Ministry of Public Safety and Solicitor General File Number: 2020-0607-0022

(D Coroners Service

BRITISH Province of British Columbia

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

Patrick Everett Riley
SURNAME GIVEN NAMES
An Inquest was held at  The Burnaby Coroners Court , in the municipality of _Burnaby
in the Province of British Columbia, on the following dates: March 30 to April 2, 2026
before: Carolyn Maxwell , Presiding Coroner.
into the
death of Patrick Everett Riley 42 Male [ ] remale
(Last Name) (First Name) (Middle Name) (Age)

The following findings were made:

Date and Time of Death: ~_April 20, 2020 02:55
(Date) (time)

Place of Death: University Hospital of Northern British Columbia Prince George, BC
(Location) (Municipality/Province)

Medical Cause of Death:

(1) Immediate Cause of Death: a) Subdural Haemorrhage

Due to or as a consequence of

Antecedent Cause if any: b) Blunt force head injury of unknown etiology

| Due to or as a consequence of

Giving rise to the immediate
cause (a) above, stating
underlying cause last. c)

(2) Other Significant Conditions
Contributing to Death:

None

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

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

The above verdict certified by the Jury on the 62 dayof _ Apri | AD, 202 b
Cagploan Moo va .
wolyin Moxwell el 27
Presiding Coroner's Printed Name Presiding Coroner's\Signature
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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 Public Safety and Solicitor General, RCMP “E” Division, and the
City of Prince George

1. Improve cell guard training standards to include trauma-informed care and ensure cell
checks include a timely response to any concern for detainee wellness.

2. Review wellness check training and standards and consider the use of verbal
confirmation with detainees to determine their condition.

3. Ensure all civilian staff working at detention facilities receive mandatory cultural
sensitivity training.
To: RCMP National Headquarters and “E” Division

4. Continue to explore the implementation of passive biometric monitoring systems in
detention facilities to ensure the wellness of detainees.

5. Explore training options that would help officers and guards to recognize the difference
between a detainee being non-compliant vs. in medical distress.
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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 February 3, 2026
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