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FINDINGS AND RECOMMENDATIONS AS A RESULT OF THE CORONER’S INQUEST PURSUANT TO
SECTION 38 OF THE CORONERS ACT, [SBC 2007] c 15, INTO THE DEATH OF

Bloomfield Christopher Jonathan
SURNAME GIVEN NAMES
An Inquest was held at Victoria Law Courts , in the municipality of _Victoria
in the Province of British Columbia, on the following dates: July 2— JU]}’ 5”', 2024
before: Kirsten Everett , Presiding Coroner.
into the . )
death of Bloomfield Christopher Jonathan 21 Mate || Female
(Last Name) (First Name) (Middle Name) (Age)

The following findings were made:

Date and Time of Death: November 10, 2018 13:50
(Date) (time)
Place of Death: C-20, 1120 Shawnigan-Mill Bay Road Mill Bay BC
=—_— (Location) (Municipality/Province)
Medical Cause of Death:
(1) Immediate Cause of Death: a) Muitiple gun shot wounds
Due to or as a consequence of
Antecedent Cause if any: b)
Due to or as a consequence of
Giving rise to the immediate
cause (a) above, stating c)
underlying cause [ast.
(2) Other Significant Conditions
Contributing to Death:
Classification of Death: D Accidental Homicide D Natural I:J Suicide |:| Undetermined
The above verdict certified by the Jury on the 5 day of July AD, 2024
L 1RSTEN Ever eI / %
Presiding Coroner's Printed Name Presiding Coroner's Signature
———
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PARTIES INVOLVED IN THE INQUEST:

Presiding Coroner: Kirsten Everett

Inquest Counsel: Steve Liu

Court Reporting/Recording .

Agency: Verbatim Words West Ltd.

Ryan Grist and Courtenay Landsiedel, counsel for the
Participants/Counsel: Attorney General of Canada, representing the interests of
the Royal Canadian Mounted Police

The Sheriff took charge of the jury and recorded 8 exhibits. 15 witnesses were duly sworn and testified.

PRESIDING CORONER’'S COMMENTS:

The following is a brief summary of the circumstances of the death as set out in the evidence presented to the jury
at the inquest. This is to assist in understanding, but does not replace, the jury verdict and recommendations. This
summary is not evidence.

Christopher Jonathan Bloomfield was a 27-year-old male, described by friends as, outgoing,
creative, caring and a dreamer. As a child, he showed interest in music, nature walks, rock
collecting and video games.

As a teenager Christopher Bloomfield began experimenting with psychedelic substances. In
the days prior to his death, friends became increasingly concerned for his safety and
wellbeing due to erratic behaviour and increased use of psychedelic substances.

Christopher Bloomfield saw a psychiatrist from 2008-2018. The psychiatrist testified that he
was treated as an in-patient on three separate occasions between 2008 and 2011. The
psychiatrist said that throughout their interactions he continued to use psychedelic
substances. The psychiatrist stated that a mental health support person or team not in
uniform, may have been helpful during the interaction with the police and might have
prevented his death.

On November 10%, 2018, Officer 1 was called to the detachment by Officer 2 to take a
statement from Christopher Bloomfield’s mother, who had attended the detachment
following an altercation with her son. Christopher Bloomfield’s mother died prior to the
inquest and so information was provided by the officer regarding a statement she made at
the time. The officer testified that his mother said that Christopher Bloomfield put illicit
substances in her food and had injured her. His mother also told the police that he would
kill himself if the police came to the residence, and that there were no weapons at the
house.

Several police officers testified about the events that followed and the summary of events is
from their testimony.

This document has been prepared pursuant to the authority of the Chief Coroner as provided in Section 53(2)(e) of
the Coroners Act, [SBC 2007] C 15. Updated July 26, 2022
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Officer 1 reviewed the police database and learned that Christopher Bloomfield had a long
history of drug use and was known to assault police once they were “hands-on”. Officer 1
requested Emergency Health Services (EHS) stage near Christopher Bloomfield’s residence.

Officer 2 called Officer 3, who agreed to assist as an additional resource. Officer 3 spoke
with Officer 4, an incident commander for the Emergency Response Team (ERT), as they
were concerned that they may require the team. Officer 4 advised Officer 3 to have Officers
1, 2 and 3 attend Christopher Bloomfield’s residence for a “knock and announce” to attempt
to take him into custody and if unsuccessful then to contact ERT again to re-assess. On
arrival at the residence, officers 1 and 2 walked up the front porch while Officer 3 was
positioned at the back of the property.

Once everyone confirmed their positions, Officer 1 knocked on the front door. Christopher
Bloomfield came to the front door and Officers 1 and 2 testified that, when they introduced
themselves, Christopher Bloomfield asked, "What’s up?”. Officer 1 stated that he was under
arrest and that they had a warrant. Christopher Bloomfield responded with "Nu-uh”, locked
the deadbolt on the door and ran into the interior of the residence.

Officers 1 and 2 were concerned Christopher Bloomfield would harm himself or the officers.
Officer 2 told Officer 1 to kick open the door, which Officer 1 did and both officers entered
the residence.

Officer 2 found Christopher Bloomfield in the kitchen with a large kitchen knife. Officer 2
was concerned that Christopher Bloomfield was going to use the knife on himself. Officer 2
deployed a Conducted Energy Weapon (CEW), also known as a Taser. Christopher Bloomfield
became motionless but did not fall to the ground. Christopher Bloomfield then turned and
went into the living room.

Officer 2 went to the living room and found Christopher Bloomfield “bringing the knife down”
on Officer 1. Officer 2 and then Officer 1 fired their guns. Christopher Bloomfield staggered
backwards onto the couch and said, “I'm done”. Christopher Bloomfield then threw the knife
towards Officer 2 and fell to the ground.

Officer 3 contacted Officer 4 to let them know something had “gone horribly wrong”. Officer
4 attended the scene and arrived to see Officers 1 and 2 assisting the primary care
paramedic with cardiopulmonary resuscitation (CPR). Officer 4 directed Officer 3 to
accompany Christopher Bloomfield in the ambulance.

Advanced Life Support (ALS) paramedics were called and arrived at 13:23. The ALS
paramedic assessed and found Bloomfield to be in cardiac arrest. CPR continued and return
of pulse occurred at 13:48, but loss of pulse was recorded at 13:50 and CPR was reinitiated.
CPR was continued in the ambulance and care transferred at Victoria General Hospital.

This document has been prepared pursuant to the authority of the Chief Coroner as provided in Section 53(2)(e) of
the Coroners Act, [SBC 2007] C 15. Updated July 26, 2022
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Christopher Bloomfield was assessed by an Emergency Room physician at the hospital at
14:17, who determined that he was deceased, and all life saving measures were stopped.

An autopsy and a toxicological analysis were conducted. A forensic toxicologist testified that
there were a large number of unregulated substances present in Christopher Bloomfield’s
body and he would have been in a very disturbed state. At least four of the substances
identified had hallucinogenic properties.

A forensic pathologist, who conducted the autopsy, testified that the cause of death was
multiple gunshot wounds. The major injuries leading to death were in the chest and
abdomen. These injuries were so severe that it was unlikely they would have been
survivable even with immediate, optimal, medical attention in a hospital.

An Independent Investigations Office (II0) investigator testified that following the incident,
the IIO conducted an investigation. The investigator testified the 110 found that Officer 2's
CEW had been fired but did not have the desired effect of temporarily incapacitating
Christopher Bloomfield. The post-event analysis and download from the CEW showed the
extended electrical current flow between the probes did not occur for the required five
seconds to do so. The investigator also confirmed the identity of the deceased as
Christopher Jonathan Bloomfield through fingerprint analysis.

A Use of Force expert provided information on use of force theory and the Incident
Management Intervention Model. The model in use in 2018 was updated in 2021 and links
incident management intervention and crisis intervention and de-escalation.

An officer responsible for Crisis Intervention and De-escalation (CID) training testified that
there are limited resources across the province for support with mental health. Some areas
such as Langley have a dedicated team with a nurse with specialist training in mental
health. These nurses are employed by the corresponding provincial health authorities. When
these teams are available, they reduce confrontation and collaborate with the individual with
the goal of leading to a safe and sustainable conclusion.

Officer 3 testified at the inquest that Duncan and West Shore did not have any mental
health officers who could attend call outs with police.

A retired police officer testified about the Independent Officer Review (IOR) process. The
outcome of the review can provide recommendations around member’s training, member’s
wellbeing and identify if they were adequately supported at the time of the incident. An IOR
was not done following this event and the witness could not explain why this had not
occurred.

This document has been prepared pursuant to the authority of the Chief Coroner as provided in Section 53(2)(e) of
the Coroners Act, [SBC 2007] C 15. Updated July 26, 2022
Page 4 of 5




Ministry of Public Safety and Solicitor General File Number: 2018-0178-0033

.

BRITISH Province of British Columbia

COLUMBIA VERDICT AT CORONERS INQUEST
FINDINGS AND RECOMMENDATIONS AS A RESULT OF THE CORONER'S INQUEST PURSUANT TO
SECTION 38 OF THE CORONERS ACT, [SBC 2007] € 15, INTO THE DEATH OF

Bloomfield Christopher Jonathan

SURNAME GIVEN NAMES

Pursuant to Section 38 of the Coroners Act, the following recommendations are forwarded to the Chief Coroner of
the Province of British Columbia for distribution to the appropriate agency:

JURY RECOMMENDATIONS:

To: BC Coroners Service and Ministry of Public Safety and Solicitor General

1. Additional resources be provided to the BC Coroners Service to conduct inquests more
quickly, where possible.

Presiding Coroner Comment: The jury learned the police-involved incident took
place six years prior to the inquest. The jury believes that a timelier inquest may allow
for family members to participate and obtain closure. The jury heard the mother of
Christopher Bloomfield had died in the intervening time and that the length of time
between incident and inquest led to anxiety and stress for the witnesses.

To: RCMP E Division, the Ministry of Public Safety and Solicitor General, and the
Ministry of Health

2. Consider funding and deploying additional mental health liaison teams, such as Car 67
which currently operates in Langley, B.C., regionally.

Presiding Coroner Comment: The jury heard evidence that mental health liaison
teams are deployed in some regions of BC. The jury heard mental health resources
are limited for RCMP in other regions when responding to a call.

To: RCMP E Division and Ministry of Public Safety and Solicitor General

3. Mandate the implementation of an Independent Officer Review after a police-involved
incident where serious injury or death occurred.

Presiding Coroner Comment: The jury heard from evidence that no independent
officer review (IOR) was conducted with no explanation as to why this was not done.

This document has been prepared pursuant to the authority of the Chief Coroner as provided in Section 53(2)(e) of
the Coroners Act, [SBC 2007] C 15. Updated July 26, 2022
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