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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 

Lampreau Randy Dale 
SURNAME GIVEN NAMES 

An Inquest was held at _K_a_m_lo_o~p_s_L_a_w_C_o_u_rt_s____ , in the municipality of Kam loops 

in the Province of British Columbia, on the following dates: July 22 - July 26, 2024 

before: 

into the 
death of 

_K_i m_b_e_r~ly.___I_s_b_is_t_e_r___________ , Presiding Coroner. 

Lampreau 
(Last Name) 

The following findings were made: 

Date and Time of Death: March 13 2019 
(Date) 

Randy 
(First Name) 

Place of Death: 560 Battle Street, Kamloops, BC 
(Location) 

Medical Cause of Death: 

Dale 49 
(Middle Name) 

03:12 

Q Male D Female 
(Age) 

(time) 

(Municipality/Province) 

(1) Immediate Cause of Death: a) Combined effects of lymphocytic myocarditis and methamphetamine use 

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: [x] Accidental D Homicide D Natural D Suicide D Undetermined 

The above verdict certified by the Jury on the day of July AD, __ 2_0_24 __ 

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

Presiding Coroner: Kimberly Isbister 

Inquest Counsel: Steven Liu 
Court Reporting/Recording 
Agency: Verbatim Words West Ltd. 

Participants/Counsel: Evelina Kolodziej & Alison Brown, counsel for the Attorney 
General representing the interests of the RCMP 

The Sheriff took charge of the jury and recorded 14 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. 

Randy Dale Lampreau (Lampreau) was a 49-year-old Indigenous male who lived unhoused 
in the Kamloops area. In his earlier years, Lampreau had spent time fishing, hunting, and 
horse logging, along with looking after the elders in the community. A relative described 
Lampreau as a kind and giving person who came from a family where his siblings attended 
residential schools. His siblings’ residential school experiences resulted in challenges 
growing up for Lampreau because the experiences were projected onto Lampreau at a 
young age. Lampreau had some mental health issues which resulted in him not feeling 
comfortable living inside, and family tried to get him help. Amongst the local unhoused 
community, Lampreau was known to have a history of substance use. 

On March 12, 2019, Lampreau entered the Mustard Seed Outreach Centre in Kamloops at 
2105 hours. Lampreau interacted with a staff member who provided him with a gray 
sweatshirt and sleeping bag. At 2122 hours, a staff member recognized Lampreau as 
someone who had been previously banned from the premises and called RCMP.   

Lampreau left the Mustard Seed on his own at 2128 hours and smoked a cigarette in the 
parking lot area. RCMP members (Officers 1 & 2) arrived at 2144 hours, found Lampreau 
and talked with him.  

Officer 1 testified that Lampreau showed signs of alcohol intoxication, including slurred 
speech, blood shot eyes, an odour of liquor, and balance problems. Since Lampreau was not 
welcome at the Mustard Seed and appeared unable to care for himself, the police officers 
arrested Lampreau and took him into custody. Officer 1 searched Lampreau, put him into 
the back of his police car and drove Lampreau to the RCMP station. 
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Officer 1 testified that prisoners are assessed on arrival and their condition is documented 
on a form called a C-13 Prisoner Report. Lampreau was directed to remove excess layers of 
clothing, as was the usual procedure. Officer 1 testified that Lampreau swayed back and 
forth so Officers 1 and 3 had put their hands out to steady Lampreau.  

After Lampreau was processed in the booking area, Officers 1 and 3 walked Lampreau to his 
cell. Officer 1 testified that they held onto Lampreau’s arms because he was unable to keep 
his balance, and they did not want him to trip or fall. 

Officers 1 and 3 brought Lampreau into cell MT2 (Male Tank 2), which is generally used to 
house intoxicated prisoners. Officer 1 scanned Lampreau with a hand-held metal detector in 
the presence of Officer 3 and the Watch Commander. The officers then left the cell and 
closed the door.  

A cell guard crew leader testified that the cell is comprised of a toilet/sink combo, cement 
cinder block walls, and an epoxy covered cement floor.  The jury heard that that while 
Lampreau was the only person placed in this cell that evening, there can sometimes be as 
many as eight people within a single cell on Fridays, Saturdays and during special 
community events. 

Cell guards and RCMP members testified that they are required, by policy, to conduct 
prisoner checks at least every 15 minutes. Checks were completed in a variety of ways 
including in-person physical checks, where a guard or RCMP member walks through the cell 
block area and looks through cell door windows.   

Guards and RCMP members can view prisoners in their cells using a video monitoring 
system in the guard office. Each cell has a camera which could be monitored in the guard 
office, and by the RCMP Watch Commander elsewhere in the building.  

In both scenarios, the person doing the cell checks must ensure prisoners are breathing by 
looking for prisoners’ chests rising and falling, or that prisoners made other movements to 
show they are alive and well. If guards or RCMP members guard do not see signs of life, 
they must rouse the prisoner by knocking on or kicking the door to elicit a response. Cell 
guards testified that if they had concerns about a prisoner’s well-being, they were required 
by policy to seek help from RCMP members, as they were not permitted to enter the cells 
themselves. 

Police and guards record their respective cell checks and observations in a logbook, kept 
within the cell guard office. RCMP members log their observations with a red-coloured pen 
to distinguish their entries from those of the cell guards. In addition to prisoner checks, cell 
guards are responsible for booking prisoners, feeding prisoners, obtaining and dispensing 
medications, and cleaning cells and hallways. Cell guards told the inquest jury that they are 
not medically trained.   
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Guard 1 carried out his normal duties and conducted various prisoner checks between 2204 
hours and 2331 hours.  Guard 1 was relieved by Guard 2 around 0000 hours.  Guard 1 
testified that he had a pretty good sight line into Lampreau’s cell through the plexiglass 
window on the cell door. Guard 1 usually kept the cell lighting level up on full. 

On March 13 at 0045 hours, Guard 2 noted that Lampreau stumbled and fell onto his back 
and shoulders.  Guard 2 he did not see nor hear Lampreau injure his head on the floor. 
Guard 2 testified that if guards are concerned that a prisoner is injured, guards would call 
paramedics for assistance.  

Guard 2 indicated that a video check was completed at 0130 hours and noted “all quiet” in 
the log, as there were no concerns in the cell block. Guard 2 further testified that the cell 
was at half-light (half of full brightness) and he could see clearly that Lampreau’s chest was 
rising and falling. A video recording shown to the jury established that at 0530 hours, Guard 
2 remained outside MT2 for a longer period than usual and was seen kicking the cell door. 
He testified that he assured himself that Lampreau was breathing. 

The video also showed that at 0546 hours, Guard 2 stayed at the cell door for a longer 
period and turned the lights up to the full brightness setting. Guard 2 told the jury that 
Lampreau’s face colouring did not seem right, and Lampreau had something coming out of 
his mouth that was pooling on the floor. Guard 2 testified that during previous checks he 
believed Lampreau had been breathing; however, he could not see Lampreau’s face 
colouring between 0300 – 0530 hours as the lights were at half brightness.  

Guard 2 went to get help from an RCMP member. Officer 4 went down two flights of stairs 
into the cell area. After entering MT2, Officer 4 observed that Lampreau was motionless, 
lying on his right side, with his legs in a recovery position. Officer 4 asked Guard 2 to get 
the paramedics. Officer 4 testified that he checked for Lampreau’s pulse but couldn’t find 
one.  Officer 4 also said Lampreau was cold to the touch and that rigor mortis (a 
postmortem stiffening of the muscles) had set in. As clear indications of death were present, 
Officer 4 and Guard 2 did not attempt CPR. The Watch Commander was notified about the 
situation, and he responded to the cell blocks area. 

Paramedics arrived at the cell block and began to assess Lampreau at around 0556 hours. A 
primary care paramedic testified that Lampreau had no vital signs, no traumatic injuries, 
and was confirmed to be deceased. 

A forensic toxicologist testified that analysis of postmortem samples determined that 
Lampreau had methamphetamine in his system in a range where recreational 
concentrations overlap with those associated with fatalities. The forensic toxicologist noted 
that methamphetamine can cause some added stress to the heart and can still be fatal at 
lower concentrations. The jury heard evidence that methamphetamine use can result in 
thirst and the need to rehydrate due to an increase in body temperature. 
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A forensic pathologist testified that an autopsy revealed the cause of death as the combined 
effects of lymphocytic myocarditis and methamphetamine use. The jury heard that 
methamphetamine use can adversely affect the heart, and when a person has an associated 
heart issue, as in Lampreau’s case, they are more susceptible to the effects of the 
methamphetamine, even at lower concentrations. These effects can result in a heart attack 
or arrhythmia (irregular heart rhythm). The jury heard additional evidence that 
methamphetamine can result in increased blood pressure, and the effects can last over 
hours. The forensic pathologist told the jury that Lampreau had no injuries that contributed 
to his death.  

An investigator from the Independent Investigations Office (IIO) testified about the IIO’s 
mandate to investigate all incidents in British Columbia in which the actions or inactions of 
police result in serious harm or death to members of the public. The IIO investigator 
testified that the agency investigated Lampreau’s encounter with police and subsequent 
detention at the cell block. The jury heard that the IIO’s Chief Civilian Director concluded 
there was no evidence that any police officers had committed any criminal offences in 
relation to Lampreau’s death.  

The IIO investigator testified that video recordings from cell MT2 showed that Lampreau 
drank from the faucet six times between 0101 hours and 0302 hours. The recordings also 
showed that Lampreau laid on his left side at 0307 hours, and then on his right side at 0310 
hours. There was no further movement by Lampreau after 0312 hours.   

The IIO investigator also testified about a letter prepared by the Chief Civilian Director, 
dated December 3, 2019, and addressed to the Minister of Attorney General and the 
Minister of Public Safety and Solicitor General. The letter stated that police and jail guards 
are not trained medical personnel and therefore cannot be expected to recognize signs of 
medical complications caused by substance use or medical conditions. The same letter 
mentioned a police agency which has nurses on duty within their jail premises.  The letter 
also called for a sobering and assessment centre as a means of managing intoxicated 
persons in the community. 

A Senior Director with the Ministry of Public Safety and Solicitor General testified about 
changes to the Police Act that are not yet in effect. The anticipated changes include plans to 
implement new standards for training and conduct of jail guards, and to reclassify them as 
safety officers subject to oversight by agencies such as the IIO and the Office of the Police 
Complaints Commissioner.  

Various witnesses testified that a sobering centre, staffed with appropriately qualified and 
trained personnel, would be the best suited to place and monitor intoxicated individuals.  
Witnesses also testified that all possible precautions should be undertaken to ensure the 
health and safety of a prisoner in police custody, including possibly using wearable 
monitoring devices.  
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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 the City of Kamloops 

1. Immediately undertake a comprehensive review of RCMP policies, practice and 
procedures pertaining to prisoner wellness and jail block operation including but not 
limited to increase consistency and training pertaining to: 

a. visualizing breathing as a sole means of confirming life of prisoners; 

b. the use of light settings to high during 15-minute checks; 

c. assessments of prisoner wellness after falls and injuries inside cells; 

d. regularly scheduled drills of emergency situations; 

e. regularly review and upgrade of technology used to monitor and document 
prisoners wellness including but not limited to digital logbooks and intercom 
system. 

Presiding Coroner Comment:  

a. The jury heard evidence that the guards’ breathing observation and cell light 
settings practices were inconsistent.  

b. The jury heard evidence that the guards’ breathing observation and cell light 
settings practices were inconsistent.  

c. The jury heard evidence that falls in cells are a common occurrence. Randy 
Lampreau sustained a fall on a concrete surface from a standing position and he 
was assessed by a jail guard, with no medical training. 

d. The jury heard evidence that guards and RCMP members have an inconsistent 
understanding of policy and procedure regarding emergency entry into cells. 
RCMP policy states specific circumstances that warrant guards to enter cells. 

e. The jury heard evidence that guards rely on memory to document cell check 
observations in their logbooks regarding the time, movement, breathing, and 
other signs of life for each prisoner. 
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2. Hire and sufficiently staff RCMP Kamloops detachment jail cell block with health care 
professionals including registered nurses to assess that prisoners are medically 
suitable to be placed in cells. 

Presiding Coroner Comment: The jury heard evidence regarding limitations of 
police officer knowledge and training in the medical field, which directly impacts their 
ability to do their jobs to the fullest. Evidence was also heard in reference to the 
letter from the IIO Chief Civilian Director regarding other models, such as the VPD 
who have staffed nurses on-duty to help fill knowledge and training gaps. 

3. Hire and sufficiently staff RCMP Kamloops detachment with an Indigenous liaison to 
assist with communication and coordination with Indigenous peoples who interact 
with the detachment. 

Presiding Coroner Comment: The letter from the IIO’s Chief Civilian Director’s 
noted that there is an over-representation of Indigenous persons in our justice 
system, disproportionally impacting the First Nations community. An indigenous 
liaison may also be able to assist in identifying an alternative safe place where an 
intoxicated person can stay instead of in cells. 

To: The Minister of Health, the Minister of Mental Health and Addiction, Interior 
 Health Authority and the City of Kamloops 

4. Immediately allocate funding and resources towards the opening of a sobering centre 
in the city of Kamloops. 

Presiding Coroner Comment: The jury heard evidence that a sobering centre 
would be better equipped to look after intoxicated persons, and that jail was not an 
appropriate facility to place non-violent intoxicated people. 

To: The Minister of Public Safety and Solicitor General 

5. Urgently prioritize to ensure timely development and implementation of regulations, 
policies, and standards as they relate to the Police Amendment Act pertaining to 
transitioning municipal jail guards into safety officer. 

Presiding Coroner Comment: The jury heard evidence from the Ministry of Public 
Safety and Solicitor General witness regarding a 2018 review, which cited various 
gaps including training, education, regulation, and oversight of jail guard.  
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PRESIDING CORONER RECOMMENDATION: 

The Presiding Coroner has added an additional recommendation based on the evidence 
heard at the inquest. 

To:  Royal Canadian Mounted Police, E-Division 

6. Review modern technologies regarding industry-used electronic health metric 
monitors related to the health and well-being of individuals in custody in municipal 
detachment cells.   

Presiding Coroner Comment: The inquest heard evidence that the use of safe 
individual health metric monitors would be beneficial to confirm proof of life and/or 
alert guards to possible medical emergencies.  This has previously been identified in 
recommendations from the WADDELL inquest (2017-0586-0060) and the PATRICK 
inquest (2018-0380-0003).  




