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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] € 15, INTO THE DEATH OF

Meadows David James

SURNAME GIVEN NAMES

An Inquest was held at The Burnaby Coroners’ Court  , in the municipality of Burnaby

The following findings were made:

in the Province of British Columbia, on the following dates: May 27-31, June 3, 2024

before: Margaret Janzen , Presiding Coroner.

into the

death of Meadows David James 43 male || Female
(Last Name) (First Name) (Middle Name) (Age)

Date and Time of Death: February 24, 2018 14:18 hours
(Date) (time)

Place of Death: Vedder Road and Storey Avenue Chilliwack, BC
(Location) (Municipality/Province)

Medical Cause of Death:

a) Combined effects of methamphetamine toxicity, physical
(1) Immediate Cause of Death: struggle, and conducted energy weapon deployment

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 )
underlying cause last.

(2) Other Significant Conditions
Contributing to Death:

Classification of Death: D Accidental Homicide Ij Natural D Suicide l:] Undetermined

The above verdict certified by the Jury on the 3rd day of June AD, 2024
M Janzen M L/W
Presiding Coroner’'s Printed Name Presiding Coroner@ignature
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PARTIES INVOLVED IN THE INQUEST:

Presiding Coroner: Margaret Janzen

Inquest Counsel: Steven Liu

Court Reporting/Recording .

Agency: Verbatim Words West Ltd.

Participants/Counsel: Robert Gibson and Prabhdeep Bal, counsel for the Attorney

General of Canada, representing the interests of the RCMP

Maureen Abraham and June Ling, counsel for the Province of
British Columbia

The Sheriff took charge of the jury and recorded 14 exhibits. 23 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.

David James Meadows was a 43-year-old male who lived in Chilliwack. He had been
employed in the oil industry in Alberta prior to his move to BC, where he worked as a bike
courier. He was separated from his spouse, with whom he had a four-year-old daughter.

Mr. Meadows had court ordered supervised parental visitation with his daughter once a
week, necessitated by his ongoing use of illicit substances, primarily methamphetamine.
Although the Ministry for Children and Family Development had been involved with the
family in the past, because the court order had been obtained by the spouse, they were not
involved at the time of his death.

The supervised visits took place at a private business, Seasons Mediation and Family
Services (Seasons). There had been numerous visits supervised by the owner of the
business which had reportedly all gone well. The owner testified that Mr. Meadows clearly
loved his daughter and interacted with her appropriately. He appeared to be sober when
the visits took place. She also testified that the provision of supervised parental visits by
private services were unregulated but that she would welcome regulation.

A new employee had co-supervised with the owner on his last supervised visit. The new
employee had been provided with a manual that detailed how visits were to be conducted
but there was no examination of her knowledge regarding its contents, she did not have any
relevant education, nor was a criminal record check undertaken. The owner testified that
she had known the new employee for some time and felt that she had the necessary

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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common sense and life experience that would make her a competent employee to supervise
visits.

On February 18, 2018, Mr. Meadows failed to show for his supervised visit which was to be
the first solo supervision with the new employee. This was the only time that he had
missed a visit. On February 24, 2018, at approximately noon, Mr. Meadows showed for his
next supervised visit. The visit began at the Seasons business office. The employee
testified at the inquest that things seemed to be fine, and they decided to leave the office to
go for a walk and get a snack.

While they were out of the office the employee noticed that Mr. Meadows was behaving
erratically, and she became concerned. She felt that she should terminate the visit and
suggested they return to the office. She attempted to text the owner on a couple of
occasions but when Mr. Meadows saw her texting, he became agitated, and she was unable
to complete the texts.

They returned to the office but while the employee was putting in the security code for the
door, Mr. Meadows picked up his daughter and began to walk away. The employee told him
he could not leave with her and to come back but he refused.

The employee followed them down Vedder Road, a busy thoroughfare, calling out to him to
come back. Mr. Meadows crossed Vedder Road, going out into traffic between crosswalks
on more than one occasion. The employee called 9-1-1 and reported that Mr. Meadows was
taking his child from a supervised visit and endangering her by going into traffic.

RCMP dispatch sent out a tone alert which is a signal to officers that a priority call of the
most serious nature has come in. Officers were advised that there was a child abduction in
progress. Numerous officers responded with lights and sirens.

The employee continued to follow Mr. Meadows and his daughter, telling him to stop and to
not go onto the roadway but he did not respond. Motorists and the general public noticed
what was occurring. The employee called out that he was not supposed to take the child.

One motorist stopped in a parking lot that Mr. Meadows was going through and confronted
him, saying to release his daughter and that they should just wait for the police to arrive.
Mr. Meadows did not respond or comply. Eventually the motorist grabbed Mr. Meadows,
who still held his daughter, and a struggle ensued. Another member of the public had also
come over and she took the child from Mr. Meadows. By this time police sirens could be
heard. Mr. Meadows began to walk away, crossing Storey Avenue.
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The first officer on scene testified that he ran up behind Mr. Meadows and grabbed him by
the arm. Mr. Meadows pulled away and the officer tackled him. Two more officers arrived
shortly and saw that Mr. Meadows and the first officer were engaged in a struggle on the
ground. They went over and assisted the first officer.

Mr. Meadows was kicking at them and hiding his hands underneath his torso, so they were
having great difficulty in handcuffing him. The first officer took out his conducted energy
weapon (commonly known as a Tazer) and deployed it but it was not effective as the prongs
did not both make contact, as required for it to work, because of Mr. Meadow’s clothing.
The officer deployed it again, this time applying it directly to the exposed skin of Mr.
Meadow’s back. They were then able to handcuff Mr. Meadows.

One officer asked for dispatch to call the ambulance as is policy where the Tazer is
deployed. At about the same time, officers noticed that Mr. Meadows was becoming
cyanotic (a skin colour change due to low oxygen). His pulse could not be detected, and
they started CPR. One officer retrieved an AED (automated external defibrillator) from their
vehicle but when it was applied it advised not to use the shock function. When paramedics
arrived at approximately 2:14 PM, Mr. Meadows still had no vital signs. They continued CPR
and transported him to the Chilliwack General Hospital, but he could not be resuscitated.

Toxicological examination revealed a toxic level of methamphetamine and prior use of
cocaine and fentanyl. A forensic autopsy was conducted which revealed no trauma or
disease to account for the death. The cause of death was determined to be the combined
effects of methamphetamine toxicity, a physical struggle, and conducted energy weapon
deployment.

The Independent Investigations Office investigated the incident and determined that no
officer had committed an offence in relation to this matter. The RCMP undertook its own
internal review which revealed no policy or procedural errors in the officers’ handling of the
case.
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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: Attorney General of BC

1. Consider drafting legislation to establish accreditation standards for businesses
providing supervised parental visits. Accreditation should include standard
documentation, mandatory training, and recertification requirements. Training should
include first aid, criminal record check, mental health and crisis intervention training,
substance abuse awareness training, emergency response plan training.

Presiding Coroner Comment: The owner of Seasons Mediation advised there was
no regulation related to supervised visitation. The supervised visit worker had no
direct training prior to hiring and minimal specific training after hiring.

To: Seasons Mediation and Family Services (Seasons)

2. In absence of regulation, Seasons should implement supervised visit protocol that
improves safety for all concerned including first aid training, criminal record check,
mental health and crisis intervention training, and substance abuse awareness
training. Seasons should implement staff safety protocol such as emergency plan
preparedness and building safety measures.

Presiding Coroner Comment: The owner of Seasons Mediation advised there was
no regulation related to supervised visitation. The supervised visit worker had no direct
training prior to hiring and minimal specific training after hiring.
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