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CANADA 
Province of Alberta

Report to the Minister of Justice 
and Attorney General 
Public Fatality Inquiry 

Fatality Inquiries Act 

WHEREAS a Public Inquiry was held at the The Provincial Court of Alberta, Calgary Courts 
Centre, 601-5th Street S.W. 

in the City of Calgary , in the Province of Alberta, 
(City, Town or Village) (Name of City, Town, Village) 

on the 10th day of February  , 2014 , (and by adjournment) 
year 

on the 11th & 12th day of February , 2014 , (and by adjournment) 
year 

on the 13th & 26th day of March 2014 . 
year 

before Judge G. M. Meagher , a Provincial Court Judge, 

into the death of Stephanie Nicole BARRETT (d.o.b. October 9th, 1988) 22 years 
(Name in Full) (Age) 

of 2235-B, 41st Street S.E., Calgary, Alberta, T2B 1C8 and the following findings were made: 
(Residence) 

Date and Time of Death: June 2, 2011 at 0555 hours 

Place: Peter Lougheed Centre, 3500 – 26 Ave. N.E., Calgary, Alberta T1Y 6J4 

Medical Cause of Death: 
Statistical Classification of Diseases, Injuries and Causes of Death as last revised by the International Conference 
assembled for that purpose and published by the World Health Organization – The Fatality Inquires Act, Section 1(d)). 

 
Sudden Cardiac Death: due to, or as a consequence of, Complications of Idiopathic 
Pancreatitis and Bulimia Nervosa 

 Manner of Death:  
(“manner of death” means the mode or method of death whether natural, homicidal, suicidal, suicidal, accidental, 
unclassifiable or undeterminable – The Fatality Inquiries Act, Section 1(h)). 

Natural 
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CIRCUMSTANCES UNDER WHICH DEATH OCCURRED: 
 Summary of Circumstances: 
 

1] Stephanie Nicole Barrett was a 22 year old female who was admitted to the Peter 
Lougheed Centre on May 26, 2011, suffering pain from chronic pancreatitis complicated 
by an eating disorder.  She had previous admissions to hospital with this condition and 
medical staff commenced treatment to reduce her pain.   
 
2] In the early morning hours of May 29, 2011, after having been off the ward for a 
period of time, she was found unresponsive and without a heartbeat on the bathroom 
floor in her hospital room.  Cardiopulmonary resuscitation (“CPR”) efforts were 
undertaken immediately and a “Code Blue” was called.  She was resuscitation after an 
estimated time of 15 to 20 minutes had elapsed but had developed a severe brain injury 
as a result of lack of blood flow and oxygen to the brain.  
 
3] After resuscitation, hypothermic treatment was undertaken and then a further 
assessment was made of the extent of her brain injury.  On June 1, 2011, members of 
the medical staff of the Intensive Care Unit of the Peter Lougheed Centre met with 
family members to advise them that Stephanie Nicole Barrett would not recover from 
the severe brain injury that she had suffered and there was nothing more that could be 
done for her.  The end-of-life decision was made in consultation with the family and she 
was taken off the ventilator.  She passed away approximately 17 hours later at 5:55 
a.m. on June 2, 2011. 
 
4] Dr. Tera Jones, the Assistant Chief Medical Examiner, gave evidence that the 
immediate cause of death was sudden cardiac death due to, or as a consequence of, 
complications of Idiopathic Pancreatitis and Bulimia Nervosa.  In a brief description of 
the circumstances of Stephanie Nicole Barrett’s death, in the amended Certificate of 
Medical Examiner, Dr. Jones stated that: 
 

The subject was a 22 year old female admitted to the 
hospital with epigastric pain due to pancreatitis, and found 
unresponsive and pulseless in her bathroom three days 
later.  Her medical history was significant for long standing 
bulimia nervosa, idiopathic pancreatitis, both requiring 
various hospitalizations, depression, smoking, asthma, 
gastroesophageal reflux, and iron deficiency anemia. 
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CIRCUMSTANCES: 
 

Past History – Family Physician 
 

5] In January 2011, Dr. Judy Wong, a doctor at the Mosaic Primary Care Network, 
became the family physician for Stephanie Nicole Barrett (“Ms. Barrett”).  At that time 
Ms. Barrett was a patient at the Peter Lougheed Centre where it was determined she 
was in need of a family doctor to assist her in dealing with her eating disorder, her 
idiopathic pancreatitis and her chronic abdominal pain.  
 
6] Dr. Wong was able to access some of Ms. Barrett’s prior medical records, 
including her discharge summaries from 2010, which indicated a complex medical 
history involving long-standing bulimia and difficulties attending the Eating Disorders 
Clinic.  At that time Ms. Barrett was being treated at the Peter Lougheed Centre for 
abdominal pain and Dr. Wong’s plan was to determine what medications Ms. Barrett 
was taking and to try to establish regular follow-ups for Ms. Barrett with the Eating 
Disorders Clinic. 
 
7] Dr. Wong next saw Ms. Barrett on February 16, 2011 and was concerned that 
Ms. Barrett had not attended her appointment on January 26, 2011, as an outpatient at 
the Eating Disorders Clinic.  Apparently, transportation difficulties had prevented Ms. 
Barrett from attending that appointment.  Dr. Wong reviewed the medications Ms. 
Barrett was taking and it was decided that the medications would be continued for the 
time being.  Those medications had been prescribed by Dr. Pandya, a psychiatrist at 
the Peter Lougheed Centre, who had been treating Ms. Barrett for the past four years.  
In her discharge summary it was recommended that she continue taking these 
medications for the time being, notwithstanding that he was aware of prolonged QT 
intervals and her past medical history. 
 
8] Also from her review of Ms. Barrett’s medical records, Dr. Wong determined that 
Ms. Barrett had received an extensive work-up by a gastroenterologist in January 2011.  
Numerous investigations had been undertaken to determine the cause of the 
pancreatitis but since no cause was ultimately determined, it was described as 
idiopathic pancreatitis. 
 
9] Ms. Barrett was again admitted to the Peter Lougheed Centre from March 2 to 
March 8, 2011 for acute and chronic pancreatitis.  Towards the end of March 2011, Dr. 
Wong again met with Ms. Barrett regarding her chronic abdominal pain and to discuss 
Ms. Barrett’s eating disorder.  Ms. Barrett appeared motivated to attend the Eating 
Disorders Clinic but was encountering transportation difficulties.  She had been denied 
Access Calgary for transportation from her home to the clinic.  Dr. Wong arranged 
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through her social worker for an interview for Ms. Barrett to obtain another form of 
transportation but Ms. Barrett did not attend the interview. 
 
10] Dr. Wong continued to see Ms. Barrett in April 2011 and was concerned that Ms. 
Barrett’s attendance at the Eating Disorders Clinic had been terminated because of Ms. 
Barrett’s missed appointments.  Dr. Pinzon, a psychiatrist at the Eating Disorders Clinic, 
who had officially discharged Ms. Barrett from the Clinic for missed appointments, wrote 
a letter documenting his concerns for Ms. Barrett’s welfare and her fragile state of 
health.  On May 25, 2011 Dr. Wong again saw Ms. Barrett who complained of 
increasing abdominal pain during the previous week.  Dr. Wong gave her a requisition 
for blood work and a referral to the Behavioural Health consultant at the Mosiac Primary 
Care Network.  However, because of the increased abdominal pain, Ms. Barrett 
attended the Peter Lougheed Centre, where she was admitted in the early morning of 
May 26, 2011.   
 

Past History – Wanda Theresa Barrett 
 
11] Stephanie Barrett’s mother, Wanda Theresa Barrett (“Mrs. Barrett”), provided the 
Inquiry with information on Ms. Barrett’s medical background going back to when she 
was 14 years old.  Her earlier hospitalizations included the Eating Disorders Program at 
the Foothills Hospital where she was first admitted in December, 2006 for a period of 
two months.  Ms. Barrett attended that program three times.  She also attended the Out-
Patient Day Program at the Children’s Hospital for a period of eight to nine weeks.   
 
12] Mrs. Barrett told the Inquiry that in the course of each year, for the three or four 
years preceding this hospitalization, her daughter had been in one hospital or another, 
averaging about once a month, sometimes for periods of one to two months or more, 
and usually for abdominal pain related to her pancreatitis.  Mrs. Barrett believed that on 
about five of those admissions, Ms. Barrett was placed on a heart monitor.  Mrs. Barrett 
also told the Inquiry that she believed that approximately one year before Ms. Barrett’s 
death that she had collapsed in the Emergency at the Peter Lougheed Centre and that 
a Code Blue had been called and she was resuscitated. 
 

Admission to the Peter Lougheed Centre May 26, 2011 
 
13] Just after midnight on the morning of May 26, 2011, Ms. Barrett attended at the 
Emergency department of the Peter Lougheed Centre.  She was seen by Dr. Andre 
Michalchuk.  He described her as being in considerable pain in her epigastric region 
with some vomiting.  He was aware of her history of recurrent pancreatitis complicated 
by an eating disorder.  Given her complex background, he determined that admission to 
the hospital was appropriate.  Therapy was instituted that included rehydration and pain 
management, which he described as the mainstays of treatment for acute pancreatitis.  
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Blood work was done and a number of other tests were performed.  These included a 
lipase test, a test for the pancreas which indicated some irritation of the pancreas, and 
an electroencephalogram (“ECG”) was performed.  The ECG was normal and did not 
show any significant abnormalities, including the QT interval, which relates to the 
rhythm of the heart, and electrolyte levels.  
 
14] Dr. Michalchuk gave evidence that he had no concerns with regards to the 
functioning of her heart at the time of her admission to the Peter Lougheed Centre.  An 
X-ray was also taken of her chest and abdomen areas and no abnormalities were 
identified.  He stated there was no indication of pneumonia.  He also stated that with the 
normal ECG and her presentation through the various tests that were performed, there 
was no indication to put Ms. Barrett on a heart monitor.  The treatment plan for Ms. 
Barrett included pain management, with morphine or similar medication, and fluids for 
rehydration.  Ms. Barrett was also stopped from eating or drinking anything, including 
any medication that she was on at the time of her admission. 
 
15] Ms. Barrett remained in the Emergency department until a bed became available 
for her in Unit 43 on May 26, 2011.   
 

May 26, 2011 to May 29, 2011 – Unit 43 
 Nurse Ilona Socholotuk 
 

16] On May 26, 2011 at approximately 11:35 a.m. Ms. Barrett was admitted to Unit 
43 at the Peter Lougheed Centre, a general medical unit where she had been treated 
on previous admissions.   
 
17] On May 28, 2011, Nurse Ilona Socholotuk was on duty for the night shift which 
was from 7:00 p.m. until 7:00 a.m.  She was familiar with Ms. Barrett from previous 
admissions for acute pancreatitis, complicated by an eating disorder.  She thought Ms. 
Barrett looked better on this occasion.  She was aware that Ms. Barrett continued to be 
in pain from this condition and was receiving morphine for pain management, as she 
had on previous admissions.  After commencing her shift that evening, Nurse 
Socholotuk took Ms. Barrett’s vital signs and described them as normal.  Nothing in her 
assessment of Ms. Barrett that evening gave her any concern that Ms. Barrett might 
suffer a cardiac event.  She described Ms. Barrett as appearing to be upbeat and 
looking forward to getting into a rehabilitation program. 
 
18] Nurse Socholotuk advised that she checked on Ms. Barrett routinely every hour 
but since her room was near the nursing station, she saw her more frequently than that.  
She stated that patients could come and go from the unit for a cigarette or for whatever 
reason as they pleased.  There was no sign-in or sign-out sheet and nothing was noted 
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on the progress chart.  Patients were asked to let the nurse or the unit clerk know when 
they were leaving the unit and when they returned to the unit, although this practice was 
not strictly followed. 
 
19] Nurse Socholotuk stated that on the morning of May 29, 2011 between 2:30 a.m. 
and 3:00 a.m., she had re-inserted the IV with morphine into Ms. Barrett’s arm because 
her IV had pulled out.  She stated that she extensively quizzed Ms. Barrett about 
dizziness which Ms. Barrett denied.  She encouraged Ms. Barrett not to leave the ward 
at that time and recommended sleep and to let the morphine do its work.  Ms. Barrett 
chose to leave the unit for a cigarette and left the unit at about 3:00 a.m.  Nurse 
Socholotuk checked Ms. Barrett’s hospital room and bathroom just before 4:00 a.m. and 
she was not there.  Nurse Socholotuk then went to check on another patient and stated 
that about five minutes later, when she was about to return to Ms. Barrett’s hospital 
room, she heard the IV beeping.  She stated that the maximum time from having 
checked Ms. Barrett’s hospital room and bathroom to when she heard the IV alarm was 
five minutes.  She found Ms. Barrett lying on her side on the bathroom floor.  She 
appeared to have hit her head and had no pulse.  A Code Blue was called at 4:09 a.m. 
and Nurse Socholotuk and another nurse immediately commenced CPR on the 
bathroom floor. 
 
20] The Code Blue team arrived in less than two minutes and continued CPR on the 
bathroom floor for a time before moving her to her bed where she was placed on a 
monitor and resuscitation efforts continued.  
 

Dr. Andries Pio Louw  
 

21] Dr. Louw, a hospitalist and acute care family physician, was the primary 
attending physician, responsible for Ms. Barrett.  He had attended to her in the past.  Dr. 
Jacqueline Hakes was the admitting physician from emergency to Unit 43 and had 
transfer discussions with Dr. Louw when he became the attending physician.  
 
22] Dr. Louw stated that Ms. Barrett was admitted with a recurrent episode of acute 
pancreatitis.  The treatment plan was to treat the acute abdominal pain and give the 
pancreas a rest by no feeding, except by intravenous fluid and rehydration.  The clear 
fluid diet would eventually be increased to full fluids, to an easy-to-chew diet, and then 
to a normal diet.  The treatment plan included re-introduction of medications that she 
had been taking prior to admission as soon as she was able to tolerate them.   
 
23] Dr. Louw stated that he had treated Ms. Barrett for pancreatitis on another 
occasion as her hospitalist and was aware that her condition had been thoroughly 
investigated in the past.  No cause had been determined for her pancreatitis.  He was 
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aware on admission that Dr. Hakes had consulted with Dr. Christian Turbide, a 
gastroenterologist, who had advised that Ms. Barrett’s condition had already been 
thoroughly investigated and that no further investigation was appropriate at that time.   
 
24] Dr. Louw saw Ms. Barrett on May 28, 2011.  He was aware of ECG abnormalities 
from a past admission in which there was some concern for prolonged QT interval.  
However, the ECG done in this admission was normal and raised no concerns.  No 
other ECGs were ordered during this period.  His observations were that Ms. Barrett 
had abdominal pain consistent with acute pancreatitis, that her vital signs were normal, 
and that a treatment plan had been established.  Dr. Louw expected her to be in the 
hospital for a few days.  He stated that there was nothing out of the ordinary with Ms. 
Barrett that day and that he planned to see her the following day.  He did not see her 
the next day because of the Code Blue.   
 
25] Dr. Louw stated that he had no concerns with Ms. Barrett leaving the Unit in her 
condition and while taking morphine for pain management.  In retrospect, he stated that 
there was nothing that could have been done differently and he could offer no 
suggestions for the prevention of similar deaths in the future. 
 

Wanda Therese Barrett 
 
26] Mrs. Barrett described her daughter as still being in a lot of pain on May 28, 
2011.  She had been outside and upset her IV.  As a result, her morphine was 
discontinued for a time because of uncertainty regarding the amount of morphine in her 
system.  Mrs. Barrett told the Inquiry that because of her increased pain, Ms. Barrett 
had taken some Tylenol 3 that had been previously prescribed for her by Dr. Wong for 
pain management. 
 
27] Mrs. Barrett described her daughter as not sleeping at all.  She described her as 
being in a very irritated state as a result of the pain and lack of sleep and that she was 
highly stressed because of personal situations in her life.  At about 2:30 a.m. on May 
29, 2011, Ms. Barrett was given a further dose of morphine and left the Unit to go 
outside around 3:00 a.m. that morning. 
 

Dr. Keltie Duggan 
 
28] In the early morning hours of May 29, 2011, Dr. Duggan was the hospitalist and 
acute care physician on call for Unit 43.  He was not a member of the Code Blue team 
but would have been contacted to provide history and support when the Code Blue was 
called.  Dr. Duggan attended Ms. Barrett on a previous admission from March 2 to 
March 8, 2011.  This was indicated in the Discharge Summary from March 8, 2011.  He 
stated there was nothing with regards to prolonged QT in that admission but that he was 
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aware that in her past history, prolonged QT and hypokalemia had been noted in 
November 2010.  
  
29] Although Ms. Barrett’s past medical history is now available on the Netcare 
information system, Dr. Duggan could not say if this information was available in May 
2011 because the system was just being initiated at that time.  He stated that in the 
circumstances of this case there was no reason for Ms. Barrett to be on a heart monitor.  
He stated that, based on his limited involvement, he did not see anything that could be 
done differently in the future to prevent a similar death. 

 
May 29, 2011 - ICU 
Dr. Jason Lord 
 

30] Dr. Lord is an intensive care physician with a specialty in emergency medicine. 
He practices predominately at the Peter Lougheed Centre.  He also oversees the 
training program for critical care medicine for the Peter Lougheed Centre, the 
Rockyview Hospital and the Foothills Hospital. 
 
31] Dr. Lord did not attend the Code Blue but reviewed the medical record, including 
the resuscitation record, prior to providing evidence at this Inquiry.  He stated that the 
Code Blue was called at 4:09 a.m. and the Code Blue team arrived at Ms. Barrett’s 
hospital room in less than two minutes.  The medical records indicated that Ms. Barrett 
was in cardiac arrest with no pulse for an uncertain amount of time when the Code Blue 
team arrived.  The team was comprised of a rotating resident as Code team leader, the 
out-reach physician, an ICU nurse, a respiratory therapist and other physicians and 
nursing staff who may have responded to render assistance.   
 
32] He stated that the team was presented with a difficult situation.  Ms. Barrett was 
on the floor where there was limited space in the cramped bathroom.  There were also 
concerns of a possible head injury or C-spine injury, in addition to the cardiac arrest.  
The team continued administering the CPR that had been initiated by the staff nurses, 
stabilized the C-spine, established IV access, and then moved Ms. Barrett onto her 
hospital bed so monitoring could be commenced.  From the monitor it was determined 
that the underlying rhythm was pulseless electric activity (“PEA”).  The team followed a 
particular procedure in these circumstances, involving administering epinephrine and 
CPR with minimal breaks.   
 
33] Dr. Lord noted that these were unusual circumstances, attempting the 
resuscitation of the patient with the competing issues of a possible head injury or C-
spine injury.  Considering the circumstances, Dr. Lord had no concerns regarding the 
time it took from the arrival of the Code Blue team to the time that Ms. Barrett was 
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transferred to her hospital bed.  Later in his evidence, Dr. Lord reviewed the Code Blue 
Quality Assurance Review form and stated that he had no concerns with how the Code 
Blue was run or the timing of the steps taken. 
 
34] The team obtained a pulse at 14:23 minutes after the Code Blue had been 
called.  Thereafter, Ms. Barrett was stabilized and transported to the Intensive Care Unit 
(“ICU”).  The time from when Ms. Barrett went into cardiac arrest and when the Code 
Blue was called was uncertain, although Nurse Socholotuk stated that it could not have 
been more than five minutes.  Dr. Lord stated that the biggest determinant with regards 
to brain injury was the time that the patient was without a pulse.  He stated that a 
timeline beyond four to five minutes would start to have consequences of cerebral injury 
and brain damage from lack of oxygen and lack of blood supply.  In attempting to 
assess the amount of brain damage, Dr. Lord stated that one must look at the whole of 
the time period, from the time of cardiac arrest to the time when a pulse was obtained.  
In this case the time period was between 15 and 20 minutes. 
 
35] Dr. Lord referred to the ICU Admission Note which was written by the resident 
and reviewed with Dr. Lord.  He noted that the neurological findings were worrisome 
because there was no response to any stimuli, either painful or verbal, by Ms. Barrett 
and her pupils were unresponsive.  The CT scan confirmed that she had not suffered an 
injury to her head or spine and was otherwise unremarkable.  The ECG that was 
performed indicated no gross abnormalities such as prolonged QT interval. 
 
36] Dr. Lord emphasized that the neurological examination was most important and 
that the neurological issue held the greatest concern.  Ms. Barrett was unresponsive 
and appeared to have suffered a hypoxic brain injury due to lack of oxygen to the brain.  
In Dr. Lord’s summary he defined a patient who had suffered a very catastrophic 
neurological injury with a poor prognosis for recovery.  In arriving at this prognosis, he 
considered the issues of the unexplained cardiac arrest and the ensuing brain injury 
caused by lack of oxygen to the brain.   
 
37] The initial therapy plan was for therapeutic hypothermia, despite the delay in 
initiation.  No studies existed at that time with regards to employing this therapy in cases 
of pulseless electrical activity.  However, regardless of the cause of the brain injury, 
since the cooling may have improved the patient’s outcome and there were no 
contraindications, the decision was made to undertake therapeutic hypothermia 
treatment for Ms. Barrett.  This involved cooling the patient to a certain temperature and 
maintaining that level for 24 hours before rewarming the patient.  The process would 
take approximately 48 hours before a further neurological examination could be 
conducted to determine if there had been any improvement in her neurological 
condition. 
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38] On May 29, 2011, Dr. Lord reviewed the ICU Admission Note prepared by the 
resident and made his own summary.  These are included in the medical records at the 
Inquiry.  Dr. Lord’s final note in his summary was that he had contacted Mrs. Barrett, 
Ms. Barrett’s mother, by telephone and she was aware of the significance of the hypoxic 
brain injury.  He noted that Mrs. Barrett was travelling from Red Deer and the plan was 
that he would update her on her arrival at the Peter Lougheed Centre.  Dr. Lord advised 
that his standard practice was to speak to family members personally, appreciating that 
there may be some difficulties absorbing all of the information.  His practice was to 
express his concern that where a patient has had a cardiac arrest, there was a high 
chance of a bad or significant neurological outcome.   
 
39] In his evidence before the Inquiry, Dr. Lord described how there were two teams 
and two physicians in ICU.  The “A” service was headed by Dr. Chrusch for the more 
acutely ill patients and the “B” service was headed by Dr. Lord for the less acutely ill 
patients.  Ms. Barrett was admitted to the ICU when Dr. Lord was on-call and she was 
stabilized in ICU under his care.  He then spoke to the family, reviewed the ICU 
Admission Note and wrote his summary, and turned over the care of Ms. Barrett to Dr. 
Chrusch.  Dr. Chrusch and her “A” Service team cared for Ms. Barrett for the rest of her 
stay in the ICU department. 
 
40] Although Dr. Lord did not separately document an additional meeting with Mrs. 
Barrett at bedside in the ICU, this is supported by the nursing record.  Dr. Lord stated 
that it would have been totally appropriate for him to meet Mrs. Barrett bedside to 
review what had been discussed on the telephone and to review the concerns of the 
medical staff.  He could not provide details of that discussion, although he stated that 
his practice would be to review what had happened, the findings in ICU, the concerns 
regarding a significant neurological injury, the therapeutic hypothermia procedure and 
the uncertainty in assessing neurological recovery until that procedure was completed.  
Further, he stated that his standard practice was to be as direct as possible and to use 
terminology that the family would understand.  In particular, he stated that he was 
careful to be direct about the potential for a bad outcome because of severe 
neurological injury related to lack of blood flow to the brain. 
 
41] His assessment based on all of the clinical findings and from his examination of 
Ms. Barrett was that there was a high likelihood of a very significant neurological injury 
and a bad outcome.  After his meeting with Mrs. Barrett at the bedside, and the person-
to-person handover of Ms. Barrett’s case to Dr. Chrusch on the morning of May 29, 
2011, Dr. Lord had no further involvement with this case.   
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42] Dr. Lord expressed a concern that Ms. Barrett may have done something or 
ingested something while off the unit and out of the hospital.  He noted that this was 
speculation only and was based on the temporal association of Ms. Barrett’s feeling well 
enough to go off the ward and leave the hospital and then returning to the unit and 
having an unexpected catastrophic event.  This concern was based only on the 
temporal association of the events and not based on any indications from any of the 
tests that were conducted on Ms. Barrett.   
 

“End of Life” Discussions 
 
43] At the Inquiry Dr. Lord was asked about “End of Life” practices.  He made it clear 
that the physician’s duty was to the patient and typically they do not ask for permission 
from the family in such circumstances.  The standard practice was to review the case in 
its entirety with the family, in the presence of the ICU social worker and the charge 
nurse or bedside nurse.  He was not aware of any Alberta Health Services policy with 
regard to “End of Life” practices and stated that such practices were part of a 
physician’s medical training and experience.  In addition to the physician and nursing 
staff, he described support for the family through the ICU social worker and spiritual 
assistance in accordance with the family’s specific religious beliefs.  He also suggested 
that the patient’s rights and advocacy process may assist in such circumstances. 
 
44] Dr. Lord stated that once an “End of Life” decision was made, patient care from 
extubation to time of death was the responsibility of the attending physician.  He stated 
that his practice was to make the family aware that in the palliative process there were a 
number of adopted reflexes that the body could demonstrate that would not necessarily 
represent higher levels of functioning and were simply reflexes of the body.  An example 
of this would be labored respirations.  He stated that medications could be used for the 
treatment of these symptoms, such as perceived pain or shortness of breath.  He stated 
that the patient’s progress in palliative care was monitored by the staff nurse and at the 
nursing station.  His practice was to check in on the family occasionally during this 
period.  It was also his practice to let the family know that they could request further 
medications to help provide comfort to the patient.  He stated that the bedside nurse 
had a discretion to provide comfort medications and could seek the assistance of the 
attending physician at any time.   
 
45] Dr. Lord stated that physicians were quite apprehensive about giving time 
estimates regarding duration of survival because it was incredibly difficult to give such 
estimates.  Further, he stated that his practice was to allow palliation to occur in the ICU 
if the process was expected to unfold in a few hours to 24 hours, rather than disrupting 
the family by removing the patient to a ward for a more peaceful environment. 
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46] Finally, Dr. Lord recognized that it was an extended period of time in this case 
from the withdrawal of treatment to Ms. Barrett’s death and that was clearly distressing 
for the family.  He did not think that anything could have been done differently to lessen 
the distress of the family during this time. 
 
47] In conclusion, Dr. Lord advised that he thought that the outcome here was more 
difficult for the family to deal with because of the unexplained nature of the cardiac 
arrest.  He stated that after reviewing all of the medical records and the circumstances 
of this case, the cause of the cardiac arrest remained unknown.   Dr. Lord further stated 
that he did not think that the medical staff could have done anything differently to 
improve Ms. Barrett’s outcome after the cardiac arrest and that he did not have any 
recommendations for the prevention of similar deaths in the future. 
 

May 29, 2011 to June 2, 2011 
Dr. C. Chrusch 

 
48] Dr. Chrusch was the attending physician in the ICU of the Peter Lougheed 
Centre in May and June 2011, responsible for supervising, managing and directing 
patient care for all patients.  The attending physician who was on call in ICU between 4 
and 5 a.m. on May 29, 2011, when Ms. Barrett was admitted to ICU, was Dr. Lord.  Dr. 
Lord had prepared a written record of his findings, impressions, suggestions and 
treatment plan with regard to Ms. Barrett.  He discussed Ms. Barrett’s case directly with 
Dr. Chrusch and, after their discussions, Dr. Chrusch assumed the care of Ms. Barrett 
from that time forward.   
 
49] Dr. Chrusch understood that Ms. Barrett had suffered a cardiac arrest that most  
likely had resulted in severe neurological damage.  Dr. Chrusch’s expectation at that 
time was that Ms. Barrett would not recover from her brain injury.  From a review of the 
medical record, Dr. Chrusch determined that a period of 14½ minutes had elapsed from 
the time that the Code Blue was called to the time that a pulse was present.  Dr. 
Chrusch noted that because the cardiac arrest was unwitnessed there was also an 
uncertain period of time from the cardiac arrest to when the Code Blue was called.  
 
50] When Ms. Barrett was placed on a monitor, it was determined that she had PEA 
or pulseless electrical activity, that is, an electrical tracing on the monitor but no pulse.  
She stated that where blood was not getting to the brain, the brain is deprived of oxygen 
and glucose and that brain damage can occur as early as 4 minutes or so after cardiac 
arrest.  She looked at two main prognostic factors, the amount of time that it took to 
resuscitate Ms. Barrett and that after resuscitation Ms. Barrett’s blood pH was 
exceedingly low.  Dr. Chrusch concluded that Ms. Barrett’s prognosis was very poor and 
that her overall impression was that Ms. Barrett was not going to survive.  
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51] On June 1, 2011, Dr. Chrusch and Dr. Couillard performed a further neurological 
examination to assess the severity of the brain injury.  Although Ms. Barrett was still 
breathing, her other neurologic reflexes or responses were absent.  This confirmed Dr. 
Chrusch’s expectation from the earlier report of Dr. Lord.  The brain damage was 
significant.  The prognosis was that Ms. Barrett was not going to recover and there was 
nothing more that they could do medically.  This neurological examination was three 
days after Ms. Barrett’s admission to ICU and it was clear to Dr. Chrusch that there was 
no benefit to Ms. Barrett to provide further treatment.  Ms. Barrett was not going to 
recover and Dr. Chrusch had a duty to her not to prolong her death.  Although Ms. 
Barrett was not clinically brain dead, she was very close to that point because of the 
severity of the brain injury.  Since the patient would not benefit from further treatment, it 
was time to discuss the withdrawal of life support with the family.   
 
52] Dr. Chrusch and Dr. Couillard had this discussion with the family at the family 
meeting on June 1, 2011.  According to Dr. Chrusch, the message was the same from 
Ms. Barrett’s admission to ICU to this point, that is, that Ms. Barrett’s situation was not 
good and things were not going well.  Dr. Chrusch was aware that Dr. Lord had 
previously discussed the seriousness of the anoxic brain injury with Mrs. Barrett.  Also, 
Dr. Chrusch believed that she had spoken to Mrs. Barrett once before the family 
meeting, and this was supported in the medical records by a nursing note that Dr. 
Chrusch had updated the family on Ms. Barrett’s condition at the bedside. 
 
53] Dr. Chrusch referred to Dr. Lord’s note in the medical records that Mrs. Barrett 
had been made aware of the significance of the injury.  Dr. Chrusch explained that the 
therapeutic hypothermia was an attempt to give Ms. Barrett every opportunity for 
recovery.  She stated that there was an additional CT scan which further evidenced the 
severity of the brain injury.  It was Dr. Chrusch’s understanding that the information 
provided at the family meeting was not new as far as it related to the severity of the 
injury.  She stated that her practice was clear and direct communication and that she 
would have communicated the severity and nature of the injury and the expected 
outcome.  Her practice was to review the medical facts, from the cardiac event to the 
present, and to state that it was time to change from active treatment to palliation.   
 
54] Dr. Chrusch stated that this was a medical decision and the outcome was clear.  
The family was given the opportunity to remain at Ms. Barrett’s bedside.  The process 
followed was to withdraw active medical treatment and provide palliative care which 
involved providing relief from pain and other symptoms that were uncomfortable or 
distressing.  Medications were provided to relieve any distress or pain and suffering.  
These medications included narcotics for pain and shortness of breath and another 
medication to treat anxiety.  She stated that there is no provision in Canada for 
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speeding along the process of death.  The appropriate medications were prescribed in 
this case and were administered as deemed appropriate by the bedside nurse.  
Decisions regarding the timing and dosing of palliative medications are left to the 
bedside nurse as a general rule.  Dr. Chrusch stated that there was nothing more that 
could have been done with regards to the time period from the withdrawal of treatment 
to the time of death.  Dr. Chrusch has no specific recollection of being bedside after 
treatment was discontinued.  Dr. Chrusch stated that there were resources available to 
support the family including the ICU social worker, spiritual care and the bedside nurse. 
 
55] Dr. Chrusch further stated that if she had noted Ms. Barrett struggling or gasping 
for air she would have directed the bedside nurse to administer appropriate palliative 
medications.  She also stated that where there has been a brain injury, abnormal 
breathing that looks like distress is not necessarily a sign of pain.  She agreed with Mrs. 
Barrett that it could appear that way to a person who was not a physician or a nurse. 
The medical record indicated that the time period from the withdrawal of life support to 
death occurring was 17 hours.   
 
56] Dr. Chrusch stated that she would never provide a time estimate for when death 
would occur because she just did not know.  Dr. Chrusch did not recall Dr. Couillard 
giving a time estimate from the withdrawal of life-support until the time of death.  Dr. 
Chrusch stated that, as a general rule, doctors do not usually make predictions 
regarding time because it was so unpredictable.   
 
57] Dr. Chrusch was not able to comment on the cause of the cardiac arrest.  She 
noted that Ms. Barrett’s potassium level had been normalized prior to the cardiac arrest 
but that after the cardiac arrest she had an extremely low potassium level.  She stated 
this could lead to a heart rhythm problem but was not something that could be proven.  
Dr. Chrusch had no recommendations on the prevention of similar deaths in the future. 
 

Dr. Phillipe Couillard 
 
58] Dr. Couillard was a fellow in Critical Care at the Peter Lougheed Centre under 
the supervision of Dr. Chrusch.  He examined Ms. Barrett after the weekend when the 
cardiac arrest occurred.  He reviewed her chart and checked her vital signs.  He stated 
that she was in a deep coma which could indicate a more severe brain injury.  The lack 
of reflexes and the second CT scan were also indicative of a more severe brain injury 
and her prognosis was very poor.  Dr. Couillard then re-examined Ms. Barrett with Dr. 
Chrusch, including the second CT scan, and they agreed that Ms. Barrett had incurred a 
very severe brain injury, that there was no chance of a meaningful neurological 
recovery, and that there should be a family meeting.  At the Inquiry, Mrs. Barrett had 
stated that she asked for the family meeting because she was not sure of the 
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information that the family had been receiving and that she wanted to discuss home 
care issues for Ms. Barrett when she was released.   
 
59] At the family meeting they reviewed the medical facts leading up to and as a 
result of the cardiac arrest.  Ms. Barrett had been without a pulse for 15 to 20 minutes 
and had suffered a severe brain injury because of lack of oxygen to the brain during this 
time period.  Except for breathing, all the other reflexes, including deep reflexes, were 
not working.  From the severity of her injury on the CT scan and from their examination, 
they concluded that Ms. Barrett would not recover from this brain injury.  The 
recommendation was made to withdraw life support and to provide comfort measures.  
Dr. Couillard described this as a firm recommendation to the family to discontinue life-
support.  He further stated that this was a clinical decision of the physicians and in 
accordance with established guidelines followed by critical care physicians. 
 
60] Dr. Couillard stated that withdrawing life support at that time was in the patient’s 
best interests and it was not in her best interests to delay the withdrawal of life support.  
At the Inquiry, Mrs. Barrett expressed concern that the family was given an estimate of 
the time from removal of life-support to the time of death, i.e. a few minutes to an hour.  
Dr. Couillard did not recall telling the family how long Ms. Barrett would survive after the 
removal of life-support and acknowledged that physicians had little control over the 
process of dying.   
 

Yvonne Gereluk – Patients Concerns 
 

61] In June 2011, Ms. Gereluk was the Executive Director of the Peter Lougheed 
Centre and her responsibilities included critical care and emergency medicine.  At the 
time of this Inquiry, Ms. Gereluk is the Vice-President of the Peter Lougheed Centre.  
 
62] Ms. Gereluk advised the Inquiry that in June 2011 there was no policy or 
procedure in place for patients leaving a unit.  Patients could come and go as they 
pleased, unless they were a formal patient under the Mental Health Act.  The general 
practice on Unit 43 at that time was to ask patients to sign out when leaving the Unit 
and sign in their return.  However, the sign-out/sign-in sheet was not part of the patient’s 
health record and the general practice was not strictly adhered to.  Also, the practice 
varied from unit to unit throughout the hospital.   
 
63] Ms. Gereluk told the Inquiry there has been no change in the practice for general 
patients on Unit 43.  However, since 2012, all units at the Peter Lougheed Centre have 
been asked to follow a consistent practice and to make patients aware of the practice 
for signing-out and signing-in when they are admitted to the Unit. 
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64] Ms. Gereluk was asked if she was aware of any policies or procedures relating to 
“End of Life” decisions or the termination of life-support.  She replied that there were no 
such policies or procedures and that this was a clinical, medical decision.  She stated 
that the various supports for a family dealing with the termination of life-support included 
social workers, spiritual care and the nurses and physicians themselves. 
 
65] Ms. Gereluk told the Inquiry that she became involved with Mrs. Barrett and the 
Barrett family through the Patients Concerns department.  Mrs. Barrett had expressed a 
number of concerns to the Patients Concerns department in a letter dated June 28, 
2011.  These concerns were reviewed and a detailed written response was provided to 
Mrs. Barrett on February 29, 2012. 
 
66] Ms. Gereluk and Dr. Elizabeth MacKay, her medical lead partner, met with Mrs. 
Barrett and some family members on June 4, 2012.  Their discussions were reviewed 
and summarized in a letter from Ms. Gereluk and Dr. MacKay to Mrs. Barrett on August 
1, 2012, and included two recommendations from the Quality Assurance Committee 
that had reviewed this particular case.  Ms. Gereluk told the Inquiry that these 
recommendations were adopted by a Steering Committee and were moved forward to 
implementation.  At the time of the Inquiry, one recommendation had been fully 
implemented and the other recommendation was in the process of being implemented. 
 
67] Ms. Gereluk also advised the Inquiry that two systems improvements have been 
implemented or are in the process of being implemented as a result of the review into 
Ms. Barrett’s death.  Practices relating to how patients notified staff when leaving the 
unit, and how this was documented by nursing staff, were reviewed.  It was determined 
that the practice varied from unit to unit, for example, from a handwritten sign-out/sign-in 
sheet to an electronic record.  This remains the case, but the practice change that was 
initiated was consistency on patient orientation when they arrived on a particular unit.  
Patients are fully informed of the expectations on them regarding notice when leaving 
and returning to a unit.  The second practice change was to identify patients leaving a 
unit while on high-hazard or high-alert medications.  This must now be consistently 
documented in the same place in the medical record, specifically the Multidisciplinary 
Record.   
 
68] Ms. Gereluk informed the Inquiry of other improvements since June 2011 relating 
to medication management.  The Calgary Zone of Alberta Health Services has 
developed and implemented a campaign for quality medication administration in order 
to improve access to information and education for medical staff regarding the 
administration of medications.  Also, the electronic system has been standardized as of 
February 2014 to provide access at a single point of reference to a manual of 
information on medications.  In addition, Alberta Health Services has launched a 
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Medication Administration Policy for the standardization of medication administration 
across the Calgary Zone, and eventually across the province.  Lastly, she stated that 
both Netcare and the Sunrise Clinical Manager information systems have evolved 
considerably over the past three years, increasing the use of electronic health records 
and the ability of health care providers to access such records.   
 
69] Ms. Gereluk has been involved in the administration’s review of this case.  She 
told the Inquiry she did not know of anything that could have been done differently to 
prevent Ms. Barrett’s death in these particular circumstances. 
 
70] Regarding recommendations for the prevention of similar deaths in the future, 
she and her medical lead partner, Dr. MacKay, recommend that some consideration 
should be given to a risk stratification for eating disorder patients in the Eating Disorders 
Programs.  There are three Eating Disorders Programs in Calgary, including the 
inpatient program at the Foothills Hospital, a program at the Children’s Hospital, and the 
outpatient program at the Richmond Road Diagnostic Treatment Centre.  Ms. Gereluk 
stated that the health system should understand that the eating disorder population may 
be at an increased risk of an adverse event or outcome when in hospital.  Ms. Barrett’s 
case was a good example.  Ms. Gereluk stated that some strategies should be 
considered for dealing with such risks to the eating disorder population. 
 
71] More specifically, such strategies could involve the Executive Director of the 
Mental Health Portfolio of the Calgary Zone of Alberta Health Services being 
responsible for overseeing experts in Acute Care and experts in the Eating Disorders 
Programs in conducting research into those risks and in identifying those patients in 
their programs that may be at increased risk, in developing a risk stratification for those 
eating disorder patients, and in ensuring that this information is effectively 
communicated within the health care system.   
 
 
RECOMMENDATIONS FOR THE PREVENTION OF SIMILAR DEATHS: 
 
 
72] The Report of a Public Fatality Inquiry may contain recommendations as to the 
prevention of similar deaths.  In this case, the immediate cause of death was sudden 
cardiac arrest due to complications of idiopathic pancreatitis and bulimia nervosa.  
However, the cause of the sudden cardiac arrest remains unknown. 
 
73] Several recommendations were suggested to the Inquiry, some of which were 
not sufficiently supported by the evidence or were too remote to be sufficiently linked to 
the cause of death.  Mrs. Barrett suggested cardiac arrest assessments for all 
emergency patients and that heart monitors be mandatory for all patients with a higher 
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risk of complications as determined by such assessments.  She also recommended that 
for all other emergency patients, ECGs be performed twice daily.  It should be noted 
that, the medical evidence on Ms. Barrett’s presentation in emergency did not suggest 
that a full cardiac assessment or a heart monitor were warranted.  Likewise, there is no 
medical evidence to support the need for repeated ECGs for all emergency patients. 
 
74] Mrs. Barrett suggested that internal hospital review conclusions be disclosed.  To 
some extent this was in fact done at the June 4, 2012 meeting with Mrs. Barrett and in 
the letter to her on August 1, 2012.  Mrs. Barrett suggested changes to the sign-out 
procedures which have now been reviewed by the Peter Lougheed Centre.  Some 
changes have made to these procedures, including improving orientation of patients on 
admission with regarding the procedure to be followed upon leaving a unit and 
standardizing documentation for such patients who are on high-risk medications.  Other 
recommendations such as having all such patients accompanied by an adult when 
leaving the unit for whatever reasons and increasing video surveillance on patients are 
neither realistic nor feasible.   
 
75] Mrs. Barrett also suggested Code Blue training sessions; however, there was 
evidence before the Inquiry that acute care physicians conduct Code Blue training 
sessions as part of on-going resident training.  Also, in this case a Code Blue Quality 
Assessment Review form was completed and was reviewed by Dr. Lord at the Inquiry.   
He stated that he had no concerns with the way in which the Code Blue was conducted 
in the particular circumstances of this case. 
 
76] With regards to “End of Life” discussions and termination of life-support, Mrs. 
Barrett suggested the establishment of clear lines of communications and improved 
communications with family members.  The Inquiry heard from the two physicians most 
experienced in this regard, Dr. Lord and Dr. Chrusch.  They explained their general 
practices of clear and direct communications with family members, in terms that an 
ordinary person would understand.  They also recognized the difficulties in 
understanding and the shock being suffered by family members at such times.  Both 
physicians had bedside meetings with Mrs. Barrett and some family members before 
Dr. Chrusch and Dr. Couillard attended the family meeting on June 1, 2011 when the 
“End of Life” discussion took place.   
 
77] These are difficult meetings for all concerned.  Mrs. Barrett apparently did not 
fully understand the seriousness of her daughter’s brain injury because she stated that 
she had asked for the family meeting to discuss health care for Ms. Barrett upon her 
release.  Also, Mrs. Barrett expressed concern that the family was given a time estimate 
for when Ms. Barrett would pass away, and this estimate was seriously understated.  A 
further concern of the Barrett family was for Ms. Barrett’s apparent distress during 
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palliative treatment.  It was not clear that they understood the nature of the apparent 
distress or that the family could request further comfort medications for Ms. Barrett from 
the bedside nurse and the attending physician. 
 
78] The Inquiry acknowledges that clear communications on complex medical issues 
are very difficult, all the more so when family members are under severe emotional 
stress.  This case should serve to emphasize the importance of clear, compassionate 
communications with family members. 
 
79] Lastly, Mrs. Barrett suggested encouraging more volunteers to assist with Eating 
Disorders Programs, such as serving as coaches or managers for eating disorder 
patients as they work their way through the health care system.  She suggested that 
such volunteers could be of assistance in establishing help lines and assisting with 
transportation needs. 
 
80] After reviewing all of the evidence and submissions, and appreciating the limited 
scope of this Inquiry regarding making recommendations for the prevention of similar 
deaths in future, the following recommendation is made: 
 

THAT the Executive Director of the Mental Health Portfolio of the Calgary Zone 
of Alberta Health Services undertake a project to oversee experts in Acute Care 
and experts in the Eating Disorders Programs to conduct research into what risks 
may exist for patients in the Eating Disorders Programs when hospitalized; to 
identify those patients in such programs who may be at increased risk; to 
develop a risk stratification for those patients; and to ensure that this information 
is effectively communicated within the health care system.   

 
 

 

 

DATED May 23, 2014 , 
 
 

  

at Calgary , Alberta. 
 

 “G. M. Meagher” 

   
Judge G. M. Meagher 

A Judge of the Provincial Court of Alberta 
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