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Introduction and Preliminary Issues

On Tuesday, November 18, 2025, an Inquiry Committee Panel (the “Panel”) of the
College of Registered Nurses of Manitoba (the “College”) held a hearing into charges

against Nipaben Patel, a registrant of the College, (the “Registrant”).

The initial return date for the hearing was August 18, 2025, and it was adjourned based
on the Registrant’s signed Waiver. A subsequent return date, as agreed by all parties,

was set for November 18, 2025.

At the commencement of the hearing, it was established that the Amended Notice of
Hearing dated July 8, 2025 (the “Notice”), had been properly served and the
jurisdictional requirements set forth in subsections 102(3), 116(2), and 116(4) of The

Regulated Health Professions Act, C.C.S.M., c.R117 (the “Act”) had been met.

The parties raised no objections to the composition of the Panel.

The Notice alleged that the Registrant is guilty of professional misconduct and/or has
breached the Act, a regulation, a standard of practice, practice direction, an entry-level
competency and/or The Code of Ethics for Registered Nurses (2017 Edition) (the
“Code”).

The Registrant indicated their intention to enter a plea of guilty to four of the five
charges contained in the Notice (the “Charges”). Counsel for the Complaints
Investigation Committee (the “CIC”) told the Panel that the fifth charge was being

withdrawn.

Plea

At the direction of the Chair, counsel to the Panel conducted a plea inquiry. The Panel
was satisfied that the Registrant: was voluntarily pleading guilty; understood that by

pleading guilty: they gave up the right to contest the factual accuracy of the allegations
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10.

1.

made against them in the Charges: acknowledged the breaches alleged in the Charges
and that they constituted professional misconduct; and that even though a joint
recommendation may be made with respect to the appropriate sanction, the Panel -
subject to the law applying to joint recommendations -is not bound to follow the joint
recommendation, and that the Panel will determine the appropriate penalty after

considering the evidence and the submissions of counsel.

The Registrant entered a plea of guilty to counts 1, 2, 3, and 4 in the Notice, namely that:

(a) theyimproperly administered succinylcholine and fentanyl to a patient
resulting in respiratory and cardiac arrest to the patient (Count 1);

(b) they failed to obtain a verbal or written order for the administration of
succinylcholine and fentanyl (Count 2);

(c) they failed to follow labeling, independent or two nurse double checks,
documentation and medication administration protocols for high alert
medication (Count 3); and

(d) when the patient’s vital signs became unstable, they failed to intervene and

failed to alert other members of the health care team (Count 4).

The Registrant admitted that their conduct constituted professional misconduct and a

breach of section 86 of the Act.

The Registrant admitted that their conduct contravenes the following indicators from
the CRNM Practice Direction: Practice Expectations for Registered Nurses (the “Practice

Direction”): 2(c, d, e), 3, 4, 5, 6, 11, 14, 22, 23, 25(a-e), 26(a, b, d, g), 27, and 31.

The Registrant admitted that their conduct demonstrates a failure to meet the following
Entry Level Competencies (ELCs) for the Practice of Registered Nurses (2019) (the
“ELCs”):1.1,1.2,1.4,1.5,1.6, 1.7, 1.8, 1.9, 1.10, 1.11, 1.13, 1.21, 2.1, 2.2, 2.3, 2.9, 2.13, 3.2, 3.4,
35,3738,41,42,43,45,51,5.2,54,5.5,5.6,57,6.10,,6.11,7.1,7.2,7.6,9.1,and 9.2.



12.

13.

14,

15.

16.

17.

18.

19.

20.

The Registrant admitted that their conduct demonstrates a failure to adhere to the
following primary values of the Code: A1, A4, A5, A6, A7, A12, A15, B1, B4, D6, D14, F4,
F7, G1, G3, and G4.

The parties made separate submissions on disposition with the CIC seeking a
cancellation of the Registrant’s Certificate of Registration, a reprimand, a contribution

to costs of $25,000, and publication.

The Registrant asked for a suspension of between 15 and 18 months, with credit for time
served of 12 months, and a requirement for the successful completion of a Clinical

Competence Assessment.

The Panel reserved its decision on penalty with the promise of written reasons to follow.

These are those reasons.

Facts

The parties agreed on a number of matters and filed an Agreed Statement of Facts and

Documents (the “ASFD”) as an exhibit to the proceedings.

On or about August 3, 2023, the Registrant obtained registration as an RN with the

College.

They completed an Advanced Cardiac Life Support (“ACLS”) training in 2023 and

worked as an independent contractor with Nurse X agency and Nightingale Agency.

Beginning in January 2024, the Registrant accepted contracts through Nurse X agency

to work as an RN at the hospital in Lynn Lake, Manitoba (the “Hospital”).

On November 6, 2024, a patient (the “Patient”), was brought to the Hospital's
Emergency Department (the “ED”) via two Emergency Medical Services (“EMS”) team

members, around 11:45 a.m.



21.

22.

23.

24.

25.

The Ambulance Patient Care Report contains the following observations made by the

EMS providers regarding the Patient’s condition:

55 y/o male found lying supine on hallway floor. Pt is
unresponsive, has a strong carotid + bi-lateral radial pulse, pt
has snoring respirations. EMS performed a jaw thrust maneuver
which helped with respirations and + O2 saturation. EMS notes
dried blood around mouth and nose, no other deformities,
injuries or lacerations. ... A size 5 OPA was inserted with no
resistance, non-rebreathe @ 15 L administered pt's SPO2 up to
95%. EMS continued to hold pts head with a jaw thrust
maneuver and transported to hospital emergent. O2 saturation
remained between 94% -95% with maneuver, OPA + NRB. Upon
arrival at hospital pt vomited, mouth suctioned with yankauer,
OPA no longer tolerated + filled with emesis, OPA removed,
emesis was dark brownish/red, after suctioning, NRB was
replaced and SPO2 returned to 93% while still maintaining
maneuver, pt was brought into hsp via stretcher, moved over on
board by EMS + nurses. Report was given to nurses + doctor.

Care transferred but EMS stayed to help in ER.

The Registrant was one of two RNs working at the Hospital on November 6 and 7, 2024.

There was a Clinical Care Assistant (the “Clinical Care Assistant”) working at the

Hospital on November 6 and 7, 2024.

There was a physician (the “Physician”) working at the Hospital on November 6 and 7,

2024.

The Physician assessed the Patient and determined that he needed to be transported

by LifeFlight to a Winnipeg tertiary hospital and needed to be intubated for transport.



26.

27.

28.

29.

30.

31.

The intubation was non-urgent as the Patient was receiving air via a 15L NRB mask, with

AMBU bag.

The Hospital has an ED and a Health Clinic that is staffed with one physician. It does not
have acute care inpatient or long-term care beds. It is the Hospital’s typical practice to
transfer patients requiring advanced interventions or prolonged care to other hospitals

outside of the community.

The Physician’s documentation for the Patient for November 6, 2024 states:

On Initial Exam -GCS 3, pupils 3mm + minimally reactive, ++
blood (?) dark brown secretions in + around mouth. Dried blood
all over neck of shirt. No palpable skull # or signs of head
injury. ... lungs have decreased air entry bilaterally, severe
increase in WOB, abnormal resp. with accessory muscle use,

crackles bilaterally,

After conducting the initial examination of the Patient, the Physician left the trauma bay
and went to her desk area to determine the drug dosage for rapid sequence intubation

(“RSI”) to be performed on the Patient.

Between 12:00 and 12:05 p.m., while the Physician was at the desk area, the Registrant
went to the medication room alone. At all material times on November 6, 2024, the

Registrant was alone in the medication room.

The Registrant obtained an ampule of fentanyl from the locked cupboard. They
documented the time the fentanyl was taken out on the narcotic control sheet as 12:06

on November 6, 2024.

The Registrant did not document on the narcotic control sheet the name of the patient

who was to receive the fentanyl nor the physician who prescribed the medication.



32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

The Registrant withdrew 100mcg of the fentanyl into a 3ml syringe. They did not label

the syringe.

The Registrant then obtained a vial of succinylcholine from the fridge. They did not
consider the warnings on the fridge and the plastic container containing the

succinylcholine which stated that paralytic medications are stored in them.

The Registrant withdrew 100mg of succinylcholine into a 5ml syringe. They did not label

the syringe.

The Registrant did not perform an independent double check for the succinylcholine or
fentanyl as required by the Shared Health Safety Controls for High-Alerts Medications,

Provincial Clinical Standard (the “Provincial Clinical Standard”).

The Registrant did not read the drug monographs for the medications they prepared.

The Registrant admitted they had not previously given succinylcholine, and they did not

know what the medication was for.

At 12:06 p.m., the Registrant administered succinylcholine 100 mg IV push over one
minute to the Patient and flushed with 10cc normal saline. They documented this on the

Medication Administration Record (the “MAR”).

The Registrant did not inform any team member that they were administering

succinylcholine.

The Registrant was at the Patient’s side from 12:06 to 12:10 p.m. They were watching the
cardiac monitor and saw the Patient’s oxygen saturation had dropped to 88%. The

Registrant did not communicate this change to any team member at that time.

At 12:10 p.m. the Registrant administered fentanyl 100 mcg IV push over one minute to
the Patient then flushed the IV with 10cc normal saline. They documented this on the

MAR.



42.

43.

44,

45,

46.

47.

48.

The Registrant did not inform any team member that they were administering fentanyl.

The Registrant administered the succinylcholine first (paralytic), and then fentanyl

(opioid), which was the incorrect sequence of RSI medication.

The Registrant incorrectly assumed that the Physician had provided them with a verbal
order. However, the Registrant admitted that they did not obtain any order from the
Physician or any other authorized prescriber prior to administering the medications to

the Patient.

At the time the Registrant administered the medications, no intubation supplies had
been removed from the crash cart or prepared nor was the Physician present in the

trauma bay.

At 12:12 p.m., the Patient went into respiratory arrest and cardiac arrest, CPR was
started by an EMS team member, and a Code Blue was called. The Registrant then left

the ER to retrieve the Physician.

At or around 12:15 p.m., the Physician arrived in the trauma bay, and the Code Blue
ended, as the Patient regained a pulse. The Physician asked what happened, and the

Registrant admitted to the Physician that they administered the medications.

The Physician documented the events as follows:

@ 12:12 -pt went into PEA arrest + apnic, received x2 minutes of
compressions. Pulse in sinus tach @ first rhythm check, CPR
stopped. Pt began breathing spontaneously. Discovered after
that RN had given succinylcholine 100mg + fentanyl 100 mg
without an order or MD in the room ?? Patient ultimately

intubated -see code blue record for details.

A/P: Hypoxic Respiratory Failure Post PEA arrest (20 to

medication error)



49,

50.

51.

52.

53.

54,

55.

56.

57.

58.

59.

On November 6, 2024, after the Code Blue, the Registrant asked the Physician to
provide a written order for the administration of the fentanyl and succinylcholine. The

Physician stated that she would not retroactively provide any order to the Registrant.

On or about November 7, 2024, the Registrant contacted the Hospital manager and

advised that they would immediately end their contract at the Hospital.

On November 14, 2024, the College received a report from the Physician on the

Registrant’s conduct on November 6 and 7, 2024, at the Hospital (the “Complaint”).

The Complaint was referred as an urgent matter by the College’s CEO/Registrar to the
CIC.

On November 15, 2024, the CIC determined that an urgent investigation into the

Complaint was warranted, and appointed an Investigator (the “Investigator”).

On November 15, 2024, the Co-Chair of the CIC directed that the Registrant’s certificate

of practice be interim suspended under subsection 110(1) of the Act.

On November 26, 2024, the Investigator issued an Investigation Report.

On March 25, 2025, the Investigator issued a second Investigation Report.

On April 15, 2025, the Registrant provided a written response to both reports.

On May 8, 2025, under subsection 102(1)(a) of the Act, the CIC referred the

investigation, in its entirety, to the Inquiry Committee

The Registrant has not worked as a Registered Nurse since their license was interim

suspended on November 15, 2024.

10



IV.

V.1

60.

61.

Position of the Parties

The CIC

Counsel for the CIC characterized the Registrant’s misconduct and multiple breaches
of the Act, the Practice Direction, and the Code, as incredibly serious, egregious,
demonstrating a lack of judgment, knowledge, skill and competence, and an abject

disregard for the requirements of the profession.

Mr. Swayze took the Panel through a description of the Registrant’s nursing education,
their Licensed Practical Nurse (“LPN”) history, and RN employment and continuing

education:

(a) they completed their Registered Nursing entry to practice education in India;

(b) from 2004-2010, they worked full-time as an RN and mid-wife in India;

(c) in 2010, they emigrated to Canada and in 2012, began working as a Health Care
Aide;

(d) in 2017, they successfully completed English language testing through the
Canadian English Language Benchmark Assessment for Nurses (“CELBAN");

(e) from 2017-2023, they maintained registration as an LPN with the College of
Licensed Practical Nurses of Manitoba (“CLPNM”) and, from 2020-2023, was
employed in long-term care facilities and with a nursing agency in communities
in Northern Manitoba;

(f) in 2020, they completed an online foot care nursing course through Assiniboine
Community College and then started a foot care company, Next Steps Inc., and
registered the company with CLPNM,;

(g) in 2022, they started the process of obtaining licensure as an RN by initiating
contact with the National Nursing Assessment Service (the “NNAS”) and the
NNAS advisory report found they had comparable RN education from India;

(h) the Registrant was not assessed through a Clinical Competency Assessment
(“CCA™);

n



62.

63.

64.

65.

(i) in 2023, the Registrant applied to take the National Council Licensure
Examination for RNs (the “NCLEX-RN”) in New York;

(j) to prepare for the examination, the Registrant took a three-month online course
(based out of Saskatchewan) from the Future Building Nurse Prep Centre;

(k) the Registrant passed the NCLEX-RN on their first attempt in March 2023 -
this allowed them to obtain RN licensure in New York State on April 6, 2023,
and the Registrant has an active certificate of practice in New York State;

() onJune 8, 2023, the Registrant obtained registration as an RN in Ontario
through the College of Nurses of Ontario (“CNQO”) and, using that registration
became endorsed as an RN in Manitoba with the College on August 3, 2023;

(m) prior to their registration with the College, the Registrant had not worked as an
RN since 2010; and

(n) through Nurse X nursing agency, the Registrant began taking contracts at the
Hospital in January 2024, worked there until the end of June, and thereafter

from late August to November 7, 2024.

The Hospital has an ED and a Health Clinic that is staffed with one physician. The ED
sees, on average, one to three patients every 24 hours. It does not have acute care
inpatient or long-term care beds. It is the Hospital's typical practice to transfer patients
requiring advanced interventions or prolonged care to other hospitals outside of the

community.

Counsel described what would be typically involved in an RSI process for someone

exhibiting the symptoms of the Patient.

Once a physician’s order is given, the intubation kit is assembled, and the medication

will be prepared.

The medication would start with fentanyl (an opioid), followed by Propofol (a sedative),
and then succinylcholine (a paralytic) which temporarily stops the patient from

breathing.
12



66.

67.

After the patient is pre-oxygenated, the medication is administered, the breathing tube

is inserted into the trachea and the ventilation is commenced.

Counsel then reviewed the Registrant’s actions with respect to the Patient, taking into

account that the Registrant had not received any verbal or written order, dosage

calculation, or instruction from the physician:

(a) The Registrant entered the medication room on their own to withdraw the

(b)
(c)
(d)

(f)

(8)

fentanyl and succinylcholine;

they ignored the bright-red STOP sign on the fridge warning of its contents;
they withdrew 100mcg of fentanyl into a 3ml syringe;

they did not label the syringe containing the fentanyl and therefore the
syringe did not identify the medication, concentration, and volume within it;
they did not document on the narcotic control sheet the name of the patient
who was to receive the fentanyl nor the physician who prescribed the
medication;

without considering the warnings on the fridge and the plastic container
containing the succinylcholine which stated that paralytic medications are
stored in them, they withdrew 100mg of succinylcholine into a 5ml syringe;
they did not label the syringe containing the succinylcholine and therefore
the syringe did not identify the medication, concentration, and volume within
it;

they did not perform an independent double check for the succinylcholine or
fentanyl as required by the Shared Health Safety Controls for High-Alert
Medications Provincial Clinical Standard;

they did not read the drug monographs for the medications they prepared,;
they had never participated in an intubation for a patient;

they had not previously administered succinylcholine but knew it was a

paralytic;

13



68.

69.

(m)

(s)

at 12:06 p.m., without the crash cart or the physician in the trauma bay, and
without the Patient having been pre-oxygenated, they administered
succinylcholine 100 mg IV push over one minute to the Patient and flushed
with 10cc normal saline;

they did not inform any team member that they were administering
succinylcholineg;

while at the Patient’s side from 12:06 to 12:10 p.m., they saw the cardiac
monitor which showed the Patient’s oxygen saturation had dropped to 88%,
and that the patient had stopped breathing, and did not communicate this to
any team member at that time;

at 12:10 p.m., they administered fentanyl 100 mcg |V push over one minute to
the Patient then flushed the IV with 10cc normal saline;

they did not inform any team member that they were administering fentanyl;
they administered the succinylcholine first (paralytic), and then fentanyl
(opioid), which was the incorrect sequence of RSI medication;

by administering the medication, they caused the Patient to suffer respiratory
and cardiac arrest;

at the time they administered the medications, no intubation supplies had
been removed from the crash cart or prepared and the physician was not
present in the trauma bay; and

at 12:12 p.m., the Patient went into respiratory arrest and cardiac arrest, CPR
was started by an EMS team member and a Code Blue was called and the

Registrant left the ER to retrieve the physician.

Count 1 alleges and the Registrant admitted that they they improperly administered

succinylcholine and fentanyl to a patient resulting in respiratory and cardiac arrest to

the patient.

Count 2 alleges and the Registrant admitted that they they failed to obtain a verbal or

written order for the administration of succinylcholine and fentanyl.
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70.

71.

72.

73.

74.

75.

76.

Count 3 alleges and the Registrant admitted that they failed to follow labeling,
independent or two nurse double checks, documentation and medication

administration protocols for high alert medication.

Count 4 alleges and the Registrant admitted, that when the patient’s vital signs became
unstable, they failed to intervene and failed to alert other members of the health care

team

Mr. Swayze noted the Registrant’s admissions of professional misconduct and breaches
and directed the Panel to the specific provisions and requirements of the various
policies and standards, the Practice Direction, the ELCs, the Code, and the legislation

for the four Counts in the Notice.

The Institute for Safe Medication Practices Canada (“ISMP”) is a national, independent,
and not-for-profit organization that purposefully partners with organizations,
practitioners, consumers, and caregivers to advance medication safety in all healthcare

settings.

The ISMP defines a high-alert medication as a medication that bears a heightened risk
of causing a significant harm when used in error. Examples of high-alert medication
include opioids such as fentanyl, a very potent opioid pain reliever which is 100 times
more potent than morphine, and neuromuscular blocking agents such as

succinylcholine.

The Shared Health Provincial High-Alert Medication List specifically lists fentanyl and

succinylcholine.

The Shared Health Safety Controls for High Alerts Medications, Provincial Standard (the

“Standard”) requires the following:
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2.2.2. Medication Preparation

2.2.2.1

2.2.2.2

An independent double-check by visual verification of the following

information is performed when a High-Alert Medication is prepared in a

client/resident care area

f

f
f
f

Correct medication and concentration
Correct volume of medication needed
Correct diluent and volume needed

Correct volume and concentration of finished preparation

High-Alert Medication infusions are labeled as per SOO labeling

policies. The following information is recommended on medication

labels

=A =/ =4 =4 =4 -4 -4 -4 -

Drug name
Drug dose
Drug volume
Diluent (if applicable)
Diluent volume (if applicable)
Final concentration
Date and time of preparation
Client/patient name
Initials of calculation and medication preparation
o Initials of two individuals who prepared the medication and
performed the independent double-check of calculations are

placed on the preparation label...
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77. Mr. Swayze submitted that the Registrant completely ignhored these requirements of

the Standard.

78. Counsel submitted that the Registrant’s admitted professional misconduct is egregious

and demonstrates that the Registrant does not appreciate their obligations.

79. Mr. Swayze directed the Panel to the following provisions in the Practice Direction (an
asterisk* indicates a standard of practice from Part 4 of the College of Registered Nurses

of Manitoba General Regulation, Man Reg 114/2017):

Professional Practice

Registered nurses are accountable and responsible to demonstrate

professional behaviours, attributes and values that uphold trust in the

profession of registered nursing, As an RN, you must:

2. Promote a practice environment that supports responsibility, accountability,

professional development, and respect for others by:

C. Identifying issues which could have an injurious effect on clients or

others.

Competent Practice

Registered nurses are accountable and responsible to demonstrate

competence in registered nursing practice. As an RN, you must:

3. Apply the entry-level competencies for registered nurses in your practice.

17



5.

Demonstrate critical thinking and use of current evidence from nursing science,
other disciplines and other pertinent peer-reviewed, evidence-informed

sources.

Demonstrate critical inquiry in planning for client care needs and evaluating

care provided.

Professional Communication

1.

Registered nurses are accountable and responsible to effectively
communicate with the client, other health care providers, and the public,
integrating the nursing perspective into professional communication As an

RN, you must:

Communicate effectively in complex and changing situations to promote care
continuity and delivery of safe, competent and ethical care. Demonstrate

willingness to answer clients' questions about their health care.

*Client-centered Practice

22.

The practice of registered nursing encompasses several domains such as
clinical practice, education, administration, and research. Your client may be
an individual, a family, a group of people, a community, or a population.
Depending on your domain(s) of practice, a client may be a patient, a nursing
student, a research participant, another member or other health-care

provider. As an RN:

You must acknowledge your limitations in skill, knowledge and judgment and

must ensure that you practice registered nursing within those limitations.

18



23.When engaging in the practice of registered nursing, you must apply, as a
framework, the nursing process, which is the systematic approach to the
practice that encompasses all steps taken by RNs in planning for the needs of
your client, including assessment, diagnosis or determination, planning,

implementation and evaluation.

25.When engaging in the practice of registered nursing in a clinical practice

setting, you must provide nursing care that includes:

e. areferral of the client to another RN or healthcare professional when

appropriate...

26. When involved in providing for the health care of a client:

a . Work collaboratively and cooperatively with clients, families and other
health-care providers in providing for the health care of the client and
communicate effectively and appropriately with them;

b . Ensure that you understand your role and the role of other health-care
providers in providing for the health care of the client;

d . Comply with any collaborative care decision tool in place at the
practice setting where you and other health-care providers are
providing for the health care of the client;

g . Recognize the skill, knowledge, judgment, and roles of others

involved in the client's care.

27. Document on the client's record the nursing care you provided with enough
information for another health-care professional to be sufficiently informed

of the care provided.

19



80.

8l.

82.

83.

Counsel also referred to the College’s ELCs. Each ELC is defined as “an observable
ability of a registered nurse at entry-level that integrates the knowledge, skill, abilities,
and judgment required to practice nursing safely and ethically.” The ELCs state that “all
RNs are ultimately accountable to meet these competencies throughout their careers

relative to their specific context and/or patient population.”

There are 101 entry-level competencies.

A number of them are identified with an asterisk as “critical”. Critical competencies are
“the most important of the entry-level competencies in that these are the activities an
RN would be expected [to] perform frequently or the potential outcome of the RN not
having a sufficient level of the particular competency could result in major to extreme

consequences for a patient (such as serious harm, damage or death.”

Mr. Swayze directed the Panel to these ELCs:

1. Clinician

Registered nurses are clinicians who provide safe, competent, ethical, compassionate,
and evidence-informed care across the lifespan in response to client needs. Registered
nurses integrate knowledge, skills, judgment and professional values from nursing a nd

other diverse sources into their practice.

1.1*  Provides safe, ethical, competent, compassionate, client-centred and
evidence-informed nursing care across the lifespan in response to client

needs.

1.2* Conducts a holistic nursing assessment to collect comprehensive
information on client health status. Assessment may include but is not
limited to: observation, interview, history taking, interpretation of
laboratory data, mental health assessment, physical assessment,

including inspection, palpation, auscultation, and percussion;
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1.4*

1.5*

1.7

1.8*

1.9%

1.11*

Analyzes and interprets data obtained in client assessment to inform
ongoing decision-making about client health status and make a diagnosis

when appropriate;

Develops a plan of care using critical inquiry to support professional

judgment and reasoned decision-making.

Anticipates actual and potential health risks and possible unintended

outcomes

Recognizes and responds immediately when client safety is affected.

Recognizes and responds immediately when client’s condition is

deteriorating.

Applies knowledge of pharmacology and principles of safe medication

practice.

2. Professional

Registered nurses are professionals who are committed to the health and well -being of

clients. Registered nurses uphold the profession’s practice standards and ethics and

are accountable to the public and the profession.

2.1 Demonstrates accountability, accepts responsibility, and seeks

assistance as necessary for decisions and actions within the

legislated scope of practice.

2.2* Demonstrates a professional presence, and confidence, honesty,

integrity, and respect in all interactions.

2.3* Exercises professional judgment when using agency policies and

procedures, or when practising in their absence. 5.2* Monitors
client care to help ensure needed services happen at the right time
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and in the correct sequence;

2.13 Recognizes, acts on, and reports, harmful incidents, near misses, and

no harm incidents.

3. Communicator

Registered nurses are communicators who use a variety of strategies and relevant
technologies to create and maintain professional relationships, share information, and

foster therapeutic environments.

3.2* Engages in active listening to understand and respond to the client’s

experience, preferences, and health goals.

3.7* Communicates effectively in complex and rapidly changing

situations.

3.8* Documents and reports clearly, concisely, accurately, and in a timely

manner.

4. Collaborator

Registered nurses are collaborators who play an integral role in the health care team

partnership.

4.1*  Demonstrates collaborative professional relationships.

4.2 Initiates collaboration to support care planning and safe, continuous
transitions from one health care facility to another, or to residential,

community or home and self-care.

4.3 Determines their own professional and interprofessional role within
the team by considering the roles, responsibilities, and the scope of

practice of others.
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4.5* Contributes to health care team functioning by applying group

communication theory, principles, and group process skills

5. Coordinator

Registered nurses coordinate point -of-care health service delivery with clients, the

health care team, and other sectors to ensure continuous, safe care.

51* Consults with clients and health care team members to make
ongoing adjustments required by changes in the availability of

services or client health status.

5.2* Monitors client care to help ensure needed services happen at the

right time and in the correct sequence.

54 Demonstrates knowledge of the delegation process.

5.5 Participates in decision-making to manage client transfers within

health care facilities.

5.6 Supports clients to navigate health care systems and other service

sectors to optimize health and well-being.

57 Prepares clients for transitions in care.

6. Leader

Registered nurses are leaders who influence and inspire others to achieve optimal

health outcomes for all.

6.10 Demonstrates knowledge of the health care system and its impact

on client care and professional practice.
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85.

7. Advocate

Registered nurses are advocates who support clients to voice their needs to achieve
optimal health outcomes. Registered nurses also support clients who cannot advocate

for themselves.

71*  Recognizes and takes action in situations where client safety is

actually or potentially compromised.

7.2* Resolves questions about unclear orders, decisions, actions, or

treatment.

9. Scholar

Registered nurses are scholars who demonstrate a lifelong commitment to excellence
in practice through critical inquiry, continuous learning, application of evidence to

practice, and support of research activities .

9.1* Uses best evidence to make informed decisions.

9.2 Translates knowledge from relevant sources into professional

practice.

Mr. Swayze submitted that the Registrant had not met the majority of the ELC’s -many
of them critical. He characterized the Registrant’s conduct as a “staggering” failure to

demonstrate critical thinking or inquiry, and “egregiously unsafe”.

Counsel then referred to certain of the applicable Code breaches under Part |. Nursing
Values and Ethical Responsibilities which provides that “Nurses in all contexts and
domains of nursing practice and at all levels of decision-making bear the ethical

responsibilities identified under each of the seven primary nursing values.
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86.

Mr. Swayze specifically directed the Panel to:

Value A. Providing Safe, Compassionate, Competent and Ethical Care

Nurses provide safe, compassionate, competent and ethical care.

Ethical responsibilities:

15.

Nurses question, intervene, report and address unsafe, non-compassionate,
unethical or incompetent practice or conditions that interfere with their
ability to provide safe, compassionate, competent and ethical care; and they

support those who do the same.

Nurses are honest and take all necessary actions to prevent or minimize
patient safety incidents. They learn from near misses and work with others

to reduce the potential for future risks and preventable harms.

Nurses practise "within their own level of competence and seek
[appropriate] direction and guidance ... when aspects of the care required
are beyond their individual competence" (Licensed Practical Nurses
Association of Prince Edward Island [LPNAPEI], Association of Registered
Nurses of Prince Edward Island, & Prince Edward Island Health Sector

Council, 2014, p. 3).

When resources are not available to provide appropriate or safe care, nurses
collaborate with others to adjust priorities and minimize harm. Nurses keep
persons receiving care informed about potential and actual plans regarding
the delivery of care. They inform employers about potential threats to the

safety and quality of health care.

Nurses support each other in providing person-centred care.
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Value B. Promoting Health and Well-Being

Nurses work with persons who have health-care needs or are receiving care to

enable them to attain their highest possible level of health and well-being.

Ethical responsibilities:

4. Nurses collaborate with other health-care providers and others to maximize
health benefits to persons receiving care and with health-care needs and
concerns, recognizing and respecting the knowledge, skills and

perspectives of all.

Value D. Honouring Dignity

Nurses recognize and respect the intrinsic worth of each person.

Ethical responsibilities:

6. Nurses utilize practice standards, best practice guidelines, policies and
research to minimize risk and maximize safety, well-being and/or dignity for

persons receiving care.

Value G. Being accountable

Nurses are accountable for their actions and answerable for their practice.

Ethical responsibilities:

3. Nurses practise within the limits of their competence. When aspects of care
are beyond their level of competence, they seek additional information or
knowledge, report to their supervisor or a competent practitioner and/or
request a different work assignment. In the meantime, nurses remain with

the person receiving care until another nurse is available.
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88.

89.

90.

4. Nurses are accountable for their practice and work together as part of
teams. When the acuity, complexity or variability of a person's health

condition increases, nurses assist each other (LPNAPEI et al., 2014).

Counsel also referred to the 10 rights of medication administration set out in the
Canadian Clinical Nursing Skills & Techniques (Chapter 20 Safe Medication Preparation)
which include: right patient; right dose; right medication; right route; right time and
frequency; right patient education; right to refuse; right assessment; right evaluation;
and right documentation. He noted that the Registrant, among other things, was aware
succinylcholine was a short-acting paralytic that would take effect almost immediately,
would paralyze the Patient including their ability to breathe, and that she did not review

the drug monograph before administering the succinylcholine.

Mr. Swayze submitted that, on the day in question, the Registrant was the “unsafe
condition”. He maintained that the Registrant’s failure to understand their obligations,
to recognize their own inexperience and limitations, and to communicate or collaborate
demonstrated an “astounding” lack of judgment. He characterized their conduct as

constituting an abject disregard for the requirements of the profession.

With respect to an appropriate penalty, counsel for the CIC cited the Manitoba Court of
Appeal’s decision in Ahluwalia v. College of Physicians and Surgeons (Man) 2017 MBCA
15 at paragraph 52, noting that the Panel had to balance the Registrant’s privilege to

practice with the public’s right to protection.

Mr. Swayze reviewed the sentencing objectives set out in a June 22, 2022, decision of
the Inquiry Committee Panel of the College of Physicians and Surgeons of Manitoba in

Din (“Din”) and suggested the following were applicable to the Registrant:

(a) the protection of the public not only for those likely to come into contact with
the Registrant, but also to protect the public generally by maintain high

standards of competence and professional integrity among RNs;
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92.

(b) specific deterrence to prevent the Registrant from committing similar acts of
misconduct in the future;

(c) general deterrence to inform and educate the profession generally as to the
serious consequences which will result from breaches of recognized standards
of competent and ethical practice;

(d) preserving the public trust in the profession’s ability to regulate itself;

(e) the rehabilitation of the Registrant, recognizing that the public good is served
by allowing properly trained and educated RNs to provide services to the
public;

(f) proportionality between the misconduct and the penalty - the punishment must
fit the crime; and

(g) imposing a penalty consistent with similar penalties for similar misconduct,
recognizing that each case must be decided on the basis of its own unique

facts.

Counsel suggested that additional factors relevant to this case are:

(@) the nature of the misconduct and the circumstances in which the misconduct
occurred;

(b) the impact of the misconduct on those affected by it; and

(c) therole of the Registrant in acknowledging or failing to acknowledge what

has occurred.

In this case, counsel for the CIC submitted that the Registrant was grossly incompetent
or grossly negligent or both. Counsel asserted that there was a lack of forethought and
judgment and a failure to take appropriate action. Mr. Swayze asked the Panel to
consider whether the Registrant appreciated the risk they undertook in doing what they
did-if so, the misconduct was indefensible and if not, what does that say about whether

the Registrant has any professional judgment at all?
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94.

95.

96.

97.

98.

The fact that the Registrant sidestepped or ignored multiple safety steps would have
resulted in the death of the Patient if a paramedic had not been present in the trauma

bay.

Mr. Swayze argued that the public, knowing these facts, would only be able to maintain
public trust in the nursing profession if the College demonstrated that it took this
misconduct seriously and took the step of cancellation to protect the public and keep

people safe.

With respect to guidance from previous cases and decisions, Mr. Swayze acknowledged
that there are few cases on cancellation. He referred to two cases - Yazdanfar v. The
College of Physicians and Surgeons of Ontario, 2013 ONSC 6420, a 2013 decision of the
Ontario Superior Court of Justice Divisional Court (“Yazdanfar”); and Vaught v. Tennessee
Board of Nursing, a 2025 decision of the Court of Appeals of Tennessee at Nashville

(“Vaught”).

In Yazdanfar, the physician appealed, among other things, a penalty decision of the
college’s committee which issued a two-year suspension and restrictive terms
thereafter preventing the registrant from practicing as a cosmetic surgeon. The
decision was based on the tragic death of one of the physician’s patients following a

liposuction procedure.

The Committee found, among other things, that the physician: failed to recognize their
limits; failed to comply with applicable standards of practice; showed a lack of
judgment and a lack of insight or responsibility for their actions or the jeopardy in which
they placed their patients. The Court upheld the Committee’s order on penalty and
referred to the Committee’s finding that the physician had breached their paramount

obligation to respect patient safety.

At paragraph 158 of the Yazdanfar decision, the Court cited the Committee’s comment
that revocation is not “a death sentence” in a professional sense as there remains the

possibility for reinstatement.
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Counsel for the CIC referred to section 133 of the Act which permits reinstatement of a

person’s cancelled registration, subject to any conditions the council may impose.

Mr. Swayze made the point that the Registrant chose to re-enter RN practice after a 13-
year gap without any assessment of their skills and without any additional training and

that they did not appreciate the significance or risk to patient safety.

Counsel suggested the Vaught case, where an RN retrieved the wrong medication from
an automatic dispenser and administered it to a hospital patient, resulting in the

patient’s death, was closest to the facts of this case.

In Vaught, the RN admitted that they did not look at the vial to know what the medication
was before administering it to the patient and did not stay to monitor the patient who
subsequently died due to complications related to the administration of the incorrect
medication. The RN’s license to practice was revoked and they were fined $3,000. The

penalty was upheld by the Tennessee Court.

Mr. Swayze submitted that there were parallels with this case not the least of which
being a consideration of the harm caused to the Patient - a suffocation resulting in a
respiratory and cardiac arrest with a required resuscitation from another health care

professional.

With respect to the concept of rehabilitation, Mr. Swayze addressed and took issue with
the anticipated position of the Registrant to the effect that they were deserving of a

“second chance”.

He submitted that the path the Registrant chose to take to registration in Manitoba was

a relevant consideration for the Panel.

Counsel noted that the Registrant’s last formal training in nursing was in 2006 in India
and that, after 13 years of not practising as an RN, they took a course on how to pass an

examination, wrote an examination in New York State, registered there and then in
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Ontario, and then registered through the endorsement process in Manitoba in August

2023. At that time, the Registrant had not practiced as an RN since 2010.

By virtue of the then-extant endorsement process of the College, the Registrant could
not be required to submit to a Clinical Competence Assessment (“CCA”) upon being

endorsed and it was therefore not done.

Counsel noted that the Registrant ignored all the safety protocols in the Hospital and
thenignored the Patient they put into respiratory and cardiac arrest. He argued that the
Registrant lacks any appreciation for how limited their skills and training are and that
the absence of any analysis of the situation, the absence of critical thinking and
judgment makes it unlikely or impossible for a small amount of remedial training to

remedy the problem.

With respect to a contribution to costs, Mr. Swayze referred to the Affidavit evidence
before the Panel that estimated the College’s costs to be in excess of $55,000 and that
number would increase. He argued that these costs should not be borne by the
profession as a whole and that a contribution of less than half those costs-$25,000 -

would be appropriate.

Counsel for the CIC concluded by stating that the cancellation of the Registrant’s
registration, the most severe sanction available, was warranted due to the Registrant’s
multiple lapses of judgment, insight and accountability and the egregious and admitted

professional misconduct.

The Registrant

Counsel for the Registrant maintained that an effective period of suspension ranging
from three to six months (15 to 18 months with credit for 12 months’ time served away
from practice) with appropriate conditions for resumption of practice, and a

contribution to costs of less than $4,000 was an appropriate penalty.
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13.
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17.

18.

Ms. Harms stated that the Registrant was inexperienced in critical care, was in over her
head in a chaotic situation and had panicked. Counsel described the CIC request for

cancellation as “ridiculous”.

Counsel reviewed the Registrant’s background leading up to the incident, noting that
they were an agency nurse, had no discipline record, and this was their first experience
in an ED which was out of her depth. Ms. Harms asserted that the Registrant was fully

qualified but had no emergency room experience.

She described the environment in the Hospital that day as “chaos” with the Patient
unconscious, covered in blood, wearing a non-breather mask, and multiple people in the
room -all in action mode, a catheter being inserted, and lots of noise. This was the first
time the Registrant had seen a critically ill patient and they panicked. Ms. Harms

submitted that the Registrant was not prepared for it emotionally.

Ms. Harms maintained that the Registrant wanted to help and did what they thought
they were told to do through a verbal order where they thought the Patient was urgently
in need of intubation. The Registrant now acknowledges there was no verbal or written

order and that they made an “incorrect assumption”.

Counsel described this as an isolated incident over the course of 12 minutes with one

patient and that there was no pattern of misconduct on the part of the Registrant.

Ms. Harms stated that the Registrant was inexperienced in critical care and the Hospital

did not have the resources to teach her properly.

Ms. Harms asked the Panel to consider that the Registrant immediately admitted
administering the medication, took accountability on multiple occasions, cooperated
with the investigation, and agreed to plead guilty to the majority of the allegations in
the Notice. She noted that the Registrant had expressed remorse, resigned her position,

and had not worked in any capacity since the incident.
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With respect to penalty, and in support of a period of suspension as opposed to
cancellation of registration, counsel referred to two cases: - a November 30, 2009
decision of the Discipline Committee of the College of Nurses of Ontario in Diggins
(“Diggins”); and, September 16, 2013 decision of the Discipline Committee of the College

of Nurses of Ontario in Taylor (“Taylor”).

In Diggins, the RN, among other things, improperly administered medication, failed to
communicate properly about the administration of the medication, falsified records
about the incident, and asked the patient to not disclose their error. The RN received a
reprimand, a three-month suspension of their certificate of registration, and was

obliged to meet with an expert, and take remedial courses.

In Taylor, the RN, among other things, dispensed fentanyl patches without a physician’s
order, administered the wrong dose of methadone to the wrong patient, and failed to
document and report their medication errors. The RN received a reprimand, a six-month

suspension of their certificate of registration, and was obliged to meet with an expert.

Ms. Harms submitted that the range of penalty in these types of cases is a suspension
of between three to six months and that this was a more fitting penalty for the

Registrant who has already been interim suspended for a year.

She noted that the cases relied upon by the CIC were all distinguishable either on the
basis that they dealt with ungovernability (Ahluwalia and Din), serious and repeated
misconduct with multiple patients (Yazdanfar), or were from a different country with an

entirely different regulatory scheme (Vaught).

Counsel stated that the CIC’s request for cancellation would not allow the Registrant,
without redoing her entire nursing education, a second chance to demonstrate her

ability to safely and competently practice as an RN.

Ms. Harms submitted that the Registrant was very committed to improving their

practice and gaining experience and is prepared, following a period of suspension, to
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130.

retake the Advanced Care Life Support course, and to complete any available course on
medication administration and documentation and/or high-alert medication.
Alternatively, following the successful completion of a CCA, the Registrant is prepared

to have conditions imposed on their practice limiting their practice to footcare nursing.

With respect to costs, Ms. Harms stated that costs are not permitted to be punitive and
must take into account the extent to which the Registrant cooperated with the process
as well as the fact they have had no income for the last year and is a single parent

supporting a 19-year-old daughter.

Ms. Harms argued that the CIC’s costs were unnecessarily inflated as there were
multiple unnecessary investigation interviews, as well as the involvement of two
lawyers for the CIC. She noted that any order of costs should only be a contribution to
reasonably incurred costs and not a full indemnity. She suggested a costs order of less

than $4,000 with time to pay following any period of suspension imposed by the Panel.

With respect to the CIC’s submission that the Registrant was incompetent or displayed
a lack of knowledge or a lack of skill or judgment in the practice of nursing, Ms. Harms
noted that the Notice contains no such allegation and does not request that finding.
Accordingly, the Registrant’s position is that the Panel cannot make that finding under

subsection 124(2)(d) of the Act.

In conclusion, Ms. Harms asked the Panel to refrain from allowing the CIC to make the
Registrant a “figurehead” for RNs who are internationally educated and have registered
in Manitoba through endorsement. She argued that it is in the public interest for

Manitoba to have more RNs working in the province even if they have made a mistake.

Reply of the CIC

Mr. Swayze responded by stating that the Registrant ought to have realized that her

lack of experience made her unsuited to work in the Hospital's ED.
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He repeated that an RN with insight would have made better decisions including asking
for assistance if they did not understand the significance of clarifying whether a
physician’s order was given, if the intubation was emergent, what medication was to be
administered in what sequence. He asked the question why the registrant did what they

did if they lacked the experience to know why they were doing it.

He noted that the “chaos” in the trauma bay was simply a medical team all doing their
jobs and that catheterization was not indicative of chaos. The Patient was stable and not

requiring emergent intubation.

As to the cases relied upon by the CIC, Mr. Swayze stated that, although some involved
ungovernability, they remained applicable because they addressed the lack of applied

judgment and/or insight.

With respect to the proposed CCA, he noted that the Registrant’s NCLEX results were

valid for four years and they therefore would not be obliged to undergo a CCA.

Counsel reiterated that the Registrant’s admissions of professional misconduct clearly

demonstrated that they lack the competence, skill or judgment to practice as an RN.

Analysis and Decision

The Panel finds that the facts submitted establish that the Registrant is guilty of
professional misconduct and of having contravened the Act, a standard of practice, the
Practice Direction, the ELCs and the Code as alleged in the Charges. The Registrant

acknowledged and made this admission and the Panel accepted the guilty plea.

Subsection 124(1) of the Act authorizes the Panel to make any finding permitted under
subsection 124(2) which includes in (d) that an investigated member has demonstrated

a lack of knowledge or a lack of skill or judgment in the practice of [registered nursing].
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The Panel acknowledges that the Notice does not specifically refer to subsection
124(2)(d) or request that finding however the Panel is prepared to make that additional

finding.

The Panel does so based on the admissions of professional misconduct made by the
Registrant which the Panel views as largely if not exclusively demonstrating a severe

lack of knowledge, skill, and judgment in the practice of registered nursing.

The authority of a Panel to make sentencing orders, and orders related to costs are

found in sections 126 and 127 of the Act.

The Panel’'s main task was to determine the appropriate sanction for the Registrant who
has admitted to errors of commission and omission which, in multiple respects,
demonstrate a shocking and disturbing failure to competently engage in RN practice.

These errors had a catastrophic effect on the Patient.

The main issue was whether the Registrant’s registration ought to be cancelled or if a

limited period of suspension is sufficient to protect the public interest.

In reaching its decision, the Panel acknowledges the submissions of counsel to the CIC
and the Registrant and was mindful of the sentencing objectives which have been

articulated by various authorities.

The paramount consideration for the Panel is the protection of the public not only for
those likely to come into contact with the Registrant, but also to protect the public
generally by maintaining high standards of competence and professional integrity

among RNs.

The Panel accepts that the following additional objectives and factors must be

considered and weighed in the Panel’s deliberations:

(a) specific deterrence to prevent the Registrant from committing similar acts of

misconduct in the future;
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(e)

(f)

(8)

(h)

general deterrence to inform and educate the profession generally as to the
serious consequences which will result from breaches of recognized
standards of competent and ethical practice;

preserving the public trust in the profession’s ability to regulate itself;

the rehabilitation of the Registrant, recognizing that the public good is served
by allowing properly trained and educated RNs to provide services to the
public;

proportionality between the misconduct and the penalty - the punishment
must fit the crime;

imposing a penalty consistent with similar penalties for similar misconduct,
recognizing that each case must be decided on the basis of its own unique
facts; and

the nature of the misconduct and the circumstances in which the misconduct
occurred:

the impact of the misconduct on those affected by it;

the role of the Registrant in acknowledging or failing to acknowledge what
has occurred;

the Registrant’s disciplinary record; and

the presence or absence of aggravating or mitigating circumstances.

The misconduct of the Registrant can only be described as shocking.

This was not a single mistake or a simple medication error - it was a series of

demonstrable failures of judgment by the Registrant.

Without repeating all the admitted facts, the Panel was very concerned with the

following multiple errors of commission and omission by the Registrant - all of which

constitute aggravating factors in a sentencing consideration:
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(a) working at the Hospital in critical care with insufficient experience and not
having practised as an RN in over 13 years;

(b) misinterpreting the Patient’s status as unstable;

(c) misinterpreting the Patient to be requiring emergent intubation;

(d) misinterpreting the physician’s comments and assuming there was a verbal
order;

(e) making their own determination of the dosages and concentrations of the
medications without any direction from the physician;

(f)  failing to take into account their own lack of experience with intubation;

(g) failing to read the monographs for the medication they accessed,;

(h) the manner in which they accessed, withdrew, labelled, documented, and
administered the medication to the Patient;

(i) the failure to ask questions of or communicate with any of their team
members prior to and as the Registrant took the various steps they did;

(i) the sequence of the administration of the medication;

(k)  the failure to ensure a physician and an intubation kit were in the trauma bay
prior to administering the medication;

()  the failure to monitor and take appropriate steps for the Patient after
administering the succinylcholine; and

(m) the decision to leave the trauma bay after the Patient went into respiratory

and cardiac arrest.

149. The concerns of the Panel were multifaceted and related in large measure to the
decision-making, judgment and competence of the Registrant —all of which are deeply

troubling.

150. With hindsight, had the Registrant been subject to a CCA before being endorsed as a
registrant with the College in 2023, these tragic events and this proceeding might have

been avoided in their entirety.
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While acknowledging and agreeing that the Registrant was “in over her head”, the Panel
could not understand why the Registrant placed themselves in that position in the first

place.

Moreover, and fundamentally, if the Registrant did not know what to do, why did they
assume there was a verbal order? Why not ask for clarification or assistance? Why did
the Registrant unilaterally choose to act when they did not have the experience to do
so? Why did the Registrant do so with high-alert medications which could and did cause

such a catastrophically harmful effect on the Patient?

The Panel must conclude that the Registrant lacked the knowledge, skill, and judgment
to make the right choices and conduct themselves in a manner consistent with the

requirements of competent registered nursing practice.

This resulted in an outcome that would have caused the Patient’s death if they had not

been resuscitated by the paramedic present in the trauma bay.

The issue for the Panel was whether the required protection of the public justifies a

cancellation |

cancellation

to
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