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COLUMBIA VERDICT AT CORONER'S 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 

Gilchrist Allison Dawn 
SURNAME GIVEN NAMES 

An Inquest was held at The Burnaby Coroners Court , in the municipality of _ B_u_r_n_a_b..,_y ____ _ 

in the Province of British Columbia, on the following dates: December 8 to 12, 2025 

before: 

into the 
death of 

Carolyn Maxwel l , Presiding Coroner. 

Gilchrist 
(Last Name) 

The following findings were made: 

Allison 
(First Name) 

Date and Time of Death: December 29 2020 
(Date) 

Dawn 
(Middle Name) 

Place of Death: Highway 1 Eastbound at Lickman Road 
(Location) 

Medica l Cause of Death: 

(1) Immediate Cause of Death: a) Multiple blunt force injuries 

Due to or as a consequence of 

Antecedent Cause if any: b) Motor Vehicle crash 

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: 

43 D Male Q Female 
(Age) 

04:22 
(t ime) 

Chilliwack/ BC 
(Munlclpallty/Province) 

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

Homicide is a neutral term that does not imply fault or blame. 

The above verdict certified by the Jury on the 12 day of December AD 2025 '---'---

Presiding Coroner's Printed Name Presiding Coroner's Signature 
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VERDICT AT CORONER'S 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 

Gilchrist Allison Dawn 
SURNAME GIVEN NAMES 

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 

1. Consider reviewing procedures and training for vehicle pursuits, including: 

(a) pursuits that pass through multiple jurisdictions; and 

(b) pursu its of vehicles travelling against the designated flow of traffic. 

2. Consider reviewing the use of alternative hazard mitigation measures during vehicle 
pursuits to limit risk to civilians and members, including the review of roadblocks or 
vehicle tracking . 

3. Consider reviewing existing policies to ensure there are appropriate procedures in place 
to confirm and follow up if commands have not been heard and understood over the 
communication system. 

4. Consider reviewing measures to alert the public to occurrences of high-speed pursuits 
and related hazards, including the approach of vehicles travelling against the 
designated flow of traffic. 

To: RCMP Chilliwack Detachment 

5. Consider reviewing telecommunication technology used by the RCMP in Chilliwack to 
address transmission and other issues to ensure consistent and effective radio 
communication. 

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 September 11, 2025 
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