Manitoba Ombudsman
Inquest Reporting as of Dec 31, 2011
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Mitchell Adam AUDY - Inquest Report
Date of Death November 22, 2003 |MB Health 1
Cause of Death Blunt Trauma 2
Place of Death Swan River 4
Date of Report October 9, 2007 6
Date Report Received  [November 13, 2007 [MB Justice 3
Category of Deceased |Adult 5
7
Altona PS 3
5
7
Brandon PS 3
5
7
East St. Paul PS 3
5
7
Morden PS 3
5
7
Rivers PS 3
5
7
RM of Cornwallis PS 3
5
7
RM of Whitehead PS 3
5
7
Ste. Anne PS 3
5
7
Springfield PS 3
5
7
Victoria Beach PS 3
5
7
Winkler PS 3
5
7
Winnipeg PS 3
5
7
Total Recommendations 7
Date File Closed January 20, 2009 Final Report



http://www.ombudsman.mb.ca/pdf/2009 03 31 Inquest_Mitchell Adam Audy_Chief Judge.pdf
http://www.manitobacourts.mb.ca/pdf/audy_inquest.pdf
Winnipeg Police Service (WPS)


Winkler Police Service (PS)


Victoria Beach Police Service (PS)


Springfield Police Service (PS)


Ste. Anne Police Service (PS)

Rural Municipality (RM) of Whitehead Police Service (PS)

Rural Municipality (RM) of Cornwallis Police Service (PS)

Rivers Police Service (PS)

Morden Police Service (PS)

East St. Paul Police Service (PS)

Brandon Police Service (PS)

Altona Police Serivce (PS) 

Manitoba (MB) Justice 


Mr. Audy came to his death in Swan River, Manitoba on November 22, 2003, as a result of hemoperitoneum as a consequence of blunt trauma to the chest.  This death occurred following initial treatment in the emergency at the Swan River Valley Hospital and subsequent detention under the Intoxicated Person Detention Act at the Swan River RCMP detachment.


Manitoba (MB) Health 

Status of Recommendation Legend

Information Supplied or Declined with Explanaton (IS) - Information clarifying why the recommendation cannot be implemented

Referred (REF) - Recommendation forwarded to another entity for consideration/implementation

Resolved (RES) - Reasonable action taken in response to the recommendation

Out of Scope (OS) - The recommendation is not within the mandate of the respondent

Empty Field - Our review is ongoing
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Leon Herman BIGHETTY - Inquest Report
Date of Death November 27, 2002 |MB Justice 1
Cause of Death Head Trauma 24
Place of Death Winnipeg 30
Date of Report August 2, 2005 MB Health 31
Date Report Received  [November 21, 2005 [WRHA 23
Category of Deceased  |Adult 24
City of Wpg 23
24
Winnipeg PS 19
28
IAT 1
Total Recommendations 31
Date File Closed June 30, 2008 Final Report
Eric CLIPPING
Date of Death April 28, 1996 MB Health 2
Cause of Death Head Trauma
Place of Death Churchill
Date of Report April 20, 2006
Date Report Received [April 25, 2006
Category of Deceased [Adult
Total Recommendations 2
Date File Closed October 21, 2008 Final Report
Russell COOK - Inquest Report
Date of Death October 26, 2006 MB Justice 1
AINEromatous >
coronary artery
Cause of Death disease MLCC 2
Place of Death Winnipeg 3
Date of Report November 26, 2009
Date Report Received  [November 26, 2009
Category of Deceased |Adult
Total Recommendations 3
Date File Closed April 5, 2011 Final Report
John Erik DEMERY - Inquest Report
Date of Death August 15, 2003 FS&H 1
Cause of Death Bronchopneumonia 2
Place of Death Winnipeg 3
Date of Report December 22, 2003
Date Report Received [December 21, 2006
Category of Deceased |Child
Total Recommendations 3
Date File Closed December 9, 2010 Final Report
Matthew Adam Joseph DUMAS - Inquest Report
Date of Death January 31, 2005 Brandon PS 1 Resolved
Cause of Death Gunshot Wound to  |Winnipeg PS 1
the Abdomen Resolved
Place of Death Winnipeg MB Justice 1 Resolved
Date of Report December 4, 2008
Date Report Received [December 10, 2008
Category of Deceased [Adult
Total Recommendations 1
Date File Closed May 28, 2009 Final Report



http://www.ombudsman.mb.ca/pdf/1_ Closing Letter to the Chief Judge - Bighetty Inquest.pdf
http://www.ombudsman.mb.ca/pdf/2_ Inquest Eric Clipping _ Chief Judge.pdf
http://www.ombudsman.mb.ca/pdf/2009_05_28_Dumas_Final_Report.pdf
http://www.manitobacourts.mb.ca/pdf/demery_inquest.pdf
http://www.manitobacourts.mb.ca/pdf/cook_russell.pdf
http://www.manitobacourts.mb.ca/pdf/bighetty_final_draft.pdf
http://www.manitobacourts.mb.ca/pdf/dumas_inquest_report.pdf
Manitoba Ombudsman
Manitoba (MB) Justice

Winnipeg Police Service (WPS)


Matthew Adam Joseph Dumas came to his death on January 31, 2005 at about 3:00 p.m. in the City of Winnipeg, in Manitoba.  The cause of death was a gunshot wound to the abdomen.

Brandon Police Service (PS)

The deceased came to his death, in his own residence, as a result of contracting ronchopneumonia. The manner of death was natural.

 Family Services & Housing (FS&H)

Administrator
Manitoba Liquor Control Commission (MLCC)


His death occurred following an incident where he was forcibly restrained by bystanders and staff of a private business. An autopsy determined the cause of death was atheromatous coronary artery disease. A significant condition contributing to the death but not casually related to the immediate cause of death was hyper-excitable state with agitation.     

Manitoba (MB) Justice

On June 23, 1995, shortly after midnight, Mr. Clipping was discovered in the vicinity of 272 Main Street, bleeding from lacerations to the head and was transported to the Health Sciences Centre by ambulance. His wounds were sutured and he was taken to the Main Street Project as he was intoxicated. 

At about 1:00 p.m. Mr. Clipping was observed by staff at the Main Street Project to be tremoring with blood oozing from his mouth.  He was transported back to the Health Sciences Centre where he underwent emergency surgery, but never regained consciousness. He was later transferred to a nursing facility in Churchill, Manitoba where he remained in a vegetative state until his death on April 28, 1996. The cause of death was attributed to pneumonia as a result of a longstanding coma caused by trauma. 

Manitoba (MB) Health

 Intergovernmental Affairs & Trade (IAT)


Winnipeg Police Service (WPS)


City of Winnipeg (Wpg)


Winnipeg Regional Health Authority


Manitoba (MB) Health


Mr. Bighetty came to his death at the Health Sciences Centre on November 27, 2002 from subdural hematomas, six days after being found completely unresponsive in his cell at the Main Street Project, 75 Martha Street, Winnipeg, where he was detained after being apprehended by members of the Winnipeg Police Service under The Intoxicated Persons Detention Act.

Manitoba (MB) Justice

Status of Recommendation Legend

Information Supplied or Declined with Explanaton (IS) - Information clarifying why the recommendation cannot be implemented

Referred (REF) - Recommendation forwarded to another entity for consideration/implementation

Resolved (RES) - Reasonable action taken in response to the recommendation

Out of Scope (OS) - The recommendation is not within the mandate of the respondent

Empty Field - Our review is ongoing
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Steven EWING - Inquest Report

Date of Death August 16, 2000 Labour & Immigration 1

Sl o BEal Series of Explosions 2

Place of Death Winnipeg 3

Date Report Received  |November 4, 2008 4

Category of Deceased [November 7, 2008 5
Adult

Total Recommendations 5

Date File Closed
|

Sherrill Wilfred FORBISTER - Inquest Report

Date of Death October 16, 2003 MB Justice 1
Cause of Death Overdose 2
Place of Death Norway House 3
Date Report Received  [August 27, 2007 4
Category of Deceased |Adult MB Health 5
6
MECC 5
6
Total Recommendations 6
Date File Closed May 23, 2008 Final Report
Christopher John HOLOKA - Inguest Report
Date of Death April 15, 2005 [MB Justice 1
Cause of Death Methadone
Overdose 2
Place of Death Winnipeg 3
Date of Report May 11, 2007 4
Date Report Received  [September 10, 2007 5
Category of Deceased [Adult 6
Total Recommendations 6
Date File Closed March 5, 2010 Final Report

|
Sharon Joyce HORN - Inguest Report

Date of Death January 3, 2004 BRHA 1
Cause of Death Hypothermia 2
Place of Death Brandon 3
Date of Report June 8, 2006 4
Date Report Received  [June 27, 2006 5
Category of Deceased [Adult 6
7
8
9
10
11
Brandon PS 1
2
3
4
5
Total Recommendations 16
Date File Closed July 14, 2010 Final Report


http://www.ombudsman.mb.ca/pdf/3_ Closing Letter to the Chief Judge - Forbister Inquest.pdf
http://www.ombudsman.mb.ca/pdf/2010-03-05_Holoka_Inquest_Final_Report.pdf
http://www.manitobacourts.mb.ca/pdf/sharon_horn.pdf
http://www.manitobacourts.mb.ca/pdf/holoka.pdf
http://www.manitobacourts.mb.ca/pdf/forbister.pdf
http://www.manitobacourts.mb.ca/pdf/steven_ewing.pdf
Brandon Police Service (BPS)


At approximately noon on the 3rd of January, 2004, the frozen body of Sharon Joyce Horn, aged 57 years, was discovered by a person snowshoeing on a field at the northern edge of the City of Brandon. The Brandon City Police Services investigated and found no signs of foul play. An autopsy was performed and the cause of death was determined to be hypothermia.


Brandon Regional Health Authority (BRHA)

Mr. Holoka came to his death in Winnipeg, Manitoba on April 15, 2005 as a result of methadone poisoning at the Winnipeg Remand Centre.


Manitoba (MB) Justice

Manitoba Liquor Control Commission


Manitoba (MB) Health


Mr. Forbister came to his death in Norway House, Manitoba on October 16, 2003 by means of an alcohol and diphenhydramine overdose.  This death resulted while in police custody.  



Manitoba (MB) Justice

Mr. Ewing came to his death as a result  of carrying out his duties as an employee at a Mining company.  His death came as a result of injuries sustained in an explosion, or series of explosions.



Manitoba Labour and Immigration

Status of Recommendation Legend

Information Supplied or Declined with Explanaton (IS) - Information clarifying why the recommendation cannot be implemented

Referred (REF) - Recommendation forwarded to another entity for consideration/implementation

Resolved (RES) - Reasonable action taken in response to the recommendation

Out of Scope (OS) - The recommendation is not within the mandate of the respondent

Empty Field - Our review is ongoing
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Shawn JONES, Raynold GERLING and Brain PALMQUIST - Inquest Report
May 12, 2006, Dec.
11, 2006 and Nov.
Date of Death 18, 2007 MB Justice 1
Ingest a quantity of
Cause of Death drugs
Place of Death Stony Mountain
Date of Report November 5, 2010
Date Report Received  [November 9, 2010
Category of Deceased [Adult
Total Recommendations 1
Date File Closed June 6, 2010 Final Report
Paul Laurent JOUBERT - Inquest Report
Date of Death January 31, 2005 MB Health 1
Cause of Death Hanging 2
Place of Death Winnipeg
Date of Report August 3, 2007
Date Report Received  [August 14, 2007
Category of Deceased |Adult
Total Recommendations 2
Date File Closed January 22, 2009 Final Report
Anna MACIOCHA - Inquest Report
Date of Death April 5, 2004 MB Health-Psych 1
Cause of Death Suicide Health Unit (HSC)
Place of Death Winnipeg l
Date of Report March 6, 2006
Date Report Received (March 7, 2006
Category of Deceased [Adult 45
Total Recommendations 45
Date File Closed December 19, 2011 Final Report

Ettie June MORRIS - Inquest Report

Date of Death
Cause of Death

Place of Death
Date of Report
Date Report Received
Category of Deceased

Total Recommendations

January 4, 2002

Excessive, non-
prescribed infusion
of a solution
containing potassium
Winnipeg
September 7, 2005
September 12, 2005
Adult

74

MB Health

MB Justice

1

|

64

66

67

68

69

70
72(b,c ,d)
73 & 74

65
71, 72(a)

Date File Closed

November 25, 2011

Final Report



http://www.ombudsman.mb.ca/pdf/2009 03 31 Inquest_Paul Joubert_Chief Judge.pdf
http://www.ombudsman.mb.ca/pdf/2006-0533_Machiocha_Inquest_Closing_Report_2011-12-19_ltr_to_Judge_Champagne.pdf
http://www.ombudsman.mb.ca/pdf/2011-11-24_Morris_Inquest_Final.pdf
http://www.manitobacourts.mb.ca/pdf/maciocha_anna_inquest_report.pdf
http://www.manitobacourts.mb.ca/pdf/gerlingjonespalmquist_inquest.pdf
http://www.manitobacourts.mb.ca/pdf/joubert_inquest.pdf
http://www.manitobacourts.mb.ca/pdf/morris_ettie_preston.pdf
Manitoba (MB) Justice


On January 4, 2002, while a patient on the Surgical Intensive Care Unit of the St. Boniface General Hospital, 83 year old Ettie June Morris died of an excessive, non-prescribed infusion of a solution containing potassium. The day before her death, police had found her immobile at the foot of the stairs in her home. She was admitted to the hospital at that time for treatment of a fractured left femur. While awaiting hip surgery, she died suddenly of cardiac arrest.


Manitoba (MB) Health


Ms Anna Maciocha was a 27 year old woman who committed suicide on April 4, 2004 while an involuntary patient on PY2, a ward at the PsycHealth Unit, Health Sciences Centre, in Winnipeg. She had been committed to the ward on February 9, 2004 on an involuntary basis as a result of a psychiatric assessment. It was thought she was in a manic phase of bipolar affective disorder. On the morning of her death at 11:00am, Ms Machiocha left the ward by signing herself out on a two-hour unaccompanied pass. At approximately 1:45pm the Medical Examiner’s Office contacted the ward and advised that Ms Maciocha had committed suicide.


Manitoba (MB) Health- Psych Health Unit Health Science Centre (HSC)


Mr. Joubert died at the PsycHealth Centre, Health Sciences Centre, in Winnipeg on January 31, 2005 as a result of hanging.  The Chief Medical Examiner ruled his death a suicide.


Manitoba (MB) Health


Shawn Jones, Raynold Gerling and Brain Palmquist came to their death at Stony Mountain Insitution by ingesting a quantity of drugs, the toxicity of which caused their death.


Manitoba (MB) Justice


Status of Recommendation Legend

Information Supplied or Declined with Explanaton (IS) - Information clarifying why the recommendation cannot be implemented

Referred (REF) - Recommendation forwarded to another entity for consideration/implementation

Resolved (RES) - Reasonable action taken in response to the recommendation

Out of Scope (OS) - The recommendation is not within the mandate of the respondent

Empty Field - Our review is ongoing
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Darlene Rose OWENS - Inquest Report
Date of Death October 19, 2005 MB Justice 1
Cause of Death Hanging 2
Pauingassi First
Place of Death Nations, MB 3
Date of Report May 6, 2009 4
Date Report Received (May 14, 2009 5
Category of Deceased [Adult 6
Total Recommendations 7 7
Date File Closed February 22, 2010 Final Report
Tracia OWENS - Inguest Report
Date of Death Augsut 24, 2005 FS&H 1
Cause of Death Suicide 2
Place of Death Winnipeg 3
Date of Report January 16, 2008 4
Date Report Received [January 17, 2008 5
Category of Deceased |Child 6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
FSH/Justice 24
FSH/ Health and
Healthy Living 25
26
27
28
Total Recommendations 28
Date File Closed
Dennis ROBINSON - Inquest Report
Date of Death February 28, 2004 |FS&H - MDC 1
Cause of Death Cardiac Arrest 2
Place of Death Portage la Prairie 3
Date of Report March 26, 2007 4
Date Report Received  [March 28, 2007 6
Category of Deceased |Adult 7
8
Infra & Trans 5
Total Recommendations 8
Date File Closed January 6, 2009 Final Report



http://www.ombudsman.mb.ca/pdf/2010-02-22_Owens_Inquest_Closing_Report.pdf
http://www.ombudsman.mb.ca/pdf/2009_01_06_Robinson_Final_Report.pdf
http://www.manitobacourts.mb.ca/pdf/tracia_owen.pdf
http://www.manitobacourts.mb.ca/pdf/owens_inquest_report.pdf
Infrastructure & Transportation (Infra & Trans)


Mr. Robinson, a resident of the Manitoba Developmental Centre died on February 28, 2004 following a van outing with other residents and staff members.  He likely died as a result of an epileptic seizure which led to cardiac arrhythmia  (irregular heartbeat) which in turn caused a fatal oxygen deficiency in his heart.

Family Services & Housing (FS&H) - Manitoba Development Centre (MDC)


Family Services & Housing (FSH)


Family Services & Housing (FS&H)


The deceased came to her death by the following means: Suicide by hanging.

Family Services & Housing (FS&H)


Darlene Owens died while in custody at the holding cells operated by the Royal Canadian Mounted Police (RCMP) at Pauingassi First Nation.  During the evening of October 19, 2005, Ms Owens became highly intoxicated and caused a disturbance outside a residence where her father was staying.  Her father called the Band Constables for assistance, and when Ms Owens refused to go home, she was taken to cells to be detained until she was sober.  She was lodged in cells at approximately 9:00 a.m.  At approximately 11:40 a.m. she was found hanging from the knob of the cell door by a piece of her t-shirt that had been ripped off and tied into a noose.  Efforts at resuscitation were unsuccessful.   

The Honourable Judge Janice L. leMaistre issued seven recommendations.  Our office will follow up with Manitoba Justice on all seven recommendations.  

Manitoba (MB) Justice


Status of Recommendation Legend

Information Supplied or Declined with Explanaton (IS) - Information clarifying why the recommendation cannot be implemented

Referred (REF) - Recommendation forwarded to another entity for consideration/implementation

Resolved (RES) - Reasonable action taken in response to the recommendation

Out of Scope (OS) - The recommendation is not within the mandate of the respondent

Empty Field - Our review is ongoing
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Alan Earle RUPERT - Inquest Report
Date of Death February 13,2005 |Winnipeg PS 1
Aspiration
Cause of Death pneumonia 2
Place of Death HSC, Winnipeg 3
Date of Report April 22, 2009 4
Date Report Received |April 28, 2009 5
Category of Deceased [Adult 6
7
8
WRHA - HSC 9
10
Total Recommendations 10
Date File Closed January 28, 2011 Final Report
Ahmad SALEH-AZAD - Inquest Report
Date of Death March 27, 2007 MB Health 1 Review Stage
Cause of Death Gunshot Wound
Place of Death Winnipeg MB
Date of Report September 30, 2011
Date Report Received [October 5, 2011
Category of Deceased |Adult
Total Recommendations 1
Date File Closed
Keyanna Marie SNOWDON - Inquest Report
Date of Death May 12, 2004 FS&H 1
Cause of Death Drowning 2
Place of Death Winnipeg 3
Date of Report August 1, 2006 4
Date Report Received  [August 3, 2006 5
Category of Deceased |Child 6
7
8
9
10
11
12
Total Recommendations 12
Date File Closed
Dennis Junior ST. PAUL - Inquest Report
Date of Death January 3, 2005 MB Justice 1
Cause of Death Gunshot Courts 2
Place of Death Norway House
Date of Report July 14, 2006
Date Report Received |April 13, 2007
Category of Deceased |Adult
Total Recommendations 2
Date File Closed June 10, 2008 Final Report



http://www.ombudsman.mb.ca/pdf/4_ Closing letter to Chief Judge - St. Paul Inquest.pdf
http://www.manitobacourts.mb.ca/pdf/salehazad_ahmad_martin_pj.pdf
http://www.manitobacourts.mb.ca/pdf/st_paul.pdf
Mr. St. Paul came to his death in Norway House, Manitoba on January 3, 2005 by means of a gunshot wound to the chest causing massive hemothorax.  This death resulted during the execution of a warrant of apprehension whereby a member of the Royal Canadian Mounted Police (RCMP) discharged his service firearm. 


Manitoba (MB) Justice


 Family Services & Housing (FS&H)


Manitoba (MB) Health


Winnipeg Regional Health Authority - Health Sciences Centre


Mr. Rupert came to his death on February 13, 2005 at 00:20 hours at the Health Sciences Centre in Winnipeg, Manitoba.  He was an inpatient in the hospital from June 7, 2004, following an accidental fall down a flight of stairs resulting in a cervical spine fracture and his quadriplegia.  The immediate cause of death was aspiration pneumonia due to a consequence of quadriplegia. These injuries occurred while Mr. Rupert was in the custody of the Winnipeg Police Service.  


Winnipeg Police Service (WPS)

Status of Recommendation Legend

Information Supplied or Declined with Explanaton (IS) - Information clarifying why the recommendation cannot be implemented

Referred (REF) - Recommendation forwarded to another entity for consideration/implementation

Resolved (RES) - Reasonable action taken in response to the recommendation

Out of Scope (OS) - The recommendation is not within the mandate of the respondent

Empty Field - Our review is ongoing
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Peter STEVENSON - Ingquest Report
Date of Death September 2, 2004  [MB Justice 1
Cause of Death Cardiac Arrest
Place of Death The Pas
Date of Report October 25, 2006
Date Report Received [November 1, 2006 |[MB Health
Category of Deceased |Adult
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Total Recommendations 13

Date File Closed December 24, 2010 Final Report
|

Andrew SZABO - Inquest Report

Date of Death August 5, 2011 WRHA 2011-0308 Recommendations 12 and
12 17 through 30
Cause of Death Multiple injuries due 17
to fall from height l
Place of Death Winnipeg MB 30
Date of Report June 17, 2011 Cof W 2011-0307 Recommendations 2-4 and
2 7 through 16
Date Report Received  [June 22, 2011 3
Category of Deceased [Adult 4
J
16
Labour &Immigration 1 Recommendations 1, 5 and
2011-0306 6
5
6

Total Recommendations 30

Date File Closed
|



http://www.manitobacourts.mb.ca/pdf/szabo_inquest_17jun2011.pdf
http://www.manitobacourts.mb.ca/pdf/stevenson_inquest.pdf
Manitoba Labour and Immigration


City of Winnipeg


Winnipeg Regional
Health Authority


Family Services & Housing (FS&H)


Manitoba (MB) Health


Manitoba Ombudsman
Mr. Stevenson came to his death in the Town of The Pas, in Manitoba on September 2, 2004 by means of cardiac arrest.  While on a pass from the hospital he consumed alcohol and when he returned to the ward problems ensued resulting in his being restrained.  He died in the process of being restrained.   


Manitoba (MB) Justice


Status of Recommendation Legend

Information Supplied or Declined with Explanaton (IS) - Information clarifying why the recommendation cannot be implemented

Referred (REF) - Recommendation forwarded to another entity for consideration/implementation

Resolved (RES) - Reasonable action taken in response to the recommendation

Out of Scope (OS) - The recommendation is not within the mandate of the respondent

Empty Field - Our review is ongoing
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Calvin Sean WOOD - Inquest Report
Date of Death January 23, 2002 MB Trans & GS 1
Cause of Death Drowning 2
Place of Death Island Lake 3
Date of Report November 28, 2005 4
Date Report Received  [November 30, 2005 5
Category of Deceased |Adult 6
7
8
9
10
11
Total Recommendations 11
Date File Closed February 21, 2008 Final Report

|
Rachel Lori WOOD - Inquest Report

Date of Death October 5, 2003 MB Justice 1
Cause of Death Hanging 2
Place of Death Nelson House 3
Date of Report May 29, 2007 4
Date Report Received [June 5, 2007 5
Category of Deceased |Adult 6
7
8
9
Marden PS 6
7
Winkler PS 6
7
Altona PS 6
7
Total Recommendations 9
Date File Closed July 10, 2008 Final Report


http://www.ombudsman.mb.ca/pdf/5_ Calvin Sean Wood Inquest Final Report to Judge Wyant.pdf
http://www.ombudsman.mb.ca/pdf/6_ Rachel Lori Wood Inquest.pdf
http://www.manitobacourts.mb.ca/pdf/wood_rachel_inquest.pdf
http://www.manitobacourts.mb.ca/pdf/wood_calvin_inquest_report.pdf
Altona Police Service (PS)

Winkler Police Service (PS)


Morden Police Service (PS)


Ms Wood died at Nisichawayasihk Cree Nation (Nelson House) in the Province of Manitoba on October 5th, 2003 from asphyxiation due to hanging while in the custody of the Nelson House Police.  Ms Wood had been detained for breach of the peace and lodged in a holding cell.


Manitoba (MB) Justice


Manitoba Transportation & Government Services (MB Trans & GS)


Status of Recommendation Legend

Information Supplied or Declined with Explanaton (IS) - Information clarifying why the recommendation cannot be implemented

Referred (REF) - Recommendation forwarded to another entity for consideration/implementation

Resolved (RES) - Reasonable action taken in response to the recommendation

Out of Scope (OS) - The recommendation is not within the mandate of the respondent

Empty Field - Our review is ongoing
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