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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

McEwan Nona Marnie
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: April 16 to 19 and 22 to 25, 2024 ‘
\
before: Margaret Janzen , Presiding Coroner.
into the
death of McEwan Nona Marnie 45 [ ] mate Female
(Last Name) (First Name) (Middle Name) (Age)

The following findings were made:

Date and Time of Death: March 29, 2019 0730 hours
(Date) (time)
| Place of Death: 10095-133 Street Surrey, BC |
(Location) (Municipality/Province)

Medical Cause of Death:

(1) Immediate Cause of Death: a) Multiple Gunshot Wounds
Due to or as a consequence of
Antecedent Cause if any: b)

i 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: .| Accidental E Homicide | | Natural |_ ‘ Suicide D Undetermined
|

The above verdict certified by the Jury on the 25¢th day of April AD, 2024
\
‘ y

Margaret Janzen M Vand . -
Presiding Coroner’s Printed Name Presiding Coronér's Signature

Page 1 of 8



Ministry of Public Safety and Solicitor General File Number: 2019-0380-0001

.

BRITISH Province of British Columbia

COLUMBIA 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

McEwan Nona Marnie

SURNAME GIVEN NAMES

PARTIES INVOLVED IN THE INQUEST:

Presiding Coroner: Margaret Janzen
Inquest Counsel: Rolf Warburton and Steve Liu
Recording Agency: Charest Legal Solutions Inc.
David Kwan, Alison Brown and Ezra Park, counsel for The
Participants/Counsel: Attorney General of Canada, representing the interests of
the RCMP

The Sheriff took charge of the jury and recorded 16 exhibits. 27 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.

Nona Marnie McEwan was a 45 year-old female who lived in a rented single-detached house
in Surrey with her spouse of approximately 19 years, Randy E. Crosson. Ms. McEwan was a
good provider for her children and enjoyed crafts and yard work. The basement of the house
was sublet to female tenants. A tenant testified at the inquest that Ms. McEwan was a kind
person who cared about the tenants. Ms. McEwan had a teenage daughter with Mr. Crosson
and two adult sons from a previous relationship. The father of her two adult sons lived in her
backyard in a trailer with his current girlfriend.

Mr. Crosson was a 48-year-old male who lived with his spouse, Ms. McEwan. Mr. Crosson was
reported to have had a hard life but loved his family and showed his love through the activities
he did with them. Mr. Crosson also enjoyed spending time with his dog. In addition to the
teenage daughter he had with Ms. McEwan, Mr. Crosson had an adult son from a previous
relationship.

Mr. Crosson had a history of substance use and involvement with the criminal justice system.
Mr. Crosson’s convictions included some violent offences and many breaches of his probation
orders. Probation orders are time limited, and they have expired by 2019. In 2003, Mr.
Crosson was convicted of assaulting his spouse and uttering threats to her and her parents.
He was placed on probation with one of the conditions being that he have no contact with any
of them. Community Corrections conducted three risk assessments resulting in a medium risk
rating. The evidence at inquest did not establish whether Mr. Crosson complied with the no-
contact condition. Mr. Crosson’s last probation officer testified that Mr. Crosson was diagnosed
while incarcerated with bipolar depression but did not take medications to treat it. Mr. Crosson
only met with a probation officer-referred mental health clinician once after being released
from custody.
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At the time of Mr. Crosson’s death in 2019, he had two warrants outstanding for his arrest
due to a 2016 breach of conditions of his probation for a bank robbery conviction. The Deputy
Provincial Director for Probation Services testified that Mr. Crosson’s file at the time stated
that Mr. Crosson was not in a relationship and had no family. Probation officers do not have
authority to deal with anything except the current offence. Probation officers can ask the BC
Prosecution Service to get arrest warrants if a person breaches a condition of their probation.
If police or the probation officer believe the person is at high risk of committing a serious
offence, police will attempt to arrest the person. There were over ten thousand breaches of
conditions recorded in 2015 and not every breach of conditions would result in a warrant or
arrest.

In the days leading up to Mr. Crosson’s and Ms. McEwan’s deaths, Ms. McEwan decided to
end their relationship. On March 27, 2019, Mr. Crosson got into a physical altercation with
the father of Ms. McEwan'’s adult sons and left the house for one night. One of Ms. McEwan'’s
sons testified that he spent that night at the house in case Mr. Crosson returned. Ms. McEwan
went to work on the morning of March 28, 2019, and her son left the house after tidying up
and walking the dog. The son also opened the blinds and locked the doors before he left.

When the son returned later that day with a friend, he noticed that someone had closed the
blinds. The son could also hear that someone was in the house. The son called Ms. McEwan
and told her he thought Mr. Crosson was inside the house. Ms. McEwan called her son back,
after contacting Mr. Crosson, and said Mr. Crosson was concerned about Ms. McEwan’s son
and his friend assaulting Mr. Crosson. Ms. McEwan asked her son to leave so that Mr. Crosson
could collect his belongings and leave. The son and his friend left.

Ms. McEwan returned to the residence and entered the house. Shortly after that, McEwan’s
son received a call from his father (who was in his trailer in the back yard), asking the son to
come back to the house because he heard a loud bang and a scream from the house. The son
returned. After discussing events with his father, the son called 9-1-1 at approximately 10:22
PM. He told the 911 operator that Mr. Crosson was holding Ms. McEwan inside the home and
that Mr. Crosson might have a weapon.

Surrey RCMP general duty (SGD) officers responded to the call and arrived at the house. The
house was dark and no signs of occupancy were seen or heard. The officers set up inner and
outer safety perimeters around the home and gathered further information from the son and
a police information system. The officers learned that Mr. Crosson had outstanding warrants.
The officers escorted the downstairs tenants away from the house. The officers called Mr.
Crosson and Ms. McEwan on their cell phones several times but did not get any answer. There
was no response when the officers knocked on the door.

One officer drove his police car close to the house and turned on the car’s lights and sirens.
The officers attempted to contact Mr. Crosson and Ms. McEwan with a loudhailer but there
was no response. The officers learned there was a dog in the house but heard no barking.

This document has been prepared pursuant to the authority of the Chief Coroner as provided in Section 53(2)(e) of
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The officers struck the house on all sides with a Halligan (a forcible entry tool) but there was
no response.

The officers later learned that it was the son’s father who had reported to his son that the
father heard a bang and a scream and saw Ms. McEwan’s phone get thrown into the backyard,
and that the son had not directly witnessed these events.

The officer in charge called his supervisor and it was determined that the Emergency Response
Team (ERT) should attend. The Critical Incident Commander (CIC) received a call at 12:47
AM with information that a female was being held against her will by a male suspect who was
thought to be armed. General duty officers stayed on scene maintaining the outside
perimeters. ERT members began to arrive and brought with them a tactical armoured vehicle
(TAV). Snipers and dog handlers also arrived. Tactical command of the scene was assumed
by the ERT at approximately 1:57 AM on March 29, 2019. An ERT officer drove the TAV onto
the lawn in front of the house’s front door. The TAV operator used the loudhailer to repeatedly
make various announcements, including: the presence of police; requesting the occupants to
come out and that they would not be harmed; that Mr. Crosson was under arrest; that the
police needed to know Ms. McEwan was safe; and to call 9-1-1. There continued to be no
response.

Further backup was requested from the Abbotsford police department who brought another
armoured vehicle which was positioned in the backyard.

The CIC testified that at approximately 2:45 AM a loud bang was heard in the back yard. Two
officers who had been walking down the back alley reported that something had been thrown
in their direction from the house and that they thought it was a bear banger. Family members
on scene reported that Mr. Crosson may have bear bangers or other weapons and may be
impaired by illicit substances or be suffering the effects of withdrawal.

At approximately 3:06 AM, ERT members observed a pistol being pointed out the window at
the TAV operator. At approximately 3:11 AM, a female negotiator went into the TAV to use
the loudhailer in the hope that Mr. Crosson might respond differently to a female voice. The
CIC was considering various options during this time, including the use of gas, a robot, and
other means of communication. At 3:47 AM, ERT members reported that they heard a female
voice from inside the house saying that she was okay. At approximately 3:53 AM, the CIC
instructed the negotiators to call a consultant psychologist with expertise in crisis
negotiations. This psychologist would also potentially have access to Mr. Crosson’s mental
health history and be able to suggest how best to communicate with someone who was
impaired by illicit substances.

ERT members were able to clear the basement and confirm there were no occupants. They
heard things being moved around upstairs which suggested to them that Mr. Crosson might
be erecting a barricade.

This document has been prepared pursuant to the authority of the Chief Coroner as provided in Section 53(2)(e) of
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At approximately 5:15 AM, ERT members opened the front door. A robot entered shortly after
with a cell phone. The robot moved across the upstairs relaying video to the operator that
showed the upper floor was clear, apart from one room believed to be a bedroom where the
door was closed. The robot also delivered the cell phone. ERT members loud-hailed Mr.
Crosson and Ms. McEwan that police had delivered a cell phone and wanted to talk to them.
Negotiators called the cell phone multiple times but there was no answer. During this time,
the robot operator heard a male and a female voice but could not clearly hear what they were
saying. At approximately 6:17 AM, the robot audio relayed a male voice saying ‘shooting’ or
‘shoot me’.

After the robot went through the upstairs of the house, ERT members entered and cleared
the upstairs, apart from one bedroom with the door closed.

At 5:59 AM, a Feeney warrant (a court order permitting entry into a private home authorizing
the arrest of Mr. Crosson) was received. At approximately 6:27 AM, the CIC learned that a 9-
1-1 call had been received by an operator from a number associated to Mr. Crosson and the
caller stated, “Tell those pigs to leave my house or I will come out and shoot them.” then
promptly hung up. The ERT members including the CIC did not learn about this call until
approximately 3 hours later. The message was also incorrectly relayed; it was later learned
that Mr. Crosson said “Tell those pigs to leave my house or I will start shooting people inside.”

At approximately 6:57 AM, the robot relayed audio from Mr. Crosson that “You have one hour
or I'm going to kill her.” This information was relayed to the psychologist who advised that,
given the lack of communication or demands from Mr. Crosson, this likely meant Mr. Crosson
intended to kill Ms. McEwan at the end of the hour. At approximately 7:20 AM, ERT members
heard Mr. Crosson say “You have five minutes.” The psychologist gave his opinion that, based
on this, Mr. Crosson wanted to die.

Primary care paramedics had been staged nearby for most of the night. Police now requested
advanced lifesaving paramedics attend and stage nearby.

The CIC authorized the use of explosive force entry into the bedroom and ERT members
placed charges on the bedroom door and window. A team of six ERT members assembled in
a line on the back deck of the house. They all testified at the inquest and stated that their
risk assessment prior to entry was very high or extreme. They stated that their primary goal
was to rescue Ms. McEwan. The first member had a ballistic shield. The second in line had a
diversionary device. All were armed with either a pistol or a high calibre carbine. The CIC
authorized the ERT to enter the bedroom. The window and then the bedroom explosives went
off. The second ERT member threw the diversionary device into the room and then stepped
aside to let other members go by him. There was dust and debris in the air.

The first member with the shield tripped and fell over debris on the floor. He testified that he
saw Mr. Crosson and Ms. McEwan lying on a bed, which was pushed into the far-right corner
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of the small bedroom. Mr. Crosson had his upper torso pushed up into the far-right corner
and held Ms. McEwan with his arms covering her body. Mr. Crosson was holding a pistol aimed
at her neck area and had a knife in his other hand. The other ERT members described the
same scene, with minor variations.

The first member made his way to the right towards the foot of the bed. The second member
who entered also stumbled on the debris then went to the left and up towards the head of
the bed. The other members followed, alternating right and left as they entered. Some ERT
members testified that they thought Mr. Crosson shot the first two entry team members
because those members fell soon after entering the bedroom. The ERT members shot Mr.
Crosson a total of 46 times within about 9 seconds until the members individually determined
that Mr. Crosson was no longer a threat.

When the firing stopped, it was clear to the ERT members that Mr. Crosson was dead and Ms.
McEwan had also been shot. She was immediately taken to the kitchen where ERT medics
began life-saving efforts. She appeared to have been shot through her right elbow and the
upper right quadrant of her abdomen. She was bleeding profusely. Medics applied tourniquets
to her upper arms and administered a blood clotting medication. Chest seal bandages were
applied to the abdominal wound. The advanced lifesaving paramedics were summoned and
Ms. McEwan was moved to the front lawn for easier access for the ambulance. An
oropharyngeal airway was inserted and a basic cardiac monitor applied.

When the advanced lifesaving paramedics arrived, she had no vital signs and was receiving
CPR from the ERT members. The treating paramedic testified he removed the cardiac monitor
applied by the medics and applied another which provided him with more information. He also
intubated her. He asked the ERT members about the nature of her injuries, but they did not
tell him when or where at the scene she had been injured.

After determining that Mr. Crosson was in fact dead with no hope of resuscitation, Ms. McEwan
was placed in the ambulance and taken to the nearest trauma hospital. She never regained
any signs of life. The emergency room physician testified that her team continued
resuscitation efforts at the hospital, but it quickly became apparent that Ms. McEwan could
not be saved. Efforts were discontinued at approximately 8:08 AM.

The Independent Investigations Office (IIO) was notified by the police and the scene was
secured until IIO investigators arrived. The IIO is a civilian-led police oversight agency
responsible for conducting investigations into incidents of death or serious harm that may
have been the result of the actions or inactions of a police officer.

This document has been prepared pursuant to the authority of the Chief Coroner as provided in Section 53(2)(e) of
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The lead IIO investigator testified that the investigation included forensic firearm, toolmark,
and bloodstain pattern analysis expert reports; a full neighbourhood canvas; and witness
officer interviews. Subject officers (who may be subject to criminal prosecution if the
investigation reveals evidence of wrongdoing) declined to give interviews, as was their
constitutional right. The investigators recovered a bear banger, a knife, a replica pistol, a
replica Smith and Wesson pistol, and a bullet not attributable to any police weapon from the
bedroom. Other weapons were located elsewhere in the residence.

A forensic autopsy determined Ms. McEwan’s cause of death to be high velocity gunshot
wounds to her right abdomen and right elbow. The pathologist testified it was possible the
injuries were the result of one bullet passing through her elbow and into her body. The injuries
caused significant blood loss and death would have occurred within minutes. Toxicological
analysis revealed a high concentration of methamphetamine in Ms. McEwan’s blood but the
pathologist found that this did not contribute to her death.

A forensic autopsy determined Mr. Crosson’s cause of death was multiple gunshot wounds.
The pathologist testified that Mr. Crosson’s injuries would have caused his death immediately.
Toxicological analysis revealed a high concentration of methamphetamine, the recent use of
heroin, and the presence of naloxone (a drug used to counteract the toxic effect of opioids).

After the IIO finished its investigation, the IIO’s Chief Civilian Director (CCD) concluded that
no officer had committed a criminal offence and released a public report. The ERT subject
members testified they were emotionally impacted by the incident but felt they could not
discuss the case until the completion of the inquest. The CCD testified that the IIO had a
memorandum of understanding with the police that the IIO would not seek records from a
mental health professional regarding what subject officers said but acknowledged that the BC
Prosecution Service was not a signatory to the memorandum.

The RCMP also conducted their own review and made the following changes: introducing new
human shield training scenarios where the hostage taker and hostage were lying down, and
close-quarter scenes with significant debris on the floor; ERT members using body cameras
during critical incident deployments; and purchasing advanced technology equipment to
provide information about the location of subjects inside a closed room.

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:
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JURY RECOMMENDATIONS:

No Recommendations
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