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VERDICT AT CORONERS INQUEST 

File Number: 2019-0607-0029 

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 

HOPE JAIME DIANE 
SURNAME GIVEN NAMES 

An Inquest was held at Dawson Creek Law Courts , in the municipality of Dawson Creek 

in the Province of British Columbia, on the following dates: June 17 to 21, 2024 

before: 

into the 
death of 

_L_a_rry_.__M_a_r_z_in_z_i_k ___________ , Presiding Coroner. 

Hope Jaime Diane 
(Last Name) (First Name) (Middle Name) 

The following findings were made: 

Date and Time of Death: April 14, 2019 
(Date) 

Place of Death: 1475 Edmonton Street 
(Location) 

Medical Cause of Death: 

(1) Immediate Cause of Death: a) Methamphetamine Toxicity/Overdose 

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,~ c) 
underlying cause last. 

(2) Other Significant Conditions 
Contributing to Death: 

23 D Male [:] Female 
(Age) 

0138 hours 

(time) 

Prince George, BC 
(Municipality/Province) 

Classification of Death: G Accidental D Homicide D Natural D Suicide D Undetermined 

The above verdict certified by the Jury on the 21st day of 

---------- - ----·-------
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PARTIES INVOLVED IN THE INQUEST: 
 

Presiding Coroner: Larry Marzinzik  

Inquest Counsel: Rolf Warburton 
Court Reporting/Recording 
Agency: Verbatim Words West Ltd. 

  

The Sheriff took charge of the jury and recorded 10 exhibits. 18 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. 
 
Jaime Diane Hope was in the Dawson Creek/Pouce Coupe area of British Columbia during 
the spring of 2019. She was originally from Ontario and had recently spent time in Grande 
Prairie, Alberta.  
 
During a twenty-four-hour period from 0200–0300 hours on April 12, 2019, until 0300 
hours on April 13, 2019, a male friend drove Ms. Hope around the Dawson Creek area, 
visiting other friends. At various times over this period, Ms. Hope and her friend inhaled 
methamphetamine vapours from their own personal supplies.  
 
Her friend testified that some time on the afternoon of April 12th Ms. Hope displayed 
discomfort in her lower abdomen area but declined to attend the hospital, despite his 
encouragement to do so. The friend also said Ms. Hope appeared pale and clammy.  
 
The friend also advised that based on his experience, it is difficult to know from physical 
observation when someone is using methamphetamine. This witness testified that at 
approximately 0300 hours on April 13, 2019, a police vehicle attempted to stop their vehicle 
and that he sped away to avoid the police. He testified the police did finally stop and arrest 
them when their vehicle encountered mechanical issues behind the casino in Dawson Creek. 
 
A Royal Canadian Mounted Police (RCMP) officer testified that at approximately 0320 hours 
on April 13, 2019, she observed a vehicle a roll through a stop sign in Dawson Creek. A 
status check on the BC license plate revealed the plate was inactive and not registered to 
the vehicle. When the officer activated her emergency lighting and siren, the vehicle 
accelerated away from the officer’s marked police vehicle.  
 



Ministry of Public Safety and Solicitor General File Number: 2019-0607-0029 
 

Province of British 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] C 15, INTO THE DEATH OF 

   

Hope  Jaime Diane 
 SURNAME  GIVEN NAMES 

 

 
 
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 3 of 8 

The officer decided not to commence a high-speed pursuit for a traffic and insurance 
violation. She deactivated her police vehicle’s emergency lighting and siren, advising other 
police officers on patrol within Dawson Creek of the incident through the police radio 
system.  
 
The subject vehicle subsequently stopped on 122nd Avenue between 6th Street and 4th 
Street when it had mechanical issues. The police attended and removed the male driver and 
Ms. Hope from the vehicle and placed both under arrest.  
 
Officers testified that a search of the vehicle revealed a glass pipe, scales with white powder 
residue, two small resealable plastic bags containing suspected illicit drugs, a shotgun shell, 
and a cannister of bear spray. At approximately 0342 hours the police officers advised Ms. 
Hope and her friend that they were under arrest for failing to stop for a police officer, 
possession of illicit substances for the purpose of trafficking, and possession of a weapon.  
 
The police conducted personal searches of them at the scene and then escorted them to the 
Dawson Creek detachment in separate police vehicles. The police booked Ms. Hope and her 
friend into separate cells in the detachment cell block. 
 
The RCMP watch commander on duty that morning testified that he approved strip searches 
of Ms. Dawson and her friend for evidence of an offence or anything that could be of harm 
to them or others. The female officer who attempted the original traffic check of the vehicle 
advised she conducted a secondary personal search during the booking process, as well as 
the subsequent strip search of Ms. Hope.  
 
The female officer had only four months of operational experience and this was the first 
time she had conducted a strip search. The female officer received direction on the process 
of conducting a strip search from an experienced male officer who had earlier conducted an 
approved strip search on Ms. Hope’s male friend. The female officer conducting the searches 
of Ms. Hope testified the searches were thorough and she was confident Ms. Hope did not 
have any drugs hidden in her clothing or on her body.  
 
Video evidence viewed by the jury showed the female officer broke visual contact with Ms. 
Hope for a brief period during the strip search process with no reason offered by the officer 
for doing so. The officer who helped direct the strip search process testified the gap in 
observation of Ms. Hope during the search was contrary to policy to continuously observe 
the subject during a strip search.  
 
The officers testified there was nothing to justify an internal search of Ms. Hope by a 
medical professional. The female officer testified she escorted Ms. Hope to a phone room to 
connect with a lawyer shortly after this. From the time Ms. Hope was arrested until she was 
able to contact a lawyer, the female officer testified Ms. Hope did not display any abnormal 
behaviour or express any concerns regarding her health. 
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The female guard on duty and another officer who had interactions with Ms. Hope both 
testified that Ms. Hope was cooperative and did not appear to be under the influence of any 
substances. The jury heard Ms. Hope understood and followed directions during the booking 
process and searches conducted by the arresting officer. Video evidence confirmed Ms. 
Hope had good balance and mobility during the booking and search processes.  
 
Two cell guards testified that Ms. Hope showed no abnormal behaviour while in her cell from 
approximately 0400 hours until 0730 hours. During that period, the only observations noted 
by the female guard — confirmed by video — were that Ms. Hope remained awake and 
repeatedly felt her stomach/abdomen area with one or both hands. The guard testified that 
Ms. Hope never voiced any concerns and did not appear to be in any discomfort. When a 
male guard took over responsibility for those in custody at approximately 0640 hours, the 
female guard mentioned to him Ms. Hope’s action of constantly feeling and rubbing her 
stomach but emphasized there were no concerns. 
 
The male guard who came on duty at 0640 hours testified that Ms. Hope continued to 
remain awake and touched/rubbed her stomach on a consistent basis until approximately 
0730 hours, when she began touching her groin area. He observed her to place her hands 
down the front of her pants and minutes later begin removing her pants. He documented 
what he observed in the guard prisoner log at 0745 hours. He testified he then attended the 
main detachment office area to advise police officers and the watch commander of this 
activity as it was unusual.  
 
While the guard was testifying, segments of the cell block video from 0644 hours to 0727 
hours were shown to the jury. The video confirmed the observations of Ms. Hope rubbing 
her stomach and placing her hands down the front of her pants; however, it also showed 
Ms. Hope removing something from her groin area and holding it near her face before 
placing it on the bench area beside her. The guard advised he did not see this activity at the 
time of the incident and that this was his first viewing of Ms. Hope removing a small item 
from her pants. He indicated that seeing this at the time would have prompted him to 
advise the watch commander sooner of Ms. Hope’s actions.  
 
The male guard also testified he was responsible for continual observations of the other 
seven detainees in the cell block. He advised it was detachment policy to only call a second 
guard for duty when there were ten or more detainees or if any detainee was deemed to be 
suicidal. He suggested a second guard should be called in when there are eight detainees, 
to allow for additional monitoring. 
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Both guards testified that it was policy for them to check on each person in custody through 
their cell door window at least every 15 minutes, documenting their observations on a 
prisoner log sheet. The guards also confirmed they were never to open the cell doors and 
have direct physical contact with a prisoner without a police officer present. They both also 
testified that the guards had secondary responsibilities to prepare and serve detainees’ 
meals and clean cells once detainees were released. 
 
The watch commander subsequently attended the cell area after completing a phone call he 
had responded to at the same time as being advised of Ms. Hope’s activity. The watch 
commander advised there was an elderly male in custody with a broken foot that was 
overdue for release, so he started that process prior to attending to Ms. Hope.  
 
While he was releasing the elder male, the watch commander noticed on the video monitor 
that Ms. Hope’s actions became more erratic. The watch commander instructed the guard to 
request the original arresting female officer attend the cell block. Once the watch 
commander released the elderly male, he and the female officer attended Ms. Hope’s cell.  
 
Testimony from both described Ms. Hope as shaking and squirming. The female officer said 
Ms. Hope did not respond to her request for Ms. Hope to put her pants back on. The watch 
commander stated he raised his voice to direct Ms. Hope to put her pants back on. Ms. 
Hope attempted to comply but was physically unable to do so. Both officers testified they 
believed she could be under the influence of, and having an adverse reaction to, a 
substance or drug. The watch commander testified that shortly after 0800 hours he called 
for an ambulance to attend and assess Ms. Hope. 
 
The attending paramedic testified she and her partner paramedic arrived at the detachment 
at 0812 hours. After entering the RCMP cell block she did a preliminary assessment of Ms. 
Hope and decided to transfer Ms. Hope to the ambulance for a more thorough assessment 
before transport to the Dawson Creek and District Hospital. After the paramedics placed Ms. 
Hope in the ambulance she went into cardiac arrest. The paramedics and one police officer 
commenced cardiopulmonary resuscitation (CPR) while a second officer drove the 
ambulance, arriving at the hospital at approximately 0835 hours. 
 
The attending Emergency Department physician testified their staff took over CPR from the 
paramedics upon Ms. Hope’s arrival and successfully resuscitated her. The physician said 
that even though Ms. Hope was in stable condition, she had low blood pressure, a high 
heart rate, and an elevated temperature. In considering these factors, along with diagnostic 
imaging that indicated ischemic brain changes, the physician arranged a transfer of Ms. 
Hope to a facility that could offer a higher level of care. At approximately 1400 hours on 
April 13, 2019, Ms. Hope was transferred by air with a critical care team to receive 
treatment at the Intensive Care Unit of the University Hospital of Northern BC (UHNBC) in 
Prince George. 
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One of the UHNBC attending physicians testified that once Ms. Hope arrived, she received 
treatment for her deteriorating condition. However, Ms. Hope passed away on the morning 
of April 14, 2019, at 0138 hours. 
 
An RCMP officer testified that at 0857 hours on April 13, 2019, he sealed Ms. Hope’s cell at 
the direction of the watch commander. The officer advised the jury he was also asked to 
secure a flash drive containing the detachment and cell block video recordings from the time 
Ms. Hope was brought to the detachment until she departed in the ambulance. The officer 
secured the flash drive that morning in a property locker with access restricted to the 
detachment commander and assigned investigators. 
 
The detachment commander at the time of Ms. Hope’s medical incident while in custody 
testified that he reported the circumstances to the Independent Investigations Office (IIO) 
through RCMP senior management on April 13, 2019.  
 
Two IIO investigators and an RCMP Forensic Identification Services (FIS) officer travelled to 
Dawson Creek on April 15, 2019. The FIS officer testified she photographed the contents of 
Ms. Hope’s cell and identified a white crystalline substance located in three different areas 
around the mattress. She testified there was a small resealable plastic baggie that 
contained residue consistent with the white crystalline substance deposits found on the 
bench beside the mattress.  
 
One of the attending IIO investigators testified they examined Ms. Hope’s cell with the FIS 
officer and confirmed her photographs entered as evidence showed the cell as it was when 
he viewed it after the seal on the cell door was broken to allow entry. This witness advised 
the jury that the substances located in the cell were subsequently analyzed and were 
identified as methamphetamine. 
 
Antemortem blood and urine samples from the hospital were submitted for toxicology 
analysis. A forensic toxicologist testified that the subsequent toxicology tests revealed Ms. 
Hope had enough methamphetamine in her body to have caused her death.  
 
A pathologist conducted an autopsy on April 17, 2019, and testified that after a review of all 
the circumstances, the toxicology report, and post-mortem examination results, he 
determined that the cause of Ms. Hope’s death was methamphetamine toxicity/overdose.  
 
An IIO investigator testified that their investigation confirmed the RCMP officers, and the 
cell block guards complied with existing policies regarding searches of Ms. Hope and her 
monitoring while lodged in cells. This witness testified the main purpose of the IIO 
investigation was to determine if the police had committed any offences relating to Ms. 
Hope’s medical event and death. The final report from the IIO advised there were no 
indications the police committed any offence in relation to their interactions with Ms. Hope 
while in custody prior to her death.  
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The IIO investigation found that while RCMP officers were aware of strip search policy, they 
may not have had enough experience conducting such searches to ensure a complete and 
thorough search. Testimony from various officers indicated that although they received 
information regarding strip searches during their initial training at RCMP Depot Division 
when hired, they were not provided with any practical exercises or visual guides in the strip 
search process.  
 
The detachment commander at the time of the incident testified that he reviewed all 
relevant material related to the incident leading up to Ms. Hope’s death and found the 
involved police officers or guards had not contravened any policy. 
 
The current Dawson Creek detachment commander testified that policies on cell block 
monitoring and detainee searches remained the same as when this incident occurred. He did 
offer his own best practice of reviewing strip search policy and procedure with any officer 
whom he approves to conduct a strip search. He believed this was the best means to ensure 
existing policy and procedure was followed in these infrequent circumstances.  
 
Reinforcing testimony from other police officers that strip searches are infrequent, the 
detachment commander advised the jury that he had personally approved only one strip 
search in Dawson Creek over the past year. The current commander confirmed there was a 
mandatory requirement for a second guard on duty when there were ten detainees. 
However, he also advised that guards have the discretion to request an additional guard for 
duty any time circumstances require. He acknowledged this request would require approval 
from the on-duty watch commander or detachment commander. 
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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: RCMP "E" Division and Detachment Commander of the Dawson Creek RCMP 

1. A policy to require any member authorizing or conducting a strip search to review 
current related RCMP procedure prior to such search. 

Presiding Coroner Comment: During testimony from RCMP members, the jury 
heard there is a lack of formal field training provided to members conducting strip 
searches. Due to the infrequency of these types of searches, a review of current 
procedure with the approving supervisor would assist any member conducting such 
search. 

To: RCMP "E" Division 

2. Creation of a visual strip search training guide including the positioning of a 
detainee's body and handling of their clothes during such search. 

Presiding Coroner Comment: During testimony from RCMP members, the jury 
heard there is no specific visual aid provided to show members how to conduct a 
strip search. Providing a visual aid will help ensure strip searches are completed to a 
consistent standard instead of relying on verbal instructions from another member 
who cannot see the search as it is being conducted. 

To: Detachment Commander of the Dawson Creek RCMP 

3. Recommend guards are informed they have the discretion to request an additional 
guard(s). 

Presiding Coroner Comment: The jury learned from testimony that guards at the 
Dawson Creek RCMP detachment have duties that take them away from being able 
to continually monitor detainees. One guard testified that they felt the threshold for 
an additional guard should be eight detainees in cells. The current detachment 
commander testified guards can call in extra guard(s), as reasonably required. All 
guards should know they have this discretion. 

 




