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C
ANADA 

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 

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

on the 16th  day of October , 2012 , (and by adjournment 
    year  

on the 17th, 18th & 19th  days of October , 2012 ), 
    year  

before K. R. McLeod , a Provincial Court Judge,  
  

into the death of Mildred Elizabeth Fahrner 90 
  (Name in Full) (Age) 

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

Date and Time of Death: June 1, 2010 at 23:30 hours 

Place: Rockyview General Hospital 
    

 
 

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)). 
 
Meperidine (Demerol) toxicity. 

  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 report addendum. 

 
Recommendations for the prevention of similar deaths: 
 
See attached report addendum. 
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I.  OVERVIEW 
 
[1] Mildred Fahrner was admitted to the Emergency Department of Rockyview General 
Hospital at about 0236 hours on June 1, 2010. Mrs. Fahrner had significant pain in her hip and 
pelvic area, having tripped and fallen at home on May 31, 2010. 
 
[2] After receiving treatment and while still in the emergency department, Mrs. Fahrner died 
at about 2330 hours on June 1, 2010. The cause of death was meperidine toxicity.  Meperidine 
is also known by the trade name demerol. 
 
[3] Much of Mrs. Fahrner’s treatment in emergency, and much of the focus of this inquiry, 
centered on the management of her pain. 
 
[4] The inquiry heard from eleven witnesses, including Mrs. Fahrner’s daughter Pamela 
Simper, who was at her mother’s bedside for much of Mrs. Fahrner’s stay in the hospital. Of the 
other ten witnesses, four were treating physicians and four were treating registered nurses, 
while the others were the Chief Toxicologist with the Alberta Medical Examiner’s Office and an 
administrator with the Rockyview General Hospital. 
 
[5] In part because of the comprehensive presentation of the evidence and the cooperation 
of the organizations and individuals involved in this matter, I am able to make certain 
recommendations intended to help prevent similar deaths. 
 
 
II.  CHRONOLOGY 
 
[6] This chronology will provide the framework for the narrative evidence of the individual 
witnesses.  All events occurred on June 1, 2010. 
 

• 0236:  Admission of Mildred Fahrner to Rockyview General Hospital Emergency 
Department (Calgary Emergency Medical Services). 

 
• 0256:  “Initial History and Physical Assessment”, handwritten part of admission form 

completed by nurse, including “Allergies & Reactions” described as “Sulfa Penicillin 
Talwin” (by unknown or unidentified emergency department nurse). 

 
• 0330:  Fentanyl protocol order for pain; 50 mgs of Fentanyl given; Mrs. Fahrner “writhing 

in pain” (protocol order by Dr. Walker; chart note, Nurse Kari Skierka). 

 
• 0338: Mrs. Fahrner indicates no change in pain, but appears more comfortable; 50mgs 

of Fentanyl given (chart note, Nurse Skierka). 
 

• 0433:  50 mgs of Fentanyl given, daughter (Mrs. Simper) at bedside (chart note, Nurse 
Skierka). 

 
• 0445:  Patient crying, unable to get comfortable, in pain, 50mgs of Fentanyl given (chart 

note, Nurse Skierka). 
 

• 0500:  Patient continues to writhe in pain (chart note, Nurse Skierka). 
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• 0558:  Order for meperidine: “meperidine inj 50 to 100mg IV q3h PRN, hold Demerol 

and notify MD if SBP < 90, Refer to Parenteral Drug Monograph” (Dr. Ahmed Saleh). 
 

• 0609:  Mrs. Fahrner has been seen by Dr. Saleh (chart note, Nurse Skierka). 
 

• 0616:  Administration of 75mg of Meperidine (Demerol) by IVPB (Nurse Skierka). 
 

• 0710:  Patient “flailing around, very restless.  States pain unchanged.  Daughter at 
bedside”  (chart note, Nurse Skierka). 

 
• 0810:  Patient “remains uncomfortable but is not very restless @ present” (chart note, 

unknown author). 
 

• 1153:  Dr. Basinger meets with Mrs. Fahrner and Pamela Simper. 
 

• 1300:  Patient appears more comfortable (chart note, unknown author). 
 

• 1330 - 1445:  Mrs. Fahrner taken for and returned from hip/joint injection of 
steroids/anesthetic for pain control (ordered by Dr. Basinger). 

 
• 1605:  Patient “moaning in pain” (chart entry, unknown author). 

 
• 1625:  Administration of 50 micrograms of Fentanyl, route IV (by Nurse Christine 

Featherstonhaugh) 
 

• 1640:  Patient resting, quietly moaning, daughter at bedside (chart note, unknown 
author). 

 
• 1900, 1920, 1950:  Patient moaning, new orders received (likely X-ray) (chart notes, 

unknown author). 
 

• 2010:  Mrs. Fahrner moved from amtrack unit in ED to quieter unit in ED. 
 

• 2025:  Mrs. Simper returns from dinner, finds Nurse Karami about to administer demerol, 
requests that she not do that. 

 
• 2029:  Nurse Karami administers 50 mg demerol. 

 
• 2040:  Patient “moaning...mumbling…unable to understand”; daughter at bedside (chart 

notes, Nurse Karami). 
 

• 2125 – 2130(approx):  Mrs. Simper and Mr. Simper leave hospital. 
 

• 2125:  Patient “still moaning but not as loudly still breathing fast and shallow” (chart 
notes, Nurse Degenstein). 

 
• 2130 – 2135 (approx):  Administration of 50 mg meperidine, probably by direct IV 

(Nurse Degenstein). 
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• 2150:  “Patient’s moaning has now subsided…seems a bit more comfortable (“chart 

notes, Nurse Degenstein”). 
 

• 2200:  Dr. Wash paged about Mrs. Fahrner, probably ordered chest x-ray, would see her 
later. 

 
• 2230 (approx):  Dr. Wash attended on Mrs. Fahrner to assess her – shallow 

respirations, other concerns – Narcan administered to offset minimal response – code 
called. 

 
• 2240:  Nurse Karami returned to Mrs. Fahrner’s room; Dr. Godfrey has joined Dr. Wash 

in resuscitation efforts. 
 

• 2300 (approx):  Call to Mrs. Simper at home advising that her mother “in a bad way” . 
 

• 2325:  No change in Mrs. Fahrner’s condition despite resuscitation efforts. 
 

• 2330:  Cardiac arrest, Mrs. Fahrner deceased. 
 
 
III.  WITNESS NARRATIVES 
 
A.  Pamela Simper 
 
[7] In the early morning hours of June 1, 2010, Pamela Simper was called by her brother.  
Her mother was at home and in significant pain on account of falling earlier that day. Mrs. 
Simper asked her brother to call an ambulance and she met her brother, Mrs. Fahrner and EMS 
personnel at her mother’s house. Mrs. Fahrner was taken to Rockyview General Hospital’s 
emergency department by ambulance and Mrs. Simper traveled to the hospital on her own. 
 
[8] She arrived there at about 0300 hours and spent nearly all of the next eighteen or 
nineteen hours at her mother’s side in the hospital. Because of Mrs. Fahrner’s condition and 
Mrs. Simper’s knowledge of her mother’s medical history, she became her mother’s liaison with 
the hospital staff. 
 
[9] Mrs. Simper is not unacquainted with medical matters. In the 1970s and early 1980s, 
she earned a Bachelor of Science in Zoology and a Masters degree in medical physiology. She 
did more than ten years of medical research, first at the University of Alberta in gastroenterology 
research in the pharmacology department, and later in the physiology department at the 
University of Calgary, where she did research in exercise physiology, high altitude physiology 
and hypoxia. 
 
[10] Upon her arrival at the hospital, Mrs. Simper provided the initial medical history for her 
mother to a nurse, possibly Nurse Kari Skierka.  That nurse completed at least some of the 
handwritten portions of the Rockyview emergency admission form.  On that form, under the 
heading “Allergies and Reactions”, were the handwritten words “Sulfa Penicillin Talwin”. 
 
[11] Mrs. Simper also recalled providing the nurse at the same time with two handwritten 
documents about Mrs. Fahrner’s medical history that her mother always carried with her in an 
envelope in her purse. Those documents, so far as Mrs. Simper understood, were taken by the 
nurse to be copied. The originals were returned by the nurse to Mrs. Simper. 
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[12] The first of the documents was a list outlining Mrs. Fahrner’s medical history (mostly 
surgical procedures) in point form from 1942 to 2007. A copy of that document was kept in the 
hospital records. 
 
[13] The second document was a list titled “Allergies”. That list appeared as follows:  

“Sulpha  
Penicillin  
Some pain killers  
Demerol  
*Talwin severe reaction  
LEVITINE  
PhenylButazone severe reaction”  

 
[14] Mrs. Simper explained to the nurse that this second list reflected drugs that Mrs. Fahrner 
either was allergic to or had bad reactions to. Mrs. Fahrner invariably carried these two lists with 
her and provide them to doctors and other medical personnel whenever she sought treatment. 
 
[15] Mrs. Simper spoke to the nurse about the contents of the two lists and, in particular, 
advised the nurse that her mother reacted badly to demerol. After the two lists were returned to 
Mrs. Simper, presumably copied by the nurse, Mrs. Simper placed two documents back into 
envelope. The second document listing drug allergies and bad reactions was provided to the 
inquiry by Mrs. Simper. However, no copy it was produced as part of the medical records kept 
by Rockyview Hospital. 
 
[16] At this time, Mrs. Fahrner was in considerable pain. The pain killer fentanyl was 
administered by way of a protocol that did not require initial physician written approval. Although 
four doses were administered between 0330 hours and 0455 hours, Mrs. Fahrner remained in 
obvious pain and discomfort. 
 
[17] Mrs. Simper testified that she and the nurse, likely Nurse Skierka, discussed other 
options for managing Mrs. Fahrner’s pain. Both Nurse Skierka and Mrs. Simper were very 
concerned about the pain and disorientation Mrs. Fahrner was experiencing. The nurse advised 
that the only other drug she could give Mrs. Fahrner for pain before a doctor saw her was 
demerol. Mrs. Simper said that her mother was not supposed to have demerol because of her 
bad reaction to that drug. After Mrs. Simper said she thought that her mother might have 
received demerol in 2007 when she was in hospital after a car accident, the nurse and Mrs. 
Simper agreed that a small dose of demerol be tried and they would see how Mrs. Fahrner 
reacted to it. 
 
[18] At about 0616 hours, a dose of demerol was administered to Mrs. Fahrner. In Mrs. 
Simper’s view, her mother’s reaction was bad in that she was flailing around and suffering from 
hallucinations and complete disorientation. It did not seem to lower her mother’s pain from ten 
out of ten. The nurse appeared to be very upset as well with Mrs. Fahrner’s reaction to demerol. 
A chart notation at 0710 hours by Nurse Skierka reads “patient flailing around very restless 
states pain unchanged daughter at bedside”. 
 
[19] Mrs. Simper testified that she then asked the nurse to please note in Mrs. Fahrner’s 
chart that that was a test and that she is not to be given demerol again. 
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[20] Apart from various times when Mrs. Fahrner was sent for different diagnostic testing, 
Mrs. Simper remained with her mother at her bedside until about 1930 hours that day. Mrs. 
Fahrner’s pain and discomfort persisted throughout the course of the day. 
 
[21] Some time shortly before noon, Dr. Marilyn Basinger came to see Mrs. Fahrner.  Mrs. 
Simper provided most of the information about her mother’s history and condition to Dr. 
Basinger. Although no fracture had been found in Mrs. Fahrner’s hip as a result of x-rays and a 
CT scan taken in the morning, Mrs. Fahrner’s pain was continuing. Dr. Basinger decided to 
admit Mrs. Fahrner to the hospital, although she remained in emergency. Dr. Basinger also 
ordered the administration of cortisone as a possible pain reduction tool. 
 
[22] Later in the afternoon, Mrs. Simper said that one of the nurses gave her mother Tylenol 
and then aspirin which seemed to provide some limited relief. 
 
[23] At about 1930 hours, Mrs. Simper’s husband came to get her for supper. They left for a 
brief time and returned together some time not long before 2030 hours. They found that Mrs. 
Fahrner had been transferred to another area within the emergency department in a private 
room. Mr. and Mrs. Simper, upon entering the room, observed Nurse Fatmah Karami with a 
syringe in her hand at Mrs. Fahrner’s bedside, apparently about to inject the syringe into the IV 
line. A conversation then ensued between Mrs. Simper and Nurse Karami, more or less along 
the following lines according to Mrs. Simper: 
 

Mrs. Simper:   What are you giving her? 

Nurse Karami:  Demerol. 

Mrs. Simper:   Please do not give her that demerol, she reacts very badly to it. 

Nurse Karami:  Well, the doctor has ordered it. 

Mrs. Simper:   But do not give it to her. 

Nurse Karami:  Well, she’s already had it once today. 

Mrs. Simper:  Yes, she did have it, and she reacted very badly to it and a note 
was to be made in her chart that she was not to have it again. 

 
[24] At that point, Mrs. Simper stated that the nurse simply shrugged her shoulders and 
injected the syringe directly into the IV line. That took about thirty seconds. Mrs. Simper 
believed that she then asked if she could speak to a doctor and was told that he was upstairs 
and not available. 
 
[25] When initially entering the room, Mrs. Simper observed her mother to be quite sedated 
and likely not too aware that she and her husband were back in the room. After the 
administration of the demerol, she and Mr. Simper remained with Mrs. Fahrner to some time 
between 1930 and 2030 hours. During that time, both Mrs. Simper and Nurse Karami were 
concerned that Mrs. Fahrner’s oxygen saturation levels were low. Those levels seemed to 
stabilize around 90% and Mrs. Simper left with her husband. She had not slept since the 
previous day. Mrs. Fahrner seemed at that point to be quite sedated. 
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[26] Soon after arriving at home and getting into bed, Mrs. Simper received a phone call from 
Dr. Wash. He advised her that her mother was “in a very bad way” and that Mrs. Simper should 
come back to the hospital right away. 
 
[27] About ten minutes later, just before she and her husband were about to leave home, 
Mrs. Simper received another call from Dr. Wash to advise her that her mother had passed 
away. Mrs. Simper recalled Dr. Wash saying had administered narcan three times to try to 
combat the demerol but that it did not work and that it should not have happened. 
 
 
B.  Nurse Kari Skierka 
 
[28] Kari Skierka is a registered nurse who had eleven years’ experience as an RN at the 
time of these events. She had been working part time at the Rockyview Hospital emergency 
department from 2003 to 2010. 
 
[29] She started her shift on May 31, 2010 at 2315 hours and ended the shift on June 1 
between 715 and 730 hours. She believes she was assigned to the amtrack area, a unit in 
emergency that deals mostly with broken bones or sutures or things that do not require cardiac 
monitoring. Her recollection of the events relied on her patient charting which allowed her to 
recall some of her dealings with Mrs. Fahrner. 
 
[30] Her patient charting included her handwritten notes in the patient’s chart for Mrs. 
Fahrner as well as entries made into a computer system called SCM, a computer recording 
system relatively new to the Rockyview emergency department at that time. 
 
[31] Nurse Skierka testified that she was not the receiving nurse and did not complete the 
emergency intake form for Mrs. Fahrner which included the handwritten notes about her 
physical assessment and medical history. The nurse who completed that portion of the intake 
document was never identified in the inquiry.  However, Nurse Skierka testified that she wrote 
the entry “Talwin” in the “Allergies and Reactions” box of the form. (On account of that entry, 
she thought she would have taken over the care of Mrs. Fahrner at about 0300 hours.) The 
individual who wrote “Sulfa Penicillin” in the same box was not identified. 
 
[32] Nurse Skierka was unable to identify the source of her information about talwin. More 
generally, she could not recall any specifics of speaking with Mrs. Fahrner or any family 
members. She also did not recall being given the written list of drugs Mrs. Fahrner was allergic 
to or reacted badly to produced by Mrs. Simper. 
 
[33] Nurse Skierka confirmed that the other place where allergies of a patient would be noted 
was in SCM. The SCM record for Mrs. Fahrner’s allergies was produced. It showed allergies to 
talwin, penicillin and sulfa drugs. The status of those three drugs was “active”. Demerol was 
also on the SCM drug allergy list. However, its status was described as “inactive”. Nurse 
Skierka thought it unlikely that she would have reviewed the SCM computer entries for Mrs. 
Fahrner’s allergies. While nurses can input allergies into SCM system, she understood that 
nurses could not remove them from that system and she was not familiar with the “inactive” 
status. 
 
[34] A number of entries relating to Mrs. Fahrner’s care were made by Nurse Skierka 
between 0330  and 0710 hours. Some of those entries relate to Nurse Skierka’s administration 
of fentanyl on four occasions between 0330 and 0500 hours. That was done to alleviate Mrs. 
Fahrner’s obvious pain pursuant to the fentanyl protocol. 
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[35] That protocol allowed nurses to, on the verbal direction of a doctor, administer fentanyl 
for pain without the need for the doctor actually seeing the patient in emergency situations 
where the doctors are busy but the patient immediately needs some medication for pain relief. 
Mrs. Fahrner fell into this category of patient on account of her obvious discomfort and the fact 
that she, according to Nurse Sierra’s notes, was the twenty-third patient still to be seen by the 
doctor at that time. 
 
[36] One of the exclusion criteria under the fentanyl protocol was for a person over sixty-five. 
Nurse Skierka stated that she would have advised the ordering doctor of Mrs. Fahrner’s age. 
 
[37] Nurse Skierka was unaware of any allergies or sensitivity that Mrs. Fahrner might have 
had to fentanyl. If that had been identified in the allergies section of SCM, Nurse Skierka 
understood that medication could not be ordered as the SCM system would prevent that. 
 
[38] Despite the administration of the maximum dose of fentanyl pursuant to the protocol, 
Mrs. Fahrner continued to be in substantial pain. At around 0550 hours, Mrs. Fahrner was seen 
by Dr. Saleh. She does not recall being present for that but would have learned verbally or 
through SCM about Dr. Saleh’s orders. The chart shows an order for meperidine (demerol) 
made by Dr. Saleh at 0558 hours and that Nurse Skierka acknowledged that order at 0615 
hours.  At 0616 hours, the computer record shows that Nurse Skierka administered a dose of 75 
mg of meperidine by IV (piggyback) to Mrs. Fahrner. 
 
[39] Based on her review of the records, Nurse Skierka believed that she would in fact have 
administered the meperidine at around 0605 hours.  The computer note would reflect the time 
she entered the note on the computer rather than the actual administration time. 
 
[40] Nurse Skierka’s notes confirm that Mrs. Fahrner’s daughter was at the bedside 
throughout this period.  While she recalled Mrs. Simper, she did not recall the specifics of any 
conversations with her, including any possible conversations about Mrs. Fahrner’s intolerance 
for meperidine or a request to make a note on the chart to the effect that Mrs. Fahrner ought not 
to be given meperidine after the initial dose. 
 
[41] At 0710 hours, Nurse Skierka noted that Mrs. Fahrner was flailing around and very 
restless stated that her pain was unchanged. Mrs. Simper was again at the bedside. 
 
[42] Shortly after that, Nurse Skierka’s shift ended. She came back on shift that day at 2315 
hours and believes that she went into the code room where Mrs. Fahrner was being treated but 
Nurse Skierka did not participate in the care of Mrs. Fahrner at that time. She did not have an 
understanding of what happened to Mrs. Fahrner. It was only during the week before the 
commencement of this inquiry that Nurse Skierka learned that Mrs. Fahrner had passed away 
from meperidine toxicity. 
 
[43] Nurse Skierka was asked about Dr. Saleh’s meperidine order. It was written as follows: 
“meperidine inj 50 to 100 mg IV q3h PRN”. 
 
[44] Nurse Skierka’s understanding of that order was as follows: 

• “50 to 100 mg”: an individual dose not less than 50 mg and not to exceed 100 mg; 

• “IV”:  intravenously (through an intravenous line); 

• “q3h”:  every three hours; 
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• “prn”:  as needed, preferably as a result of a discussion between the nurse and the 

patient. 

[45] Different witnesses have interpreted this differently with respect to the frequency of 
dosage in the three hour period and how nurses are permitted to deliver the medication through 
the IV method. 
 
[46] With respect to the latter, Nurse Skierka explained that the delivery of the medication by 
IV can either proceed directly through the intravenous line or indirectly through a bag of saline 
so that the drug drips over a certain period of time. The latter method is referred to as “IV 
piggyback”. 
 
[47] Nurse Skierka had never seen demerol delivered by direct IV. In SCM, Nurse Skierka 
noted that  the 0616 hours administration of meperidine for Mrs. Farmer was “IV PB”, indicating 
that she used the piggyback method. In her experience, not all nurses indicate in their notes 
whether the method of IV delivery was direct or piggyback. 
 
[48] Prior to administering medication, Nurse Skierka advised that she is obliged to check the 
system for allergies. That, she believed, would have been done in Mrs. Fahrner’s case. 
 
[49] As for the administration of meperidine generally, Nurse Skierka said that, in her 
experience, meperidine was more commonly used earlier in her career but it became less 
favourable over time as newer medications work as well or better. 
 
[50] A meperidine parenteral monograph was entered into evidence. This record is available 
to medical staff and provides guidance as to the use of meperidine (and other drugs). It 
suggests that the usual dosage range for direct IV or intermittent delivery of meperidine is 10 to 
30 mg. In this case, the order called for a dosage of 50 to 100 mg. Nurse Skierka, like the other 
witnesses in this inquiry, stated that she had never seen a dosage as low as the range of 10 to 
30 mg and was of the view that the customary dosage range was from 50 to 100 mg. 
 
[51] That monograph also provided that sedation, pain scores, and respiration rate should be 
monitored before dose and, in the case of direct IV, 5 and 15 minutes past dose, and, in the 
case of intermittent IV (piggyback), at the end of infusion and 15 and 30 minutes past dose. 
 
[52] Mrs. Fahrner’s chart does not reflect the latter monitoring, either with respect to Nurse 
Skierka’s administration of meperidine or the two doses delivered later in the day by others.  
However, Nurse Skierka acknowledged some familiarity with that protocol in the monograph and 
that, while she may not have followed it precisely, she would have looked at those vital signs 
before and after the delivery of the meperidine to Mrs. Fahrner.  It seems that not all of her 
confirmation of those signs would necessarily have been charted.  In her view, this approach is 
typical for the emergency department environment. 
 
[53] Finally, as for the amount and frequency of the meperidine dosage, Nurse Skierka 
advised that she understands the order of “50 to 100 mg IV q3h” to mean she can deliver a 
single dose of between 50 and 100 mg one time in a three hour period.  If a further dose is 
required, the nurse must wait until the lapse of three hours from the time of the initial dose to 
deliver another dose which can be between 50 and 100 mg. 
 
[54] She testified that is her practice but that it is a grey area.  Some others are of the view 
that the order permits the delivery of more than one dose within a three hour period so long as 
the total amount delivered does not exceed 100 mg.  Indeed, some other witnesses at this 
inquiry interpreted the order in that fashion.   
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C.  Nurse Kristie Wagner 
 
[55] Kristie Wagner was a registered nurse with eleven years’ experience at the time of these 
events.  She had been working at the Rockyview Hospital emergency department since 2006. 
 
[56] Nurse Wagner was the emergency charge nurse on night shift on May 31 to June 1, 
2010, working from 1900 hours on May 31 to 700 hours on June 1.  She worked the same shift 
on June 1 to June 2, returning to work on June 1 at 1900 hours.  As the charge nurse, her 
duties involved facilitating flow, helping out in busy areas, dealing with situations that arise and 
doing a lot of paperwork. 
 
[57] Although as charge nurse she had no patient assignments, Nurse Wagner had some 
involvement with Mrs. Fahrner’s care.  She had no independent recollection of these events at 
all, but, by relying on notes in Mrs. Fahrner’s chart, was able to confirm her involvement to some 
degree. 
 
[58] At around 0341 hours on June 1, 2010, Nurse Wagner varied an entry in the SCM 
system about Mrs. Fahrner’s allergies that involved removing the entry showing an allergy to 
demerol which resulted in the SCM system showing a prior demerol allergy as then having 
“inactive” status. 
 
[59] Although she could not recall any of the circumstances surrounding that, Nurse 
Wagner’s practice respecting removing allergies from the system was to ask the patient but not 
necessarily review the chart. 
 
[60] Her understanding was that nurses had the ability to remove allergies from the SCM 
system.  If removed, that allergy would continue to be shown as inactive.  Nurse Wagner was 
not aware of any hospital or Alberta Health Services policy about removing allergies. 
 
[61] In the case of an allergy notation for demerol, the SCM system would recognize that as 
an allergy for its generic drug name, meperidine, as well.  If a drug was identified as an allergy 
in the SCM system for a patient, a doctor would not be able to place an order for that drug for 
the patient in the system. 
 
[62] Having reviewed the chart, Nurse Wagner stated that there was nothing in there that 
identified the information (its source or content) that led her to remove Mrs. Fahrner’s 
meperidine allergy from the SCM record.  The SCM record showed the demerol allergy for Mrs. 
Fahrner to have been entered in April, 2007, together with entries for allergies to talwin, 
penicillin and sulfa drugs.  Those latter three allergies remained on the system on June 1, 2010.  
Nurse Wagner expressed the view that the best source for allergy information was the patient 
and that ideally the question about allergies should be asked multiple times. 
 
[63] Nurse Wagner also made notes in the chart about the initiation of Mrs. Fahrner’s 
fentanyl protocol at 0353 hours.  Based on her review of the chart and her role as charge nurse, 
she concluded that while she entered the order for the fentanyl, she was not the one who 
administered it. 
 
[64] In Nurse Wagner’s view, the times inputted on a patient’s chart with respect to 
medications are intended to reflect the time the medication was administered.  Entry of the time 
may occur much later than actual administration, so an adjustment to that time is required to 
reflect the actual drug administration time.  However, in Nurse Wagner’s experience, nurses 
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sometimes inadvertently overlook adjusting the time and thus time entries for medication 
administration may not always be accurate. 
 
[65] At about 0311 hours, Nurse Wagner entered an order for a pelvis and hip X-ray for Mrs. 
Fahrner.  That would usually be initiated on approval by a doctor. 
 
[66] With respect to Dr. Saleh’s order for meperidine (“50 to 100 mg IV q3h PRN”), Nurse 
Wagner interpreted that to mean that it permitted the administration of two doses up to 100 
milligrams within a three hour period.  Her practice in relation to that order would be to initially 
give a smaller dose of 50 milligrams by piggyback IV over a period of time and then reassess 
the patient.  If the vitals were still stable and there was still a lot of pain, she may then give an 
additional dose up to 100 milligrams. 
 
[67] She understood that order to permit the delivery either by direct IV or piggyback IV, the 
method to be decided by the nurse administering the meperidine. 
 
[68] Nurse Wagner testified that, in her experience, the most typical amount of meperidine 
administered is 50 milligrams although morphine is more commonly used than meperidine. 
 
[69] She had never seen a meperidine dose of 10 to 30 milligrams as described in the 
Alberta Health Services parenteral maintained by the pharmacy department at the Rockyview.  
She had only seen dosages of either 25 to 75 milligrams or 50 to 100 milligrams. 
 
[70] Nurse Wagner was not aware of any review of the circumstances surrounding Mrs. 
Fahrner’s death.  She only became aware of her death just prior to or at this inquiry. 
 
 
D.  Dr. Ahmed Saleh 
 
[71] At the time of these events, Dr. Saleh was working as an emergency room doctor at the 
Rockyview.  His shift was from midnight to 0700 hours on June 1. 
 
[72] He had certification for both family and emergency medicine, completed his residency in 
2005, and had worked at the Rockyview since 2008. 
 
[73] Dr. Saleh had some recollection of these events but mainly also relied on the charts.  He 
first was approached by a nurse about Mrs. Fahrner at about 0500 hours on June 1, 2010.  Mrs. 
Fahrner was in considerable pain and the morphine earlier administered by paramedics and 
fentanyl administered in emergency had not provided much relief. 
 
[74] At 0550 hours, Dr. Saleh examined Mrs. Fahrner.  He thinks her daughter may have 
been present.  After that and a review of the records, he thought that Mrs. Fahrner probably had 
a hip fracture (although Dr. Saleh said the CAT scan taken later showed that was not the case). 
 
[75] She needed pain relief and probably because the morphine and fentanyl had apparently 
not worked, Dr. Saleh ordered Demerol.  Thinking there was a fracture, he ordered 50 to 100 
milligrams of demerol every three hours. 
 
[76] Dr. Saleh did not recall any discussions with a nurse or Mrs. Fahrner’s family about the 
demerol order or any allergy or sensitivity to demerol.  If an allergy to it existed and was on the 
SCM system, that system would have prevented his order for the demerol from being made. 
 
[77] Mrs. Fahrner’s age was a factor to be considered as one must be careful in giving 
narcotics to anyone over 75, but Dr. Saleh felt that administration of demerol at about 0600 
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hours, some four hours after the administration of morphine by the paramedics, was 
appropriate.  It was not his practice to discuss the risks of a narcotic with the family and he did 
not recall doing that in this case. 
 
[78] His order – “meperidine injection 50 to 100 mg IV q3h PRN” – meant that the patient 
could have a dose of between 50 and 100 milligrams of meperidine every three hours.  If a 
patient remained in pain three hours after the initial dose, another dose of between 50 and 100 
milligrams could then be administered. 
 
[79] As for the Rockyview pharmacy’s meperidine parenteral suggesting a usual dosage 
range of between 10 – 30 milligrams, Dr. Saleh felt that was a very small dose and that the 
usual dose was between 50 and 100 milligrams. 
 
[80] Dr. Saleh did not recall either observing anything or being told anything about a potential 
bad reaction of Mrs. Fahrner to the demerol.  However, because the demerol did not seem to 
effectively diminish Mrs. Fahrner’s pain, he later ordered toradol and then ativan.  That also did 
not help. 
 
[81] Some time after 0700 hours, Dr. Saleh would have handed the care of Mrs. Fahrner and 
other patients over to the morning emergency physician. 
 
[82] Dr. Saleh was not aware that Mrs. Fahrner’s death was caused by meperidine toxicity 
until he “got the letter in the mail probably three months ago”.  That seems likely to be a letter 
about his attendance at the inquiry which would have been received in roughly July, 2012. 
 
 
E.  Dr. Marilyn Basinger 
 
[83] On June 1, 2010, Dr. Marilyn Basinger was the full-time hospitalist on duty at the 
Rockyview emergency department from 0700 to 1900 hours.  As a hospitalist, Dr. Basinger’s 
main duties were looking after geriatric patients in the hospital. 

[84] Dr. Basinger has been working in acute care as a physician for over thirty years and has 
had active privileges at the Rockyview Hospital since 1986. 
 
[85] Dr. Basinger met with Mrs. Fahrner and her daughter Pamela Simper shortly before 
noon on June 1, care of Mrs. Fahrner having been transferred to her at 1143 hours.  She 
independently recalled some of her interactions with Mrs. Fahrner and Mrs. Simper. 
 
[86] Once she saw Mrs. Fahrner and spoke with Mrs. Simper, Dr. Basinger’s main 
involvement in Mrs. Fahrner’s care was to order the administration of a local anesthetic by way 
of a steroid injection into Mrs. Fahrner’s hip as a means to reduce her pain.  That occurred and 
Mrs. Fahrner was taken for that procedure at 1330 hours and was returned to her place in 
emergency at about 1445 hours. 
 
[87] Dr. Basinger did not recall seeing Mrs. Fahrner after the hip injection.  The records she 
reviewed did not reflect whether the hip injection alleviated Mrs. Fahrner’s pain. 
 
[88] Upon Dr. Basinger’s departure from the hospital at about 1900 hours that evening, the 
care of Mrs. Fahrner (and other patients) would have transferred to Dr. Peter Wash, the 
hospitalist who was on duty from 1900 on June 1 to 0700 hours on June 2. 
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[89] Dr. Basinger did not recall any communication between her and Dr. Wash about Mrs. 
Fahrner and doubted that would have occurred. 
 
[90] Dr. Basinger compiled the information she received from Mrs. Fahrner, her daughter, the 
chart (paper and electronic), and the nurses in her consultation report.  She recalled 
commiserating with Mrs. Simper as to the latter’s mother’s situation, both medically and in the 
context of the somewhat unsuitable emergency departmental environment that Mrs. Fahrner 
was in. 
 
[91] Although she saw Mrs. Fahrner’s medical history, Dr. Basinger did not recall seeing or 
becoming aware of an allergy list.  She also did not recall any discussion with Mrs. Simper 
about demerol or meperidine, or an intolerance or allergy to that drug.  She was aware of an 
intolerance to talwin. 
 
[92] Upon her assumption of Mrs. Fahrner’s care, there was an open order for fentanyl 
prescribed by Dr. Saleh.  Although the chart shows that a nurse administered fentanyl to Mrs. 
Fahrner at 1625 hours on June 1, while Dr. Basinger still had the care of Mrs. Fahrner, Dr. 
Basinger was not aware of the administration of that.  That dose was permissible because Dr. 
Saleh’s order was still open and the decision to administer the fentanyl was based on the 
nurse’s assessment as to whether the patient needed it. 
 
[93] Although Dr. Basinger did not recall reviewing the chart note about Dr. Saleh’s order for 
meperidine from 0616 hours on June 1, she was able to offer some observations about that.  
The nurses’ notes indicate that, at 0710 hours, Mrs. Fahrner was flailing around, very restless 
and that the pain was unchanged.  Dr. Basinger could not say whether this was directly related 
to the meperidine. 
 
[94] However, Dr. Basinger said that the primary concern was Mrs. Fahrner’s obvious level of 
pain and discomfort and various apparently unsuccessful efforts by nurses and physicians to 
manage that pain.  That is why Dr. Basinger sought to attempt something different, the hip 
injection. 
 
[95] With respect to the meperidine order, Dr. Basinger said she had not prescribed 
meperidine for many years.  While routine many years ago, she advised that meperidine has 
fallen out of favour, partly because of its effect of depressing the person’s system.  Her view 
was also that it should particularly not be used for the elderly.  That general picture of 
meperidine had been, in Dr. Basinger’s view, available to practitioners for some years. 
 
[96] As for the particulars of Dr. Saleh’s meperidine order, Dr. Basinger said it meant that one 
dose of between 50 and 100 milligrams could be administered every three hours.  The amount 
of that dose and the time to administer it is in the nurse’s judgment, based on the assessment of 
the patient’s needs.  However, once one dose was given, another dose, regardless of quantity, 
could not be given until three hours had elapsed after the administration of the first dose.  One 
must wait three hours to see what effect the first dose had. 
 
[97] At the inquiry, Dr. Basinger reviewed the chart of June 1, 2010, respecting the 
administration of two 50 milligram doses of meperidine, at 2029 hours and at 2155 hours.   
 
[98] In her opinion, the second dose did not fall within the parameters of Dr. Saleh’s order.  
These doses, administered apparently 86 minutes apart, could only have been given with a 
minimum of three hours of separation.  Indeed, having regard to Mrs. Fahrner’s condition at that 
time – increasing oxygen requirements, very confused and delirious – Dr. Basinger’s view was 
that Mrs. Fahrner should not have been given meperidine at all at that time. 
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[99] The order calling for a dosage range of 50 to 100 milligrams was, in Dr. Basinger’s view, 
the standard dose for meperidine.  It would be delivered by way of a piggyback IV, in a saline 
solution, intravenously over a period of time.  In her experience, meperidine would not be 
delivered by way of a direct IV (loading a syringe and directly pushing it in) and she understood 
that nurses do not do a direct IV. 
 
[100] Dr. Basinger was shown the SCM computer-generated record for Mrs. Fahrner that 
listed allergies.  Four drugs were listed, demerol, talwin, penicillin and sulfa drugs.  All four 
appeared to have been entered onto the system on April 13, 2007.  The latter three were 
described as “active”.  The demerol was described as “inactive” and appeared to have been 
“last modified” by Nurse Skierka on June 1, 2010.  Dr. Basinger was not familiar with the page 
and did not understand the inactive status for demerol.  She had not seen the page when Mrs. 
Fahrner was admitted and simply did not know what it meant. 
 
 
 
F.  Nurse Fatmah Karami 
 
[101] Fatmah Karami was working the night shift in the emergency department from 1950 
hours on June 1 to 0730 hours on June 2.  She did not have any particular patients assigned to 
her; her duties involved assisting other nurses with their patients in a particular area of the 
emergency department.  Mrs. Fahrner was one of those patients. 
 
[102] Nurse Karami trained as a nurse in Iran and came to Canada in 2004, where she took 
more training and qualified as a registered nurse in Alberta in 2008.  She began working part-
time at Rockyview Hospital in 2008 and was employed full-time there in 2010. 
 
[103] Although Nurse Karami said she had some memory of these events, it was evident that 
her recollection relied almost entirely on her review of the hospital records and particularly her 
charting notes. 
 
[104] She believed that she was told by Nurse Dwayne Degenstein, Mrs. Fahrner’s primary 
nurse, that Mrs. Fahrner had some sort of fracture.  Ordinarily, she would also have reviewed 
the patient’s chart and the information on SCM to learn about her situation.  Understandably, 
she did not recall if she did that in this case. 
 
[105] The first record of Nurse Karami’s involvement with Mrs. Fahrner was the administration 
of meperidine.  The nursing chart contains Nurse Karami’s handwritten note at 2025 hours “see 
EMAR” (the electronic medication administration record, a part of the SCM computer record 
system).  There is an entry at 2029 hours in the SCM showing the administration of 50 mg of 
meperidine by Nurse Karami by “Route: IV”. 
 
[106] Nurse Karami’s usual practices before administering medications involve checking the 
doctor’s orders and reviewing SCM. Amongst other things, that would reveal any medication 
intolerances or allergies.  Nurse Karami cannot recall doing that in this case. 
 
[107] As to what led up to the administration of meperidine to Mrs. Fahrner at 2029 hours, 
neither the records nor Nurse Karami’s recollection provide information about that. 
 
[108] Based on her chart, it appears that Mrs. Fahrner was moved from the amtrack 
emergency area to the area in the department where Nurses Karami and Degenstein were 
working at about 1950 hours.  There is a note in the chart at 2010 hours from Nurse 
Degenstein, Mrs. Fahrner’s new primary nurse, indicating he took a report from the amtrack RN 



Report – Page 16 of 31 
 
 

J0338 (2007/03) 

about Mrs. Fahrner.  At 2015 hours, Nurse Degenstein recorded certain of Mrs. Fahrner’s vital 
signs. 
 
[109] Although Nurse Karami administered the 50mg of meperidine about 15 minutes after 
that, she could not say for sure what prompted that.  She may have had a conversation with 
Nurse Degenstein but could not recall that. 
 
[110] Although the SCM shows delivery by way of “IV Direct”, Nurse Karami felt that the 
meperidine was more likely delivered by IV piggyback rather than directly.  She, like some other 
nurses, does not always record “piggyback” even though that may be the administration 
method. 
 
[111] Although Nurse Karami’s notes reflect “daughter at bedside” at 2040 hours, she did not 
recall anything about Mr. and Mrs. Simper being present when she was delivering the 
meperidine at 2029 hours or the conversations about that testified to by Mrs. Simper.  More 
precisely, she did not recall Mr. and Mrs. Simper requesting her not to administer the 
meperidine and being told that Mrs. Fahrner earlier reacted badly to meperidine and was 
allergic to it. 
 
[112] The records show that Nurse Degenstein administered another 50 milligram dose of 
meperidine to Mrs. Fahrner at about 2155 hours (or possibly earlier).  Nurse Karami did not 
recall anything about that or any conversation with Nurse Degenstein about Mrs. Fahrner 
possibly needing more meperidine. 
 
[113] She did make nursing notes briefly assessing Mrs. Fahrner’s condition and some vital 
signs at 2040 and 2055 hours. 
 
[114] Asked about the meperidine parenteral monograph, Nurse Karami recognized these 
materials generally as a source for information about medications available to nurses and 
others.  Despite the monograph’s description of the usual dosage of 10 to 30 milligrams, Nurse 
Karami testified that the typical dose in her experience was 50 to 100 milligrams.  The amount 
delivered would depend upon the patient’s particular circumstances, with smaller and older 
patients being more likely to receive 50 milligrams. 
 
[115] The monograph also stipulated baseline monitoring of respiration rate, sedation and pain 
scores both before the dose and, in the case of direct IV, 5 and 15 minutes post dose, and, in 
the case of intermittent IV infusion (piggyback), 15 and 30 minutes post dose.  Nurse Karami 
confirmed that the records did not show notes about Mrs. Fahrner’s sedation levels pre and post 
dose.  However, she felt that she likely would have talked to Nurse Degenstein before she 
administered the meperidine about that. 
 
[116] As for how much and how often meperidine could be administered in accordance with 
Dr. Saleh’s order, Nurse Karami’s evidence was not entirely clear.  She testified that if an initial 
50 milligram dose did not seem to work before three hours had elapsed, she would usually 
speak to a doctor about another dose.  Her evidence seemed to be that there was a general 
rule of a three hour wait that could be abridged in certain circumstances.  Whether that could be 
done by a nurse of her own volition was not clear. 
 
[117] Nurse Karami’s final entries with respect to Mrs. Fahrner were at 2240 and 2250 hours.  
With respect to the first, that noted that Dr. Wash was at Mrs. Fahrner’s bedside and Mrs. 
Fahrner was to be moved to the code room.  The latter note reflected Mrs. Fahrner’s lack of 
response to the code team’s efforts. 
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G.  Nurse Dwayne Degenstein 
 
[118] Dwayne Degenstein a registered nurse working in the 30 block of the Rockyview 
Hospital on the 1900 to 0700 hours shift on June 1 - 2, 2010. 
 
[119] He became a nurse in 2005, working at surgery at the Rockyview Hospital and then 
moving to the emergency department in 2009. 
 
[120] Nurse Degenstein was unable to recall if he was Mrs. Fahrner’s primary nurse and his 
review of the records did not seem to assist him in determining that.  Although he thought he 
had some recollection of dealing with Mrs. Fahrner, it was apparent that Nurse Degenstein’s 
memory of these events was entirely reliant on the charting and other records. 
 
[121] His first involvement was dealing with a nurse from the amtrack location when Mrs. 
Fahrner was moved to the 30 block of the emergency department at about 2010 hours.  Mrs. 
Fahrner was apparently having difficulty with pain and possibly had a broken hip. 
 
[122] He did not recall reviewing the triage sheet, Mrs. Fahrner’s chart or the SCM system but 
probably would have done that.  That is not a fixed protocol upon a patient transfer, but it is a 
common practice.  Nurse Degenstein did not recall speaking with any family members.  He was 
not aware of any possible adverse reactions Mrs. Fahrner might have had or could have to 
meperidine. 
 
[123] Nurse Degenstein initially increased the amount of oxygen for Mrs. Fahrner because of a 
high respiratory rate and low oxygen saturation rates. 
 
[124] A review of the records which Nurse Degenstein said likely would have occurred would 
have given him information about Mrs. Fahrner’s allergies, if any, her pain medication history, 
and any open medication orders. 
 
[125] With respect to Dr. Saleh’s order for meperidine, Nurse Degenstein said it meant that a 
nurse could give Mrs. Fahrner 50 milligrams up to 100 milligrams of meperidine in any three 
hour period.  In other words, anything up to 100 milligrams could be given in one or more doses 
within a three hour period. 
 
[126] In Nurse Degenstein’s experience, while doctors sometimes order meperidine, that is not 
done very often.  When it is, the typical dose is 50 to 100 milligrams. 
 
[127] The meperidine monograph is something that Nurse Degenstein might look at if he had 
not administered the particular drug recently.  The suggested dosage of 30 to 50 milligrams in 
the parenteral was not something he had encountered in actual practice  
 
[128] The chart shows that Nurse Degenstein administered 50 milligrams of meperidine to 
Mrs. Fahrner at 2155 hours.  He believed that he did that because, as reflected in his chart 
notes, Mrs. Fahrner was “still moaning but not as loudly” at that time.  He said that he would not 
have had a conversation with Mrs. Fahrner about that because his chart notes indicate that she 
was not able to converse at that time.  As a result, this dose of meperidine was given to Mrs. 
Fahrner solely on account of Nurse Degenstein’s observations that Mrs. Fahrner was 
uncomfortable and in pain.  Nurse Degenstein thought he would have been aware, either 
through the chart or a conversation with Nurse Karami, of Nurse Karami’s administration of 50 
milligrams of meperidine to Mrs. Fahrner at 2029 hours. 
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[129] Nurse Degenstein’s note in SCM was that the 2155 delivery of meperidine was by 
“Route: IV”.  In his view, that could have meant either by way of direct IV or IV piggyback.  Not 
all nurses note (by adding “PB”) that a medication has been delivered by piggyback IV rather 
than direct IV.  He thus could not say which method he used to deliver the meperidine to Mrs. 
Fahrner. 
 
[130] A question arose as to the time that Nurse Degenstein administered the meperidine to 
Mrs. Fahrner.  His SCM notes record that as occurring at 2155 hours.  In fact, it seems likely 
that occurred shortly after 2130 hours. 
 
[131] The records show that Nurse Degenstein obtained the meperidine from the narcotic 
dispensary at 2130 hours.  His practice is generally to then immediately go back to the patient 
and administer the medication.  The note in SCM about the administration of the medication is 
often made some time later, especially if the nurse is busy.  In Nurse Degenstein’s view, the 
SCM time is often four or five minutes later than the actual time.  Nurse Degenstein also said 
that it was common that nurses inputted the note entry time rather than the medication 
administration time into SCM.  All of those factors taken together mean that the SCM medication 
time can easily be inaccurate and later than the actual administration time. 
 
[132] In Nurse Degenstein’s view, that occurred in this case and the 2155 hours dose of 
meperidine was actually administered by him just after 2130 hours.  That means that Nurse 
Degenstein’s dose of meperidine was administered about an hour after the dose delivered by 
Nurse Karami. 
 
[133] That is supported by an entry made by Nurse Degenstein at 2150 hours on Mrs. 
Fahrner’s chart showing some vitals and observations about some lessening discomfort that 
was clearly written after his administration of meperidine. 
 
[134] The next note in the record is Nurse Karami’s note of 2240 hours reflecting Dr. Wash’s 
attendance at Mrs. Fahrner’s bedside.  If anyone attended to or observed Mrs. Fahrner between 
2150 and 2240 hours, that is not reflected in the records. 
 
[135] Nurse Degenstein was not sure when he learned of Mrs. Fahrner’s death, but it was 
likely later that night.  However, he was not aware of the cause of death being meperidine 
toxicity until about a week before this inquiry.   
 
 
H.  Dr. Peter Wash 
 
[136] Dr. Wash was the hospitalist who was working the shift from 1900 hours on June 1 to 
0700 hours on June 2. 
 
[137] He has been a physician since 1996, when he obtained his medical degree in South 
Africa.  Dr. Wash had been working as a hospitalist at the Rockyview Hospital since 2002. 
 
[138] The care of Mrs. Fahrner would not have been directly handed to him, as he would have 
taken over about 150 patients in the hospital when he began his shift.  Discussions would occur 
at that time about any problematic patients. 
 
[139] Overall, Dr. Wash had just a vague recall of dealing with Mrs. Fahrner and, his 
recollections mainly came from the hospital records, including his own notes in the chart made 
after the resuscitation attempt. 
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[140] The first note relating to Dr. Wash was a nurse’s entry on the chart at 1950 hours 
indicating “Dr. Wash aware”.  According to Dr. Wash, that likely reflected a page he received 
and answered.  He was in another area of the hospital at the time, dealing with a patient with a 
more urgent issue.  Dr. Wash would have spoken with the nurse caring for Mrs. Fahrner by 
telephone and ordered a chest X-ray.  He did not initiate any further treatment at that time and 
did not order any meperidine. 
 
[141] Dr. Wash would have advised the nurse that he would come and see Mrs. Fahrner at 
some stage.  Based on the information provided by the nurse at that time, there was nothing 
emergent requiring his attendance then. 
 
[142] After dealing with other patients, Dr. Wash came to Mrs. Fahrner’s room to assess her at 
about 2240 hours.  Her room was in a somewhat isolated area.  He had not been specifically 
called to see her then or after his initial conversation with the nurse.  He immediately observed 
that Mrs. Fahrner was in trouble and began the effort to resuscitate her. 
 
[143] He called a nurse in to assist with ventilating Mrs. Fahrner.  Dr. Wash administered the 
first of three doses of narcan, a drug that can reverse the effects of narcotics or too much 
medication in some cases. 
 
[144] At some point, Dr. Godfrey came in to assist in the resuscitation, probably after Dr. 
Wash “coded” Mrs. Fahrner. 
 
[145] Despite the efforts of the physicians and nurses, neither the narcan nor the other efforts 
to resuscitate Mrs. Fahrner were successful and she died at about 2330 hours.  Dr. Wash made 
a note at that time as follows: “? Narcotic related”.  That expressed his view that Mrs. Fahrner’s 
system was suppressed by narcotic medication. 
 
[146] Dr. Wash also testified about the use of meperidine.  In his experience, it is something 
not often used.  For elderly people, he would use a smaller dose of 25 to 50 milligrams every 
couple of hours, but one needs to take the overall clinical situation into account in making that 
determination. 
 
[147] The order “meperidine injection: 50 – 100 mgs, IV, q3h, PRN” means that, in Dr. Wash’s 
view, nursing staff could use their discretion to give one dose of between 50 and 100 milligrams 
every three hours.  He acknowledged that it could be interpreted as more than one dose within 
three hours so long as the total administered did not exceed 100 milligrams, but that would be a 
“misinterpretation”.  The order would usually be regarded as requiring a spacing of three hours 
between doses. 
 
[148] Dr. Wash’s understanding was that an order of this kind could only be delivered by 
nurses by piggyback IV and nurses would not be permitted to deliver the meperidine by “rush” 
or direct IV. 
 
[149] As for the meperidine monograph and its recommended dose of between 10 and 30 
milligrams, Dr. Wash had never seen a dose as low as 10 milligrams and felt that would have no 
more impact than Tylenol. 
 
[150] Asked for recommendations to prevent similar deaths, Dr. Wash suggested that in cases 
of patients requiring more than one dose of a narcotic drug every two or three hours 
intravenously, the physician ought to probably first reassess the situation.  In Mrs. Fahrner’s 
case, in light of the last recorded check of her vitals at 2150 hours before Dr. Wash attended at 
2240 hours, and following two doses of meperidine given over an hour or so, in an ideal world, 
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Mrs. Fahrner should have been monitored more regularly.  The new emergency department at 
the Rockyview however has better observation capabilities. 
 
 
I.  Dr. Christopher Godfrey 
 
[151] Dr. Godfrey has been an emergency room physician since 1974 and working in that 
capacity at the Rockyview Hospital since 2002.  He was also the site chief at the Rockyview 
emergency department from 2002 to 2011. 
 
[152] On June 1, 2010, Dr. Godfrey was working as an emergency room physician on the 
1700 to 0100 hours shift.  He was called in to assist with the effort to resuscitate Mrs. Fahrner.  
As well, Dr. Godfrey was able to testify about certain administrative aspects of the operation of 
the emergency department at the Rockyview at that time. 
 
[153] Although Dr. Godfrey had reviewed the medical records to refresh his memory about 
these events, he also independently had “quite a bit of recollection of that shift”. 
 
[154] Dr. Godfrey first saw Mrs. Fahrner just before 2325 hours on June 1, when he was 
called to assist in the code room with her resuscitation.  However, he was aware of Mrs. 
Fahrner, having been generally apprised of her situation by the physician handing over her care 
to him when he came on shift at 1700 hours.  He understood that Mrs. Fahrner had required 
doses of analgesics to control her pain. 
 
[155] Dr. Godfrey went to see Mrs. Fahrner some time after his shift started but learned that 
the hospitalist (probably Dr. Wash) was seeing her then, so he tended to other duties at that 
time. 
 
[156] When he entered the code room, he observed Mrs. Fahrner being assisted with her 
respiration and he consulted with Dr. Wash.  He and Dr. Wash felt that the narcotics Mrs. 
Fahrner previously received were contributing to her respiratory problems.  Dr. Wash had 
already given Mrs. Fahrner one dose of narcan and Dr. Godfrey recommended that they give 
her another two doses of narcan to see if that would have any effect. 
 
[157] The narcan did not seem to have any impact.  Mrs. Fahrner’s condition was deteriorating 
and, at about the point when the physicians were discussing the unlikely success of their 
resuscitative efforts, Mrs. Fahrner passed away. 
 
[158] With respect to the narcan, it was not clear to Dr. Godfrey and Dr. Wash why it failed to 
improve Mrs. Fahrner’s condition.  However, Dr. Godfrey noted that narcan is typically used on 
younger persons and is intended mainly for overdose situations or where there is an adverse 
effect of a narcotic, not where there is an allergy problem. 
 
[159] As for the meperidine, there was nothing either in the chart or said to Dr. Godfrey about 
any allergy or intolerance to meperidine that Mrs. Fahrner might have had.  Generally, 
meperidine was not regarded by physicians, for a number of reasons, as the first drug to be 
used for pain.  It is more of a back up if first line drugs are not working. 
 
[160] In Dr. Godfrey’s view, Dr. Saleh’s order for meperidine could have been interpreted to 
permit more than one dose of meperidine to be delivered to Mrs. Fahrner within a three hour 
period, so long as the total dose in that period did not exceed 100 milligrams.  However, he had 
spoken with many nursing staff who would not interpret the order in that fashion but instead 
regard it as permitting only one dose up to 100 milligrams within a three hour period. 
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[161] Dr. Godfrey described the 100 milligram dose over three hours as a normal dose of 
meperidine for a young, healthy person on no other medications that might interfere with the 
meperidine.  The initial dose he would order for a person with Mrs. Fahrner’s characteristics 
would be a smaller dose of about 25 milligrams.  That of course would depend upon the 
particular clinical circumstances.  The challenge is that there are not a significant number of 
alternatives.  He regarded the dosage recommendations in the meperidine monograph as 
cautious.  However, the monographs prepared by pharmacology staff were useful tools, 
particularly in instances of medications not commonly prescribed. 
 
[162] Dr. Saleh’s order was not clear – beyond intravenously – as to the method of delivery of 
the meperidine.  Dr. Godfrey said it would be standard practice that the nurses would choose 
either direct IV or piggyback IV depending upon the patient’s needs.  The only difference 
between the two would be that the former would result in the meperidine reaching its peak level 
faster (and decrease quickly) and thus problems or adverse effects would likely arise and 
quickly become apparent. 
 
[163] As for allergies and adverse reactions, these are expected to be recorded in two places: 
the nursing notes and the SCM computer system.  Physicians will often review the former but 
not likely search the latter.  The SCM function for the physicians is to generate a warning box 
about allergies or adverse reactions where those exist for a particular medication when the 
physician inputs the order into the SCM system.  The physician can accept that (and not make 
the order) or override the warning.  According to Dr. Godfrey, physicians will enter almost all 
medication orders on the SCM computer system except in cases of resuscitation. 
 
[164] In Dr. Godfrey’s view, if an allergy or intolerance to a drug previously noted in the system 
had been removed, that would be valuable information to a physician in certain cases.  Based 
on the evidence at this inquiry, that information would not appear to be available to physicians 
when an order for a medication is entered into the SCM system. 
 
[165] Overall, Dr. Godfrey’s view was that the primary back-up for these systems about 
allergies and intolerances was the patient and the patient’s family. 
 
[166] Dr. Godfrey was also able to comment on the typical internal review process for 
Rockyview emergency. 
 
[167] So far as he was aware, no internal review took place within Mrs. Fahrner’s case.  
Based on discussions he had, Dr. Godfrey advised that neither the head nurse in emergency 
nor his successor as emergency site chief were aware of any review or, with respect to the 
latter, aware of the case at all.  The apparent lack of a review of Mrs. Fahrner’s case surprised 
Dr. Godfrey. 
 
[168] The review process in Rockyview emergency starts with a chart review by an 
experienced physician.  That first level of review is automatic for patient deaths in emergency.  
Dr. Godfrey thought that should have occurred in Mrs. Fahrner’s case but was surprised that 
individuals who ordinarily would have known about such a review were unaware of one. 
 
[169] The first level reviewer then makes recommendations as to whether the case should be 
further reviewed at the next level, the city wide clinical safety committee.  Not every case is 
reviewed at that level.  That is impossible, but cases that might have an impact on ongoing 
improvements are typically reviewed by the clinical care committee.  The minutes of the 
discussions of that committee are not made available.  During Dr. Godfrey’s tenure with the 
administration, that committee usually met monthly.  The backlog of cases was not substantial 
so that reviews would be completed within a couple of months of the particular incident. 
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[170] As for recommendations that might assist in preventing deaths in similar circumstances 
in the future, Dr. Godfrey emphasized the importance of nurse-physician communications and 
the reliance physicians place on information from nurses.  Sometimes nurses may be reluctant 
to interrupt physicians but that feedback and information flow needs to be encouraged. 
 
[171] One challenge is to identify important information.  There is substantially more 
information available to healthcare professionals in emergency now than some years ago, but it 
is critical that the truly important information be readily available and apparent to nurses and 
physicians.  One needs the means to filter through the information and focus on what is truly 
important. 
 
 
J.  Debbie Goulard 
 
[172] Debbie Goulard was an executive director of Alberta Health Services, based at the 
Rockyview Hospital at the time of the inquiry.  Ms. Goulard had been in that position for four 
years and for the three or four years before that, she was director of emergency departments for 
the Calgary Health Region.  Overall, she had been working for Alberta Health Services for 
sixteen years. 
 
[173] Ms. Goulard’s training was mostly in the nursing field.  As an executive director, she was 
responsible for operations, budget, policy and standards of care for a number of departments, 
including emergency. 
 
[174] Ms. Goulard testified about the review process.  In Mrs. Fahrner’s case, she was not 
aware of any review that came before the quality assurance committee, which is sometimes 
referred to as the safety committee (the quality assurance committee would thus appear to be 
the same clinical safety committee that Dr. Godfrey testified about). 
 
[175] Like Dr. Godfrey, Ms. Goulard understood that a physician would conduct a chart review 
in the case of every death in emergency.  If, following that, the physician’s view is that a quality 
assurance committee review should be undertaken, a timeline is then prepared.  That is 
reviewed and then a decision is made as to whether a quality assurance review is required.  
Ordinarily, if a system issue is revealed by the initial review and timeline, the matter is moved to 
a quality assurance review. 
 
[176] In cases involving system issues (as opposed to staff performance issues), part of the 
quality assurance review involves bringing in the staff directly involved in the case. 
 
[177] The quality assurance committee then makes recommendations for system 
improvements which are assigned for implementation.  The full process usually takes between 
three and six months. 
 
[178] Ms. Goulard expressed the view that it would not have been her expectation that Mrs. 
Fahrner’s case would have gone through a quality assurance review.  That opinion mostly 
turned in the fact that the medical examiner’s reports are not typically available for some months 
after the event.  Indeed, Ms. Goulard testified that it is rare for her to see a medical examiner’s 
report. 
 
[179] Here, the Autopsy Report was completed by the medical examiner on October 6, 2010 
and the Certificate of the Medical Examiner on either October 12, 2010 or December 10, 2010.  
Both reports identified meperidine toxicity as the cause of death.  In light of Ms. Goulard’s 
testimony, if one of those reports or the information about meperidine toxicity had been 
available sooner, a review of Mrs. Fahrner’s death might have been undertaken. 



Report – Page 23 of 31 
 
 

J0338 (2007/03) 

 
[180] However, Mrs. Fahrner’s chart also included Dr. Wash’s query as to whether Mrs. 
Fahrner’s death may have been narcotic related.  Unfortunately, there is no evidence as to why 
that information did not result in a review of the case. 
 
[181] With respect to the recording and adjusting of “allergies and reactions”, Ms. Goulard 
confirmed that was the responsibility of both triage and primary care nurses.  However, Ms. 
Goulard was not certain how that information on the triage sheet is inputted into the SCM 
system.  In 2013, the SCM system was to be adjusted so that the triage notes that were once 
only handwritten would become electronic triage notes and thus be inputted into SCM. 
 
[182] While there is a policy directing staff to document patient allergies or sensitivities to 
medication, Ms. Goulard testified that there is no policy or protocol with respect to changing or 
removing allergies or reactions from the system.  She was not aware of any place in the system 
that would permit the entry of information about the reason for the change or removal of any 
allergy or, presumably, the identification of the source of the information leading to that change 
or removal.  The SCM system, does, however, have the capacity to add types of warnings 
(similar to the warning that occurs when a drug is ordered that the patient has an allergy to). 
 
[183] There is an expectation that information from patients or their family members about 
allergies would be documented, Ms. Goulard noted that it is sometimes difficult for staff, patients 
and family members to distinguish between allergies, sensitivities, adverse reactions and 
common side effects to medications. 
 
[184] With respect to Dr. Saleh’s order for meperidine, Ms. Goulard acknowledged that the 
order could be interpreted by nursing staff in two ways (only one dose between 50 and 100 
milligrams every three hours or up to as much as 100 milligrams in one or more doses in any 
three hour period).  She was not aware of any policy or procedure that established a standard 
interpretation of orders in that form.  In her view, the amount administered can be left to the 
clinical judgment of the nurse.  The possibility of two interpretations did however cause her 
some concern. 
 
[185] In June, 2010, there did not appear to be a specific AHS policy about monitoring patients 
after medication had been administered (outside of the monograph recommendations, which do 
not appear to have been routinely followed).  However, Ms. Goulard noted certain policy 
changes since that time, including an emergency department reassessment requirement at no 
less than one hour intervals that was effective later in 2010.  Another policy implemented later in 
2010 required reassessment of certain vital signs between five and thirty minutes after 
administration of medications, such as narcotics, in the emergency department. 
 
[186] Ms. Goulard also identified certain patient assessment and transfer policies that have 
been implemented since 2010.  While there is no requirement for nursing or other staff to brief 
the receiving nurse about a patient upon a shift change or transfer of care, there is now a policy 
that requires a primary care nurse to assess patients at the beginning of a shift and at the time 
of transfer into that nurse’s care. 
 
[187] In 2012, a transfer report was added to the SCM system that nurses treat as a work in 
progress so that a transfer report can be readily finalized at the time of transfer to another area 
or department. 
 
[188] Since June, 2010 the Rockyview emergency department has been physically changed.  
That has resulted in private rooms for all patients and better lines of sight for nursing staff to 
patients. 
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[189] Finally, Ms. Goulard suggested that greater education for physicians and staff in the 
area of demerol and other medications and elderly patients would be desirable. 
 
 
K.  Dr. Graham Jones 
 
[190] Dr. Graham Jones is the Chief Toxicologist with the Alberta Medical Examiner’s office 
and prepared the toxicology report in relation to Mrs. Fahrner. 
 
[191] Dr. Jones has been Alberta’s Chief Toxicologist since 1985 and joined the medical 
examiner’s office in 1981.  He is also a clinical professor in the Department of Laboratory 
Medicine at the University of Alberta.  He has been qualified as an expert in toxicology many 
times by courts in Alberta.  Dr. Jones was qualified as an expert witness in the area of 
toxicology. 
 
[192] The toxicology report in relation to Mrs. Fahrner was issued on August 27, 2010.  For the 
purpose of preparing that report, Dr. Jones had access to information about Mrs. Fahrner, 
including her medical treatment and circumstances leading up to her death, although he 
received the fuller medical record after preparing the report. 
 
[193] Dr. Jones did not recall directly consulting with his colleague, Dr. Sam Andrews, the 
Medical Examiner and pathologist who prepared the Autopsy Report and Certificate of Medical 
Examiner later in 2010.  However, Dr. Jones’ toxicology report obviously was an important 
factor for Dr. Andrews in arriving at his conclusion as to the cause of Mrs. Fahrner’s death.  
Those reports confirmed that the medical cause of her death was meperidine toxicity. 
 
[194] In his testimony and his report, Dr. Jones addressed the drugs or metabolites found in 
Mrs. Fahrner’s system during the post-mortem examination.  As Dr. Jones explained it, the 
metabolite is the breakdown product of the parent drug in the body as a result of changes the 
body makes to the parent substance. 
 
[195] Meperidine was the only drug found in Mrs. Fahrner’s system in any pharmacologically 
significant amount  The trace amounts of fentanyl, morphine and other drugs were residues 
without any apparent adverse impact on Mrs. Fahrner. 
 
[196] In Dr. Jones’ view, the meperidine levels in Mrs. Fahrner were relatively high, and high 
enough to account for the toxicity that was recorded in her medical chart. In his opinion, the high 
post-mortem concentration of meperidine was consistent with the signs of opiate toxicity Mrs. 
Fahrner exhibited in the period leading up to her death. 
 
[197] The level of meperidine found in Mrs. Fahrner was also in Dr. Jones’ assessment higher 
than the typical levels recorded in the literature for therapeutic doses of meperidine. Dr. 
Andrews’ autopsy report described the toxicological analysis as revealing “a very high 
concentration of meperidine (demerol)”. 
 
[198] According to Dr. Jones, the main pharmacological effect of meperidine is analgesic or 
pain control, with the resulting side effect, particularly in higher doses, of sedation.  That can 
ultimately lead to respiratory depression. 
 
[199] Mrs. Fahrner’s age may also have been a factor in her response to the meperidine.  In 
Dr. Jones’ view, a person of 80 or 90 years may not be able to handle drugs as well as a 
younger person.  In Mrs. Fahrner’s case, her age may have been a significant factor in that her 
system would not have the ability to clear drugs as effectively as when she was younger. 
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[200] While the method of the delivery of the meperidine is in Dr. Jones’ view a matter of 
medical judgment based on patient circumstances, that method could have a bearing on the 
patient’s levels of the drug.  For example, a direct IV push (piggyback) administers the drug 
more slowly than a direct IV and could potentially result in a lower risk for the patient because 
the more direct delivery might result in a peak level of the dose higher than the patient could 
easily tolerate.  Intramuscular delivery may also result in a lower peak than direct IV. 
 
[201] Some of the medical records (including the Autopsy Report) suggested that Mrs. 
Fahrner might have suffered from some liver dysfunction.  In that case, Dr. Jones testified that 
meperidine would not be broken down as quickly and the patient’s ability to metabolize the drug 
might be adversely affected.  That in turn could result in higher blood levels from a given dose. 
 
[202] Dr. Jones gave evidence about the timing and amounts of meperidine administration on 
the assumption that Mrs. Fahrner received two 50 milligram doses, one and a half hours apart 
(in reference to the two doses recorded in the chart at 2029 hours and 2150 hours).  Dr. Jones 
described the main benefit of delivering two 50 milligram doses separated by some time rather 
than a single 100 milligram dose: the latter method does not allow you to monitor the patient to 
see how the patient responds.  However, separated doses do have what Dr. Jones 
characterized as “an additive component”. 
 
[203] That somewhat relates to the half-life of the drug, which in the case of meperidine is 
roughly two to five hours.  According to Dr. Jones, if the two 50 milligram doses of meperidine 
were given to Mrs. Fahrner an hour and a half apart, “there certainly would have been a 
significant amount of meperidine in Mrs. Fahrner’s body when the second dose was 
administered”.  Again, for Dr. Jones, the timing of the dosing in a matter of medical judgment 
“as far as the physician is concerned as to the timing of the dosage and whether it is having 
the desired effect on the patient”. 
 
[204] Dr. Jones was the first witness in the inquiry and did not know that the two last doses of 
meperidine were more likely administered about sixty minutes rather than ninety minutes apart.  
However, it is obvious that a sixty minute gap between doses would have a meaningfully greater 
additive impact than a ninety minute gap.  It is thus reasonable to conclude that there would 
have been an even greater amount of meperidine in Mrs. Fahrner’s system at the time of the 
second dose than was understood by Dr. Jones when he testified. 
 
[205] That significant amount of meperidine in Mrs. Fahrner’s system detected by Dr. Jones in 
the toxicological examination was in turn a factor leading Dr. Andrews to conclude in the 
Autopsy Report that the amount detected “was sufficient to cause severe central nervous 
system depression “and Mrs. Fahrner’s death. 
 
 
IV.  SUMMARY OF CIRCUMSTANCES UNDER WHICH DEATH OCCURRED 
 
[206] In order to summarize the circumstances surrounding the Mrs. Fahrner’s death, it is 
necessary to make some conclusions about the evidence where recollections of different 
witnesses may be incomplete or at variance. 
 
[207] The most important occurrence of that involves the detailed description of events 
provided by Mrs. Simper contrasted to the understandably less detailed recollections of the 
nurses and physicians who testified. 
 
[208] This inquiry took place more than twenty-eight months after the Mrs. Fahrner’s death. 
There did not appear to be any sort of internal review of her death.  Some involved in Mrs. 
Fahrner’s care were not aware of her death until some time after the event.  Many of those 
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involved were not aware until much later (in some cases at or just before this inquiry) that 
meperidine toxicity was the cause of her death.  The Certificate Of Medical Examiner that 
identified the cause of death as meperidine toxicity was prepared in either October or 
December, 2010. 
 
[209] Most of the nurse and physician witnesses relied almost exclusively on the patient’s 
chart or other medical records as the source of their recollections about these events. Not 
surprisingly, those records captured only some of what would have been regarded by the 
authors as the essential elements of Mrs. Fahrner’s medical condition and care. 
 
[210] A few witnesses had some independent memories of some of the circumstances or at 
least of dealing with Mrs. Fahrner and Mrs. Simper. Given the number of patients in emergency 
that nurses and doctors provide care to, the passage of time since these events, the lack of 
post-event information given to most of those involved in Mrs. Fahrner’s care, and the apparent 
absence of an internal review, the lack of independent recollection and the almost total reliance 
on notes or charts is entirely understandable. 
 
[211] For Mrs. Simper, this was obviously a unique, difficult and dramatic event. It is equally 
unsurprising that she would have a more detailed recollection of the circumstances surrounding 
her mother’s care than the hospital personnel. 
 
[212] Having regard to all of those factors, I accept Mrs. Simper’s evidence with respect to the 
details surrounding her mother’s stay at the Rockyview emergency department. While she may 
not have perfectly recalled all of particulars of the experience-partly on account of the obvious 
emotional stress of the events-I accept Mrs. Simper’s testimony in its broad terms as to what 
occurred. 
 
[213] Mildred Fahrner’s death on June 1, 2010 occurred about twenty-one hours after she was 
admitted to the Rockyview Hospital emergency department after she had suffered a fall at her 
home on May 31, 2010.  She was in considerable pain.  In hospital, the challenges were to 
identify the source of Mrs. Fahrner’s pain and to manage that pain.  Unsuccessful efforts in the 
latter respect led to the use of meperidine.  Mrs. Fahrner died because she was given more 
meperidine than her body could tolerate. 
 
[214] The context of her death is comprised of many circumstances.  Two, however, stand out. 
 
[215] First, Pamela Simper, Mrs. Fahrner’s daughter, conveyed to hospital staff that Mrs. 
Fahrner had an intolerance for meperidine and sought to minimize or stop the administration of 
meperidine to her mother.  Those efforts were unsuccessful. 
 
[216] Second, the last dose of meperidine administered to Mrs. Fahrner was not done in 
accordance with the parameters of the order for the drug as intended by the ordering physician.  
That dose was administered about an hour after a previous dose.  The ordering physician 
intended that there be a minimum three hour gap between doses. 
 
[217] Many other factors no doubt contributed to the outcome.  However, many of the critical 
circumstances involved imperfections in and indeed failures of communication. 
 
 
V.  RECOMMENDATIONS FOR THE PREVENTION OF SIMILAR DEATHS 
 
[218] Having regard to the cause of death of meperidine toxicity and the evidence heard at the 
inquiry, there are four broad areas that recommendations for the prevention of similar deaths 
can be directed at. 
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[219] First, it is quite possible that different views amongst medical staff as to how to interpret 
the meperidine order made for Mrs. Fahrner contributed to her death. That raises the question 
of whether the articulation of meperidine and other drug orders should be clarified. 
 
[220] Second, the facts here raise the question of the communication and recording of drug 
allergy and intolerance information. Mrs. Fahrner’s apparent intolerance to meperidine was 
appropriately recorded and then rendered inactive for reasons that we have been unable to 
discern despite a thorough inquiry into the circumstances surrounding that. 
 
[221] Third, there is the matter of communications between patients and their family members 
and medical staff in the emergency department. In this case, Mrs. Simper sought to convey to 
medical staff her concerns of her mother’s intolerance for meperidine. Despite her being an 
especially knowledgeable and articulate advocate for her mother, Mrs. Simper was not 
successful in that regard 
 
[222] Fourth, there was no internal review of Mrs. Fahrner’s death in this case, despite the 
findings of the Medical Examiner that it was caused by meperidine toxicity. 
 
[223] A number of witnesses and counsel for the parties made very useful suggestions as to 
possible systemic or procedural changes that could assist in preventing future similar deaths.  I 
have sought to take all of those perspectives into account. 
 
[224] There are also a number of limitations to any potential recommendations.  The first and 
most obvious is the evidence heard and the scope of the inquiry.  No recommendations can 
properly be made without a proper evidentiary basis. 
 
[225] Limitations also arise because of the prospect of potential unintended consequences of 
recommendations.  Some caution must be exercised to avoid that.  
 
[226] Constraints arise in the area of information exchange between healthcare professionals 
and patient family members because of confidentiality and capacity issues.   
 
[227] There also always needs to be room for the professional judgment and the exercise of 
discretion by nurses and physicians.  Any recommendations must respect that. 
 
[228] Charting and other methods of recording information were identified as an issue in this 
inquiry.  Any recommendations affecting that need to recognize the fact that, while charting and 
recordkeeping are vital means of communication, the primary mandate of nurses and physicians 
is to care for patients. 
 
[229] With respect to the first area, the evidence revealed that Dr. Saleh’s meperidine order – 
expressed in a form common to in-hospital medication orders – was interpreted in different ways  
both in terms of frequency and method of administration.   
 
[230] Accordingly:  
 

It is recommended that Alberta Health Services (“AHS”) and physicians work 
together to create standardized interpretations for medication orders including 
the standardized expression of the frequency and method of administration of 
medications. 

 
[231] While not clear, it is possible that the mode of delivery of the meperidine had a bearing 
on Mrs. Fahrner’s death and it was evident that nurses did not always chart how a medication 
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was delivered to the patient.  It should thus be possible to precisely determine on a review what 
administration method was used for a particular dose of drug. 
 

It is recommended that AHS implement a protocol or policy requiring nurses to 
include precise information on the method of administration of medications. 

 
[232] The evidence also showed that the entry of times of medication administration did not 
always reflect the actual time of delivery.  That creates potential issues for both administrating 
drugs and later review. 
 

It is recommended that AHS consider establishing either policies or mechanisms 
that improve the accuracy of the recording of the timing of the administration of 
medications. 

 
[233] With respect to meperidine itself, the customary dosages used by nurses and 
physicians did not reflect the more conservative recommended dosages in the 
parenteral monograph prepared by Alberta Health Services pharmacy services.  That 
may in turn diminish the credibility of the latter document. 
 

It is recommended that AHS pharmacists and physicians work together to ensure 
greater consistency between commonly accepted dosages and the AHS 
pharmacy services parenteral monograph, particularly with respect to 
meperidine. 

 
[234] Mrs. Fahrner’s age was regarded by some staff and physicians as a significant 
factor in the context of the use of meperidine.  From a demographic perspective, age will 
doubtless become an increasingly important factor in patient care. 
 

It is recommended that AHS and physicians take appropriate measures, 
including education and policy initiatives, that raise awareness of the potentially 
adverse effects of narcotics generally and meperidine specifically in elderly 
patients. 

 
[235] The documentation of information respecting patient drug allergies and intolerances has 
been an important feature of this inquiry.  Mrs. Simper’s communications about her mother’s 
intolerance to meperidine were not recorded, either in the SCM system or the handwritten 
emergency department intake form.  One of the nurses who wrote some of the information 
about allergies on the latter form could not be identified and thus could not testify about that.  
What was previously recorded in 2007 in the SCM system as an allergy was mistakenly 
removed on June 1, 2010.  Because nothing more than the bare fact of removal was recorded, 
we were not in a position to learn why that occurred.  Mrs. Simper’s requests to nursing staff to 
stop the giving of meperidine to her mother were neither noted nor heeded. 
 

It is recommended that AHS require that handwritten and electronic entries on 
emergency intake and other forms be accompanied by the author’s initials or 
other identifying marks. 

 
It is recommended that AHS implement a policy requiring staff who enter 
information about patients’ drug allergies and intolerances indicate the date, time 
and source of the information and, in cases of drug allergy or intolerance removal 
or modification, include the reason for the removal or modification. 
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It is recommended that AHS consider adding a warning to the SCM system that 
alerts physicians to a prior removal of a drug from the allergy or intolerance list of 
that patient when the physician is inputting an order for that medication. 

 
[236] Physicians and nurses alike identified patients and their family members as the critical 
source of information about allergies and intolerances. 
 

It is recommended that AHS consider implementing educational steps and 
policies that enhance both the recording and acting upon of requests by patients 
and their families respecting the administration of medications. 

 
[237] Although, for the reasons noted earlier, this inquiry cannot meaningfully make any 
recommendations about the AHS internal review process, it would not be unreasonable to be 
concerned that so many of those involved in Mrs. Fahrner’s care did not learn of either her 
death or its cause until long after these events.  Earlier awareness of adverse outcomes would 
inevitably promote more meaningful reflection and, where necessary, proper adjustments in 
patient care practices whether or not an internal review takes place.  Here, the Medical 
Examiner’s report confirming meperidine toxicity as the cause of death was available by either 
October or December, 2010.  The order for the conduct of this inquiry was made in July 11, 
2011 and this inquiry did not commence until October, 2012. 
 

It is recommended that AHS and physicians arrange for the receipt of Certificates 
of Medical Examiners (and any other relevant documentation) as soon as 
available in cases of emergency department deaths and, where the cause of 
death is drug toxicity (or such other broader kinds of causes AHS and physicians 
deem appropriate), make those results available to the nurses and physicians 
who were directly involved in that patient’s care. 

 
 
VI.  CONCLUSION 
 
[238] Accordingly, in order to assist in the prevention of deaths similar to Mrs. Fahrner’s, this 
inquiry makes the following recommendations: 
 
 

Recommendation #1: 
 
It is recommended that Alberta Health Services (“AHS”) and physicians work 
together to create standardized interpretations for medication orders including 
the standardized expression of the frequency and method of administration of 
medications. 
 
 
Recommendation #2: 
 
It is recommended that AHS implement a protocol or policy requiring nurses to 
include precise information on the method of administration of medications. 
 
 
Recommendation #3: 
 
It is recommended that AHS consider establishing either policies or mechanisms 
that improve the accuracy of the recording of the timing of the administration of 
medications. 
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Recommendation #4: 
 
It is recommended that AHS pharmacists and physicians work together to ensure 
greater consistency between commonly accepted dosages and the AHS 
pharmacy services parenteral monograph, particularly with respect to 
meperidine. 
 
 
Recommendation #5: 
 
It is recommended that AHS and physicians take appropriate measures, 
including education and policy initiatives, that raise awareness of the potentially 
adverse effects of narcotics generally and meperidine specifically in elderly 
patients. 

 
 

Recommendation #6: 
 

It is recommended that AHS require that handwritten and electronic entries on 
emergency intake and other forms be accompanied by the author’s initials or 
other identifying marks. 

 
 

Recommendation #7: 
 

It is recommended that AHS implement a policy requiring staff who enter 
information about patients’ drug allergies and intolerances indicate the date, time 
and source of the information and, in cases of drug allergy or intolerance removal 
or modification, include the reason for the removal or modification. 

 
 

Recommendation #8: 
 
It is recommended that AHS consider adding a warning to the SCM system that 
alerts physicians to a prior removal of a drug from the allergy or intolerance list of 
that patient when the physician is inputting an order for that medication. 

 
 

Recommendation #9: 
 

It is recommended that AHS consider implementing educational steps and 
policies that enhance both the recording and acting upon of requests by patients 
and their families respecting the administration of medications. 
 
 
Recommendation #10: 

 
It is recommended that AHS and physicians arrange for the receipt of Certificates 
of Medical Examiners (and any other relevant documentation) as soon as 
available in cases of emergency department deaths and, where the cause of 
death is drug toxicity (or such other broader kinds of causes AHS and physicians 
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deem appropriate), make those results available to the nurses and physicians 
who were directly involved in that patient’s care. 

 
[239] It is important to comment on the nurses and physicians who were involved in 
Mrs. Fahrner’s care, particularly those who testified in this proceeding.  All of the latter 
were clearly doing their best in a fluid and challenging environment and genuinely 
sought to achieve positive results for Mrs. Fahrner and her family.  This inquiry was 
about systemic and procedural issues and not about individual performance.  The 
cooperation extended to this Inquiry by Mrs. Fahrner’s family, nurses and physicians, 
and the legal counsel involved was appreciated. 
 
[240] Finally, to paraphrase The Honourable Judge Manfred Delong from an earlier 
Inquiry Report,  the Fatality Inquiries Act precludes me from making findings of legal 
responsibility or conclusions of law.  However, this Inquiry has ensured the public review 
of the facts surrounding Mildred Fahrner’s death.  We have heard that some system 
changes have been made at the Rockyview Hospital emergency department since Mrs. 
Fahrner’s death.  Whatever response there might be to this report, Mrs. Fahrner’s family 
can take some comfort in that her death and their loss may benefit the people of Alberta 
and help to prevent a similar death. 
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