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~ Coroners Service

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

Erickson Melvin Viggo Gary

SURNAME GIVEN NAMES

An Inquest was held at the Burnaby Coroners’ Court , in the municipality of _Burnaby
‘ in the Province of British Columbia, on the following dates: October 1 - 4, 2024
| before: Susan Barth , Presiding Coroner
into the ) . .
death of Erickson Melvin Viggo Gary 52 Male || Female
(Last Name) (First Name) (Middle Names) (Age)

The following findings were made:

Date and Time of Death: December 22, 2019 1735 hours
(Date) (time)
Mary Hill Bypass between Shaughnessy Street  Port Coquitlam,
! Place of Death: and Pitt River Road BC
(Location) (Municipality/Province)

Medical Cause of Death:

| (1) Immediate Cause of Death: a) Polysubstance Toxicity (Cocaine and‘Methadone)
| 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 last.

(2) Other Significant Conditions Hypertensive and atherosclerotic cardiovascular disease,

| Contributing to Death: severe cardiomegaly
\ Classification of Death: 7)(\ Accidental [ ‘ Homicide [ | Natural l j Suicide D Undetermined
The above verdict certified by the Jury on the 4 day of October AD, 2024

Susan Y. Barth 5/] f’f ] H//,' -

Presiding Coroner's Printed Name ’Preffding Coroner's Signature
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PARTIES INVOLVED IN THE INQUEST:

Presiding Coroner: Susan Barth

Inquest Counsel: Steven Liu

Court Reporting/Recording .

Agency: Verbatim Words West Ltd.

Andrew Scarth and Alexandra Scott, counsel for the Attorney
General of Canada representing the interests of the RCMP

The Sheriff took charge of the jury and recorded 12 exhibits. 15 witnesses were duly sworn and testified.

Participants/Counsel:

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.

Melvin Viggo Erickson was a husband and father who was known among friends and family
for his kindness and sense of humour. He worked as an elevator technician and lived with
professionally managed bipolar disorder and historic substance use. He had a regular family
physician who supported him with these diagnoses and saw Mr. Erickson monthly. Six
months before his death, Mr. Erickson’s wife of 35 years died unexpectedly, and this tragic
loss impacted his sobriety and stability according to people who knew him.

On the morning of December 22, 2019, at approximately 1100 hours, police attended the
home of a friend of Mr. Erickson’s where he had spent the night. Mr. Erickson and the friend
were asleep at the time but saw that it was the police as they drove away. Later that
afternoon at approximately 1700 hours, the police returned to the residence. Mr. Erickson
left moments before the police arrived and walked southbound down a wooded hill, exiting
onto the Mary Hill Bypass. The location where Mr. Erickson entered the Mary Hill bypass
consisted of a divided highway with two lanes travelling eastbound and two lanes travelling
westbound, divided by a concrete meridian.

At that time, a police officer was conducting radar speed checks at the location where Mr.
Erickson exited onto the bypass and noticed him waving down traffic, narrowly missing
being struck by vehicles. The officer thought Mr. Erickson needed assistance or perhaps
required a ride to a gas station. As the officer approached Mr. Erickson, he began to run.

The traffic was heavy due to rush hour and the officer was concerned for Mr. Erickson’s
safety. The officer entered his marked police car, notified dispatch asking for back up, and
activated the emergency lights on his police vehicle. The officer tried to create a barrier to
slow down traffic and keep Mr. Erickson safe.

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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The officer parked approximately three metres from Mr. Erickson before exiting the police
car and yelling for Mr. Erickson to stop. Mr. Erickson turned and ran into the traffic, nearly
being struck by several vehicles that swerved and braked to avoid hitting him. The officer
attempted to grab Mr. Erickson by the wrist to apply a pressure maneuver near the elbow
but Mr. Erickson was able to pull away and run.

The officer pursued Mr. Erickson, giving verbal commands to get on the ground and telling
him that he was under arrest. The officer caught up to Mr. Erickson and attempted the wrist
maneuver again. Mr. Erickson again pulled away and jumped over the barricade into
eastbound traffic. The officer encouraged Mr. Erickson to come back over the barricade for
his safety. Mr. Erickson was again almost struck by several vehicles. The officer then used
his flashlight to illuminate Mr. Erickson so that commuters would be able to see him.

By this time, much of the traffic had come to a stop and Mr. Erickson came back over the
barricade into the westbound lanes and attempted to enter the stopped vehicles. He
managed to enter through the back door of an SUV, reaching into the front seat where a
driver and passenger were sitting. The passenger began screaming and the officer opened
the rear door of the SUV where Mr. Erickson had entered the vehicle and reached into the
SUV, wrapping his left arm around Mr. Erickson’s neck and using his right hand to grasp Mr.
Erickson’s shirt. The officer was pulling Mr. Erickson out of the vehicle when Mr. Erickson
struck the officer in the chest, causing him to fall backwards onto the ground.

Mr. Erickson began running with the officer chasing behind him along the highway. A civilian
stepped out of their vehicle and blocked Mr. Erickson’s path. The officer caught up to Mr.
Erickson and enlisted the assistance of the civilian, pushing Mr. Erickson face down over the
hood of a stopped vehicle. The officer told Mr. Erickson that he was under arrest, however
Mr. Erickson continued to resist, attempting to break free.

The officer and civilian took Mr. Erickson from the hood of the vehicle down to the ground to
gain control. Mr. Erickson was face down on the ground with the officer lying across his back
and shoulders. Mr. Erickson continued to struggle and was heard saying “I can’t breathe.”
Despite the officer's body weight on Mr. Erickson, he was able to get up onto his hands and
knees when more officers arrived and were able to restrain Mr. Erickson and apply
handcuffs.

Mr. Erickson was rolled onto his side so that officers could search him. During this search,
officers became aware that he was no longer breathing and did not have a pulse. CPR was
initiated and 911 was called. Officers alternated between doing CPR and applying an
automatic external defibrillator (AED) until paramedics arrived. Paramedics continued
resuscitation efforts that were ultimately unsuccessful.
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Post-mortem toxicology analysis of Mr. Erickson’s blood revealed concentrations of cocaine
where recreational levels overlap with those associated with fatalities. Cocaine can increase
impulsive and risk-taking behaviours and increases the risk of cardiac (heart) toxicity.
Cocaethylene was also detected and is a product formed after the use of cocaine and
alcohol. Mr. Erickson was prescribed methadone, and this was also detected in the
toxicology screening. The combination of cocaine, cocaethylene, and methadone can also
increase the risk of cardiac toxicity.

An autopsy was conducted on December 30, 2019. The pathologist who performed the
autopsy gave evidence that Mr. Erickson died from a polysubstance toxicity consisting of
cocaine and methadone. The pathologist testified that hypertensive and atherosclerotic
cardiovascular disease and severe cardiomegaly (enlarged heart were contributing factors to
this death.
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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: Minister of Public Safety, Democratic Institutions, and Intergovernmental
Affairs (Canada)

1. Ensure that pertinent information regarding a person’s mental health concerns and
behavioural challenges during police interactions is documented and shared in CPIC
to be reviewed by officers prior to executing subsequent arrest warrants.

Presiding Coroner Comment: The jury heard testimony from an officer that RCMP
officers have access to CPIC for arrest warrants, but that medical history is not
shared on this. He was unaware of Mr. Erickson’s medical background. Having this
information ahead of time may influence how police are able to respond to
individuals.

To: Royal Canadian Mounted Police (RCMP) “E” Division

2. To invite mental health professionals/experts and those with lived experience (people
living with a mental health diagnosis) to the training and recertification sessions of
Crisis Intervention and De-escalation to better educate law enforcement officers on
the complexities of mental health ilinesses.

Presiding Coroner Comment: The jury heard testimony from an officer that there
used to be experts and people with lived experience that would come out and speak
about different mental health illnesses at the training center in Chilliwack for RCMP,
but that they no longer invite them to these training sessions. She stated it would be
beneficial to have professionals, experts and people with lived experience there to
better train members.
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