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

  

 

  
Fatality Inquiries Act 

WHEREAS a Public Inquiry was held at the Calgary Court Centre 

in the City of Calgary , in the Province of Alberta, 

 (City, Town or Village)  (Name of City, Town, Village)  

on the 16 day of January , 2017 , (and by adjournment 

    year  

on the 17, 18 & 19 day of January , 2017 ), 

    year  

before Judge Paul J. Mason , a Provincial Court Judge,  

  

into the death of Jolee Mary Acorn 36 

  (Name in Full) (Age) 

of Calgary, AB and the following findings were made: 

 (Residence)  

Date and Time of Death: August 10, 2014 at 11:47 a.m. 

Place: Foothills Hospital, Calgary, Alberta 

      

Medical Cause of Death: Cardiac Arrhythmia 

(“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)). 

Manner of Death: Natural 

(“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)). 

 
  



Report – Page 2 of 5 
 

LS0338 (2014/05) 

Circumstances under which Death occurred: 

Jolee Acorn (Ms. Acorn) was arrested on August 6, 2014 by the Calgary Police Service (CPS) for 
a number of charges.  Ms. Acorn was admitted to the Calgary Remand Centre (CRC) on August 
7, 2014 and was remanded into custody without bail.  She attended Calgary Provincial Court on 
August 8, 2014 and the matter was put over until August 15, 2014.  Ms. Acorn remained at the 
CRC in custody until her death on August 10, 2014.   
 
During the admission process at the CRC, Ms. Acorn was assessed by an Alberta Health 
Services (AHS) nurse prior to being assigned a living unit to reside in.  The admissions nurse 
documented that Ms. Acorn explained that she was an active drug user, indicating that she used 
morphine daily.  The AHS nurse noted that her injection sites were healthy and advised 
Ms. Acorn to drink plenty of fluids and to notify AHS if she started to experience medical 
difficulties relating to a possible drug withdrawal.  AHS cleared Ms. Acorn for placement in a 
regular female living unit and documented her admission history in her inmate file. 
 
On August 9, 2014 Correctional Peace Officers (CPO) noted that Ms. Acorn was complaining of 
drug withdrawals and escorted her to the medical area of the CRC.  She was seen by AHS and 
they documented her vital signs.  Ms.  Acorn complained that she had been vomiting and was 
suffering from diarrhea.  Ms. Acorn claimed that she took morphine and heroin daily prior to 
incarceration.  AHS transferred Ms. Acorn to the CRC infirmary and placed her on a narcotic 
withdrawal regime as per physician’s orders.   
 
Ms. Acorn was admitted to the infirmary unit and placed in cell HC 212 containing two beds.  The 
other occupant of the cell, was assigned to the first bed nearest the door, while Ms. Acorn was 
given the bed on the far side of the cell. 
 
Shortly after midnight (12:10a.m.) on August 10, 2014 AHS documented that Ms. Acorn had 
vomited in the sink and on the floor of her cell.  She was given 50 mg of Gravol and encouraged 
to lie down and rest.  Ms. Acorn was returned to her cell, and no further observations or concerns 
were noted by AHS staff or CPOs regarding her for the rest of the night shift. 
 
The following morning, August 10, 2014, the CPO assigned to the infirmary was conducting his 
count and inspection of the unit upon the commencement of his shift.  He noted that Ms. Acorn 
appeared to be asleep in her cell, noted that she had vomited on the floor beside her bed. 
 
Shortly before 8:00 a.m. two CPO’s accompanied two AHS nurses onto the infirmary unit.  At 
8:13 a.m. (video recording timestamp) Ms. Acorn exited her cell and walked to the corridor area 
of the unit.  She was fully dressed in a grey sweat suit; however there were visible stains on her 
front right leg and surrounding her buttocks when she walked past the unit video camera.  An 
AHS nurse interacted with Ms.  Acorn for approximately eleven minutes and took her blood 
pressure three separate times. 
 
Upon completion of the medication round, a CPO gave Ms. Acorn a toothbrush, toothpaste, 
towel, shampoo and fresh clothing to facilitate a shower and clothing exchange.  After her 
shower, she then cleaned her cell utilizing a mop and bucket. 
 
Security rounds were conducted at 9:27 a.m. and 9:46 a.m. after Ms. Acorn was last seen on 
camera entering her cell at 8:50 a.m.  It was noted that a CPO supervisor also entered the unit at 
approximately 10:19 a.m. and walked by the window looking into the cell occupied by Ms. Acorn.  
None of the staff documented anything out of the ordinary after completing these rounds. 
 
A CPO entered the infirmary unit of the CRC at 10:24 a.m. and was delivering meal trays to feed 
the inmates residing on the infirmary.  At 10:35 a.m. the CPO accessed cell HC 212 and directed 
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both inmates to come and retrieve their meals.  Ms. Acorn failed to respond to the officer’s verbal 
direction. 
 
The CPO wedged the cell door open so it wouldn’t close behind him and entered the cell.  Upon 
reaching Ms. Acorn, he shook her shoulder but she was still unresponsive.  The CPO detailed 
that he checked for a pulse on her neck and did not detect one.  Accordingly, he initiated a 
medical emergency code 99 via his two way radio requesting assistance and escorted the 
cellmate out of the cell.  Within 45 seconds of the code being initiated, four nurses had arrived 
with emergency equipment and attended cell HC 212.  During the course of the next two 
minutes, an additional ten CPOs and two shift managers attended the area as well.  EMS and 
CPS were called.   
 
Cardio Pulmonary Resuscitation (CPR) was commenced by the AHS staff in attendance.  There 
were four AHS nurses who performed or took an active part in performing CPR on Ms. Acorn.  
Prior to EMS arrival the nurses continued to perform CPR continuously, which included chest 
compressions and inserting an oral airway device. 
 
The nurses also utilized a defibrillator (AED).  CPR continued and the AED provided a signal to 
shock the patient several more times.  AHS recorded a total of six shocks (10:46 a.m., 10:48 
a.m., 10:51 a.m., 10:53 a.m., 10:55 a.m. and upon arrival of paramedics, 10:58 a.m.) that were 
delivered via the AED by the AHS nurses. 
 
As lifesaving efforts continued, EMS (paramedics) arrived and took over from the AHS nurses. 
Ms. Acorn was placed on a stretcher and then removed from the cell at 11:20 a.m.  EMS/fire 
personnel actively performing CPR while en route from the infirmary unit to where the ambulance 
was located in the sally port of the admissions and discharge area of the CRC.  CPR continued 
on Ms. Acorn while they moved her from the ambulance to the trauma area of the Foothills 
hospital.  EMS and Fire personnel were relieved and several nurses and physicians took over 
lifesaving efforts.  Ms. Acorn was declared deceased at 11:47 a.m. on August 10, 2014.  She 
never regained consciousness from the time she was first discovered in the cell until her death. 
 
Health Care – General Information 
 
In July 2012 Ms. Acorn was seen by a cardiac specialist Dr. Veenhuyzen and assessed as 
possibly suffering from a relatively rare condition of Wolff Parkinson White Syndrome (WPW).  
The condition is one in which an extra electrical pathway in the heart between the hearts upper 
chambers (atria) and the lower chambers (ventricles) that causes rapid heartbeats called 
tachycardia.  A type of tachycardia, called Atrial fibrillations has symptoms that could be things 
like dizziness or shortness of breath.  If there were Ventricular fibrillations (arrhythmias in the 
lower chambers) then this would be a life threatening condition.  As a result of the assessment, 
Ms. Acorn was directed to take part in further tests to confirm the presence of WPW.  She did not 
follow up with these further tests.  Therefore there was never any formal diagnosis of WPW. 
 
On her admission to CRC, Ms. Acorn provided little information about her health to the admitting 
nurse.  At some point during her stay at CRC, she did inform the AHS staff that she had a 
cardiac issue that could cause irregular heartbeats.  However there were no discussions 
between Ms. Acorn and AHS staff at CRC about WPW. 
 
As noted above, Ms. Acorn did complain of drug withdrawal symptoms on August 9, 2014.  She 
was transferred to the infirmary unit and received some medical attention in the final 24 hours of 
her life.  In fact, she participated in an 11 minute examination in the hallway of the infirmary with 
a registered nurse who took her vitals including her blood pressure three times.  This interaction 
took place within 3 hours of the cardiac incident that led to her death.  It should be noted that this 
interaction was captured on CCTV and it clearly showed that Ms. Acorn had soiled her clothing 
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with vomit and, possibly, diarrhea.  Certainly there was evidence of vomit in Ms. Acorn’s cell, 
both in the hours preceding her cardiac event and at the time of that event. 
 
Dr. Tera Jones, the Medical Examiner, determined the cause of death to be a fatal cardiac event 
most likely due to WPW.  She also confirmed that Ms. Acorn’s chronic drug use was likely a 
significant condition contributing to her death.   
 
Dr. Veenhuyzen testified that WPW had symptoms that included various types of cardiac rhythm 
disturbances.  The most serious form of these types cardiac rhythm disturbances was ventricular 
fibrillation, which, if left untreated, would be fatal.  He also testified that for ventricular fibrillation 
could occur only if atrial fibrillation occurred and there was a lack of a limiter on this additional 
electrical condition.  Further, while there were a number of situations which could increase the 
likelihood of atrial fibrillation, Dr. Veenhuyzen was of the opinion that this was a random event a 
vast majority of the time. 
 
The Inquiry is therefore left with the following facts: 
 

1. Ms. Acorn likely had WPW.  If we accept that she had WPW, it is likely that the WPW 
causally connected to the cardiac arrhythmia (in this case ventricular fibrillation) that 
resulted in her death.  Ventricular fibrillation can lead to a loss of consciousness within 
seconds.  If left untreated by medical staff, once a person experiences ventricular 
fibrillation death occurs within 5-10 minutes; 

2. There is no cure for WPW, other than cardiac surgery which itself is risky and has 
significant potential for a fatal outcome; 

3. The entirety of Ms. Acorn’s health records, at the time of her admission to CRC, in 
general would only have disclosed a potential diagnosis of WPW ; 

4. Ms. Acorn was a chronic drug user; 
5. While in CRC Ms. Acorn was experiencing drug withdrawal; 
6. That drug withdrawal was sufficiently distressing to require her admission to the infirmary 

unit at CRC on August 9, 2014; 
7. She was put on a narcotic withdrawal regime pursuant to a physician’s orders. 
8. The physician who gave those orders did not meet with Ms. Acorn but was acting on 

information received from registered nurses on the infirmary unit; 
9. Ms. Acorn suffered significant fluid loss in the final day of her life due to narcotic 

withdrawal symptoms including vomiting and diarrhea.  This fluid loss was not measured; 
10. There is no available evidence to link the level of fluid loss experienced by Ms. Acorn to 

the onset of her cardiac arrhythmia; 
11. She received medical attention at approximately 12:10am August 10, 2014 for those 

symptoms including being given Gravol to alleviate those symptoms and advised ton 
increase her fluid intake. 

12. Ms. Acorn received additional direct medical attention within 3 hours of her final cardiac 
event at approximately 8:13 a.m; 

13. She was last observed in a conscious state at 8:50 am on August 10, 2014 
14. Corrections personnel carried out periodic checks on inmates in the infirmary unit at 

9:27 a.m., 9:46 a.m., and 10:19 a.m.  They noted nothing unusual during these visual 
checks. 

 
Given all of these facts it is highly unlikely that Ms. Acorn’s death was preventable.  The onset of 
ventricular fibrillation would have led to unconsciousness in a matter of seconds.  Ms. Acorn was 
experiencing significant drug withdrawal symptoms and was in the infirmary unit to receive 
medical attention and rest to combat the more severe symptoms of drug withdrawal.  The lack of 
documentation about her fluid loss makes it difficult to assess what, if any, connection there was 
between her overall fluid loss and the onset of the fatal cardiac event. 
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Recommendations for Prevention of Similar Deaths: 
 

1. The AHS should review the composition of its Admission History Form to add some form 
of indication on that form of whether the patient’s previous medical file from CRC has 
been obtained, or is available, and whether or not that previous medical file has been 
reviewed. 

2. The AHS should consider presenting an information/education session for CPO’s at 
provincial correctional institutions on opioid withdrawal to assist including, but not limited 
to, discussions on problematic levels of overall fluid loss by inmates. 

3. In the case of inmates who are suffering from drug withdrawal symptoms that include 
significant levels of fluid loss, AHS should look to consider whether or not to create a 
clear set of parameters at which an inmate’s fluid intake and fluid loss are more closely 
monitored. 

4. Education for all corrections nursing staff on the physiological effects of opiate withdrawal 
and to specifically include assessing fluid volume loss and replacement as well as 
nursing management of the patient generally. 

5. Where possible all inmates entering corrections facilities should be able to access 
education and information about opiate withdrawal and anticipated symptoms. 

 
 
 
 
 
 
 

   

DATED June 30, 2017 , 

 

 

  

at Calgary , Alberta. Original signed by 

  

Paul J. Mason 
A Judge of the Provincial Court of Alberta 

 


	in the
	Paul J. Mason
	A Judge of the Provincial Court of Alberta


