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An Inquest was held at Prince George Law Courts ,in the municipality of _ Prince George
in the Province of British Columbia, on the following dates: October 21 to 25, 2024
: before: Larry Marzinzik , Presiding Coroner.
| LA,
| into the .
| death of Izony Lindsey Taylor D Male Female
| (Last Name) (First Name) (Middle Name) (Age)

The following findings were made:

i Date and Time of Death: July 20, 2019 0620 hours
i (Date) (time)
i
Place of Death: 1475 Edmonton Street Prince George British Columbia
(Location) (Municipality/Province)

Medical Cause of Death:

Methamphetamine @““4‘
(1) Immediate Cause of Death: a) Methampehetamine Toxicity

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
Contributing to Death:

Classification of Death: E Accidental l_] Homicide l:| Natural D Suicide D Undetermined

The above verdict certified by the Jury on the 25 day of October “AD, 2024

Laeey NMrRziri2iK

Presiding Coroner's Printed Name

*December 20, 2024 amended to add age and Page 1 of 8
correct spelling of methamphetamine.
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PARTIES INVOLVED IN THE INQUEST:

Presiding Coroner: Larry Marzinzik

Inquest Counsel: Christopher Godwin

Court Reporting/Recording .

Agency: Verbatim Words West Ltd.

The Sheriff took charge of the jury and recorded 13 exhibits. 20 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.

Lindsey Taylor Izony was thirty-five years of age at the time of her death. She grew up and
was a permanent resident of Kawadacha (Fort Ware), BC. She was the mother of two sons.
This evidence was provided by her mother Lena McCook-Izony, who described her as a
‘beautiful baby girl’. Ms. McCook-Izony testified that at the time of Lindsey Izony’s death the
family was on a retreat; however, Lindsey had advised her that she could not attend the
retreat as she had a dental appointment in Prince George.

Lindsey Izony’s uncle testified that she was a delightful person who got along with
everyone. He indicated she was a leader within and support to her family and other
community members. He described their community of 350-400 permanent residents as
being a remote location which had been negatively impacted by substance abuse, which
heightened during the COVID-19 pandemic. He advised he had learnt about Lindsey Izony’s
unregulated substance use a year before her death.

Lindsey Izony’s family physician described her as an intelligent, articulate young woman
with a good sense of humor. He advised Lindsey Izony had encountered challenges with
unregulated substance use for a few years with increased use during the two years prior to
her death. He also noted that she had physical sensory reaction issues which affected her
walking and use of her hands, as well as documented depression and anxiety. The
physician’s last contact with Lindsey Izony was on March 13, 2019.

On July 19, 2019, a Prince George resident reported a disturbance in Rainbow Park, which
was located behind her residence, to the Royal Canadian Mounted Police (RCMP). The
complainant testified that she heard yelling and sounds of distress in male and female
voices from a treed area of the park. The witness stated the report to police was made of
concern for the health and safety of the people in the park.

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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Two RCMP officers attended the scene. Lindsey Izony was sitting on a grass hillside with two
males. She and one of the males, identified as her brother, were displaying signs of
intoxication. The third male was had been consuming alcohol; however, did not appear to
be intoxicated.

Both officers testified that Lindsey Izony was not grossly intoxicated but was twitching with
uncontrollable involuntary limb moments. The officers assumed she had consumed some
type of unregulated substance. Her brother was very intoxicated by alcohol consumption.
The third male advised they did not have anywhere to go, and he could not take care of
Lindsey Izony and her brother. The third male was advised he could leave the area.

Lindsey Izony and her brother were arrested and transported separately in each of the
officers’ vehicles to the Prince George RCMP Detachment cellblock. The officers also testified
that neither Lindsey Izony nor her brother indicated any medical concerns or requested any
medical attention.

Lindsey Izony was escorted by a police officer from one of the police vehicles, which had
entered a secure garage bay, into the cellblock. Lindsey Izony was walking on her own and
responded to directions from the officers. She was acting appropriately for someone under
the influence of an unregulated substance. She was searched by a female officer who
described her as coherent and cooperative.

She was processed and subsequently lodged in a cell T2 at 2142 hours. This evidence was
entered by several officers and supported by cellblock video footage from the secure bay,
booking area, hallways, and cell T2. The three initially involved officers also testified that
their training had covered behavioral signs of intoxication and when professional medical
assessment was appropriate; however, they learned behavioral indicators of consumption of
specific substance by operational experience as opposed to training programs. One of the
officers indicated their experience led them to believe that Lindsey Izony’s behavior
suggested she had used crystal methamphetamine prior to her arrest.

At 2234 hours Lindsey Izony was moved to cell 13 as she had been constantly moving,
talking, and yelling which was disturbing another female who had also been lodged in cell
T2. Lindsey Izony walked from one cell to the other without assistance and did not express
any medical concerns. This evidence was entered by one of the cellblock guards and
supported by video evidence from cameras in the cells and cellblock hallway.

Video footage of the cellblock areas and guard logbook documentation entered as evidence
also confirmed routine visual checks of Lindsey Izony were made at least every fifteen
minutes throughout the evening of July 19, 2019, and the early morning hours of July 20,
2019.

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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At approximately 0349 hours on July 20, 2019, the two supervising RCMP officers on duty
attended the cellblock at the request of the cellblock guard to check on an unrelated person
in custody in cell T2. Once this person was checked and was appropriately responsive, the
police supervisors conducted a visual check of all the cells.

At 0352 hours these officers checked cell 13 and found Lindsey Izony having a seizure. The
officers instructed the cellblock guard to obtain the cell key from the cellblock booking area
so they could gain access. The officers entered the cell and contacted Emergency Health
Services to request an ambulance. A female officer entered cell 13 and administered Narcan
to Lindsey Izony at 0354 hours.

Since the officers and guards are trained in first aid and CPR, they monitored Lindsey Izony
to ensure she did not injure herself as she continued to groan and move while lying on the
cell floor. The officers involved entered this evidence and that testimony was supported by
cellblock video coverage.

Testimony from several officers indicated that at the time of Lindsey Izony’s death the
oversight of the cellblock activities was the responsibility of the police supervisor by way of
routine physical checks of the cellblock throughout the day. They, and a current Prince
George RCMP supervisor involved in the review of professional standards, testified that
currently there is a cellblock police supervisor within the cellblock throughout partial periods
of the dayshift. These withesses also provided evidence that this was the result of a
substantial increase in the number of people in custody lodged at the detachment cellblock
but restricted by the detachment personnel allotments.

Paramedics arrived at the cellblock at 0405 hours. Lindsey Izony was transferred from the
cell to the University Hospital of Northern BC (UHNBC), at approximately 0427 hours.
Lindsey Izony experienced cardiac arrest prior to transport and a pulse was retained after
approximately one minute of CPR at 0414 hours.

The UHNBC attending physician testified that Lindsey Izony was unresponsive with a pulse
when she took over medical care. She advised the jury that the medical staff utilized all
appropriate medical interventions to stabilize Lindsey Izony; however, Lindsey Izony passed
away at 0620 hours.

A forensic toxicologist testified that the concentrations of methamphetamine and
amphetamine found in Lindsey Izony’s antemortem and post-mortem blood samples
indicated recreational concentrations of methamphetamine which overlap with those
associated with fatalities. The toxicology report was entered as evidence.

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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An autopsy was performed on July 29, 2019, and the forensic pathologist testified they
found no anatomical cause of death. After the pathologist’s review of the final toxicology
report they concluded in their post-mortem examination report of December 6, 2019, that
the cause of death was methamphetamine toxicity. The post-mortem examination report
was entered as evidence.

The lead investigator for the Independent Investigations Office (IIO) testified that their
investigation into police action, or inaction, prior to Lindsey Izony’s death revealed that all
arrest and custody policy standards were met by the involved officers with no indication that
Lindsey Izony consumed any substance after being taken into custody.

The forensic toxicologist confirmed it was possible for physical signs of methamphetamine
toxicity to appear six hours or more after the initial consumption of the substance. The IIO
lead investigator advised the jury that the investigation concluded that the in-custody
monitoring of Lindsey Izony was satisfactory and there was no evidence that any officer
used inappropriate force or neglected their duty in caring for Lindsey Izony while she was in
police custody. They also indicated that their investigation was limited to the actions of the
police officers as their mandate does not cover the actions of detention cellblock guards.

Testimony from a Senior Director, Legislation — Public Safety Transformation Team, within
the Public Safety and Solicitor General Ministry established that the provincial government
has made amendments to the Police Act that are not yet in effect, regarding standards of
utilization of guards in police cellblocks. Pending changes include expanding the mandate of
the IIO to include investigating the actions/inactions of cellblock guards, designating
cellblock guards as safety officers in all detention facilities in communities of over five
thousand residents, and establishing a standardized safety officer training program. The
jury was advised that the legislation changes are currently pending development of
supporting materials.

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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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 Mental Health and Addictions, Province of British Columbia

1. Audit current accessible social services and education available for members of the
various first nations surrounding substance misuse disorder to ensure adequate
services are accessible.

Presiding Coroner Comment: Jury heard evidence relating to the remoteness of
the community and the increase of substance misuse amongst community members.

To: Minister of Public Safety and Solicitor General, Province of British Columbia
2. Ensure that recently legislated amendments to the Police Act in relation to detention
guards are implemented and become mandatory practice in all jurisdictions in the
Province of British Columbia.
Presiding Coroner Comment: The jury heard evidence from the senior director,
policing and security branch detailing legislative changes to enhance and standardize
practice for detention guards to:

1. Expand the mandate of an Internal Investigative Officer

2. Create a new level of safety officer to work as detention guards in
communities of over 5000 inhabitants.

3. Create standard training, to include but not limited to:
= how to conduct an appropriate visual check
= consistent and standardize documentation

= equipment and supplies

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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To: Commanding Officer, E Division, Royal Canadian Mounted Police

3. Review training for RCMP officers and detention/guards surrounding illicit substances
to include but not limited to:

a. Visible and physiological effects of substances on the body

b. Understanding various categories of illicit substances and the observable
symptoms thereof

c. Enhanced knowledge on illicit substance toxicities and when to seek medical
attention

Presiding Coroner Comment: The jury heard evidence that indicated that general
duty officers may not have sufficient knowledge surrounding illicit substances and
their toxicities.

To: Officer in Charge, Prince George Detachment, Royal Canadian Mounted
Police

4. Expand the team of cell block hon-commissioned officers to ensure that there is a
member on duty 24 hours a day 7 days a week and review the reporting and
oversight structure between the detention guards and RCMP members to increase
clarity.

Presiding Coroner Comment: The jury heard evidence that within the past year
there was a substantial increase in prisoner intake and limited police supervisor
oversight, thus increasing demands and workloads for existing staff.

To: Officer in Charge, Prince George Detachment, Royal Canadian Mounted
Police, and to the Chief Administrative Officer, City of Prince George

5. Ensure a secondary method to access individual cells.
Presiding Coroner Comment: The jury heard and viewed evidence that the guard

was required to retrieve the keys to unlock the cell at the request of the RCMP thus
delaying entry.

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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6. Ensure implementing 24 hour-a-day, 7 day-a-week availability of medical support for

Prince George cell facilities.

Presiding Coroner Comment: The jury heard evidence that RCMP members and
guards are not medical experts and are not trained or able to provide a fulsome
medical assessment during the intake process or while an individual is detained in
the cells. Availability of medical support would be beneficial for the overall health and

wellness of the detained individuals.
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