs of emergency responders. We use the term “emergency responders” to
mean all individuals who respond to an emergency, including fire, police, and para-
medics, as well as others, who by virtue of their occupation or volunteer role, are
involved in responding to a critical incident either immediately or in the hours, days,
and weeks after a critical incident. The list includes everyone from the communica-
tions operator who takes a 911 call to emergency room nurses, to those who volun-
teer in recovery efforts, and those who process and restore crime scenes, including
professional cleaners and tow truck operators. Another term for this group is “pub-
lic safety personnel,” but emergency responders is more reflective of their role as it
connects to our mandate. As we noted in Volume 1, Purpose and Context, we esti-
mate that 500 to 600 people were involved in their work capacity in the response
to the April 2020 mass casualty and its aftermath.

Chapter 7 is divided into three parts. The first part examines approaches to under-
standing the needs of emergency responders following a mass casualty incident.
This examination considers impact and steps that can be taken to facilitate healthy
help-seeking behaviours. The second part explores prevention and proactive plan-
ning for wellness. We conclude this second part with our main findings, lessons
learned, and a recommendation focusing on ensuring planning and preparedness
for community-centred approaches to critical incident responses that integrate a
wellness-focused preventative approach. The third part reviews the steps taken to
meet the needs of emergency responders following the April 2020 mass casualty.
We then take an in-depth look at the experiences and perspectives of emergency
responders in accessing support services to meet these needs. The concluding part
draws together these experiences with a focus on proposals made by emergency
responders about what steps could be taken to improve the support provided to
this group in the future.
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In Chapter 8, we examine how best to meet the support needs of affected persons
and communities. The support needs of affected persons and communities can
be met both through the formal channels established by public sector institutions,
such as healthcare delivery systems, and more informally through community-
based and individual, personal channels. We focus here on formal mechanisms for
providing support through healthcare systems and victim services. This chapter
begins with an examination of approaches to understanding the support needs of
affected persons and communities following mass casualty incidents. It summa-
rizes the information explored in Chapter 1 and builds through discussions about
categories of needs, types of support services, and community needs. The second
section sets out in detail the approaches taken by Nova Scotia Health Authority
and Nova Scotia Victim Services, a program of the Department of Justice, to devel-
oping and implementing support systems and services following the April 2020
mass casualty. The third section details the experiences and perspectives with
these services. The final section contains our conclusions, main findings, lessons
learned, and recommendations.

In Chapter 9, we consider community-based responses to the April 2020 mass
casualty. We heard from many community members of Colchester, Cumberland,
and Hants counties that they do not want to be defined by the April 2020 mass
casualty, and we heard about the steps they were taking to move forward and
foster resilience. At the same time, there is extensive concern about the breadth
and depth of unmet need for support within the most affected communities. We
conclude there has been a “healing deficit” that amounts to a public health emer-
gency, and we make recommendations for urgent action to promote recovery and
support resilience.

In Part C of Volume 4, we consider how to establish safety ecosystems that actively
engage community members in the promotion of safety and well-being of every
individual and the community as a whole. In Chapter 10, we outline the Canadian
experience with community policing and examine obstacles to implementing new
models of policing that result in unfulfilled promise. We conclude that rather than
starting with questions about the role of policing, we need to recalibrate the ques-
tion and start with community. We pose two questions: What makes communities
safe? What makes rural communities safe? Our response is that system-wide plan-
ning for community safety and well-being holds the greatest potential to achieve
these objectives.
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In Chapter 11, we recommend that federal, provincial, and territorial governments
enact frameworks for community safety and well-being and resource them
through long-term sustainable funding. These frameworks provide the structure,
but it is community engagement that will be their animating force. It is commu-
nity members and their organizations across Canada who will determine what
is required to meet their needs for community safety and well-being. The focus
should be on creating the right conditions for change, not on coming up with the
right program or strategy.

In the first section of Chapter 11, we set out what we have learned about the
steps required to create the conditions and structure for substantive community
engagement: committing to equality, establishing planning frameworks, and lead-
ing guided processes for the generation of a shared vision of community safety
and well-being. In the second section, we identify mechanisms to build the infra-
structure required to facilitate the implementation of plans for community safety
and well-being, including through continued community engagement. These
mechanisms are ongoing collaboration, multi-sectoral approaches, and evaluation.

What will change in our society if we begin from the starting point that we are all
responsible for keeping each other safe? In Chapter 12, we examine what this col-
lective responsibility approach means for some of the actors and entities that do
not have a formal role within the safety ecosystem: individuals, businesses, and the
media. One of our focal points here is developing a stronger culture of bystander
intervention. We also consider the role and responsibilities of professionals who
deliver public services to individuals who are marginalized by their low-income
status and through other oppressive processes including systemic racism. This
focus flows from our earlier findings about the perpetrator’s pattern of predatory,
violent, and intimidating behaviour toward members of the African Nova Scotian
community in Dartmouth and the North End of Halifax (in Volume 3, Violence, Part
A). Our analysis extends more generally to government oversight of public service
provision by independent professionals to members of marginalized communi-
ties. We pay particular attention to reassessing these roles and responsibilities as
they relate to the April 2020 mass casualty. This reassessment also serves as an
example of the type of recalibration that will enable an effective whole of society
response.

Our mandate directs us to inquire into the perpetrator’s access to firearms and
police paraphernalia as aspects of the causes, context, and circumstances of the
April 2020 mass casualty. In Part D of Volume 4, we examine what steps should
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be taken to apply the lessons learned through the Commission’s work to the
systems we have in place to regulate and enforce access to firearms and police
paraphernalia.

One of our core findings is that the enforcement of Canada’s firearms regime was
inadequate to prevent the perpetrator from acquiring the means to carry out the
April 2020 mass casualty. In Chapter 13, we evaluate this regime on the basis of
how it operates in conjunction with other aspects of our public and community
safety systems. It is Canadian society, our community of communities, that decides
on which lethal weapons should be available for civilian use, for which purposes,
and under which conditions.

In the first section, we provide a snapshot of the firearms situation in Canada
designed to provide background information and context for the discussions
that follow. It consists of an overview of the regulation of firearms and a range of
statistical data about guns and their use. The second section is a summary of our
findings on the perpetrator’s access to and use of firearms and an identification of
the issues that arise from these findings.

The third section sets out what we have learned about mass casualties, firearms,
and firearms control. We explore the relationship between guns, gun control, and
mass shootings in the United States and briefly review American responses to
these events. We analyze the firearms-related responses to mass casualties in New
Zealand, the United Kingdom, and Australia and draw lessons to be learned from
these international experiences. The fourth section surveys Canadian firearms
regulation, beginning with a historical perspective and moving to developments
after the April 2020 mass casualty. Here we focus on the way technological devel-
opments, mass casualties, and other crimes have shaped Canada’s approach to
gun control.

In the fifth section of Chapter 13, we move to a forward-looking perspective on
violence prevention through gun control. The discussion is structured around three
main strategies: legislative and regulatory reform, addressing cross-border smug-
gling of firearms, and strengthening regulatory enforcement. The sixth section
examines the other side of the prevention equation, looking beyond regulation to
issues such as public awareness and education and the mechanisms to promote
community safety. The chapter ends with our conclusions and recommendations.

“Police paraphernalia” is the term adopted by the Commission for police vehicles,
uniforms, and equipment, whether or not genuine. Police equipment includes
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varied items: firearms and other less lethal weapons; equipment associated with
police vehicles such as “silent patrol” partitions and light bars; and police identifi-
cation badges. It also includes highly sensitive and secure items such as encrypted
police radios, police-issued laptops, and police notebooks.

In Chapter 14, we examine the effects of police impersonation on public trust. We
heard very clearly in our community consultations and public proceedings that the
police impersonation aspect of the April 2020 mass casualty had a ripple effect on
public trust in the police, and particularly the RCMP. We review the broader pol-
icy issues involved in the regulation of police paraphernalia, including systems to
manage the inventory and disposal of these items, and the challenges involved in
regulating access to many specific items of police paraphernalia. We conclude that
measures to address these issues must be systemic and comprehensive.

In Chapter 15, we explore approaches to cultivating healthier masculinities. This
discussion builds on our findings and recommendation in Volume 3 with respect
to the role of unhealthy conceptions of masculinity in the perpetration of violence.
We conclude that initiatives in support of cultivating healthy masculinities will con-
tribute to one of the main cultural shifts required to end gender-based violence,
and, moreover, that they are an important strand in a whole of society response.

In the first section, we summarize information gathered by the Commission about
a public health approach to preventing male violence. In the second section, we
explore initiatives to cultivate healthy masculinities in relation to four main pre-
ventive public health strategies identified in Volume 3: prevention, early interven-
tion, response, and recovery and healing. Chapter 15 is a case study of one set of
initiatives that communities should consider for inclusion in their safety and well-
ness plans.

Volume 5: Policing

In Volume 5, we build on the findings and conclusions reached elsewhere in this
Report by turning to the institutional context of policing. This volume contains four
parts. In Part A, we evaluate the quality of the RCMP’s critical incident response
on April 18 and 19, 2020. Part B documents the continuing crisis that afflicted the
RCMP in the days, weeks, and months after the mass casualty. In Part C, we build a
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framework for improving community safety by making police agencies more dem-
ocratically accountable, more attentive to evidence about good practice, and bet-
ter oriented to articulating and serving the common good rather than particular
interests. Part D of Volume 5 considers the everyday practices of policing that con-
tribute to the overall effectiveness and legitimacy of the police.

Complex critical incidents are characterized by uncertainty and by their singularity.
The individuals who were professionally involved in the critical incident response
were placed in that position because they were assigned to work in H Division
on the day when the perpetrator set out to murder and cause mayhem. In these
circumstances, mistakes and misjudgments on the part of responders and super-
visors may be inevitable. We recognize that these individuals did their best in
unprecedented circumstances and that, ultimately, it is the perpetrator who is
responsible for his actions. Nonetheless, in order to evaluate the quality of the crit-
ical incident response, it is necessary to look carefully at the decisions and actions
taken and not taken by some individuals, particularly those who occupied supervi-
sory and leadership roles.

Our evaluation, first, of the decisions made at key points in the critical incident
response and, second, of the RCMP’s overall preparedness and processes for crit-
ical incident response, is offered in the service of learning the lessons that may be
drawn from the mass casualty in order to help keep communities safer in the future.
At every step where it was possible for us to do so, we have chosen to learn and
not to blame. Our mandate directs us to choose learning, and in Part A of Volume 5,
with that objective, we share details about the critical incident response that offer
lessons for future preparation and response.

In Chapter 1, we set out five principles of effective critical incident response that
emerge clearly from the extensive research and policy literature we reviewed.
These principles are the importance of critical incident preparedness in the quality
of a critical incident response; the uniqueness of every critical incident and the
conditions of uncertainty under which decision-makers must act; the necessity
of cultivating a culture of interoperability, in which organizations and personnel
consistently work respectfully and collaboratively; the importance of recog-
nizing the role played by community members during a critical incident and of
communicating effectively with community members; and the value of grasping
the opportunity to learn from a critical incident response in order to respond
more effectively in the future. These principles guide our discussion of the crit-
ical incident response on April 18 and 19, 2020, and of the RCMP’s institutional
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preparedness for effective critical incident response. Also in Chapter 1, we intro-
duce the 2014 report prepared by Ret’d. A/Commr. Alphonse MacNeil after a mass
casualty incident in Moncton, New Brunswick, in which three RCMP members
were killed and two more were injured. We explain the significance of the MacNeil
Report to our work and also identify some limitations to that report.

In Chapter 2, we evaluate the RCMP’s policies and preparedness for a large-scale
critical incident response in rural Nova Scotia in April 2020. In particular, we con-
sider the extent to which the RCMP had absorbed and implemented the lessons
learned and recommendations from the 2014 Moncton mass casualty incident and
from the MacNeil Report. We find that some good work was done in the immediate
aftermath of the Moncton incident, but that work was not institutionally sustained
and did not produce lasting improvements in preparedness and supervisor training.

Chapter 2 also addresses the quality of the RCMP’s critical incident decision-
making during the April 2020 critical incident response. We analyze the origins
and effect of particular problems identified in the main findings in Volume 2, What
Happened: uncertainties about command structure; a lack of training for front-line
supervisors; the time taken for a trained critical incident commander to take com-
mand; the failure to make contingency plans for alternative scenarios; and short-
comings within the command decision-making at various phases of the critical
incident response. Throughout this chapter, we document the impact on the over-
all effectiveness of the RCMP’s critical incident response of prioritizing reactive
pursuit of the perpetrator over seeking to coordinate the response to ensure that
other important tasks, such as seeking out and attending to other possible victims
and witnesses, were also completed.

Chapter 3 evaluates the RCMP’s processes for finding and managing information
and explains how the clear and consistent account of the perpetrator’s replica
RCMP cruiser that was provided by community members was lost to the critical
incident response. In particular, we identify shortcomings in the RCMP’s training,
processes, and procedures for managing information during a critical incident
response. We share the evidence we heard about best practices for emergency
communications centres and information management during a critical incident
response, and make recommendations for future practice. Also in Chapter 3, we
discuss four additional areas that presented particular challenges to the critical
incident response of April 2020: tracking RCMP member locations; the RCMP’s use
of mapping technologies; police radio protocols; and the availability of air support.
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The RCMP was not the only organization that played a role in the critical incident
response of April 18 and 19, 2020. Other police and emergency service agencies
were also directly involved in the critical incident response. In Chapter 3 of Vol-
ume 5, we share what we learned about how best to cultivate the culture of trust
and mutual understanding that is essential to interoperability. We make recom-
mendations to ensure that future critical incident responses are better coordinated
across all responding agencies.

The evidence we received in our process demonstrates that lives can turn on ensur-
ing accurate and timely public communications during a mass casualty. Accord-
ingly, in Chapter 4, we evaluate the institutional processes and decision-making
that led to the RCMP’s failure to issue effective public warnings in April 2020.
We emphasize that the RCMP was aware of the importance of public communi-
cations in critical incident response well before April 2020. The RCMP’s failure to
have adequate processes and training in place in H Division in April 2020 must be
understood against this backdrop. In particular, we consider the history of insti-
tutional decision-making that led to a situation in which the commmand group was
unaware of the potential to use Alert Ready to broadcast a public warning about
a mass casualty. This chapter also identifies and challenges the persistent opera-
tion of myths about how community members will respond to public warnings. We
emphasize the police responsibility to issue public communications about how an
incident may affect people and the steps they can take to keep themselves safe.
It is unreasonable to expect community members to figure these things out for
themselves.

Part B of Volume 5 documents the continuing crisis that afflicted the RCMP in the
days, weeks, and months after the mass casualty. In Chapter 5, we consider the
efforts made - and those not pursued - to learn from the critical incident response.
More than two years after the event, RCMP leadership had done very little to sys-
tematically evaluate its critical incident response to the deadliest mass shooting
in Canada’s history. We discuss the significance of the RCMP’s failure to conduct
an operational debriefing with those who responded to the April 2020 mass casu-
alty, and evaluate the evidence we heard about the fate of efforts made by some
RCMP personnel to obtain an after-action review of the critical incident response.
Returning to the five principles of effective critical incident response, we empha-
size that the lessons learned from a critical incident response are not specific to
the responding agencies or to where the incident took place. The public is owed
not only the exercise of a review but the sharing of lessons learned with the
broader community to help keep us all safer. Waiting months or years to conduct
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an after-action review serves no one. Indeed, had the RCMP conducted and pub-
lished a comprehensive after-action review, some of this Commission’s findings
and recommendations would likely have been addressed by the organization well
before the publication of this Final Report.

In Chapter 6, we turn to the RCMP’s public communications and internal relations
after the mass casualty. We set out the policies and procedures that relate to pub-
lic communications and identify a history of reviews and inquiries making adverse
findings about and recommendations for change to the RCMP’s approach to pub-
lic communications. We document evidence that the RCMP provided inaccurate
information to the public after the April 2020 mass casualty. We then discuss
concerns that arose inside and outside the RCMP about its public communications,
as well as concerns within the RCMP about internal briefing practices and a lack
of support provided to H Division to assist with public and internal communica-
tions after the mass casualty. These concerns set the context for an April 28, 2020,
meeting between Commr. Brenda Lucki, members of national headquarters, and
senior members of H Division. We describe the circumstances that led to this
meeting and evaluate what happened during the meeting. In the final sections of
this chapter, we discuss the continuing ramifications of the April 28 meeting for the
relationship between H Division and national headquarters, and the persistence of
internal conflict within the RCMP over public communications in the months after
the mass casualty.

In Chapter 7, we turn to issues management and inter-agency conflict after the
mass casualty. This chapter explains the genesis and role of the issues manage-
ment team established in H Division, including a disagreement with the Province
of Nova Scotia about how this team should be funded. We evaluate the RCMP’s
approach to two issues that attracted great public interest in the months after the
mass casualty: the risks and benefits of using the Alert Ready system for polic-
ing, and the 2011 Criminal Intelligence Service of Nova Scotia bulletin about the
perpetrator. In particular, we consider inter-agency conflict that arose between
H Division and municipal police leaders in Nova Scotia about how these issues
should be publicly addressed.

In Chapter 8, we turn to the work performed by the Nova Scotia Serious Inci-
dent Response Team (SiRT) after the mass casualty and the work performed by
the RCMP with respect to the SiRT’s investigations. The SIiRT investigated two
incidents involving RCMP members arising from the April 2020 critical incident
response: the Onslow fire hall shooting, and the killing of the perpetrator. In July
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2020, the RCMP referred evidence it had received about another Nova Scotia
police service to the SIiRT, and the SiRT declined to investigate this information.
We explain the SiRT’s jurisdiction in relation to the RCMP and describe its public
reporting responsibilities. We explain communications between the SIiRT and the
RCMP. We then turn to the RCMP’s July 2020 referral and the SiRT’s handling of
this referral.

Public trust in the police is integral to the police’s capacity to do their work effec-
tively. Public trust is, in turn, affected by public conversations about how well the
police do their work, and by how police agencies respond to those public conver-
sations. The April 2020 mass casualty, and more particularly the RCMP’s response
to public concern about its response to the mass casualty, created significant
public mistrust in the RCMP. However, for many community members, particularly
those who have a history of being overpoliced and underprotected by police, trust
in the police was already low. Conversations about the RCMP’s work in the April
2020 critical incident response played out against a broader conversation about
the role and limits of the police in fostering and safeguarding community safety.
In Parts C and D of Volume 5, we turn to the role of the police within an inclusive
vision of community safety.

In Part C, we address fundamental questions about the role and structure of
police agencies in Canada. In Chapter 9, we consider the question, What are the
police for? We suggest that establishing clear answers is a precondition to dem-
ocratic deliberation about the functions the police serve and how they do their
work. We adopt, and recommend that Canadian police agencies and governments
adopt, eight principles of policing that address the role of police in a democratic
and inclusive society. Chapter 9 also explains how the lessons learned (and not
learned) by police and government agencies from past reports about policing,
and the efforts made (and not made) to implement and sustain this learning, have
shaped our work and recommendations.

In Chapter 10, we propose a future for the RCMP. First, we take stock of what we
learned about the current state of the RCMP’s management culture and opera-
tional effectiveness, particularly in its contract policing service. We recommend
statutory amendments to the RCMP Act to clarify the relationship between the
RCMP commissioner and the responsible minister, and also to strengthen the
role of the RCMP Management Advisory Board and the Civilian Review and Com-
plaints Commission. In each case, these amendments will also promote the public
transparency and democratic accountability of these bodies. We then turn to the
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RCMP’s relations with its contract partners. A recurring theme of reviews of the
RCMP is the challenge of ensuring that the RCMP’s provision of contract policing
services is responsive and accountable to the communities it serves. We conclude
that the RCMP’s tendency not to include contracting partners in its strategic
decision-making, documented in past reports, persists, and that the RCMP has
failed to adopt a strategic or coordinated approach to contract policing policies
and core policing functions.

We then turn to the important topic of rural policing. The RCMP’s career model
undervalues rural general duty policing, regarding that work as the first step in a
career ladder that will bring members to other policing functions and locations.
This approach creates a disconnect between RCMP members and the communities
they serve, and it fails to recognize and foster the distinctive skillset that is required
for effective rural policing. We identify that maintaining the unique responsibilities
of police under the rule of law necessitates that adequate policing services be pro-
vided in rural and remote communities.

Throughout this Final Report, we emphasize that effective police agencies are
learning institutions: capable of recognizing and responding to the changing
expectations of the communities of which they are part, and capable of learning
from their past actions in order to do better in the future. In the next section of
Chapter 10, we explain how police recruitment, education, and research contribute
to the effectiveness of police services, and we evaluate the RCMP’s approach to
these functions.

The last section of Chapter 10 discusses the RCMP’s management culture. By man-
agement, we refer to commissioned officers, which in the RCMP means those
sworn members who hold the rank of inspector, superintendent, chief superin-
tendent, assistant commissioner, deputy commissioner, and commissioner. We
also include civilian employees who hold equivalent ranks or leadership positions.
We are particularly focused on management culture because, if the RCMP is to
make the significant changes we call for in this Report, the work of leading these
changes and engaging members in them will be led by commissioned officers and
their civilian equivalents. Indeed, if the RCMP’s management does not share a com-
mitment to making these changes - or worse, if some members of management
actively work to undermine efforts to reform the RCMP - these efforts will likely fail.

In Chapter 11, we turn to the future of policing in Nova Scotia. We provide a brief
history of policing in Nova Scotia and a description of the present structure of
policing services in the province. This chapter also describes some of the key
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reforms that have been made to the police in Nova Scotia since colonization. We
then set out six recommendations for changes that should promptly be made
to Nova Scotia policing. These changes can and should be implemented while
broader conversations about community safety are unfolding. We call for a struc-
tured community-wide process to discuss and decide the future structure of polic-
ing services in Nova Scotia.

Part D of Volume 5 considers the everyday practices of policing that contribute to
the overall effectiveness and legitimacy of the police. In Chapter 12, we explain that
low-visibility decision-making is a defining feature of police work and a particular
characteristic of the work performed by front-line police officers. The discretion
exercised daily by police officers in their interactions with community members is
best understood as a permission that is extended by society to individual police
officers to use “their considered judgment in certain ways in certain situations.”
Legal and constitutional principles, including Charter rights and freedoms, set lim-
its to police discretion. Nonetheless, most exercises of police discretion will never
come to any form of official attention or review. At the same time, these decisions
have a significant impact on what crime and social problems come to broader offi-
cial attention and how effectively social problems are countered. They also affect
community trust in the police.

The police power to shape the official record by the manner in which front-line
officers exercise discretion is not merely a theoretical concern. In our process, we
heard about police failures to hear and respond effectively to community mem-
bers who expressed fear of the perpetrator or sought to report his violence. These
accounts were echoed in other incidents that were well known to, and widely
discussed among, community members and experts who contributed to our work.
Two other examples from rural Nova Scotia arose repeatedly in these conversa-
tions: the RCMP response to complaints made in 2017 by Colchester County res-
ident Susan (Susie) Butlin about her neighbour Ernie Duggan before Mr. Duggan
killed Ms. Butlin; and the RCMP’s treatment in 2007-8 of Digby County resident
Nicole Doucet (also known as Nicole Ryan), who was subjected to violence includ-
ing coercive control by her husband, Michael Ryan. We introduce these examples
in Chapter 12 and return to them throughout Part D of this volume, along with other
evidence we heard about how police exercise their discretion when gender-based
and intimate partner violence are reported.

The problems that we document throughout this Report are long-standing and far
from simple. However, in Chapter 13, we suggest that everyday policing practices
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can be improved by implementing a coordinated set of fundamental strategies,
each of which is designed to improve how front-line police exercise their decision-
making authority in low-visibility situations. These five strategies address the
selection of police students and police recruits, police education, note taking and
record keeping, front-line supervision and feedback, and community-engaged
policing.

Chapter 14 of this volume builds on recommendations made in Volumes 3, Vio-
lence, and 4, Community, to consider the relationship between everyday practices
of policing, equality, and securing community safety. We identify the need to shift
police officers’ understanding of their role to acknowledge the primacy of secur-
ing the safety of those who experience violence. We also identify the central role
played by misogyny within the police failings that are documented throughout this
Report. These problems are not limited to the RCMP: they are also present in other
Canadian police services. Indeed, as we documented in Volumes 3 and 4, misogyny
is not by any means limited to policing. Nonetheless, the operation of misogyny
within policing is particularly harmful to women’s equality, and therefore to all of us,
and can undermine achievements in law reform and efforts to modernize policy. In
Chapter 14, we suggest that countering misogyny, racism, homophobia, and other
attitudes that undermine universal human dignity must be placed at the centre of
everyday policing practices across Canada.

Volume 6: Implementation -
A Shared Responsibility to Act

Our mandate required us to conclude our work as Commissioners by submitting
findings, lessons learned, and recommendations. Rather than the end of a process,
however, we encourage you to think of this Report as a beginning or, even better,
as a continuation of the effort many people have already made to strengthen com-
munity safety and well-being, including by advocating collectively for the Inquiry.
Recommendations alone cannot bring about change unless they are adopted,
championed, and acted on.
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Implementation has been an important consideration for us throughout our work.
We have made it a priority to hear perspectives and insights related to implemen-
tation from many people - including many of those who lead or who are part of
institutions and groups that will need to drive important changes. Volume 6 draws
on what we learned about implementation and is motivated by the urgent need to
ensure that action is taken and that positive changes in our communities can - and
will - happen.

Chapter 1 explores the interconnected nature of the recommendations in the
Report and makes the case for why they must be implemented on a comprehen-
sive basis and with a whole of society approach. In this chapter, we explain the
purposive architecture of our recommendations built of three components. Two
components, foundational ideas and a scaffolding that will guide the construction
of a new approach to community safety, together illustrate the unity of purpose
and strategic directions that underlie the many proposals for cohesive community-
engaged safety ecosystems. Recommendations directed to effective critical
incident response are a third component - the storm wall that will protect the
structure in difficult times.

Chapter 2 acknowledges that the path to change has many potential barriers and
sets out strategies to overcome these obstacles. These strategies draw on what
we have heard and learned from many practitioners and experts over the course
of our work, as well as on what we have learned through the environmental scan
of prior recommendations and the international scan compiled by the Commission
(available in Annex B: Reports). We hope that these general lessons learned about
how to effectively implement reports of public inquiries, task forces, and reviews
will provide guidance and assistance with implementing this Report.

In Chapter 3, we share our recommendation for a broadly representative Imple-
mentation and Mutual Accountability Body that should be appointed by the fed-
eral and Nova Scotian governments to ensure that the recommendations drive
ongoing focus and action. In keeping with our architectural metaphor, this body
is the keystone: the last building piece, the one on which other structural elements
can depend for support. A keystone is considered essential to maintaining opti-
mum function of a structure.

Finally, in Chapter 4, we share steps and actions that those most affected, com-
munity members, community organizations, advocacy groups, policy specialists,
researchers, the media, and the public can take to maintain the momentum behind
implementation. We believe these steps and actions will grow in depth and impact
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when people come together with intent to make change happen. The examples we
provide are not exhaustive, and individuals and groups will have their own ideas
about how to make changes that are best for their communities.

Volume 7: Process

Volume 7 describes the various processes involved in leading and designing the
Mass Casualty Commission. This volume provides a comprehensive record of the
steps we took and the reasons behind them. Understanding how we carried out
our mandate provides a backdrop to the findings, lessons learned, and recom-
mendations detailed in the other volumes. Our added purpose in setting out those
steps and decisions in detail here is to provide assistance to future inquiries.

There are seven chapters in this volume. Chapters 1 and 2 provide general infor-
mation about the nature and role of public inquiries. As Commissioners, we were
bound to the directions provided to us in the Orders in Council by both Canada
and Nova Scotia (Appendix A). Those Orders required us to conduct a comprehen-
sive public inquiry to determine what happened and to make recommendations
to avoid such incidents in the future. They required us to consider a wide range of
causes, context, and circumstances beyond the immediate ones that were most
directly of interest to the families of those whose lives were taken. Although we
grounded our work each and every day in the memory of those whose lives were
taken and diligently sought to answer the questions the families had about their
loved ones, we were required to conduct a public inquiry as directed by the Orders
in Council.

Chapter 2, “Establishing the Mass Casualty Commission,” explains the genesis of
the Commission and the mandate it received from the governments of Canada and
Nova Scotia that defined its parameters. Both the public pressure that led to the
Commission’s establishment and its mandate “to be guided by restorative prin-
ciples in order to do no further harm” are important contextual factors underlying
our work. These principles were to guide the process but did not limit or shape its
purpose (in getting to the truth of what happened) nor its goal (to make recom-
mendations for the future). While restorative principles guided our work, they were
not an end in themselves.
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In Chapter 3, “Designing the Inquiry,” we discuss the logistics of getting the Com-
mission off the ground. We share how we benefited from early consultation with
individuals who have expertise working on public inquiries, along with where we
chose to establish our offices and our approach to hiring staff. We also introduce
the individuals and groups who engaged in the Commission’s process as Partici-
pants, and we explain what that role entails. We then provide information about
rules we developed in consultation with Participants to guide our process, and
how we supported participation and public engagement throughout our mandate.
We explain how we implemented communications through dedicated efforts to
engage the public, including how we worked with the media, in that public engage-
ment. We also consider the impact of the COVID-19 pandemic on the Inquiry and
offer some thoughts on the Interim Report.

Chapter 4, “Our Work: Three Phases,” introduces the framework we developed
to guide our public proceedings and how we put our design into action. In the
“Phase 1: Building the Core Evidentiary Foundation” section of this chapter, we
detail our approach to establishing the facts of what happened on April 18 and 19,
2020, as well as our Phase 1 public proceedings.

“Phase 2: Examining Causes, Context, and Circumstances” explains the steps we
took to better understand the facts we had established in Phase 1. It introduces
the themes and issues that guided us as the Commission sought to understand
how and why the mass casualty occurred, including our three foundational pil-
lars - Policing, Community, and Violence - and how they shaped our Phase 2 public
proceedings.

In “Phase 3: Shaping and Sharing,” we describe our process of consulting with
those most directly affected, with communities, and with stakeholders. The con-
sultations offered an opportunity for us to hear about proposed recommendations
from diverse voices and perspectives. This process was crucial in enabling us to
develop practical and meaningful recommendations that could be championed
and implemented by members of the public, policy-makers, public institutions,
community groups, and others at the conclusion of the Commission’s mandate.

In Chapter 5, we make some recommendations to assist in the set-up phase of
future public inquiries and to ensure that they have the necessary tools to fulfill
their mandates.

In Chapter 6, we provide information about the Commission’s expenditures.
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In Chapter 7, “Conclusion,” we reflect on our process and make a forward-looking
invitation to you, our reader, to take up the Commission’s recommendations and
be part of the work ahead to secure our community and collective safety and
well-being. In this way, we can all contribute to preventing future harms, we can
learn from the lessons of the mass casualty, and we can put in place better ways to
respond.

The conclusion is followed by our acknowledgements of those who contributed to
this work.

Volume 7: Process
Appendices and Annexes

The appendices include, among other documents, our Rules of Practice and Pro-
cedure, our decisions, and a detailed calendar of our public proceedings. We have
also prepared three additional annexes. “Annex A: Sample Documents” contains
samples and guiding documents we prepared in the course of our work. These
annexed documents provide further insight into our processes that we hope will
assist future inquiries. “Annex B: Reports” contains reports commissioned by us as
well as reports prepared by our team. In addition to providing a wealth of knowl-
edge and analysis within our commissioned reports, this Annex includes import-
ant documents such as the environmental scan of 71 past Canadian reports and a
record of what we learned through the Share Your Experience survey and commu-
nity conversations. “Annex C: Exhibit List” contains the full list of materials marked
as exhibits by the Commission.
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Part E:
Main Findings, Lessons Learned,
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We frame our conclusions in three steps. First, we identify findings that pertain
to the questions and issues laid out in our mandate. From these main findings we
identify lessons learned, which reflect the knowledge we have gained. From these
lessons learned, we build our recommendations so that people across our govern-
ments, institutions, and communities can begin to take action right away.

Our findings, lessons learned, and recommendations are woven throughout the
Report and we encourage you to review them in that context too. They are also
included here as a complete list to aid understanding and implementation.
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Volume 2: What Happened

Chapter1 Events Before April 18,2020

MAIN FINDING Over many years, the perpetrator’s pattern of violent and intimi-
dating behaviours and illegal acquisition of firearms gave rise to numerous red flags

and missed opportunities for prevention and intervention.

MAIN FINDING In the six weeks before the mass casualty, the perpetrator further
isolated his common law spouse from her family as his behaviour became erratic

and increasingly concerning to her.

Chapter 2 Events on April 18, 2020 - Portapique

MAIN FINDING The mass casualty began with the perpetrator’s violent assault of

his common law spouse, Lisa Banfield.

MAIN FINDING Community members were an essential part of the initial response
to the mass casualty. Their central role was not adequately acknowledged, and the
indispensable information they could provide was not factored into the RCMP’s

response.

MAIN FINDING First-responding members acted appropriately when they
established an Immediate Action Rapid Deployment (IARD) response and entered
Portapigue and when they established an initial containment point at the intersec-
tion of Portapique Beach Road and Highway 2. These members acted with great

courage in an extremely dangerous environment.

MAIN FINDING The RCMP’s failure to assign a scene commander created gaps

in the initial critical incident response. These gaps meant that aspects of the
response were not well coordinated and that important tasks, such as identifying
eyewitnesses and flagging the need to conduct interviews, were not prioritized and

therefore not conducted in a timely manner, and in some cases not at all.

145



TURNING THE TIDE TOGETHER ¢ Executive Summary and Recommendations

MAIN FINDING Key information conveyed by 911 callers from Portapique was
not accurately or fully captured within the RCMP incident activity logs, nor was it

fully conveyed to first responders and the RCMP command group.

MAIN FINDING The critical incident package call-out process was cumbersome,

requiring many individual phone calls to supervisors and specialist resources.

MAIN FINDING RCMP policy did not clearly assign supervisory roles and respon-
sibilities for the period before a critical incident commander assumes command of
the critical incident response. Uncertainty about these roles and responsibilities was

evident from an early stage within the RCMP’s response in Portapique.

MAIN FINDING When it became apparent that Sgt. Andrew (Andy) O’Brien could
not attend the scene to assume the role of scene commander, the district command

group should have appointed an alternative scene commander.

MAIN FINDING The RCMP command group wrongly concluded that Portapique
community members were mistaken when they reported seeing the perpetrator
driving a fully marked RCMP cruiser. They were too quick to embrace an explanation
that discounted the clear and consistent information that several eyewitnesses had

provided independently of one another.

MAIN FINDING RCMP supervisors did not direct basic investigative steps during
the initial critical incident response in Portapique, nor did they assign responding
members to capture information that would facilitate investigation. Important
community sources of information were ignored, with significant consequences for

the critical incident response.

MAIN FINDING RCMP members did not have a good understanding of the
geography of Portapique, and many had never been there before April 18, 2020. The
RCMP did not seek out local knowledge about back roads, and information that was

shared by a member who was on scene was overlooked.

MAIN FINDING District command efforts to review containment were hampered
by computer difficulties in the Bible Hill detachment. Not all RCMP supervisors were
trained in the mapping technology to which the RCMP subscribes.

MAIN FINDING During the initial critical incident response, and in the absence of a

scene commander or an on-duty district supervisor, RM Rehill was overtasked.

MAIN FINDING The RCMP did not make effective systematic efforts to alert Por-
tapique residents to the threat presented by the perpetrator or to look for potential

injured victims. The initial Immediate Action Rapid Deployment (IARD) responders
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focused on finding the perpetrator, and this focus was appropriate for that group.
However, the overall command decision-making did not adequately consider how

best to protect and, if necessary, to rescue Portapique residents.

MAIN FINDING The RCMP’s lack of preparation and contingency planning for
air support to be provided during a critical incident when maintenance is being
conducted created a distraction for Operational Communications Centre (OCC)
employees and command. The search for an alternative helicopter diverted these

personnel from other important tasks.

MAIN FINDING The RCMP public communications during the evening of April 18,
2020, seriously understated the threat presented by the perpetrator and the
associated risks to the public.

Chapter 3 Events Overnight

MAIN FINDING There was an unacceptable delay in the assumption of command

by a fully trained and briefed critical incident commander.

MAIN FINDING The RCMP critical incident command structure lacked a dedicated

information analyst.

MAIN FINDING The RCMP critical incident command did not adequately consider
a wide range of scenarios, including worst-case scenarios, and failed to develop

contingency plans based on the most severe possible outcomes.

MAIN FINDING The RCMP’s failure to act on the clear and repeated information
about the perpetrator’s replica RCMP cruiser continued overnight on April 19, 2020.

MAIN FINDING The RCMP critical incident command failed to review containment
when they had the opportunity to do so. This failure meant that gaps in the contain-

ment, which had arisen in the absence of a scene commander, were not addressed.

MAIN FINDING The RCMP critical incident command did not develop and opera-
tionalize a general evacuation plan, nor did it take into account possible survivors of

the violence.

MAIN FINDING The RCMP critical incident response was hindered by system-wide

poor communication and failures of coordination.
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MAIN FINDING The RCMP did not provide further public communications about
the mass casualty overnight and in the early morning of April 19, 2020. Community
residents took active steps to share information about the mass casualty and to

seek to ensure the safety of themselves and others.

Chapter 4 Events on April 19,2020 - 6:00 am to 10:15 am

MAIN FINDING The RCMP did not treat Lisa Banfield as a surviving victim of the
mass casualty; that is, as an important witness who required careful debriefing and

who would need support services.

MAIN FINDING The RCMP did not provide advice to community members about
what precautions they should take to ensure their safety. In the absence of this
information, community members adopted a range of strategies to stay safe, some

of which may have put them at greater risk.

MAIN FINDING Poor navigation technology and a lack of local geographic
knowledge by responding RCMP members slowed the RCMP response to informa-

tion received about the perpetrator’s location.

MAIN FINDING The RCMP’s failure to publicly share accurate and timely infor-
mation, including information about the perpetrator’s replica RCMP cruiser and
disguise, deprived community members of the opportunity to evaluate risks to their

safety and to take measures to better protect themselves.

MAIN FINDING Essential workers, including Victorian Order of Nurses (VON)
employees, were particularly at risk because of the nature of their work. The

RCMP did not share accurate and timely information, including information about
the perpetrator’s replica RCMP cruiser and disguise, with these workers or their
employers. By not sharing this information, they deprived these essential workers
and their employers of the opportunity to evaluate risks to the safety of the workers.
This opportunity would have allowed them to take measures to better protect

themselves.

MAIN FINDING The command post did not take sufficient steps to reassess the
strategic and tactical response, even after it began to consider the possibility that
the perpetrator had escaped Portapique.
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MAIN FINDING The briefing of RCMP members was inadequate throughout the
critical incident response and particularly during the shift change on the morning of
April 19, 2020.

MAIN FINDING The RCMP did not have a clear alternative to calling 911 for the
public to report concerns about family and loved ones, or to provide information
that may have been significant but did not relate directly to the perpetrator’s

whereabouts.

MAIN FINDING The RCMP’s critical incident response did not deploy resources
according to a coherent and coordinated strategy. Its approach was reactive.

MAIN FINDING The RCMP directive to the Nova Scotia Medical Examiner Service
not to release information about cause, manner, and circumstances of death to
family members was unnecessary and harmful in the circumstances of this investi-

gation, and it compounded the grief and mistrust of some family members.

MAIN FINDING The RCMP’s H Division and national executive leadership had
not predefined or practised their roles and responsibilities during a major critical
incident response. As a result, their role was unclear. Opportunities for the executive

leadership to support the critical incident response were overlooked.

MAIN FINDING The command group did not share information about the
unfolding mass casualty with senior executive leadership in H Division or national

headquarters in a timely, coordinated, or accurate way.

MAIN FINDING The lack of shared RCMP, Emergency Health Services (EHS), and
firefighter protocols to ensure that non-police emergency responders are safe and
able to perform their work created an uneven response in which these responders
were at times exposed to greater safety risks and at other times may have been

prevented from doing work that would have aided the critical incident response or

subsequent investigation.

MAIN FINDING The RCMP did not systematically share information with other
emergency responders, including volunteer fire services and Emergency Health
Services, that would have permitted these responders to evaluate risks to their

safety and take measures to better protect themselves.

MAIN FINDING Media has an important role to play in a critical incident response.
The RCMP’s approach of sharing information primarily via social media was
insufficient to strategically engage local media outlets. The media was insufficiently

utilized as a partner in public communications on April 18 and 19, 2020.
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Chapter 5 Onslow Fire Hall Shooting

MAIN FINDING The command post and Operational Communications Centre
did not take adequate measures to ensure that all members were aware of the
location of the comfort centre and that a marked RCMP cruiser was stationed at
this location. This information should have been broadcast repeatedly by radio or
otherwise shared with all responding members, and it should have been acknowl-

edged as received.

MAIN FINDING The Onslow Belmont Fire Brigade hall should have been a place
of safety for community members, including those who were directly affected by
the mass casualty. Fortunately, the Onslow fire hall shooting did not cause death
or physical injuries, but this incident turned a place of safety into a site of further

harm.

MAIN FINDING The procedure that must be followed by police after a use of
potentially lethal force should not be varied during a critical incident response
unless there is an immediate threat from a physically present perpetrator. This

exception did not apply in the circumstances of the Onslow fire hall shooting.

MAIN FINDING The RCMP command group did not recognize the gravity of the
Onslow fire hall shooting. They failed to take the necessary steps to evaluate the
circumstances of the shooting, secure the scene, or evaluate the involved members’

capacity to continue with the critical incident response.

MAIN FINDING Inthe weeks and months after the incident, the RCMP continued
to underestimate the gravity of the Onslow fire hall shooting. They did not take
sufficient steps to hear community concerns, nor recognize that those who were
placed at risk during the shooting required support. These failures caused lasting
harm to the RCMP’s relationships with the Onslow community and the people at the
fire hall that day.

Chapter 6 Events on April 19, 2020 - 10:15 am to Noon
MAIN FINDING Overall, the RCMP did not adopt a strategic, coordinated
approach to the positioning of members while searching for the perpetrator on

April 19, 2020. However, individual supervisors and risk managers tried to coordi-

nate member positions in response to the information available to them.
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MAIN FINDING The critical incident response was hindered by the inability to
scale up resources in a timely fashion. The steps taken to seek additional resources

were ad hoc and diverted the attention of the command post and risk managers.

MAIN FINDING Handing coordination of general duty members to the risk
manager created additional difficulties in coordination between the command post
and general duty members, and it further overburdened the risk managers and

Operational Communications Centre.

MAIN FINDING Inadequate public communications constrained the flow of

information and assistance from the public to the critical incident response.

MAIN FINDING Despite receiving information that some residents of Portapique
were unaccounted for, the RCMP did not conduct a timely search for additional

living or deceased victims.

MAIN FINDING In the absence of coordinated victim support arrangements, and
with no organized notification process for confirmed deaths, concerned family
members called 911 to both seek and provide information. These calls added to
the Operational Communications Centre’s workload at a very busy time in the

critical incident response.

MAIN FINDING The critical incident response was hindered by a lack of coor-
dination, communication, and interoperability between the RCMP and the Truro

Police Service.

MAIN FINDING Alert Ready was the best available tool to warn the Nova Scotia
public about the mass casualty and to provide updates as the information available
to the RCMP changed.

MAIN FINDING The critical incident response was hindered by the failure to
coordinate with key emergency management services including the Divisional

Emergency Operations Centre and the provincial Emergency Management Office.

Chapter 7 Events from Noon on April 19, 2020, Onward
MAIN FINDING The RCMP’s failure to find the fatalities at Cobequid Court in a

timely manner resulted from inadequate RCMP scene management and an empha-

sis on pursuing the perpetrator at the expense of other police responsibilities.
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A systematic door-to-door search was not conducted until 19 hours after the

first 911 call from the Portapique community. This is an unacceptable delay.

MAIN FINDING These problems were exacerbated by the RCMP’s failures to act on
information shared by family members and lack of communication with concerned
family members and community residents. In some instances, it took far too long for
the RCMP to make next of kin notifications or provide updates to family members

who were anxiously seeking information about the well-being of their loved ones.

MAIN FINDING The RCMP did not find all forensic evidence at crime scenes.
In some instances, evidence was found by family members and the public (and,

eventually, by Commission investigators) after crime scenes had been released.

MAIN FINDING The services offered by the RCMP and Nova Scotia Victim Services
did not fully meet the needs of those families and communities most affected by
the mass casualty. In the absence of a coordinated and planned approach, ad hoc

attempts to scale up services were insufficient.

MAIN FINDING The RCMP’s next of kin notification policy and guidelines are
inadequate. These notifications were not carried out in a coordinated and timely
manner. RCMP members were not adequately trained to carry out these duties with

skill and sensitivity.

MAIN FINDING The RCMP did not provide adequate information services to
those most affected because of systemic gaps in policy, the inadequate allocation
of personnel, and the lack of provision of training for personnel charged with

providing these services.

MAIN FINDING After the mass casualty, the RCMP prioritized institutional and
investigative imperatives over the needs of survivors and family members. The
RCMP’s information-sharing practices with survivors and family members were

inadequate.

MAIN FINDING Nova Scotia Victim Services did not fully meet the need for
support services after the mass casualty. Gaps arose from the lack of proactive
service provision and from limited navigation assistance. Support services were not
adapted to address the needs and circumstances of those most affected, including
the distinct needs of those who lived in Portapique. People residing outside of Nova

Scotia faced additional hurdles to accessing provincially funded support services.
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MAIN FINDING After the mass casualty, the RCMP public communications strat-
egy did not provide timely and accurate information about the mass casualty and

the ensuing investigation.

MAIN FINDING The RCMP did not undertake an after-action review of its response

to the mass casualty.
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