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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 Provincial Court of Alberta 

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

on the 23rd & 24th  days of September , 2013 , (and by adjournment 
    year  

on the  day of  ,  ), 
    year  

before Judge B. R. Fraser , a Provincial Court Judge,  
  

into the death of Ellis Emmanuel Silliman 80 
  (Name in Full) (Age) 

of 733 Canfield Way SW, Calgary and the following findings were made: 
 (Residence)  

Date and Time of Death: August 1, 2011 at 5:55 a.m. 

Place: Foothills Medical Centre, Calgary, Alberta 
    

 
 

Medical Cause of Death:  
(“cause of death” means the medical cause of death according to the International 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 Inquiries Act, Section 1(d)). 
 
Acute subdural haematoma due to a fall down stairs. 

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

 
Recommendations for the prevention of similar deaths: 
 
See attached. 
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Circumstances Under Which Death Occurred 
 
Introduction 
 
[1] Inquiry Counsel, Ms. J. Stengel and Ms. W. Shim called a total of 12 witnesses 
who gave evidence at this Inquiry.  Mr. B. Carbert of Stones, Carbert, Waite and Wells 
LLP representing Alberta Health Services and Mr. S. Robertson of Bennett, Jones LLP, 
representing Dr. Cebuliak, Dr. Amin, Dr. Patterson and Dr. Davies, were both granted 
interested party status as Mr. Silliman was treated at the Rockyview Hospital, the South 
Calgary Health Centre and the Foothills Medical Centre, all under control of Alberta 
Health Services and by those physicians listed.  The family of the deceased was 
represented by Mr. Jerry Silliman, son of the deceased who was also granted interested 
party status pursuant to the Fatality Inquiries Act and he actively participated in the 
Inquiry.  No other party applied for status nor participated in the Inquiry. 
 
 
The Accident 
 
[2] On July 29, 2011, at approximately 11:15 a.m., Mr. Ellis Silliman fell down three 
steps in his home at 733 Canfield Way S.W. Calgary and hit his head.  As he was home 
alone at the time, no one witnessed what happened so all information gathered comes 
from those persons who attended to him and spoke to him.  It appears there were three 
steps and he tripped on a tread and fell head first down the stairs landing on his face.  
The fall caused a broken nose and lacerations to his face and bleeding. He was able to 
recover, was ambulatory and able to get to a phone wherein he called 911 and asked 
for assistance. 
 
[3] An ambulance responded and he was transported to the Rockyview General 
Hospital Emergency Department at 12:11 p.m. 
 
[4] Mr. Silliman lived with his son, Mark Silliman, who was at work at the time.  He 
gave evidence that his father was an active man at 80 years old who still operated his 
own home renovation business and was active in the sales portion and the organization 
of the business.  Mr. Silliman called his son, Mark, at work while the ambulance was at 
his house and told him he was going to the hospital but he was going to be okay.  He 
sounded anxious and under stress.  He told Mark he fell down the stairs, hit his face, 
broke his nose and was bleeding and there was a lot of blood all over the place.  He 
said he was being taken to the Rockyview Hospital. 
 
[5] Mark did not go to the hospital until around lunchtime.  His father told him he was 
waiting for some tests.  He looked okay and seemed to be okay.  At approximately 3:00 
p.m. his father called him from the hospital and asked to be picked up.  Mark picked him 
up some time around 5:00 p.m.  He also received a message from the hospital. 
 
[6] He could not remember what his father told him about what happened at the 
hospital or whether he was provided with any medication or a prescription for 
medication.  They went home and then went out for dinner.  He recalls his father 
seemed normal that night and went to bed around 11:00 p.m. 
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[7] The next morning Mark went out for coffee, came home and took his father out 
for lunch.  He seemed a lot weaker, confused and acting, as he described it, “a little 
funny”.  He also complained of a headache and the packing in his nose was bothering 
him. 
 
[8] At around 4:00 p.m. they went to the South Calgary Health Centre to have the 
packing removed.  His father did not tell the doctor he had a headache or felt dizzy or 
weak.  In fact he was not sure if the headache did not occur until after he saw the 
doctor.  The packing was removed and they went home.  Mark recalls they were only at 
the medical centre for a short time, perhaps five minutes. 
 
[9] They went home and eventually went to bed.  Mark awoke in the middle of the 
night because he heard noises coming from his father’s room.  He went to his father’s 
room and found him packing a bag. When he spoke to him he was slurring his words 
and he thought something was wrong.  Mark telephoned his brother, Jerry, who lived in 
Toronto.  They discussed calling an ambulance but his father did not want to go to the 
hospital.  Mark and Jerry thought it might just be the medication prescribed by the 
hospital.  He thought it might be oxycontin.  His father went back to bed. 
 
[10] At about 7:00 a.m. Mark heard a big bang.  His father had fallen out of bed.  He 
would not respond and Mark felt he was in a coma as he could not wake him.  He tried 
shouting at him and shaking him but he would not respond.  He called for an ambulance 
which was quick to respond.  They immediately took him to the Foothills Medical 
Centre.  They advised Mark to come with them. 
 
[11] At the hospital Mark thinks he was shown a CAT scan and told by the doctor 
blood had gone into his brain and there was nothing they could do.  They had him on 
life support.  He was told that eventually they would have to take him off life support and 
let him go naturally. 
 
[12] That was the 31st day of July, 2011.  The next day, August 1st, 2011, Mr. Silliman 
passed away. 
 
 
Paramedics 
 
[13] Mr. David Craig was one of the paramedics that responded to the call for an 
ambulance from Mr. Silliman on July 29, 2011.  They received the call at 11:37 a.m.  
When he arrived with the ambulance he found Mr. Silliman sitting on a kitchen chair with 
a member of the fire department applying pressure to his nose.  His evidence was 
primarily based on documented records.  They show Mr. Silliman advised him he fell 
down three stairs having tripped by catching his shoe on the aluminum stair nose and 
fell forward on his face striking his nose.  He felt the fall was not a significant fall being 
approximately 24 inches.  It was significant to him that Mr. Silliman was able to phone 
EMS himself. 
 
[14] Mr. Silliman denied any loss of consciousness and was able to walk back up the 
stairs and attempt to stop the bleeding.  He called EMS because of the pain which was 
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causing him discomfort.  He had an obvious broken nose and laceration on the bridge of 
the nose and his nose was bleeding. 
 
[15] Mr. Craig noted there was no loss of consciousness, no back pain, no seizure, no 
slurred speech, he was alert and had good orientation, he was co-operative and had a 
strong pulse.  He was able to walk a straight line without assistance. 
 
[16] He inquired about medications and the only one that concerned him was aspirin.  
He was transported to hospital because he had a significant injury that needed attention 
but did not treat it as an emergency.  Mr. Silliman wanted to go to the hospital.  At the 
hospital the paramedics advised the triage nurse that he was taking aspirin, as they 
treat it as an anticoagulant.  
 
[17] Mr. Craig indicated 30 to 40 percent of his calls are to answer falls and 80 
percent of those involve elderly people. 
 
[18] According to his family doctor, Mr. Silliman was not being prescribed any blood 
thinners. 
 
 
Rockyview Hospital 
 
[19] Upon arrival at the hospital emergency unit, Mr. Silliman saw the triage nurse for 
an evaluation.  As a result he was sent to Amtrak since he was ambulatory and his 
injury was categorized as a minor complaint.  At Amtrak a nurse would take Mr. Silliman 
from the paramedics who would inform the nurse of the details as to why he was 
brought to the hospital.  The nurse conducts an examination and begins a chart of his 
medical history, condition and vital signs. 
 
[20] Mr. Silliman was given a neurological assessment.  He had a Glasgow Coma 
Scale of 15 which is normal and means he has no altered level of consciousness and is 
alert and oriented to people, places and dates.  His only complaint was a feeling of 
dizziness.  The nurse felt this was normal for an elderly person who had just had a fall 
and had been bleeding for a period of time. 
 
[21] This assessment was completed at 12:15 p.m.  At 12:20 p.m. Mr. Silliman’s son, 
Jerry called from Ontario.  At 12:33 p.m. his son, Mark was telephoned at his request 
and a message was left on his answering machine.  As a result of the assessment he 
was sent to the waiting room to await the doctor’s availability.  Given the results of the 
diagnosis and particularly the score of 15 on the Glascow Coma Scale the nurse was 
focusing on the nose injury rather than a serious head injury. 
 
[22] Dr. Cebuliak was the attending physician in Amtrak.  He recalls treating Mr. 
Silliman.  He reviewed the nurse’s notes and noted there was no loss of consciousness.  
He ordered an X-ray that revealed a nose fracture.  He used epinephrine to help control 
the bleeding, then used four stitches on the nose to repair the wound and two 
absorbable stitches to his inner upper lip.  Since the nose was not displaced and not out 
of alignment, the fracture was dealt with by using nasal packing. 
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[23] Dr. Cebuliak indicated he would have done his own neurological assessment but 
since it was not charted he could not be specific other than his normal procedure.  He 
prescribed an antibiotic (Kiflex) and Percocet, a pain killer, because the packing would 
be painful.  He indicated the packing could be removed within 48 hours and a minimum 
of 24 hours. 
 
[24] Dr. Cebuliak explained that whenever a patient has had a blow to the head, a 
crucial part of the assessment is the neurologic status.  This involves determining if 
there has been any loss of consciousness, any confusion or any amnesia, inability to 
recall the events.  Any of those neurologic states would prompt him to consider a CT 
scan.  A Glasgow Coma Scale of less than 13 would automatically cause a CT scan to 
be ordered.  If the scale was between 13 and 15, he would use the above criteria.  If the 
patient was elderly and on prescribed blood thinners, he would order a CT scan. 
 
[26] However, Mr. Silliman did not exhibit any of the noted criteria, had a Glasgow 
Coma Scale of 15, and was not taking a prescribed blood thinner.  ASA or aspirin is not 
considered a blood thinner. 
 
[27] Dr. Cebuliak would routinely advise a patient the things to watch out for and 
when to return to emergency for reassessment.  The charts indicate Mr. Silliman 
complained of a terrible headache.  Dr. Cebuliak would have expected that as a result 
of the pain associated with the treatment, especially the nasal fracture and packing, 
which is quite uncomfortable and painful.  The Percocet he was given was partially for 
that purpose.  Percocet is a combination of Oxycontin and acetaminophen. 
 
[28] Dr. Cebuliak had the nurse “road test” him before discharge meaning she would 
have him walk around under her observation to ensure he was able to walk normally.  
However, it appears from the charts he was never given any teaching sheets to take 
with him upon discharge. 
 
[29] He was discharged at approximately 6:00 p.m. when he was picked up by his 
son, Mark. 
 
 
South Calgary Health Centre 
 
[30] The charts at the South Calgary Health Centre indicate Mr. Silliman attended 
there on July 30, 2011 at 4:40 p.m. requesting his nose be checked and complaining of 
feeling weak and dizzy.  His medical records were retrieved from the Rockyview 
Hospital and he was checked and assessed which included a check of his vital signs 
and a neurological assessment including a Glasgow Coma Scale reading of 15.  He had 
no loss of consciousness and was alert to time and place and appeared oriented.  His 
only complaints were feeling weak and dizzy which the nurse considered normal as a 
result of his facial injuries and treatment. 
 
[31] Mr. Silliman was seen at this Centre by Dr. Amin, who had no independent 
recollection of seeing him and had to rely on his notes in the medical charts, the nursing 
notes and the charts received from the Rockyview Hospital.  His notes indicate Mr. 
Silliman was requesting his injuries be reassessed and the packing be removed.  Dr. 
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Amin states he would have reassessed his nose injuries and at the same time his 
overall disposition meaning if he was alert, oriented and the stability of his vital signs.  
Based on those results he stated a CT scan was not warranted and did not consider a 
subdural haematoma was a possibility.  Mr. Silliman’s only complaint was feeling weak 
and dizzy, not of a headache or confusion or disorientation or motor deficits. 
 
[32] Dr. Amin explained that a CT scan is not a definitive diagnostic tool for detecting 
a subdural haematoma and if done initially or in the early stages, may not show 
evidence of it.  The main risk of a CT scan to a patient is the amount of exposure to 
radiation which is anywhere from 250 to 500 times that of a normal chest X-ray.  
Therefore patients should not be routinely subjected to them. 
 
[33] Dr. Amin would not commit to automatically ordering one for an elderly patient 
who had received a substantial trauma to the head and who was taking a prescribed 
blood thinner. 
 
 
Foothills Medical Centre 
 
[34] On July 31st 2011, at approximately 8:00 a.m., EMS responded to a call from 
Mark Silliman for an ambulance.  The response was swift and although no paramedic 
was called at the Inquiry, I gather from their actions they recognized the seriousness of 
the condition of Mr. Silliman and rushed him to the Foothills Medical Centre where he 
was seen by Dr. Patterson, a staff emergency physician.  She immediately performed a 
neurological examination as well as reviewed his cardiovascular and respiratory status. 
 
[35] Included in this examination is administering the Glasgow Coma Scale.  Dr. 
Patterson explained there are three main categories, the ability to open your eyes, 
ability to speak coherently, and thirdly the ability to follow commands appropriately.  Mr. 
Silliman did not open his eyes even when painful stimuli was applied.  He could not 
speak nor follow commands nor respond to any kind of stimuli.  His score was 4, at the 
lowest end of the numeric score which is between three and fifteen. 
 
[36] She determined there was a significant neurological decline and she immediately 
intubated Mr. Silliman to assist his breathing and had him rapidly transported to a CT 
scanner.  The scan revealed a large subdural haematoma with some obvious 
herniation.  This means the bleeding was pushing on the brain tissue, compressing and 
shifting it.  The brain has nowhere to go so it pushes it through the base of the skull 
where there is an opening that allows the brain stem and spinal cord to exit. 
 
[37] As a result she called in a neurosurgical team for their expert opinion.  The 
decision to be made was whether he would be a good candidate for surgery, an 
operation to evacuate or remove the haematoma.  The decision was that even if it was 
removed he would not have a meaningful recovery given the extent of the bleeding, the 
herniation of the brain and his age.  Not having a meaningful recovery means he would 
not regain normal functions and would remain in a vegetative state.  It was decided 
surgery was not an option. 
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[38] He was placed on life support but eventually removed and allowed to pass away 
naturally which he did on August 1st, 2011 at 5:55 a.m. 
 
 
Analysis of Treatment 
 
[39] It would appear the treatment Mr. Silliman received was incredibly efficient both 
as to time and professionalism, from paramedic response to medical facility nurses and 
physicians’ response.  One could not ask nor expect more. 
 
[40] The one area of decision making that came into question throughout the Inquiry 
was the implementation of a CT scan when he was first presented and diagnosed at the 
Rockyview Hospital and again at the South Calgary Medical Centre.  In order to analyze 
those decisions by trained professionals and experienced physicians one must 
understand what can occur when an elderly person receives a substantial head injury. 
 
[41] I have the advantage of a very enlightening explanation of what occurs by Dr. 
Patterson, emergency physician at the Foothills Medical Centre as well as an 
explanation of the decision making process by Dr. Cebuliak, the attending physician in 
Amtrak at the Rockyview Hospital. 
 
[42] Dr. Patterson explained that inside the skull is a layer surrounding the brain 
called the meninges and a part of that is called the dura which normally sits close to the 
brain.  They are connected by blood vessels, or veins.  With aging and time the brain 
shrinks.  This is a normal physiological process that occurs with age.  As the brain 
shrinks, the dura separates from the brain tissue by a variable amount.  The veins, 
referred to as “bridging veins”, between the dura and the brain, stretch.  When there is a 
head trauma, the brain can move within the skull while the dura remains fixed so there 
can be shearing forces on the bridging veins.  If one of those veins is damaged, then 
bleeding can occur in the subdural space that has been created by the shrinking brain. 
 
[43] If there was extensive head trauma, those blood vessels could receive extensive 
damage resulting in rapid bleeding creating a subdural haematoma.  If there was minor 
damage there may not be any bleeding immediately or at all.  There is no way to predict 
if there is bleeding or how much.  What physicians rely on is whether the patient is 
experiencing neurological symptoms such as loss of consciousness, alertness, 
orientation as to people time and place as well as the reading on the Glasgow Coma 
Scale.  The bleeding would likely cause those symptoms.  If there are no symptoms 
there is no rapid bleeding or perhaps no bleeding.  If that were the case there would be 
nothing to be revealed by a CT scan and the patient would have received a large dose 
of radiation for no purpose. 
 
[44] A small tear in one of these bridging blood vessels may not occur from the initial 
event.  Pressure could be caused by coughing or straining during a bowel movement or 
another intervening event such as, in this case, falling out of bed or there could be a 
small leakage that accumulates over a long period of time.  Physicians have no way of 
predicting this. 
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[45] It would appear that as a person ages and their brain continues to shrink creating 
more space between the dura and the brain and stretching the bridging veins they are 
more susceptible to a subdural haematoma from any kind of fall.  If they are taking a 
blood thinner such as Coumadin or Warfarin or Plavix, bleeding from a fall causing any 
head trauma becomes highly likely. 
 
[46] Dr. Cebuliak explained the clinical observations he relies on such as loss of 
consciousness, amnesia, alertness, orientation, confusion and the Glasgow Coma 
Scale if below 13 to determine if a CT scan is warranted.  If an elderly patient is on 
blood thinners, a CT scan would almost automatically be warranted. 
 
[47] Dr. Cebuliak also referred to a Canadian guideline for CT scans called the 
Canadian CT Head Rule.  This was a study done to try to rationalize ordering CT scans 
for head injured patients.  It was an attempt to establish clinical grounds for ordering CT 
scans because of the large number that were being ordered unnecessarily that exposed 
patients to radiation, led to huge costs, clogging up emergency departments and were 
not in the best interests of the patient.  The study separated patients who suffered a 
non-major head injury into a minor category and minimal category.  A minor head injury 
was defined by the clinical observations set out by Dr. Cebuliak, and warranted a CT 
scan.  A minimal head injury patient did not meet that criteria and therefore are at a 
much lower risk and would not justify having a CT scan. 
 
[48] Dr. Cebuliak also explained that subdural haematomas are slow venous bleeds 
unlike arterial bleeds which happen fast causing rapid deterioration and would be quite 
visible on an immediate CT scan.  A venous bleed may not show up on a CT scan taken 
shortly after the initial event because there is such a small amount of initial bleeding or 
there is delayed bleeding that occurs later or accelerates later. 
 
[49] Given these explanations of the effect of minor or minimal head injuries 
particularly in the elderly and the criteria used and observed both at the Rockyview 
Hospital and the South Calgary Health Centre, a CT scan was clearly not warranted for 
Mr. Silliman.  He simply did not meet the criteria.  A subdural haematoma would most 
likely not have been detected in the early stages and yet have the potential to cause 
harm.  It is more likely an intervening event accelerated any bleeding which is totally 
unpredictable.  Until some criteria developed that would change what appeared to be a 
minimal head injury into a minor head injury, a CT scan would not have been warranted. 
 
[50] I am mindful that Dr. Patterson said she would probably have ordered a CT scan, 
at the initial presentation but that was based on her relative inexperience at the time and 
as a result of wanting to err on the side of caution.  She acknowledges it may not have 
revealed any subdural haematoma or its beginnings. 
 
 
Recommendations for the Prevention of Similar Deaths 
 
[51] There is no recommendation this Inquiry could make that could prevent a similar 
fatality in the future.  Neither Inquiry counsel, Alberta Health Services counsel or the 
physician’s counsel could suggest any such recommendation. 
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[52] Mr. Jerry Silliman did make some suggested recommendations but they were 
either outside the scope of this Inquiry or have been addressed in my analysis 
particularly the issue of ordering CT scans. 
 
[53] Mr. Silliman did refer to patients suffering head injuries being given information 
upon discharge regarding criteria to be on the alert for that may indicate a more serious 
head injury.  I agree with that suggestion.  It appears from the evidence of the nurses at 
both the Rockyview Hospital and the South Calgary Health Centre that such teaching 
sheets or discharge instructions may not have been distributed to Mr. Silliman.  
Certainly the medical charts do not indicate he was given any. 
 
[54] Both Dr. Cebuliak and Dr. Amin said they would have reviewed the criteria or 
signs to be on the alert for with Mr. Silliman before discharge and advise him to return to 
emergency if any such signs developed.  However, it would be preferable if these 
instructions were in written form so they could be taken home and read.  I understand 
such teaching sheets are available.  I recommend they be distributed to any patient who 
suffers any head injury particularly those classified as minimal where no CT scan is 
warranted.  In the case of an elderly patient it should be mandatory. 
 
[55] I have reviewed the Brook Fatality Inquiry that inquired into a very similar death 
of an elderly person where the Inquiry Judge made numerous recommendations.  I 
heard evidence in this Inquiry from a clinical section head of geriatric medicine for 
Alberta Health Services, Dr. Wagg.  He was familiar with the review of and response to 
those recommendations by Alberta Health Services.  It was their view that some of 
those recommendations were impractical or not in the public interest or had already 
been addressed by other disciplines or services.  I do not intend to review those 
recommendations and responses.  The fact they have been reviewed and responded to 
by Alberta Health Services satisfies any concerns I might have. 
 
[56] In summary, I find Alberta Health Services provided excellent care and treatment 
to Mr. Silliman.  It is just not possible to predict what occurred.  I see no way to prevent 
this occurring in a similar situation except to ensure the patient is aware of what can 
occur and the symptoms that can alert them to such problems so they can know to 
return to emergency for reassessment.  I understand that is standard procedure.  It 
appears it is not being uniformly adhered to by nurses in either Amtrak or Health 
Centres.  I recommend this be mandatory when the patient is elderly. 
 
 

   

DATED February 21, 2014 , 
 
 

  

at Calgary , Alberta. 
Original signed by 

  
B. R. Fraser 

A Judge of the Provincial Court of Alberta 
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