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CANADA 
Province of Alberta 

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

 

  
Fatality Inquiries Act 
 

WHEREAS a Public Inquiry was held at the the Law Courts Building, 1A Sir Winston Churchill Square 

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

on the fourth day of November , 2013 , (and by adjournment 
    year  

on the    fifteenth day of January and on the twenty-fifth day of August  , 2014 ), 
    year  

before The Honourable M.M. Carminati , a Provincial Court Judge,  
  

into the death of Chevelle Madison Bull    8 months old 
  (Name in Full) (Age) 

of 98B Mount Pleasant Dr., Camrose, AB and the following findings were made: 
 (Residence)  

Date and Time of Death: the twelfth day of December, 2010 at 12:00 

Place: Stollery Children's Hospital, Edmonton, Alberta 
    

 
 

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)). 
 
 
Cardiac arrest caused by the administration of high flow of oxygen through tracheostomy tube 

  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)). 
  
Accidental 
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 Circumstances under which Death occurred: 
 
 
 Pursuant to section 53(1) of the Fatality Inquiries Act I am required to make findings as to the identity of the 
deceased, the date, time and place of death, and the circumstances under which death occurred, as well 
as the cause and manner of death. 
 
Chevelle Bull was born with an extremely rare genetic condition known as Junctional Epidermolysis 
Bullosa, where the attachments that typically hold the outer layer of skin, or epidermis, to the dermis, are 
not present, making the skin extremely fragile. The condition can lead to other difficulties such as 
malnutrition, as feeding is difficult without putting pressure on the lips or mouth, and infections are 
common. Chevelle had an extreme form of the condition which caused her skin, both on the outside of her 
body and the inner mucosa, to be highly sensitive to pressure, with blisters and wounds frequently 
occurring and making her vulnerable to infections. These blisters could occur not only inside the mouth but 
even going down into the trachea and the intestine. Chevelle was the only patient in Edmonton with the 
condition, and one of only 3 or 4 patients in Canada. Chevelle Bull died at the age of 8 months. Almost all 
of her young life was spent in the hospital. Her condition was such that she could no longer be bottle fed 
due to the pressure of the bottle causing injury, and a nasal gastric tube was inserted to feed her. She had 
blisters and swelling on her upper airway, and increasing difficulty with her airways, as a result of which 
she was given a tracheostomy on October 11, 2010, to help her breathe by means of a tube inserted into 
her trachea. Her lungs would pull air in through the tube and out through the tube. She normally did not 
require extra oxygen. However, the tracheostomy also caused further pressure points which blistered and 
made her care very complicated. Staff struggled to find ways to provide for her needs without making her 
condition worse. The setup of medical equipment to assist with breathing was not designed for someone 
with Chevelle’s rare condition. Sometimes medical staff were required to improvise with equipment for 
pediatric patients with very rare conditions such as that from which Chevelle Bull suffered. It was the desire 
to help reduce the pain and suffering of Chevelle that led a respiratory therapist at the hospital to try a new 
setup that would put less pressure on Chevelle’s skin, but unfortunately, the new set up, combined with the 
flow rate of the oxygen not being sufficiently reduced, led to a cardiac arrest, and despite repeated 
resuscitation attempts, to Chevelle’s death.  
 
The Court received a binder of documents which were marked as Exhibit 1 in the Inquiry, and which 
included the autopsy report, some of Chevelle’s patient records, and respiratory care policies, among other 
documents. Also marked as Exhibit 2 was a list of recommendations flowing from the Quality Care 
Assurance Review which was conducted pursuant to the Health Act, the proceedings of which are 
confidential.  

Dr. Kyriakides, pediatrician and medical director of the Stollery Children’s Hospital, was Chevelle Bull’s 
treating physician at the Stollery. Dr. Kyriakides, who has been a pediatrician for almost 20 years, testified 
at the Inquiry that Chevelle’s particular form of Junctional Epidermolysis Bullosa was fatal, and most 
children with her particular form of the condition die before they are one year of age, although there are 
some examples in the United States of children with the condition who have lived to their second or third 
year of life. It is, however, according to Dr. Kyriakides, universally lethal. The dermatologist who was 
responsible for Chevelle did have contact with people in the United States that may have seen this 
condition, but Dr. Kyriakides testified that the condition is so rare that no one has a really good handle on 
management of the condition. She described Chevelle as having open wounds over the majority of her 
skin, covered with dressings which the nursing staff changed regularly, being very careful in lifting her with 
a blanket, as holding Chevelle would cause more blisters. Her entire body was essentially covered in 
bandages. The mere placing of a finger on the skin would cause a blister. Chevelle could not continue to 
feed with a bottle due to the injuries this was causing to her mouth, and a decision was made to use a 
nasogastric tube. Because of the inevitable damage to Chevelle’s mucosa from the nasogastric tube, 
which was amplified by virtue of the fact that they could not anchor the tube to Chevelle’s face without 
doing more damage, doctors contemplated a gastrostomy which would deliver food directly to Chevelle’s 
stomach, to avoid the friction the tube was causing, but there was not enough of her skin that was intact to 
allow for placement of a gastrostomy tube. The decision to have a tracheostomy, which replaces the nose 
and mouth for breathing, was the result of concerns about bypassing ulcerations in Chevelle’s upper 
airway and due to increasing respiratory issues. Dr. Kyriakides explained how the tracheostomy was 
managed mainly by respiratory therapists, who would suction the tube to remove secretions from the 
blisters, clean it, and make sure the airway was open. She also described how difficult it was for staff, 
psychologically, to see such a small child with such terrible wounds.  
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Dr. DeCaen, a pediatric intensive care specialist, was involved in the resuscitation attempts after Chevelle 
went into cardiac arrest, and had also been involved in her care on her previous admissions to pediatric 
intensive care, which would often occur as a result of severe infections or sepsis to which her condition 
made her susceptible. Dr. DeCaen testified that the episodes of sepsis often were accompanied by 
episodes where she would stop breathing or experience distress with her breathing and they would have to 
put her onto a breathing machine and put a breathing tube in. The repeated episodes of putting in a 
breathing tube would cause injury to her windpipe and voice box, which led to the decision to do a 
tracheostomy.  In that way they were able to support her breathing by just providing oxygen for her to 
breath spontaneously through the tracheostomy or if they needed to put her onto a breathing machine. Dr. 
DeCaen also explained how it can be difficult to balance the risk, when deciding to do a tracheostomy in a 
child like Chevelle. There was a significant risk that without a tracheostomy they would have ended up in 
an emergent situation having to intubate her airway which would have damaged her airway and they would 
not have been able to breathe for her, which was weighed against the risk of the damage the tracheostomy 
itself would cause. 
 
On Sunday, December 12, 2010, at 10:00 a.m., Dr. DeCaen learned that Chevelle’s heart had stopped 
beating, and he was part of the emergent response, from the cardiac arrest team. He and the team went to 
the room in the ward Chevelle was on to try to resuscitate her. When he arrived she did not have a pulse 
and she was receiving assisted ventilation from the respiratory therapist. She was also receiving CPR and 
chest compressions. They attempted to revive her with adrenaline, but that was unsuccessful as were all 
other efforts, and she was pronounced dead at 10:23 after 23 minutes of such efforts. Afterwards, the 
respiratory therapist from the intensive care unit who had responded, David Shep, told Dr. DeCaen that the 
way Chevelle’s tracheostomy tube was hooked up to an oxygen delivery system may have contributed to 
her cardiac arrest, although Dr. DeCaen would not have seen the oxygen set up which was being cared for 
by David Shep and Ashley Iwasko, the respiratory therapists, and which he understood later was removed 
by Ms. Iwasko immediately after difficulties were observed with Chevelle, as they thought there might be a 
blockage.  David Shep indicated to the doctor, after the fact, that the oxygen delivery system had earlier 
been hooked up directly into the tracheostomy at a flow rate of between 8 and 10 litres of oxygen, prior to 
the cardiac arrest. Dr. DeCaen testified that air often can be expelled through the outer part of the 
tracheostomy tube, going around it rather than through it, effectively like a leak, because there is some 
space between the tube and the airway. However, Chevelle was very small, and had some blistering and 
swelling in her airway, so there would have been a snug fit for the tracheostomy tube going into the 
trachea, meaning she would be totally dependent on air going both in and out of the tube, as there was no 
room for breathing to occur outside and around the tracheostomy tube. Dr. DeCaen felt the flow rate would 
have been high enough that Chevelle would not have been able to breathe out, due to the high pressure of 
air being pushed in through the tube, as that would be between 6 and 8 times the amount of flow she 
would be trying to push out, assuming a typical infant breathing about 40 times per minute, which would be 
about 1 to 1 ½ litres of air moving in and out per minute.  This would cause air to go in but, not being able 
to breathe out, would cause the lungs to expand to a certain extent. The pressure in the chest would reach 
a level where the blood cannot return to the heart, which can lead to a cardiac arrest. Dr. DeCaen testified 
that after learning about this, he sat down with the respiratory therapist who had been with Chevelle just 
before the cardiac arrest, Ashley Iwasko, who confirmed what David Shep’s impression had been. Dr. 
DeCaen’s progress notes relating to the incident indicate the total ‘lifeless time’ prior to initiation of CPR 
was somewhere between 3 and 5 minutes. Dr. DeCaen was asked if he had known some of the 
information he later learned about the oxygen set up when he first responded to the cardiac arrest, whether 
it would have made any difference.  He responded that the steps that were taken even prior to the arrest of 
the cardiac arrest team, removing the tracheostomy tube and suctioning, were all steps that should have 
been taken, and that even if he had had that additional information sooner, it would not have changed the 
steps that were taken. He gave evidence that all of the necessary interventions during the resuscitation 
were taken.  
 
Ashley Iwasko, the respiratory therapist who was providing respiratory care at the time of Chevelle’s death, 
gave evidence at the Fatality Inquiry. She received her diploma in respiratory therapy at NAIT after taking 
the 3-year program there, which she completed in May 2008. She worked at the Stollery Children’s 
hospital, initially in a float position, and then from January 2009 as a floor specific respiratory therapist, 
going to the different wards to see respiratory patients.  She provided care to Chevelle Bull starting in 
August 2010, although she had been aware of Chevelle prior to that.  She testified that they started having 
more difficulties with Chevelle’s respiratory care in November and December 2010, with suctioning and not 
being able to get the same length they were previously suctioning to. Respiratory therapy would normally 
see Chevelle every four hours unless they needed to respond earlier than that for a particular situation that 
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arose. Ms. Iwasko described how typically on a tracheostomy patient there is an item called a 
tracheostomy cradle, which is a small kind of plastic cup that sits on the neck, and allows oxygen from the 
tubing to mist around the tracheostomy tube. It would come on and off depending on the patient’s oxygen 
saturation levels. It can be run on oxygen but can also be run on room air, and have cold mist for comfort. 
The cradle just sits around the tracheostomy site. To increase the oxygen, nebulizer tubing is used, 
basically a water bottle that is hooked to the oxygen or the medical airflow meter. The respiratory therapists 
tended to use the tracheostomy cradle with Chevelle all the time, not oxygen per se but humidity so that 
her secretions would not harden up and become more difficult to manage. The cradle would be removed 
for dressing changes. Unfortunately, the tracheostomy cradle was on an elastic band, which secured the 
cradle around the neck, but this would cause friction issues, and pressure from the plastic that rests on the 
neck, which is a continual place of pressure, all of which added to Chevelle’s issues with blisters. Ms. 
Iwasko testified that every so often, they would instead use T pieces or Y pieces, which are a harder 
plastic, shaped like the letters, with a connection that goes one way and openings another way. They tried 
those with Chevelle, but because she was so tiny, the Y pieces were almost too big, and the T pieces 
come straight off the tracheostomy tube and settled right where Chevelle’s chin was.  Ms. Iwasko could not 
remember if they did not have the pediatric Y pieces at the time. She testified the Y piece technically was 
not meant to be used on a tracheostomy patient. If nothing was working, they could go to their supervisors 
who were RT2’s, their educators or even their workshop for assistance. Workshop consisted of a couple of 
respiratory therapists more focussed on technical, mechanical aspects of care, who would check up on all 
the tubing and make sure they had the circuits they needed. The RT2’s would go to group rounds with 
doctors and nurses and other team members where all the children are discussed and everyone’s 
concerns are discussed. Ms. Iwasko testified that the week prior to Chevelle’s death, they were having a lot 
more issues managing Chevelle’s oxygen saturations and the ability to suction her. There were no options 
for Chevelle’s respiratory setup other than the cradle, the Y piece or the T piece, although Ms. Iwasko 
could not say whether that has changed since, as she had not been practising for some time by the time 
she gave evidence at the inquiry. There was no special respiratory equipment at the time for a child with 
Chevelle’s condition. 
 
Ms. Iwasko described the events of December 12, 2010. She indicated that they had had special orders 
written in the orders page earlier in the week from the physician saying the oxygen therapy set up is 
inappropriate so please have a look at it and see if there is anything that you can change. This was a 
reference to the pressure and friction being caused by the tracheostomy cradle, and the T piece with where 
it sat right under her chin, which was causing more and more skin break down, and the note was asking if 
there was anything else that could be used. Ms. Iwasko indicated it was passed on to the doctor that there 
was nothing else at the time, and then she testified, “it was still, well, see if there’s anything you can figure 
out, that could possibly work”. Ms. Iwasko tried to brainstorm with the RTs, and would ask her supervisor if 
there was anything else they could possibly try. She testified they did not have the Y piece in stock at the 
time. She felt it seemed to have been ignored more and more during the week, and not looked into any 
further.  
 
When Ms. Iwasko attended on Chevelle on December 12th, she had already spoken to Mike Adams, the 
respiratory therapist who attended on Chevelle earlier that morning. He told her Chevelle was pretty good, 
but there were still more blisters. There were more notes from the doctor and nursing staff about the issue, 
“RT to assess”, but nothing to indicate it had been looked into from the respiratory side of things. Ms. 
Iwasko saw Chevelle around 3:00 p.m. and the nurse Nina Saxena, who was changing her bedding, told 
Ms. Iwasko that Chevelle was kind of grumpy that day. Ms. Iwasko told her she would have a look and see 
if there was anything she could figure out with the tracheostomy so as to avoid unnecessary blisters but 
still allow her to ventilate effectively. The nurse asked Ms. Iwasko to help her change Chevelle, which she 
did. Ms. Iwasko watched the monitors while the nurse lifted Chevelle, and then Ms. Iwasko got the 
bedding, but Chevelle was unsettled as soon as they put her down, and she needed to be changed again 
right away. The nurse went to get the bedding for another change, and Ms. Iwasko indicated that while she 
was doing that, Ms. Iwasko would try to see what she could do. She had brought up a couple of straight 
connectors and different tubing, and tried to plan it out on the side before disconnecting or connecting 
anything. The connectors were straight with a port off the side that they can just put oxygen tubing right 
into. It would then be attached to a Y piece or cradle. Ms. Iwasko gave evidence that she listened to 
Chevelle’s chest and as much as she could of her airway. She felt there was a little bit of air movement, so 
that she felt there was a leak present, but she could not quantify how much of a leak. While the nurse was 
getting everything ready, Ms. Iwasko said she would check this one set up for a couple of seconds. She did 
not think it was going to work but she wanted to try it. It did not have an active exhalation port, which is in 
the T piece or in the Y piece with that second side with any tubing that leads away. This was, according to 
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Ms. Iwasko, more dependent on that upper airway leak, the little bit of leak she felt she heard around the 
tube. She had never tried this kind of set up on any other patient, nor had she ever witnessed such a set 
up being used. Ms. Iwasko indicated that the flow of the oxygen was at 8 litres at this time. The nurse came 
back, ready, and Ms. Iwasko put the tubing on with the straight connection to the tracheostomy site. The 
nurse lifted Chevelle up, and Ms. Iwasko said she watched the numbers as she moved the bedding again. 
As they got her settled and put her down, Chevelle stopped moving. Ms. Iwasko then disconnected the 
tubing, grabbed the stethoscope and listened. There was air entry, and no tube blockage, but there was 
nothing else going on, Chevelle was not moving. Ms. Iwasko told the nurse to call a code, and to get the 
emergency tracheostomy supplies for her. She told the nurse we have to change the tracheostomy tube. 
They put a new tube on, providing air by means of a manual bagger apparatus. 
 
Ms. Iwasko indicated that when Chevelle was put back down on the bed, there was really no change in 
anything, other than her respiratory rate had become a little bit shallower, which sometimes can be 
because the child is just calming down. Ms. Iwasko noticed that as soon as they put Chevelle down again, 
and that was when she took the setup off. She asked the nurse to try to stimulate Chevelle to wake her, 
which they tried for a couple of seconds, calling her name, telling her to wake up. Then the bagger was 
commenced.  
 
Dr. DeCaen, Dave Shep and the cardiac arrest team arrived from pediatric intensive care, and attempted 
resuscitation, but without success. After Ms. Iwasko took a few moments to compose herself, David Shep 
spoke with her about the oxygen set up, and indicated that Dr. DeCaen also wanted to speak to her.  
 
Ms. Iwasko acknowledged the oxygen set up was not a “by the book” setup, but as soon as it was noticed 
something was wrong, it was removed. She was not 100 per cent sure if the oxygen set up had to do with 
the cardiac arrest, but testified that she did have concern in hindsight with the flow rate of oxygen 
combined with the setup. She testified that she did decrease the flow rate from 8 to 10 litres to 4 to 5 litres. 
It was still too much, but she felt nobody had really tried anything, and anyone she asked, supervisor, 
workshop, responded with “you’re an RT, you figure it out”.  The 4 to 5 would still have been a lot for 
Chevelle to breathe against, especially with the questionable leak.  Ms. Iwasko acknowledged that the 
autopsy report and Dr. DeCaen’s notes refer to a flow rate of 9 to 10 litres, and that it was probably found 
at 9 to 10 litres, but testified she recalls decreasing it and then it being turned up again, thinking it was the 
bagger oxygen but she was not entirely sure.  She indicated in a code situation it is really easy to turn up 
the wrong one and then realize that is not the one that is connected to the patient. With respect to why she 
would have chosen a flow rate of 4 to 5, Ms. Iwasko indicated that she didn’t have a math formula to figure 
it out at that point, but it was still enough to get a mist; she could not say why it was 4 or 5 as opposed to 2 
or 3 or some other number. Her notes were made the day after the incident, as she was sent home 
afterwards, being too upset to continue working. Those notes do not refer to the flow rate at all as she was 
in a rush when writing them, as she had to meet with the manager as well. Her notes indicate that when 
Chevelle was put back on the bed and stopped moving, she had gone a little pale but it was hard to see 
how much as the  main lights in the room were off.  
 
Ms. Iwasko had two and half years of experience as a respiratory therapist at the time of Chevelle’s death. 
She did not participate in the Quality Assurance Review that was conducted, and was unaware of it taking 
place. She was asked by counsel for the Inquiry to look at the policies for respiratory therapy from the 
hospital and she recognized them as being in place at the relevant time. She indicated that a policy which 
was dated effective April 2012 was not in place at the time. It indicates with respect to equipment use and 
patient safety as follows: 
 

“Unusual equipment setups or configurations shall be double checked for safety in 
consultation with the program RT 2 and Workshop staff, or during off hours, the charge 
RT, or minimally, one other RT. A Patient Care Order should be obtained when 
appropriate for any such equipment use.” 
 

Ms. Iwasko testified that if this policy had been in place at the time of Chevelle’s death, it would have 
changed things, because it would have demanded a response when she was looking for something to try 
and was trying to get some backup from other staff. She could not say what the response would have 
been, other than that it would undoubtedly have been more than a “figure it out.” 
 
The only other person present at the time Chevelle’s heart stopped beating was the nurse, Nina Saxena. 
Unfortunately, for medical reasons she was not able to testify at the Inquiry. 



Report – Page 6 of 8 
 

J 0338 (Rev. 2005/10) 

Mike Adams, a respiratory therapist who saw Chevelle early in the morning the day she died, testified that 
he was an RT 1. He graduated in 2010. He had seen Chevelle in intensive care and had followed her on 
the wards as well. He worked as a float so he would go to different units in the hospital, so he would not 
have had as much contact with Chevelle as Ms. Iwasko did in her role on the ward. He testified that given 
Chevelle’s unique condition, there were always opportunities to discuss issues with her care, such as the 
breakdown of her skin caused by the tracheostomy cradle.  He testified that he spoke to Ashley Iwasko 
early in the morning of Chevelle’s death, prior to the incident. Ms. Iwasko approached him before 
assessing her that morning, and they talked about wanting to find something different.  He indicated it was 
not a detailed conversation. She said she wanted to find something different. Finding new equipment or 
ways of doing things would not generally have been his area at the time. He understood that Ms. Iwasko 
was looking to try something different this particular day. She had told him about the piece she wanted to 
use, but he testified that was the extent of the discussion. He didn’t know exactly what she wanted to do, 
so he didn’t have any concerns or response.  Mr. Adams testified that it was a weekend, so there is not as 
much support around on weekends. Generally they would wait throughout the week if they wanted to bring 
forward a concern about changing things, to talk to a supervisor or a manager, an RT2, or one of the 
technical RTs. They could also consult other specialties, such as ear nose and throat, or wound care. Mr. 
Adams felt there were lots of resources. There were also airway rounds every Monday, with all the teams, 
doctors, respiratory therapists, nurses.  Mr. Adams had never seen the recommendations from the Quality 
Assurance Review that followed these events, nor was he aware that recommendations had been made 
for changes to his area. Upon reviewing them at the Inquiry, he indicated that he did not think they add or 
change anything, as they simply set out what their job is in any event, to collaborate with others and to 
consult. Although he wasn’t aware of the changes to the policies, he indicated this was general knowledge 
as a respiratory therapist, even though it was previously unwritten, in terms of the policy regarding unusual 
equipment setups. He had never experienced any difficulty in locating the right equipment for pediatric 
patients; this was a unique situation. 
 
Jason Schinbein, manager of the respiratory therapy department at the University of Alberta Stollery 
Children’s Hospital, testified about the policies for respiratory therapy and changes to the policies after 
Chevelle’s death. He is responsible for the overall oversight of the respiratory therapy department, a 
position he has held for 6 years. He also had 6 years of experience as a respiratory therapist. He was not 
aware of any concerns with respect to Chevelle Bull prior to the investigation into her death. Mr. Schinbein 
testified that there are always unique challenges, especially in the pediatric community, with the size of the 
patient and some of the congenital difficulties they have, so it is quite common at the Stollery that they will 
run into situations where there are equipment limitations because of a unique situation whether it be a skin 
condition or a physical difference in the patient. There are a lot of very ill children with very rare genetic 
conditions that are not encountered in day to day practise. He had never seen a patient with Chevelle 
Bull’s condition in his experience as a respiratory therapist. Mr. Schinbein described the procedures in 
place for respiratory therapists to raise issues with other respiratory therapists or their supervisors.  He also 
indicated the respiratory therapy department has a professional advisory committee that consists of contact 
experts where they continually review policies and procedures, and update and look for evidence of best 
practise.  
 
Mr. Schinbein was involved in the Quality Assurance Review. He and another area manager who had 
direct oversight over the Stollery reviewed existing policies and procedures, and developed a number of 
recommendations for change following the incident with Chevelle. The recommendations that came out of 
the Quality Assurance Review were reduced to writing so that they could be marked as an exhibit for this 
Inquiry. Those recommendations were: 
 

1. That the respiratory department develop a procedure for providing safe and humidified air and/or 
oxygen for unusual circumstances where pediatric patients with tracheostomy tubes have 
extremely fragile or injured skin. 

2. That the respiratory department develop a collaborative, interdisciplinary process to address 
unique clinical situations that require innovation beyond current policy/procedure and approved 
practice standards. This process will include but not be limited to: 

• Direct communication between/among experienced healthcare professionals about the 
clinical situation and the functionality/safety of the proposed innovation. 

• A means to monitor the innovation for effectiveness and safety documentation in the 
patient record. 

3. That all respiratory therapists caring for pediatric patients and all registered nurses and licensed 
practical nurses caring for pediatric patients receive Pediatric Advanced Life Support training and 
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recertification. 
4. That staff education include the importance of adequate lighting during patient assessment and 

procedures. 
5. That the Chair of the Pediatric Code Committee develop a process for retrieving, reviewing and 

analyzing the physiologic data in the bedside monitor following a critical event. This information 
can assist in understanding of the event. 

 
Mr. Schinbein indicated that with respect to the first recommendation, there were already policies and 
procedures in place for safely providing humidified air and oxygen to patients, and it is not possible to have 
a policy for every unique possible situation that might arise. They felt the existing policies on this point were 
sufficient, and if they have to modify any equipment to safely provide service to the patient, they will do 
that.  He referred to the policies included in the documents in Exhibit 1 being applicable to Chevelle’s care. 
With respect to the policy for equipment use and patient safety, and the use of unusual equipment setups, 
he testified that policy was a direct result of the Quality Assurance Review. It was always the expectation 
that if you would modify equipment you would check with someone to make sure it was safe, but it had 
never been a written policy before. Mr. Schinbein indicated that this is something they were taught in 
school, and that in respiratory therapy one often has to modify equipment to fit a certain situation, but that 
there is a culture of understanding that you should check with someone. However, it is now reduced to 
writing. Another policy change that came from the review is the following policy: 
 

Ensure the presence and inspect for proper function of exhalation port, anti-
asphyxiation valve and overpressure relief valve where appropriate. 
 

This is more explicit than previous versions of the policy, but it would have been the expectation for 
respiratory therapists to do this. 
 
With respect to recommendation 2 from the Quality Assurance Review, Mr. Schinbein testified that this has 
been implemented. Recommendation 3 was not implemented, however. That was the recommendation for 
advanced life support training. He believes that was not implemented because the training is quite in depth 
and costly and requires one to be in the advanced life support setting caring for critically ill patients all the 
time in order to maintain the skills that are learned. He testified it was simply not practical to have every 
practitioner in the hospital with that training. There are specially trained teams at the Stollery who respond 
to the critically ill patient outside of the intensive care environment, known as Code Blue teams, who 
respond when there is a cardiac arrest, as well as a rapid response team that is available if a patient is 
deteriorating or there are concerns, and it consists of experts who are highly trained with pediatric 
advanced life support physicians who come out to the ward. The expectation is that those teams will 
respond immediately.  
 
Mr. Schinbein was not aware of any modifications flowing from recommendations 4 (lighting) and he had 
no information on recommendation 5 (retrieval of data after an event). He did not have any other 
suggestions on how to prevent a similar death. 
 
 
Recommendations for the prevention of similar deaths: 
 Section 53(2) of the Fatality Inquiries Act provides that the Court may make recommendations as to the 
prevention of similar deaths, but s. 53(3) dictates that my report shall not contain any finding of legal 
responsibility or any conclusion of law. 

The recommendation that was made for the provision of safe, humidified air appears to already be covered 
by existing policies and procedures, to the extent that those policies and procedures can anticipate 
unforeseen and rare genetic conditions. The recommendation with respect to retrieving data from 
instrumentation after a death does not go to the prevention of similar deaths, although it would appear to 
be a useful recommendation. There is no evidence before me as to whether the recommendation on staff 
training regarding adequate lighting was implemented or not. It does not appear, however, that this played 
any role in Chevelle’s death, which was instead precipitated by the use of a novel equipment setup that did 
not have an exhalation port, a child with a tracheostomy tube that did not, due to her size and condition, 
have much leakage of air, and the high rate at which the oxygen was administered, whether that was 5 or 
more likely 9 or 10 litres.  The recommendation about training staff on lighting would not prevent similar 
deaths.  
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The recommendation that all nursing staff and respiratory therapy staff have advanced pediatric life 
support training has not been implemented. However, this court is limited to making recommendations that 
would prevent similar deaths; the evidence before me, and in particular the evidence of Dr. DeCaen, 
indicates that given the very short time frame likely involved before Ms. Iwasko began taking steps to 
attempt resuscitation, this recommendation would not have prevented the death in this case. There is no 
suggestion that delay in commencing resuscitation played a role in Chevelle Bull’s death.  

In this case, the two or three major recommendations that could be made for the prevention of similar 
deaths are recommendations with respect to ensuring the presence and functioning of an exhalation port 
on a respiratory device, and the need for authorization before a respiratory therapist tries a new or unusual 
equipment setup, along with a means of monitoring such innovations for safety. Those recommendations, 
however, have already been implemented.  

One other factor that may have contributed indirectly to Chevelle’s death is the incredible pressure those 
working with Chevelle experienced, as a result of her very rare condition and the fact that the care staff 
provided often also inevitably caused Chevelle pain or further injuries. Certainly Ms. Iwasko felt very 
strongly that she wanted to help Chevelle in a way that did not make her condition worse, and Dr. 
Kyriakides spoke to the stress that staff were under in such a situation. The pressure that Ms. Iwasko felt 
likely contributed to her decision to try the novel equipment set up. Ms. Iwasko’s perception that the 
problems with Chevelle’s respiratory setup were being ignored the week before Chevelle’s death, I do not 
find to have been an accurate perception, although I do not doubt that Ms. Iwasko felt this way. There was, 
tragically, no viable solution that existed to the problems with the setup. It is important to ensure that staff 
working with especially stressful situations on an ongoing basis have access to psychological and 
emotional resources and supports to help them cope with that stress. However, no evidence was adduced 
as to what if anything is in place in that regard, and it is beyond the scope of this Inquiry to address that 
issue. 

In all the circumstances, it would not be appropriate for me to make recommendations in this case. 

 
   

DATED November 6, 2015 , 
 
 

  

at Edmonton,  Alberta. 
Original signed by 

  
Judge M.M. Carminati 

A Judge of the Provincial Court of Alberta 
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