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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 Law Courts 

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

on the 12 - 16 day of June , 2017 , (and by adjournment 
    year  

on the 22 and 23 day of August , 2018 ), 
    year  

before The Honourable Elizabeth A. Johnson , a Provincial Court Judge,  
  

into the death of Nevaeh Michaud 8 
  (Name in Full) (Age) 

of Edmonton, Alberta and the following findings were made: 
 (Residence)  

Date and Time of Death: January 5, 2014, at approximately 9:30 am 

Place: Group Home operated by Mariam’s Footsteps at 4508-36 Avenue, Edmonton, 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 – Fatality Inquiries Act, Section 1(d)). 
 
Trichlorethanol Toxicity 

  Manner of Death:  
(“manner of death” means the mode or method of death whether natural, homicidal, suicidal, accidental, unclassifiable 
or undeterminable – Fatality Inquiries Act, Section 1(h)). 
 Accidental 
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 Circumstances under which Death occurred: 
 
I. THE INQUIRY AND ITS MANDATE 
Nevaeh Michaud died on January 5, 2014.  She was 8 years old.  She was a high needs child with 
significant global development delays.   
At the time of her death, Nevaeh was subject to a Temporary Guardianship Order and was living in 
a group home called Ayesha’s Light.  Ayesha’s Light was operated by an organization called 
Mariam’s Footsteps.   
This report is the result of an Inquiry into her death pursuant to The Fatality Inquiries Act (the 
“Act”).   
The Act calls upon the judge conducting a fatality inquiry to make a report to the Minister 
responsible for the Act, which report must contain findings as to the identity of the deceased, the 
time and place of death, the circumstances under which the death occurred, the cause of death, the 
manner of death.  The judge may make recommendations directed to the prevention of similar 
deaths.   
The findings of the judge may not include any findings of legal responsibility or conclusions of law.  
  

II. PRE-INQUIRY CONFERENCE AND INQUIRY PARTICIPANTS 
A Pre-Inquiry Conference was held on February 13, 2017.  
Desiree Knoll, the mother of Nevaeh attended the pre-inquiry conference and the Inquiry through 
counsel. 
Counsel for the Ministry of Children’s Services applied for and was granted interested person status 
at the pre-inquiry conference and attended and participated in the Inquiry through counsel. 
An application for interested person status was made and granted at the outset of the Inquiry on 
behalf of Mariam’s Footsteps.  Mariam’s Footsteps participated in the Inquiry through counsel.  
 

III. WITNESSES 
 
The hearing began on June 12, 2017 and continued until June 16, 2017.  The inquiry resumed on 
August 22 and 23, 2018. 
 
Follow-up information was provided after that date to the parties through Inquiry Counsel.   
 
The Inquiry heard from the following witnesses: 
 
Dr. Bernard Bannach  Assistant Chief Medical Examiner with the Office of Chief Medical 

Examiner for the Province of Alberta. 
 
Erin Harding    Manager with Children’s Services. 
 
Dr. Lyle McGonigle Physician practicing primarily in the area of pediatrics.  Nevaeh had 

been his patient since shortly after her birth.  
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Adanna Njiaju Employee of Children’s Services.  She was involved with Nevaeh and 
her family from 2012 to 2014.   

 
Stacey Upshaw Formerly a child support worker and now human resource manager 

for Mariam’s Footsteps. 
 
Surjit Dhaliwal Former employee of Mariam’s Footsteps.  Was working the night 

shift at Ayesha’s Light on January 4 and 5, 2014.  She gave Nevaeh 
her night medication.  She was finishing her shift the morning Nevaeh 
died. 

 
Divya Sharma     Former employee of Mariam’s Footsteps.  Worked with Nevaeh at 

two of her Mariam’s Footsteps placements.  She was working the 
morning of January 5, 2014 and discovered Nevaeh who was not 
breathing. 

 
Raj Parhar Employee of Mariam’s Footsteps.  Was working upstairs on the 

morning Nevaeh died and responded to Divya Sharma when Ms. 
Sharma called for help.   

 
Kamaljeet Kaur Employee of Mariam’s Footsteps.  Worked with Nevaeh when she 

came to Ayesha’s Light.  Gave Nevaeh her 7 pm medications when 
on shift; never worked the night shift. 

 
Lara Ermino Employee of Mariam’s Footsteps.  Worked starting at 4:30 pm, at 

Ayesha’s Light on January 4, 2014.  She gave Nevaeh medication at 
6:30 pm on that day.   

 
Jill Porter Employed with Ministry of Children’s Services with the Placement 

Resource Assessment Team (“PRAT”).  She met with police after 
Nevaeh’s death, received some of Nevaeh’s medications after her 
death and prepared a report about the placement. 

 
Dr. Michael Rieder Physician with a PhD in biochemical pharmacology.  He was 

accepted as an expert qualified to give opinion evidence in the areas 
of drug properties, adverse drug reactions, and specifically the 
properties of chloral hydrate, its effects and adverse reactions.   

 
Dr. Craig Chatterton Chief Toxicologist for the Province of Alberta.   
 
Staff Sergeant Robinder Gill Member of Edmonton Police Service who was asked to review the 

investigation into the death of Nevaeh Michaud and provide advice. 
 
 
IV. BACKGROUND 
 
Neveah was born December 9, 2005.  As an infant she was hospitalized for a period of time and 
required a nasogastric tube. 
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She was a child with significant physical and cognitive challenges.  An assessment done in 
November 2013 described her diagnoses as follows: severe intellectual disability; severe social, 
emotional, sensory and behavioural dysregulation; profound fine and gross motor deficits; 
microcephaly.    
 
Child Intervention Services became involved with Nevaeh and her family from time to time 
beginning in her infancy.  Nevaeh was subject to an Apprehension Order between January 24 and 
January 30, 2013. An interim custody order was granted January 30, 2013 to take effect March 1.  
She was subject to a Temporary Guardianship Order beginning on March 1, 2013 in effect until her 
death.  
 
Nevaeh’s mother remained in contact with her.  
 
Between January 24 and August 29, 2013, Nevaeh resided in a home called Maliha’s Nest, one of 
the group homes operated by Mariam’s Footsteps.  
 
On August 29, 2013 Nevaeh was moved from that group home to a foster home where she remained 
until November 29, 2013.  Unfortunately, the foster home placement was not successful and another 
placement had to be found. 
 
On November 29, 2013 Nevaeh was moved from the foster home to Ayesha’s Light, another group 
home operated by Mariam’s Footsteps.  Nevaeh remained at Ayesha’s Light until her death on 
January 5, 2014.   
 
The placement at Ayesha’s Light was meant to be temporary.  Children’s Services was looking for 
another foster home or a specialized home that could deal with Nevaeh’s needs.  Such a placement 
had not been located by the time of her death on January 5, 2014.  The Inquiry heard evidence about 
the difficulty of finding a suitable placement for a child with Nevaeh’s needs.  
 
At the time of her death, Nevaeh was on several medications - clonidine hydrochloride, Abilify, 
olanzapine and chloral hydrate.  A metabolite of chloral hydrate – trichloroethanol - was associated 
with her death. 
 
Nevaeh had been under the care of Dr. McGonigle since her infancy.  When she was at Ayesha’s 
Light she was taken to see him on two occasions – December 4 and again on December 11.  A 
follow up appointment was scheduled for January 9, 2014.  Dr. McGonigle did not expect to see 
Nevaeh again before her scheduled appointment unless there was a specific problem.   
 
The staff at Ayesha’s Light kept records relating to Nevaeh’s care.  They completed documents 
referred to as Medication Administration Records (“MAR sheets”) where staff recorded when 
Nevaeh received her various medications and who administered them.  Staff also completed a 
communications log and contact notes documenting the interactions between Nevaeh and staff 
members, including details relating to administration of medication.   
 
On January 4, 2014, the day before her death, Stacey Upshaw drove Divya Sharma and Nevaeh to 
a swimming pool where they met Nevaeh’s mother, father and uncle and spent time swimming.  
When Nevaeh returned to Aleysha’s Light, she was tired.   
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She received her regular 7 pm dose of chloral hydrate at 6:30 that evening.  Notes indicate that she 
was sleeping quietly before the end of the shift at 11 pm.  She woke shortly after midnight and was 
given a second dose of chloral hydrate by Ms. Dhaliwal in accordance with the instructions from 
Dr. McGonigle.  She was asleep again by 1:10 am. 
   
Documentation indicated that she woke at 4:15 am and was given some thickened water to drink.  
She played and sang songs until she fell asleep on the couch at about 6:10 am.   
 
The shift changed at 8 am, at which time Ms. Sharma was assigned to Nevaeh’s care.  Ms. Sharma 
came on shift and checked on Nevaeh who was sleeping and breathing louder than usual.  She was 
unable to wake Nevaeh.  She went to prepare milk for her, returning at 8:20 am.  Nevaeh did not 
respond but was still breathing loudly.  Ms. Sharma went to do paperwork, realizing after some time 
that she could no longer hear Nevaeh breathing.  She checked on her to find she was not breathing.  
She called for help.  Her co-worker, Raj Parhar joined her and did CPR while Ms. Sharma called 
911. 
 
Emergency Medical Services, the fire department and ultimately Edmonton Police Services arrived.  
Nevaeh was taken to hospital.  Ms. Sharma accompanied Nevaeh to the hospital.  Despite efforts 
by group home staff, first responders and hospital staff, Nevaeh was declared deceased at the 
hospital.  
 
Jill Porter is an employee of Children’s Services.  At the time of Nevaeh’s death she was in the 
Placement Resource Assessment Team (“PRAT”).  As an assessor with PRAT she was tasked to 
look into the circumstances surrounding Nevaeh’s death and review Mariam’s Footsteps.   
 
Notes and documents relating to Ms. Porter’s investigation were before the Inquiry.  Ms. Porter 
made some assumptions and reached some conclusions which appear to have been, in part, 
considered by the Medical Examiner, the police and the expert who provided his opinion to the 
Inquiry.   
 
Ms. Porter addressed and considered whether errors were made in administering and recording 
Nevaeh’s chloral hydrate doses, whether chloral hydrate was stored safely at Ayesha’s Light, and 
whether some of the prescribed chloral hydrate was missing or unaccounted-for after Nevaeh’s 
death. 
 
The Inquiry heard evidence relating to those issues from a number of witnesses.   
     
 
V. REPORT AND EVIDENCE FROM THE OFFICE OF THE MEDICAL EXAMINER 
 
Dr. Bannach performed an autopsy on January 6, 2014.  He testified that an external and internal 
examination revealed no injuries or trauma which could account for Nevaeh’s death.   
 
The Toxicology Report indicated that Nevaeh had a high level of trichloroethanol in her body –in 
values that would be within the range of concentrations reported in adult fatalities. 
 
The Toxicology Report described how chloral hydrate is eliminated from the human body.  After it 
is ingested, chloral hydrate is rapidly converted into trichloroethanol.  Trichloroethanol is 
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eliminated from the body more slowly.  In adults trichloroethanol reduces by half approximately 
every 7 hours.  The elimination rate is slower in children; it reduces by half every 10 hours.   
 
The Toxicology Report indicated that it is possible for trichloroethanol to accumulate in the body 
especially in children, and such accumulation could result in drug toxicity.  
 
It was the opinion of the Medical Examiner, as set out in the Autopsy Report, that the cause of 
Nevaeh’s death was trichloroethanol toxicity (an overdose of trichloroethanol).   
 
The Report went on to say that the circumstances leading to the elevated levels of trichloroethanol 
remained unclear, although it identified several possibilities: accumulation of trichloroethanol in 
the body; accidental ingestion of medication (based on the possibility that the medication was 
improperly stored); and the possibility of a medication dispensing error resulting in administration 
of excess chloral hydrate. 
 
Based on these possibilities the Medical Examiner could not determine from the autopsy and 
Toxicology report which of these possibilities led to Nevaeh’s death.  The Medical Examiner left 
the manner of death as “undetermined”.   
 
 
VI. PRESCRIPTION, ADMINISTRATION AND STORAGE OF NEVAEH’S 

CHLORAL HYDRATE MEDICATION 
 

1. When and Why Was Chloral Hydrate Prescribed?  
 

Dr. McGonigle, Nevaeh’s physician from shortly after her birth, was familiar with her history and 
her challenges.  
Nevaeh had problems sleeping.  Dr. McGonigle said that children like Nevaeh often experience 
sleep problems.  He emphasized how important sleep is to a child’s well-being and safety, as well 
as to the ability of caregivers to cope.  Dr. McGonigle began prescribing sleep aids for Nevaeh in 
May 2013.  He tried several medications which did not have the desired effect.  
Dr. McGonigle was hopeful that if Nevaeh’s sleep patterns improved, the foster home placement, 
which began in August 2013 could be maintained.  Dr. McGonigle thought it was a good 
placement for Nevaeh.   
Dr. McGonigle began prescribing chloral hydrate in October 2013 because other medications 
were not working.  He calculated the chloral hydrate dose based on her weight.  Initially he 
prescribed 10 mls to be taken at bedtime with an additional 5 mls if Nevaeh woke up.  The 
instruction was that the second dose would be given prn (“as needed”) if she woke between 
midnight and 3 am. 
On November 4, those instructions were reversed; the foster mother determined that the smaller 
dose (5 ml) was enough to get Nevaeh to sleep and the larger dose would settle her down later in 
the event she woke up.  The instructions respecting administration of chloral hydrate did not 
change after Nevaeh went to the Aleysha’s Light placement on November 29, 2013, and remained 
the same until her death.  
It was Dr. McGonigle’s understanding that the chloral hydrate improved Nevaeh’s sleeping 
patterns, but did not solve them.   
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When Nevaeh arrived at Ayesha’s Light, her medications came with her, including a bottle of 
chloral hydrate. 
Stacey Upshaw was present on November 29, 2013 when Nevaeh arrived at Aleshya’s Light.  The 
foster mother provided verbal instructions respecting Nevaeh’s medications.  Stacey took notes of 
the instructions, typed them up, circulated them among the staff and put them in a binder containing 
information on Nevaeh’s medications, along with other information respecting chloral hydrate.   
 
Ms. Upshaw did not make a note of the quantity of chloral hydrate which arrived at Ayesha’s Light 
with Nevaeh. 
 
Stacey Upshaw said Ayesha’s Light kept the bottle of chloral hydrate which the foster mother 
brought after it had been emptied because it had the original instructions on it.  Otherwise, empty 
bottles were returned to the pharmacy as “dead meds”.   
 
Pharmacy records provided after the conclusion of the Inquiry showed that chloral hydrate was 
dispensed as follows: 450 ml on October 11, 2013; 450 ml on November 7, 2013; 100 ml on 
December 6, 2013; 100 ml on December 17, 2013; 400 ml on December 27, 2013.   
 

2. Administration of Chloral Hydrate at Ayesha’s Light – Were there Administration 
Errors? 

 
Staff at Ayesha’s Light kept a record of when medications were administered to Nevaeh and by 
whom.  Staff completed the MAR sheets and also kept records in the contact notes and logbook.   
The MAR sheets were pre-printed forms with a column for the medication (“drug name and 
dosage”), and times of administration, with a box for the initials of the individual administering 
the medication.  The form contemplated that the chloral hydrate would be administered at 7 pm, 
and at 3 am “if she is awake” (that was the “prn” or “as needed” dose).  The instructions were that 
she was to be given the prn dose if she awoke between midnight and 3 am.  There was no 
flexibility in the form of the MAR sheets to note if the prn dose was given at a time other than 3 
am.  However, the accompanying written materials set out the actual time of administration.   
In her report, Ms. Porter initially identified a number of medication irregularities when comparing 
the MAR sheets with the written records kept by staff.  However, most of those irregularities 
related to Ms. Porter’s interpretation of the records rather than the records themselves.  The 
medication records indicate that Nevaeh was given her 7 pm dose of chloral hydrate regularly 
with the exception of several days after the prescription ran out and the group home was waiting 
for the new prescription.  She received the prn dose frequently. 
Each of the witnesses who administered medication to Nevaeh was familiar with the prescribing 
instructions and each described how she measured the medication before administering it to 
Nevaeh.  
I am satisfied that the MAR sheets together with the written records provide an accurate record of 
the administration of chloral hydrate to Nevaeh during the time she was at Ayesha’s Light. 
 

3. Storage of Medications at Aeysha’s Light – Was Nevaeh’s Chloral Hydrate Improperly 
Stored?  
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The location and manner in which chloral hydrate was stored became an issue in the Inquiry as a 
consequence of some conclusions reached by Jill Porter’s review. A number of witnesses who 
worked for Mariam’s Footsteps testified about how and where Nevaeh’s medications were stored.  
 
The residence housing Aleysha’s Light was a two-level building.  A floor plan for that building was 
an exhibit in the Inquiry.  Nevaeh was the sole resident on the lower level.  
 
Stacey Upshaw, Surjit Dhaliwal, Divya Sharma, Raj Parhar, Kamaljeet Kaur and Lara Ermino, all 
of whom were familiar with the residence at the time Nevaeh was there, testified that Nevaeh’s 
medication was stored in a box in a cabinet.  The cabinet was mounted on the wall of the 
furnace/laundry room located on the lower level.  The room, the cabinet and the box were locked.   
 
None of those witnesses had ever seen a broken lock on the medication cabinet. 
 
Jill Porter reported having done a tour of the Ayesha’s Light premises on January 29, 2014 with 
Sharon Gill, Program Manager for Mariam’s Footsteps.  Ms. Porter was shown the locked laundry 
room with the locked cabinet and locked box inside.  That was identified to her as the medication 
cupboard in the basement.  
 
Two days later, Ms. Porter conducted interviews at the Zebra Child Protection Centre (monitored 
by Detective Gill) with two boys who were residents upstairs at Ayesha’s Light at the time of 
Nevaeh’s death.  Written summaries prepared by Ms. Porter were filed as evidence in the Inquiry.   
 
One of the boys, the 11 year old, is described in Ms. Porter’s summary as saying “that one 
medication cabinet in the kitchen downstairs was broken but they had a different medication storage 
container in the laundry room”.   
 
In describing the information provided by the other boy (the 10 year old) Ms. Porter’s summary 
said this:  

 
When asked where those medications were kept, [the 10 year old boy] stated “well, the 
medicine cabinet downstairs was broken, the piece to lock it was broken so they just kept 
them on the stove in the middle”.  This writer verified his information and the description 
and statements that [the 10 year old boy] consistently provided was that the pill medications, 
“in the packets” and the liquid medication “in the bottle” were put in the middle of the stove 
part because the cabinet was broken. 
 

It is not clear what Ms. Porter was referring to when she says “this writer verified his 
information”.  She did not contact Mariam’s Footsteps after she conducted the interviews with the 
boys to ask about whether medications were ever kept in the kitchen, or whether there was a 
broken lock on any medication cabinet.  
As a part of her assessment, Ms. Porter wrote to Mariam’s Footsteps as follows: 

In addition to tracking, safe storage of medication needs to be consistent and reinforced.  
Recognizing there is policy and protocols about where medications are kept etc., 
information obtained from the assessment suggests that at least one of your staff was not 
adhering to policy”.   



Report – Page 9 of 16 
 
 

LS0338 (2014/05) 

At the Inquiry Ms. Porter confirmed that the only foundation for her conclusion that medication 
may not have been safely stored was the information from the 10 year old boy described above.  
Based on the uncontradicted evidence from all the relevant witnesses at the Inquiry, Ms. Porter’s  
conclusion that Nevaeh’s medication was improperly stored is not borne out.  The evidence from 
all those who worked at Ayesha’s Light was that the medications were kept in the laundry room, 
effectively under triple lock. 
I have no reason to believe that Nevaeh’s medication was improperly stored. 

 
4. What Happened to Nevaeh’s Chloral Hydrate After Her Death?  

 
The Inquiry heard conflicting evidence what happened to Nevaeh’s chloral hydrate at the time of 
her death and later.  
 
Ms. Sharma was assigned the care of Nevaeh on January 5, 2014 and discovered that Nevaeh was 
not breathing.  Ms. Sharma accompanied Nevaeh to the hospital in a separate ambulance.   
 
After the first responders arrived, Ms. Sharma was asked whether Nevaeh was taking any 
medication.  Ms. Sharma said she unlocked the medicine cabinet and grabbed the medications 
comprising of pills and one bottle of chloral hydrate.  She was given a ziploc bag in which to put 
the medications.  She also provided the MAR sheet.  She could not say to which of the first 
responders she provided these items. 
 
Stacey Upshaw had a conversation with Ms. Sharma about what happened to Nevaeh’s chloral 
hydrate on the day of Nevaeh’s death.  Ms. Upshaw prepared a memo dated January 21, 2014 of 
that conversation.  The memo read: 

 
It was requested of the writer to speak with the staff whom was 1:1 with Nevaeh on the day 
she passed away to see what medication went with the EMS and how much.  Writer spoke 
to Divya and asked her what medication they took, she informed writer that Chloral Hydrate 
and the roll of her pills went with EMS.  Writer asked her how much of the Chloral Hydrate 
was left in the bottle, whether it was full or not.  Divya informed writer that the bottle was 
not full, however it was about ¾ full still.  Writer confirmed with Divya that they also took 
what was left of her week supply of pills from the pharmacy and she stated yes.  Writer 
thanked her.  
  

When she testified at the Inquiry, Ms. Sharma did not recall this conversation with Ms. Upshaw, 
but did not dispute that it took place.   
Raj Parhar who was present when the first responders came to Ayesha’s Light and Nevaeh was 
taken to the hospital, recalled EMS asking for Nevaeh’s medications and Ms. Sharma handing 
them over together with the MAR sheet.   
Notes from Ms. Porter’s investigation indicate that Ms. Porter spoke to Captain Tarnowski with 
Edmonton Fire Department who told her that medication and MAR sheets were taken from the 
group home with Nevaeh. The last his crew saw of them was at the hospital.   
Ms. Porter contacted the Grey Nuns hospital about the medications and the MAR sheet.  It would 
appear that the MAR sheet was recovered, but the bottle of chloral hydrate was not. 
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Detective Robinder Gill was brought into the investigation on January 22, 2014.  He said he spoke 
to EMS who told him that they “did not seize the medication”.  He spoke to a representative of the 
fire department who told him that they did not seize the medication.  It is not clear to whom he 
spoke at either of these organizations.   
Detective Gill said that EPS did not seize any medication.   
On January 15, 2014 Jill Porter spoke to Sharon Gill (Program Manager for Mariam’s Footsteps) 
about Nevaeh’s medications.  Ms. Porter’s notes set out the information that was conveyed to her:  

This writer spoke to Sharon Gill, Program Manager for Mariam’s.  She verified with the 
team lead Stacey that the medications were in two places.  One, there was medications still 
locked up at the placement.  Two, EMS took some of the meds and their med mark [sic] 
sheet when they took Nevaeh that morning.  The team lead was unsure if they knew what 
EMS took but would try and find out.  In regards to the meds left at the home, Mariam’s 
staff will work out a plan to get them to this writer. 

Ms. Gill then asked Ms. Upshaw to get any of Nevaeh’s remaining medication and take it to Ms. 
Pratt.   
At the Inquiry Ms. Upshaw said that in response to this request she went to the group home and 
picked up medication the pharmacy had delivered after Nevaeh’s death – she described it as her 
weekly supply of pills.  Ms. Upshaw said she went to the medication cabinet and grabbed the 
empty bottle of chloral hydrate which had come to the home with Nevaeh from the foster home.   
Ms. Upshaw took the empty bottle and some pills to Jill Porter.  She prepared a memo dated 
January 15, 2014 setting out what she took to Ms. Porter: 

It was requested of the writer to take whatever was left behind at Ayesha’s Light for 
Nevaeh’s medication to Jill at the P.R.A.T. office.  Writer went to Ayesha’s Light and 
picked up the weekly supply of Nevaeh’s pills that were dropped off by the pharmacy, the 
empty bottle of Chloral Hydrate which was given by the foster mom, the leftovers of her 
medication that was given initially on intake until the new prescription was given, as well 
as Nevaeh’s PRN creams for her dry skin. 

It was Ms. Upshaw’s understanding that the bottle of chloral hydrate that was dispensed 
December 17 would have been used up and returned to the pharmacy as “dead meds”, and that the 
bottle of chloral hydrate that was dispensed December 27 went to the hospital with Nevaeh.  Ms. 
Upshaw did not believe there was a new bottle of chloral hydrate with the medications sent after 
Nevaeh’s death (and the information respecting when the chloral hydrate was dispensed appears 
to bear that out).  Ms. Porter’s evidence suggested that another bottle was sent after Nevaeh’s 
death but that it was returned to the pharmacy.   
Ms. Upshaw said when she went to the locked cabinet to retrieve medications in order to take 
them to Ms. Porter the empty bottle that had originally come from the foster mother was the only 
bottle of chloral hydrate she retrieved and took to Ms. Porter’s office. 
Ms. Porter, however, said her office received two bottles of chloral hydrate.  She was not present 
when these bottles arrived so could not speak to who brought them or when.  She said the bottles 
arrived at her office sometime after January 20, 2014.  She has no note of when they arrived.   
Ms. Porter was not able to address the provenance of those two bottles but assumed they both came 
from someone with Mariam’s Footsteps (pursuant to her request). 
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Ms. Porter said one of the bottles she received was empty and one was partially full.  She described 
the empty bottle as the one which had been dispensed December 17 and the partially full bottle as 
the one which was dispensed December 27.   
 
She said that the December 27 bottle contained less medication than she thought it should have 
contained.  She said that, assuming Nevaeh began receiving chloral hydrate from that bottle on 
December 27 (when it was dispensed), her calculations indicated that the maximum Nevaeh should 
have received was 15 ml per day (for 9 days – December 27 to January 4)  so the amount which 
should have been used from that bottle would have been 135 ml, leaving 265 ml (400 – 135 = 265) 
in the bottle as at Nevaeh’s death on January 5, 2014.   
 
Ms. Porter’s evidence was that there was only 125 ml left in the partially full bottle she received - 
less chloral hydrate than should have been in the bottle if the medication had been dispensed at 15 
ml per day from December 27.  She did not measure the amount left in the bottle, but said she 
“eyeballed” the amount.  She concluded that there was 140 ml of chloral hydrate “unaccounted for” 
based on her calculations of what “should” have been used and what she estimated  was in the bottle 
(ie 265 ml should have remained; 125 ml was in the bottle).    
 
She made no contemporaneous notes of these observations.   
 
Ms. Porter said she took the bottles to the office of the Medical Examiner.  Her notes say:  
 

This writer did provide Dr. Bannach the last bottle of chloral hydrate and he stated he would 
take it to their lab to ensure it had the correct concentration of medication that was listed.  
He stated this would rule out any pharmacy error, where they inadvertently had a higher 
dosage of medication in the bottle than should be. 
 

Ms. Porter’s notes also indicate that she spoke with Dr. Chatterton about a bottle of chloral 
hydrate, and that Dr. Chatterton 

“… did confirm that according to his calculations, that there was a large amount missing 
from the bottle which was consistent with what this writer and the police had already 
calculated.  He stated he would scientifically measure the amount and put that in his report 
as an actual amount”. 

Ms. Porter said she did not know what happened to the partially full bottle and its contents that 
she left with the Medical Examiner’s office.   
The accounts from Dr. Bannach and Dr. Chatterton differ significantly from that of Ms. Porter. 
Dr. Bannach said he believed a bottle of chloral hydrate was received in his office and that it would 
have gone to the toxicology department.  He did not recall seeing or dealing with a bottle.   
 
Dr. Chatterton said he received a bottle of chloral hydrate syrup on March 13, 2014 and that it would 
have come to him (in the toxicology laboratory) from the autopsy suite.  The bottle was labelled as 
containing 100 ml of liquid and was sealed.  He cannot recall whether the seal was broken.  He 
cannot recall whether the bottle was given to him to analyze its contents and he did not make such 
an analysis.   
 
There is no reference to a bottle of chloral hydrate in the reports prepared by the Medical Examiner 
or in the Toxicology Report. 
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The notion of missing chloral hydrate made its way into Detective Chan’s notes which say that he 
was advised by Ms. Porter that there was chloral hydrate missing that there was a discussion of 
some possibilities as to how that might have come about (medication spilled, pharmacy providing 
a short quantity, Nevaeh getting hold of the medication and drinking it, staff giving too much 
medication).   
 
Detective Gill who was asked to review the investigation said he never saw a bottle of chloral 
hydrate and could not say whether Detective Chan had.  Detective Gill confirmed that the 
information respecting the “unaccounted for” chloral hydrate came from Ms. Porter.   
 
It is impossible to reconcile the evidence respecting the chloral hydrate bottles.   
 
Ms. Sharma and Ms. Parhar said that the bottle of chloral hydrate in use at the time of Nevaeh’s 
death (presumably the one dispensed on December 27) was sent to the hospital with Nevaeh.  Ms. 
Upshaw’s notes of her conversation with Ms. Sharma was that Ms. Sharma recalled that bottle as 
being ¾ full.  No chloral hydrate was recovered from the hospital. 
 
Ms. Upshaw says she dropped off one empty bottle of chloral hydrate at Ms. Porter’s office. 
 
Ms. Porter says she received two bottles (one of which was partially full).  She said the partially full 
one was the bottle dispensed on December 27 and that that 400 ml bottle contained only about 125 
ml.  
 
So the Inquiry has evidence that the December 27 bottle was ¾ full and went to the hospital (and 
never recovered) as well as evidence that the same bottle was received by Ms. Porter and it contained 
only 125 ml. 
 
The Inquiry has evidence that Ms. Upshaw dropped off one (empty) bottle of chloral hydrate to Ms. 
Porter’s office and evidence that Ms. Porter received two bottles (one empty and one containing 
125 ml). 
 
Further confusion is created by the evidence from the Medical Examiner’s office.   
 
Ms. Porter says she took the partially full bottle of chloral hydrate to the Medical Examiner’s office 
and that Dr. Chatterton confirmed her calculations that a large amount of chloral hydrate was 
missing.  Dr. Chatterton says he saw a sealed 100 ml bottle of chloral hydrate.  He did not do any 
analysis of the contents of that bottle.  
 
Effectively the conclusion that there is chloral hydrate that is unaccounted comes from Ms. Porter 
having “eyeballed” a bottle she said she received.   
 
Given the conflicting testimony as to what happened with Nevaeh’s chloral hydrate bottles, and the 
uncertainty respecting the bottle Ms. Porter said she received it is impossible to know for certain 
what Ms. Porter received and what she was “eyeballing” to reach the conclusion that she did.    
 
Any conclusion that there was medication “missing” or unaccounted for is questionable at best.   
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VII. EXPERT EVIDENCE RESPECTING CHLORAL HYDRATE 
 
Dr. Rieder is a Professor in the Departments of Paediatrics, Physiology and Pharmacology and 
Medicine at the University of Western Ontario; Professor and Chair of the Section of Paediatric 
Clinical Pharmacology at Children’s Hospital of Western Ontario and a member of the Division of 
Clinical Pharmacology at the University of Western Ontario and Chief of Staff at Children’s 
Hospital, London Health Sciences Centre.  He is President of the Canadian Society of 
Pharmacology and Therapeutics.   
He describes himself as a clinical pharmacologist with a special interest and expertise in the area 
of drug therapy and adverse drug reactions with a focus on severe and life-threatening adverse  
drug reactions. 
He considered the following issues: 

The appropriateness of the use of Chloral Hydrate to address the sleep problems 
experienced by Nevaeh Michaud; 
What would constitute an appropriate dose of Chloral Hydrate for a 7 year-old child 
weighing 22 kg; 
The expected effects of a recommended dose of Chloral Hydrate and an overdose of 
Chloral Hydrate for said child; 
Appropriate storage conditions for Chloral Hydrate; 
Considerations as to how the pharmacology of Chloral Hydrate can be interpreted in light 
of the circumstances surrounding Nevaeh Michaud’s death. 

Dr. Rieder provided a report and gave viva voce evidence.   His information and opinions were of 
great assistance to the Inquiry. 
In providing his report and viva voce testimony Dr. Rieder relied on the documentation before the 
Inquiry; he did not have the advantage of hearing the viva voce evidence from other witnesses.   
Dr. Rieder described chloral hydrate as an old medication.  In the past it was used as a sedative for 
medical and dental procedures but it has been displaced by other agents.   
It is used primarily in children and then primarily for sedation (as opposed to treating sleep 
disturbances).  Dr. Rieder indicated that there is little research respecting use of chloral hydrate 
for long term or as a hypnotic, and that there is some research to indicate that chloral hydrate is 
less effective for children over 4. 
Chloral hydrate is a “pro drug” - a drug which, of itself has no effect until it is broken down in the 
body.  The principal metabolite of chloral hydrate, which gives it effect, is trichlorethanol.   
The half life of chloral hydrate is very short; it is broken down quickly in the body.  Studies have 
shown only trace amounts remaining in the blood 30 minutes after administration.     
By contrast, the half life of trichlorethanol is 8 to 10 hours.  “Half life” refers to the time it takes 
the drug in the body to reduce in concentration by half.   Thus, half of the trichlorethanol would be 
eliminated from the body within 8 to 10 hours; half of what remained would be eliminated in the 
following 8 to 10 hours and so on.   
Because of its long half life, trichlorethanol can accumulate in the body where a person is 
receiving high therapeutic doses over time.   
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Chloral hydrate is a central nervous system depressant.  Dr. Rieder described its pharmacologic 
effects as including mild cerebral depression that produces deep sleep typically without the 
hangover effects associated with some other drugs used for sedation.  It is a systematic hypnotic 
which diminishes the level of consciousness and affects cognitive ability.   
Tolerance to chloral hydrate will develop within 10 to 14 days with continuous use.  As tolerance 
to the drug develops its symptoms become less apparent.   
Dr. Rieder described the process of “resedation”.  Because trichlorethanol stays in the body for a 
considerable period of time, individuals taking chloral hydrate may fall asleep, wake up and fall 
asleep again.  That is why when using chloral hydrate for sedation a long monitoring period is 
required.    
The mechanism by which trichlorethanol becomes toxic is generally respiratory depression.  
Although trichlorethanol is a cardiac toxin which can cause arrythmia or irregular heart rhythms, 
the commonest mechanism in chloral hydrate deaths is respiratory depression.  He described it 
this way: 

“Your brain gets kind of lazy and – and tired.  Your brain stops sending signals to the 
lungs to breathe adequately.   
You build up CO2 or carbon dioxide.  And the safety mechanism in our brain which 
normally says too much CO2, breathe harder, is sedated and relaxed, so you build up more 
CO2.  And eventually, you get a situation in which your blood oxygen concentration 
drops; carbon dioxide goes up, and that triggers a fatal respiratory event which causes the 
heart to stop.”  

Fatalities involving chloral hydrate have been recorded in situations involving overdose as well in 
settings involving therapeutic doses. 
Dr. Rieder described Nevaeh as a “complex child with multiple co-morbidities, including 
profound developmental delay and sensory and behavioural dysregulation”.  He confirmed that 
children with these problems often have difficulties with sleep which are difficult to treat.  
Therapeutic options are limited. 
Dr. Rieder described the regular dose which Nevaeh was receiving was generous for a child, but 
acceptable.  He described the “as needed” or “prn” dose as being within the range of doses used 
for adults.  
The records indicate that Nevaeh was receiving the “prn” dose frequently (almost every night).  
Information from the foster mother indicated that she had been administering the “prn” dose 
regularly (although there are no records before the Inquiry relating to administration of chloral 
hydrate administered prior to Nevaeh coming to Ayesha’s Light).   
Dr. Rieder indicated that the fact that she was receiving the “prn” dose frequently indicated that 
she was developing a tolerance to it.   
In his report, Dr. Rieder considered several possibilities relating to Nevaeh’s death:  accidental 
ingestion (as a result of medication being improperly stored), administration of additional and 
undocumented doses, and administration of a single large dose.    
The evidence before the Inquiry with respect to the storage of Nevaeh’s medication does not 
support the conclusion that her medication was improperly stored.  Even without that evidence 
however, Dr. Rieder rejected the possibility that Nevaeh may have gained access to medication 
herself.  He found it “improbable” that a child with significant fine motor deficits and swallowing 
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problems could open a bottle of chloral hydrate, ingest it and then close the bottle in a manner that 
it would not be seen or obvious to the group home staff.   
The second possibility – the administration of additional undocumented doses of medication arose 
from Dr. Rieder’s understanding that there was chloral hydrate “missing”.  As has been discussed, 
this possibility was raised by Ms. Porter’s investigation.  It was apparent from the conflicting 
evidence heard at the Inquiry respecting the fate of the chloral hydrate bottle(s) that this 
conclusion is suspect at best.  Moreover the administration of chloral hydrate was charted in 
several places by the caregivers at Ayesha’s Light who were responsible for Nevaeh.  None of the 
records reflect administration of additional doses.  The witnesses who testified said they 
administered medication as instructed and as recorded.   
The third possibility that Dr. Rieder considered was that Nevaeh had been given a single large 
dose.  That possibility also relied in part on the questionable conclusion that there was a quantity 
of chloral hydrate missing. 
Dr. Rieder was asked what result he would expect had Nevaeh been given a single large dose (say 
140 ml – the quantity that was described as “missing”) during the early morning hours of January 
5, 2014 (when the records show that she received the “prn” dose of chloral hydrate).  Dr. Rieder 
said he would expect fatal consequences within an hour.  That result is not consistent with records 
which show that Nevaeh was given her chloral hydrate, fell asleep by 1:10 am, was awake from 
4:15 am to 6:15 am, went back to sleep and was breathing at 8 am. 
Dr. Rieder said that the record of Nevaeh waking and then falling back asleep would be consistent 
with the resedation effect.    
Dr. Rieder testified that if there was no medication “missing” there would be no overdose.  
However, accumulation of the drug arising from receiving the therapeutic dose could have been 
fatal.  Nevaeh’s death could have arisen as a result of administration of chloral hydrate as 
prescribed. 
The possibility that trichlorethanol had accumulated in Nevaeh’s body (apart from accidental 
ingestion or administration of excess chloral hydrate) was also considered by the Medical 
Examiner as one possibility which could have led to Nevaeh’s death.       
 
 
Recommendations for the prevention of similar deaths: 
 
VIII. CONCLUSIONS AND RECOMMENDATIONS 
From the evidence before the Inquiry, I conclude that Nevaeh’s death was caused by an 
accumulation of trichlorethanol resulting from receiving a therapeutic dose of chloral hydrate.   
The manner of death is “accidental”.   
The Inquiry asked Dr. Rieder what recommendations he would suggest could be made involving 
the use of chloral hydrate and to whom those recommendations should be directed.  His response 
was as follows: 

1. Chloral hydrate can be used as a short-term measure to assist with sleep in children 
transitioning to different care situations.  The usual dose is in the range of 50 mg/kg to 
a maximum dose of 1000 mg.  Given that tolerance to the hypnotic effect of chloral 
hydrate is known to develop within 10 to 14 days this should be factored into the 
treatment plan and consideration should be made to wean or stop chloral hydrate shortly 
after the transition is accomplished.  Chloral hydrate is not an appropriate drug for long 
[term] use to assist in sleeping in children. 
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2. Chloral hydrate should be prescribed with this in mind and should be prescribed for a 

defined period of time.  It would be prudent not to have an automatic refill order for 
chloral hydrate but rather to thoughtfully assess the need and safety of prescribing before 
re-filling a prescription for chloral hydrate. 
 

3. Chloral hydrate therapy should be monitored on a regular basis to evaluate dose, efficacy 
and safety.  The therapeutic plan for chloral hydrate should include considerations as to 
when therapy should be weaned/stopped. 

 
Dr. Rieder said it would be prudent to provide these recommendations to the Alberta College of 
Physicians and Surgeons and that they should be brought to the attention of the Canadian Pediatric 
Society.   
I agree with and adopt the three recommendations described above.  I suggest that they be directed 
to the Alberta College of Physicians and Surgeons of Alberta and that also that they be brought to 
the attention of the Canadian Pediatric Society.   
 
   

DATED July 31, 2019 , 
 
 

  

at Edmonton , Alberta. 
Original signed 

  
Elizabeth A. Johnson 

A Judge of the Provincial Court of Alberta 
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