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About PARC

The Police Assessment Resource Center (PARC), a non-profit
organization, is dedicated to strengthening effective, respectful, and publicly
accountable policing. PARC serves as an “honest broker,” working in
cooperation with law enforcement executives, civic and government officials,
civilian oversight professionals, and other interested constituencies to
improve police performance. Based in Los Angeles, PARC provides direct
services to jurisdictions throughout the United States and serves as a national
resource center specializing in the formulation and dissemination of model
policies and procedures to manage and reduce the risk of police misconduct.

Through its direct services, PARC assists officials in individual jurisdictions as
they develop and strengthen oversight systems. PARC conducts reviews of
police policies and practices; evaluates external and internal oversight
mechanisms; collects and analyzes relevant data; performs accountability
audits; and helps police leaders develop and implement management
strategies that promote accountability.

As a national resource center, PARC performs research on issues of concern
among law enforcement professionals and community members, and
provides guidance regarding policing practices and oversight of the police.
PARC publishes a quarterly newsletter, Police Practices Review, maintains an
informational website; sponsors forums on issues and trends in the field of
policing; conducts and publishes independent research on emerging issues
and enduring challenges in policing; and catalogues model policies and
procedures.

A copy of this report is available on-Iine at
http://www.parc.info/portland_police bureau-publications.chtml.
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Such force may be used to accomplish the following official purposes:

a. Prevent or terminate the commission or attempted commission of an offense.

b. Lawfully take a person into custody, make an arrest, or prevent an escape.

c. Prevent a suicide or serious self-inflicted injury.

d. Defend the member or other person from the use of physical force.

e. Accomplish some official purpose or duty that is authorized by law or judicial
decree.

When determining if a member has used only the force reasonably necessary to
perform their duties and resolve confrontations effectively and safely, the Bureau
will consider the totality of circumstances faced by the member, including the
following:

a. The severity of the crime.

b. The impact of the person’s behavior on the public.

c. The extent to which the person posed an immediate threat to the safety of officers,
self or others.

d. The extent to which the person actively resisted efforts at control.

e. Whether the person attempted to avoid control by flight.

f. The time, tactics and resources available.

g. Any circumstance that affects the balance of interests between the government
and the person.

The Bureau’s levels of control model describes a range of effective tactical options
and identifies an upper limit on the force that may potentially be used given a
particular level of threat. However, authority to use force under this policy is
determined by the totality of circumstances at a scene rather than any mechanical

model. (Emphasis in original).

Portland’s policy advances effective policing, promotes officer safety, and promises
positive community relations. The use of force policy should be effective because it should
result in better and safer arrests and increased crime prevention and control. In turn, there
should be less litigation about excessive force, and the dollars saved can be invested in
crime prevention. The new policy promotes officer safety by leading to fewer
confrontations that put police officers in danger of serious injury. The policy promises to
promote community relations by reducing the tension and anger that excessive force can
generate. We praise Chief Sizer and the other dedicated individuals who helped to
formulate this farsighted policy.



[l INCIDENT COMMANDERS

Likewise, the leadership of the PPB came to a critically important insight into why the
management of critical incidents on occasion goes awry. Responsibility for overall
leadership in such incidents can become confused and dispersed without anyone clearly in
charge. In response, the PPB has created a cadre of seasoned leaders to act as Incident
Commanders in critical incidents where the SERT (Portland's SWAT team) and Hostage
Negotiating Team (“HNT”) are called out. The Incident Commander will take charge and
coordinate the efforts of first responders, SERT, and HNT. Implementation of this sensible
solution to confusion over who is really in charge has eluded other leading police
departments. Turf battles between the local precinct commanders, the SWAT team, the
negotiators, and department brass have doomed efforts elsewhere to create a similar role
for professional Incident Commanders. To have overcome these obstacles, as Chief Sizer

and her leadership group have done, is praiseworthy.

[l. THE CURRENT REPORT

PARC reviewed twelve officer-involved shootings for this report. We uniformly reference

these cases by number, as presented in Table 1, below.

TABLE 1: SUMMARY OF
OFFICER-INVOLVED SHOOTING CASES REVIEWED

CASE DATE OF AREAS OF DISCUSSION IN
NUMBER | INCIDENT SUMMARY REPORT
Case 1 February | Officers observe a man assaulting a young Homicide Investigation—
2002 child. They fatally wound the man as he Witnesses & Interviews
holds the child in his arm.
Case 2 December | Officers confront a suspect in a stolen Deficient Supervision; Homicide
2003 vehicle after a failed surveillance job. Investigation—Witnesses &
Officers fatally wound the suspect after he Interviews
begins to maneuver the vehicle toward them.
Case 3 January A man holding his girlfriend hostage is AR-15
2004 fatally shot by officers.




Case 4 November | Officers responding to an armed robbery call | Foot Pursuits; Bystander
2004 give pursuit to a suspect, confronting him on | Endangerment; 21-Foot Rule;
a sidewalk and fatally wounding him. Homicide Investigation—
Documentation; Homicide
Investigation—Witnesses &
Interviews; IA Investigation;
Training Bureau Analysis
Case 5 December | Officers pursue a suspect in a car reported Deficient Supervision; Provision
2004 stolen. The suspect flees on foot and fires of Medical Care; High-Risk
multiple times at officers giving chase, who Vehicle Stops; Use of Cover;
return fire. The suspect lays prone between a | Taser; Beanbag Shotguns;
lawn and a fence and dies as, first, patrol Homicide Investigation—
officers and, then, SERT officers attempt to Documentation; Homicide
secure him. Investigation—Witnesses &
Interviews; IA Investigation;
Training Bureau Analysis;
After-Action Reports
Case 6 February Officers initiate a traffic stop, but the vehicle | High-Risk Vehicle Stops;
2005 speeds away as officers approach. The truck | Accidental Discharges;
stops after a short distance. Officers Homicide Investigation—
approach with guns drawn. One opens the Witnesses & Interviews; IA
door of the truck, firing a single round that Investigation
the officer says was an accidental discharge.
The round exits the cab of the vehicle,
ending up in the closet of a nearby civilian.
No one is injured.
Case 7 February An officer serving a search warrant Accidental Discharges; IA
2005 accidentally fires his gun as he attempts to Investigation; Training Bureau
look under the bed on the second floor of the | Analysis
residence. The bullet lodges between the two
floors of the house, with no one injured.
Case 8 March Officers respond to a 911 call and encounter | Crossfire; AR-15; Homicide
2005 the victim of an assault. They enter a Investigations—General; A
residence and encounter the suspect who Investigation; Training Bureau
charges at the officers with a knife. Multiple | Analysis
officers fire. The suspect’s wounds are fatal.
Case 9 March A man holds multiple hostages at a house. Deficient Supervision; Homicide
2005 Patrol officers initiate negotiations. SERT is | Investigation—Witnesses &
activated. A SERT sniper fires a round when | Interviews; After-Action
the suspect raises an object and spins around | Reports
toward officers, fatally wounding the
suspect.
Case 10 | February | Officers are dispatched to an apartment Bystander Endangerment;
2005 complex and encounter a suspect with a knife | Homicide Investigations—
in the lobby. The suspect advances toward an | General; IA Investigation;
officer, who fires multiple rounds; another Training Bureau Analysis
officer fires a less lethal shotgun. The suspect
survives.
Case 11 | March Officers briefly pursue a stolen vehicle. The Shooting at Moving Vehicles;
2005 vehicle stops, but the suspect begins to ram a | IA Investigation; After-Action

patrol car. The vehicle drives directly at a
police vehicle. Officers fire multiple shots at

Reports




the driver. The suspect’s wounds are
nonfatal.

Case 12 | May 2005 | Officers respond to a call regarding a man Use of Cover; 21-Foot Rule;
with a knife. The suspect approaches one of | Homicide Investigation—
the officers, and multiple officers fire, fatally | Witnesses & Interviews; [A
wounding the suspect. Investigation

In the review of these cases, we considered the following materials:

e The official PPB files of the investigations of each of these incidents, including
interviews with officers and civilians, audio tapes, transcripts of 911 calls and

MDT transmissions, videotapes, photographs, medical records, and autopsies;

e After-Action Reports and executive review determinations; and

e Additions, changes, and deletions to the PPB policy manual, training materials,

and course curricula, and new protocols and practices.

In addition to reviewing the case files, we met with numerous PPB officials and others.

At the PPB, we met or spoke with Chief Sizer, representatives of the Detective, Internal
Affairs, Training, Tactical Operations, and Records Divisions, the Lieutenant in charge of
SERT, and other supervisors and line staff, sworn and civilian. We met with and have
spoken frequently with Leslie Stevens, the Director of the Office of Accountability and
Professional Standards. Her involvement and assistance greatly facilitated our review. We
met with City Auditor Gary Blackmer, and IPR Director Mary-Beth Baptista. We met with
a member of the Citizen Review Committee and representatives of community groups,

activist organizations, and attorneys concerned with issues related to policing.

PARC retained two consultants—Chief Bernard Melekian and former Assistant Sheriff
Michael Graham—with a wealth of sworn law enforcement experience and broad
knowledge of policing practices across the country to participate in the case file reviews
and in the formulation of the conclusions reached by this report. Chief Bernard Melekian is

the Police Chief of Pasadena, California, and has occupied that position since 1996. In




1973, he joined the Santa Monica Police Department where he was promoted through the
ranks to Captain. He was among the first canine handlers in Southern California and has
been involved in tactical teams at all levels throughout his career. Chief Melekian is the
former national secretary for the Police Executive Research Forum, is the President- Elect
of the California Police Chiefs’ Association, and is a two-term past president of the Los
Angeles County Police Chiefs’ Association. He chaired the state Attorney General’s Blue
Ribbon Commission on SWAT policy and was a law enforcement representative to the
Council of State Governments’ Criminal Justice/Mental Health Consensus Project. Chief
Melekian earned a master’s degree in Public Administration at California State University,
Northridge, and is a doctoral student at the USC School of Policy, Planning, and

Development.

Michael Graham was employed by the Los Angeles Sheriff’s Department for 32 years,
rising through the ranks from Deputy to Assistant Sheriff. Now retired from the Sheriff’s
Department, he has remained active with the California police Summer Games, the World
Police and Fire Games, and the International Association of Chiefs of Police (IACP)
Policy Center. He serves as a consultant to the Civil Rights Division of the United States
Department of Justice in connection with their pattern and practice investigations of police

misconduct in a number of different jurisdictions.

Significant time was devoted to reviewing the twelve investigative files and related
material concerning the officer-involved shootings. All the first reviews were done by
PARC consultants with significant police oversight experience. Two team members,
always including one of the highly experienced law enforcement professionals profiled
above, were assigned to each file, with each reviewer providing an independent assessment
of the issues in the case. The review team met for a full day on August 11, 2008, to discuss
themes drawn from the individual cases and the PPB internal review policies and

procedures drafted in response to our recommendations.

Drafts of our final report were provided to the Police Commissioner, the PPB, the City

Auditor, IPR, and the City Attorney. Drafts were also provided to, and comments sought



during the incident, also provided a cursory written report, was not interviewed,

and was not considered during review.

e Case 9. The PPB proactively explored supervisory issues in an incident when a
sergeant did not call out SERT for one hour and forty-five minutes, despite
there being reason to believe a suspect was barricaded with hostages. In the
After-Action Report, the precinct commander examined the supervisory
decision making at the scene and recommended appropriate management. The
Use of Force Review Board adopted the commander’s analysis and

recommendations, and expanded on them.?

e C(Case 2. In this incident involving a suspect in a stolen vehicle, coordination of
officers and tactical decisions indicated possible supervision issues. The PPB
examined some aspects of this case and took corrective action, but leadership
and supervision of the unfolding incident were not addressed at any level of

administrative review.

2 The PPB’s SWAT or tactical unit is called the Special Emergency Reaction Team, or SERT. It is charged
with tactical support for the Bureau (PPB Policy §720.00). SERT consists of 24 operators and 2 sergeants
and is not a full-time team. It is divided into two teams: a perimeter team responsible for sniper or
observation duties and an assault team responsible for entries. Each has a team leader or sergeant in charge
and an alternate team leader. In addition to SERT, the PPB has a Hostage Negotiation Team (HNT).
Although under separate commands, SERT and HNT are usually activated simultaneously and work in
concert.

Four situations call for mandatory SERT call-up:

a. A barricaded person: A person using an obstruction (e.g., building, car, etc.) and
the threat of deadly force to accomplish a certain goal or, in the case of a criminal,
to prevent capture.

b. A hostage situation: An incident involving a person being held by a suspect who is
reasonably believed to be armed, as a means of forcing compliance with some
demand.

c. A sniper situation: A person, usually concealed, shooting or threatening to shoot at
other people.

d. A high-risk search/arrest warrant where there is a potential threat sufficient to
require SERT to execute the warrant.

If SERT arrives prior to the Incident Commander arriving at the scene, the on-scene supervisor remains in

charge and has the specific responsibility to inform SERT of what transpired before SERT’s arrival. At no
time does SERT assume ultimate command or control of the incident.



PARC’s 2003 recommendations relating to field supervision stressed the importance of
holding supervisors accountable for the quality of their supervision. PARC urged that “a
review process that systematically fosters emulation and successes and remedy of
failures...be considered as an essential basis for the sound management of future critical
incidents” (2003, p. 178). In properly examining supervision issues in Cases 5 and 9 and
taking corrective management action, the PPB demonstrated its capacity to implement two
of our prior recommendations on accountability, Recommendations 7.3 and 7.4. The PPB
did not, however, fully evaluate supervision in Case 5, and did not explore supervision at

all in Case 2.

Recommendation 7.7: Future supervisory training should emphasize the relevance of
critical incident training to these types of incidents, and the Bureau should ensure that
supervisors consistently manage operations according to the sound principles such

training promotes.

The Bureau’s current training for sergeants at the eleven-day Sergeant’s Command School
includes a three-day training course on Critical Incident Management that includes both
scenario-based and classroom exercises. The PPB reports that the course “is intended to
solidify each supervisor’s knowledge and understanding of their responsibilities at critical
incidents” and “contains ample opportunity for supervisors to apply the concepts in

scenarios and table top exercise.”

We commend the Bureau for emphasizing this training and are confident that a consistent
emphasis on providing sergeants with the skills, experience, and mindset to manage critical
incidents proactively and effectively will increase the quality and vigor of supervision as
such incidents unfold in the field. Specifically, we applaud expanded training in critical
incident management and credit the Bureau for making it a standard part of training for all
supervisors. To this extent, the Bureau has worked diligently on the first part of

Recommendation 7.7.

The PPB must still, as multiple cases propose, continue to work toward evaluating whether

supervisors act proactively and affirmatively during serious, critical incidents in all



instances. When patrol officers make poor tactical decisions, administrative reviewers must
inquire about and consider specifically the action, or lack of action, of a supervisor. If a
supervisor should have been present but was not, the review should consider why that was
the case and how the supervisor could arrive more quickly in similar instances in the
future. If a supervisor was present but was removed, passive, or distracted, that supervisor
must be held accountable for the failure to assert, maintain, and impose his or her
authority. If a supervisor is present and active but makes strategic errors, he or she should

receive requisite retraining, counseling, or discipline, as appropriate.

Cases 5 and 9 were examples of cases in which supervisors did not fully assume command
and control under a single, unified command to manage an incident from inception to
conclusion, including the arrival of SERT. As encapsulated in Recommendation 2008.1,
below, the PPB should draft a policy that specifically states who shall serve as the on-
scene supervisor, what that supervisor’s duties are, and under what circumstances that
supervisor should notify and, if necessary, relinquish command to a superior officer for all

critical incidents.

An excellent template for such a policy is PPB Policy §720.00, “SERT and HNT Use,”
which sets forth the responsibilities of supervisors during the subset of critical incidents
that demand activation or deployment of SERT. Section 720 imposes responsibilities upon
an “on-scene incident supervisor,” who is “the highest ranking supervisor/command officer
[assuming] command at the scene of an incident” (PPB Policy §720.00). That supervisor is
in charge unless or until another supervisor of equal or higher rank assumes such
command. The on-scene incident supervisor “has the authority and responsibility for all

police actions during an incident” (PPB Policy §720.00).

Both the Los Angeles Police Department (LAPD) and the Los Angeles County Sheriff’s
Department (LASD) also have excellent policies in this regard that go further (see LAPD
Manual §214 .50; LASD §§110.30 and 110.35). Of particular note is the LASD’s policy

requiring the on-scene incident supervisor to notify the watch commander of the existence



of the critical incident and, in turn, requiring that the watch commander go immediately to

the scene upon notification:

5-6/110.35 Incident Commander

The Incident Commander shall make the following notifications in the most expedient
manner possible:

» Watch Commander, who shall respond to the scene without delay

 Unit Commander, who shall respond if necessary

» Area Commander or Duty Commander who shall respond if necessary

As set forth below, we recommend much the same for the PPB.

It is our understanding from the PPB that the command and control of many critical
incidents currently proceed in the manner consistent with Recommendation 2008.1 and
PPB Policy §720.00. If so, this is encouraging. It nonetheless remains strongly advisable
for the PPB to craft a policy relating to the management of serious, critical incidents such
that all officers of all ranks know what to expect at the scene of such an incident and know
who is ultimately charge at the scene at all times, whether SERT activation is contemplated
or not and such that more senior supervisors become aware of unfolding, serious incidents

as early as possible and can roll out to the scene as quickly as possible.

Recommendation 2008.1

The PPB should implement policy setting forth the selection, duties, and
responsibilities of on-scene supervisors in all critical incidents, even when they do not
rise to the level requiring a SERT rollout. The on-scene supervisor should notify unit
or area commanders in the most expedient manner possible such that lieutenants and

captains can respond to the scene without delay.

Recommendation 7.6: The PPB should identify all high-risk building searches, high-risk

warrant services, and calls regarding armed civilians as “critical incidents.”

A related concern is that the PPB does not currently have a definition of “critical incident”

apart from a series of events denominated as such for purposes of notification contained in



PPB Policy §631.34. The Bureau should separately define “critical incident” such that the

on-scene supervisor policy suitably applies to all serious unfolding incidents.

Recommendation 2008.2

There should be a single definition of *“*critical incident™ for all purposes. It should
include all circumstances described in §631.34. The definition should be expanded to
include situations in which a member of the Bureau is injured, killed, uses deadly
force, uses physical force resulting in serious physical injury, or is involved in possible
criminal activity; or commits a homicide. It also should include situations involving
barricaded persons and hostages; “situations that may induce widespread community
fear”; “events that are likely to interrupt daily activity on a large scale” or “generate
extraordinary community concern or media attention’; a “serious hate/bias crime”

has occurred; or a “serious traffic crash” has occurred.

A single, unified definition of “critical incident” will signal to officer at the scene of a
serious incident that a single on-scene supervisor should be designated, that supervisors
should be notified and roll out to the scene, and that, pending the arrival of supervisors
higher in the chain of command, one officer will retain centralized command and control
of the scene. The definition does not compel SERT to roll out to all such incidents. SERT
will continue to roll to those critical incidents to which it is already required to roll.
Recommendation 2008.2 expands the scope of Recommendation 7.6 from the 2003
PARC report.

When supervisors of higher rank become aware of such ongoing critical incidents, they
should, as set forth in Recommendation 2008.1, roll to the scene of such serious,
unfolding situations. Cases 2 and 5 are examples of critical incidents where a mandatory
rollout by a lieutenant would have occurred if a policy outlined in Recommendation
2008.1 had been in place. In Case 5, the presence of a lieutenant may have prevented the
lack of coordination between the sergeants and the passivity of personnel between the time
SERT was called out and later arrived. In Case 2, there was no effective supervision once

the sergeant became an actor rather than a supervisor. The presence of a lieutenant may



have prevented the situation from escalating. Likewise, in Case 9, the presence of a

lieutenant would have made more likely that SERT would have been called out earlier.

The PPB has taken steps to tighten command-and-control in the context of critical
incidents mandating a SERT rollout. As discussed in the introduction, command of such

incidents will fall to a seasoned individual who will play the role of Incident Commander.

This role of the Incident Commander was formulated in 2006, after both cases reviewed
for the present report that involved SERT occurred. The Critical Incident Commander
(CIC), “responds to all emergency SERT/HNT activations” and will assume ““authority and
responsibility for all police actions during [the] incident once he/she assumes [command]
from the on-scene incident supervisor” (PPB Policy §720.00). The CIC is a supervisor,
ranked lieutenant or above, selected for the position via a formal process. Once selected, a
CIC receives a 2 or 3-day training on SERT, HNT, and the bomb squad by each operation.
CICs receive additional training from the National Tactical Officers Association Command
School. Once trained, all Critical Incident Commanders attend ongoing, weekly SERT
training and an annual out-of-town training. The PPB hopes that such close interaction and

specialized training integrates the SERT, HNT, and general command operations.

The policy calls for the Critical Incident Commander to respond to all SERT activations,
high-risk warrants, or other incidents as specifically directed. That CIC “has authority and
responsibility for all police actions during an incident once he/she assumes command from
the on-scene incident supervisor” (PPB Policy §720.00). CICs roll, then, to the scene of a
subset of critical incidents specifically outlined in SERT/HNT policy and assume direct
command and control from the on-scene supervisor as soon as they arrive and maintain it

throughout the incident.

The role created for the CIC is excellent, and it may very well ameliorate some of the
deficiencies in supervision we found in the cases we reviewed this year. Our intention in
Recommendation 2008.1 was to create a role akin to that of the CIC for on-scene

supervisors to maintain explicit, unified command of critical incidents, as defined in



Recommendation 2008.2, before a CIC arrives or throughout a critical incident not
involving a SERT callout. Recommendation 2008.1 also ensures that a supervisor of a
rank higher than sergeant is automatically notified for all critical incidents, as defined by

Recommendation 2008.2.

[1l. PROVISION OF MEDICAL CARE

Prior to 2005, PPB Policy §1010.10, the “Deadly Physical Force” policy, did not contain
any specific directives on providing medical attention to wounded or injured suspects.
This was changed in August 2005 to require a member to “continually monitor” an injured
person “if tactically feasible or appropriate,” with paramedics to be requested if the injury
required medical attention. An officer must monitor an injured suspect and, should he or
she observe changes in skin color, breathing or level of consciousness, paramedics are to

be notified.

In a separate policy, entitled “Emergency Medical Aid” (PPB Policy §630.50), PPB
officers are advised that they must “provide medical aid to ill or injured persons,”

assuming that they have been properly trained in First Aid and as a First Responder, when:

c. Primary police duties have been accomplished.
1. Any immediate danger has been neutralized.
2. Dangerous subjects have been apprehended or have fled the
immediate area.
3. Any required emergency assistance has been requested by

telephone or radio, at the earliest time feasible. (Italics denote
2003 policy change).

The Bureau inserted the phrase “at the earliest time feasible” into §630.50 in July 2003.

The remainder of the policy has been in effect since before our original report.
PARC’s 2005 First Follow-Up report noted that the 2005 changes to “Deadly Force

Policy” and the 2003 changes to “Emergency Medical Aid” policy were constructive. That

report did, however, note instances in reviewed cases in which “medical aid could have



been rendered more promptly without unreasonable risks to officer safety” (2005, p. 60).
Considering those cases generally, along with the policy changes outlined above, the 2005

report recommended that such policies be made stronger.

Recommendation 2005.7: The PPB should clarify its policies relating to medical
attention and rendering aid to make clear that officers who have used deadly force are
required to ensure that medical aid is rendered to injured persons as soon as possible,
unless the circumstances clearly demonstrate that to do so would unreasonably endanger

the officers or the medical personnel.

Recommendation 2005.8: The PPB should promulgate the policies and procedures

necessary to require in all instances of the use of deadly force where a person is seriously
injured: an Internal Affairs administrative investigation, and an explicit determination by
the Use of Force Review Board, as to whether there was compliance with the policies for

ensuring that medical aid is appropriately and timely rendered.

We continue to advocate full implementation of Recommendation 2005.7. Specifically,
the Bureau should amend its policy such that officers are required to render aid as soon as
possible, unless providing such aid would unreasonably endanger the officers or medical
personnel providing such aid. Such a formulation is stronger and more specific than
current policy that, per the 2003 change, instructs officers to render aid af the earliest time
feasible. “Feasability” is an unclear and imprecise threshold for officer provision of

medical aid.

One case from our review for this report, case 5, underscores the importance of
emphasizing explicitly in policy, in training, and in administrative review the importance
of rendering aid at the earliest possible juncture so long as the circumstances do not
unreasonably endanger the officers or the medical personnel. Indeed, in that case, timely
provision of medical care, as the coroner suggested, likely would have prevented a suspect

from bleeding to death, as none of the suspect’s wounds were otherwise fatal:



e C(Case 5. The suspect was shot by bullets 13 times, hit 22 times with beanbags,
and tased four or five times. Although the suspect was nonresponsive, the
officers and supervisors present made no effort to render medical assistance.
One officer said that it appeared that the suspect was “bleeding out” and losing
muscular control. About 50 minutes then elapsed before SERT showed up.
Over 37 additional minutes, SERT officers fired Sage 37 mm rounds at him,
had a canine bite and drag him, and employed a Taser twice before grabbing
him and removing him to the street. Medics pronounced him dead. The medical
examiner’s office and autopsy report would later indicate that none of the

suspect’s specific wounds were immediately fatal.

Case 5 occurred before the 2005 changes in §1010.10. In response to this case, as well as
an earlier case that occurred in 2003, the PPB, to its credit, recognized the need for
improvements in policy related to medical aid. The Bureau initiated the positive policy
changes that established a dedicated “Post Use of Force Medical Attention” policy as part
of its broader set of policies on deadly force (§1010.10) described above. In other words,
the Bureau identified a deficiency in existing policy—or the lack of specific, dedicated
policy compelling officers to monitor the health and well-being of a subject injured by an
officer’s use of force—and addressed it. Such capacity for self-correction is notable and

laudable.

Still, the case demonstrates that Bureau’s current policy does not go far enough. It must yet
compel officers to render aid as quickly as possible, unless the rendering of aid would

present an unreasonable danger.

The case similarly emphasizes the importance of adherence to Recommendation 2005.8
by ensuring that administrative review always and systematically considers, in instances in
which any individual is injured, whether aid was delivered as soon as was possible without
unreasonably risking injury to officers or others. At the time of case 5, there was policy
(§630.50) on the books at the time requiring provision of medical care to injured persons.

Much of the PPB’s investigation and review of the incident failed to explore the failure to

D4



render aid to the wounded suspect despite the policy’s dictate that “members will provide
medical aid to ill or injured persons” once “primary policy duties have been
accomplished,” to the extent that “immediate danger has been neutralized.” Homicide
detectives’ questioning of patrol officers and the initially responding sergeant did not
explore the issue. Interviews did not explore why involved officers chose particular tactics
or why on-scene supervisors did not intervene when the officers’ efforts transitioned from
the utilization of deadly force to efforts to secure the scene—a potential indicator that the

“immediate danger” to officers had, indeed, “been neutralized.”

Each element of the administrative review for Case 5 should have considered officer and
supervisor actions in light of the existing policy on “emergency medical aid.” Instead, the
Training Division report failed to include discussion of the Department’s training on
medical attention to wounded suspects. An After-Action Report, extensive and detailed in
regard to other issues and tactics used in the incident, did not focus sufficiently on the issue
of whether patrol officers reasonably acted to provide prompt medical attention to the
suspect. Finally, the SERT After-Action Report did not explore why SERT failed to render
medical assistance for an additional 37 minutes to a suspect who had not moved for nearly

an hour.

In short, PPB must ensure that officers render aid without delay unless doing so would put
them in immediate danger. Supervisors must assert their authority and control over
situations in which medical aid may need to be rendered in critical incident situations,
forcefully directing the provision of such assistance as Bureau policy dictates. The review
of officer-involved shootings must always and systematically assess the performance of all
involved officers and supervisors to consider whether aid should have been rendered

earlier than it was.



CONCLUSION

Our review of officer-involved shootings identified continuing issues related to deficient
supervision. Given PARC’s concerns about deficient supervision expressed in 2003, 2005,
and 2006, these incidents could be disheartening. The reason we are not more troubled is that
Chief Sizer has spotted these problems and taken various steps to cure them, most notably by
the creation of a cadre of expert Incident Commanders and the expansion of training in
critical incident management provided to sergeants. The growing ability of the PPB to

recognize and correct in its own shortcomings is noteworthy and praiseworthy.



Field Tactics

In this chapter, we examine the field tactics employed in the twelve officer-involved
shootings reviewed this year. Some officer-involved shootings are avoidable, particularly
when there are equally effective strategies and tactics to be employed that present lesser
risks of death or serious injury to the police officer and suspect alike. The 2003 PARC
Report recommended that the Bureau consider alternatives and attempt to contain
unnecessary risk in high-risk vehicle stops, vehicle pursuits, foot pursuits, and situations
involving use of cover, crossfire, and bystander endangerment. It also considered issues
relating to accidental discharge and less lethal force options. The following chapter
considers the 2003 recommendations that address each of these, as well as other, tactical

areas.
Recommendation 7.8: The PPB should ensure that field performance consistently reflects
the Bureau’s tactical training.

HIGH-RISK VEHICLE STOPS
Our review of the Bureau’s current, comprehensive lesson plan on vehicle extractions
found it to present officers with a number of sound tactical options and considerations. The

quality of the curriculum and training materials in this area has remained high.

Accordingly, we have no quarrel with the PPB’s policies and training on high-risk vehicle

stops. The essential policies and training existed at the time of our initial investigation in



2002. Nonetheless, just as in our 2003 and 2005 reports, we continue to see examples

where officers disregard that training and put themselves, and others, in harm’s way.

We looked, in particular, at how well the PPB identified and resolved those instances. Two
cases reviewed this year involved high-risk stops. In one, we were pleased that the PPB
identified problems during their internal reviews of the incidents and took corrective
action. In the other, the PPB identified and corrected some but not all the problems

presented.

Recommendation 2005.5: PPB procedures should require (a) that a supervisor and
sufficient cover officers be present before members try to extract an apparently unarmed
person from a vehicle, and (b) that tactics calculated to protect the safety of both the

officers and the occupant of the vehicle be employed.

e (Case 6. Suspecting that the driver of a pickup truck is intoxicated, two officers
initiate a traffic stop. The officers walk to the truck, but the driver begins to
drive away. An officer runs parallel to the passenger window, striking it several

times with his flashlight.

e Officers return to the patrol car and initiate pursuit. The truck stops, and the
officers exit their patrol vehicles and approach the truck with guns drawn. The
officer who had earlier struck the passenger window of the truck opens the
passenger door of the truck while holding his gun in his right hand. The officer
fired a single round into the truck, claiming later that it was a negligent
discharge. The round eventually lodged in the bedroom closet of a nearby
residence, though neither the driver of the vehicle nor any civilians were

injured.

The After-Action Report and Training Division appropriately identified problematic
actions in this incident. The Bureau in this instance capably adhered to the spirit of

Recommendations 7.8 and 2005.5.



e C(Case 5. An officer reports that he is following a truck stolen earlier that
evening. When the truck crashes into a fence, the officer exits his patrol car,
drawing his gun as he does so. He points his gun at the suspect, still in the
truck, and orders him to comply. The suspect does not. The officer then runs up
to the driver’s door of the truck and grabs the suspect’s nylon jacket with his
left hand, while retaining the gun in his right hand. The suspect breaks away

from the officer and flees on foot.

The Unit Commander’s After-Action Report for the shooting considered the officer’s
tactics, noting that the officer “should not have approached..., particularly with his gun
drawn,” as “moving within arm’s reach of an uncontrolled subject with your gun drawn
can lead to serious consequences including having your gun taken away and a negligent
discharge.” The officer ultimately received an informal debriefing on the tactics used and
no formal discipline. Although the PPB did take some corrective action, it missed a chance
to emphasize the danger of abandoning the cover of a patrol car in favor of approaching a
potentially armed suspect on foot. Doing so would have underscored the importance of

adherence to Recommendations 7.8 and 2005.5.

Even with the high quality of training on high-risk stops that the Bureau has had in place
from before the time of our initial report, it must continue to do all that it can to ensure that
officers use the benefits of cover and additional officers during high-risk stops in the
manner that such training dictates.

Il. PURsUITS

VEHICLE PURSUITS

In the shootings reviewed for this report, the only significant vehicle pursuit occurred in

Case 5. Though plagued with technical difficulties, in the main it was a well executed
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pursuit. The PPB appropriately identified an issue with respect to an error in the placement

of a spike strip and took appropriate corrective action.

The PPB continues to offer thorough and sound training on vehicle pursuit management in
the Sergeant’s Academy. The department’s vehicle pursuit policy, PPB Policy §630.05,
reflects well the responsibilities and duties of officers initiating vehicle pursuits, officers
engaged in them, and supervisors who oversee them. Indeed, a specific policy subsection,
“Pursuit Supervisor Responsibilities,” delineates clearly the expectations of supervisors
assuming command of a pursuit and emphasizes close communication with involved
officers and ongoing, critical weighing of the risk to the public of failing to apprehend the
suspect “against the danger to life and property inherent in pursuit situations” (PPB Policy
§630.05). The importance of maintaining a “safe following distance” is highlighted in
training as an important and sustained consideration. All pursuits require administrative
assessment via an After-Action Report and further consideration by a Pursuit Review

Board.

Because of the foregoing, we conclude that, in the cases we reviewed for this report, the
PPB performed as hoped for in response to the two 2003 recommendations relating to

vehicle pursuits.
Recommendation 7.9: The PPB needs to take steps to ensure that supervisors consistently
manage pursuits to a high standard and that officers communicate effectively during

pursuits.

Recommendation 7.10: The PPB should ensure that its officers maintain sufficient

distance when pursuing armed suspects in a vehicle.



Recommendation 7.13: The PPB should ensure that the incidence of crossfire is

minimized.

The PPB considers the minimization of crossfire as “a basic and critical [tenet] of officer
training” in regard to firearms, with appropriate training appearing as part of both academy
and in-service programs. Crossfire is also discussed in other appropriate training modules
(for example, that regarding “High-Risk Traffic Stops”). The Training Division’s post-
shooting review is to consider the extent to which involved officers properly minimized the

possibility for crossfire.

The Training Division correctly spotted a failure to consider backdrop in the following

casc:

e (Case 8. Officers respond to a domestic violence call. The officers encounter
the suspect in a fetal position on the kitchen floor holding a knife and
mumbling. The suspect stands, yells, and charges the officer, coming within
five to eight feet. An officer in an adjoining room fires six shots through the

wall without knowing the positions of the officer or the suspect.

While it notes that ““it is difficult to criticize” the shooter “because this was a successful

tactic,” the Training Division appropriately noted that “the practice of shooting blindly

through a wall is questionable.”

V. BYSTANDER ENDANGERMENT

Poor coordination or communication among officers in an unfolding critical incident may

endanger persons who happen to be nearby. PARC’s 2003 Report recommended that the

Bureau afford special attention to such concerns.



Recommendation 7.14: The PPB should ensure that the incidence of bystander

endangerments is minimized.

We commend the Bureau for its notable progress toward this recommendation.

The PPB recently commented to us that it considers a minimization of danger to
bystanders as “a basic and critical [tenet] of officer training” that is stressed in firearms
instruction materials used in academy and in-service training. Appraisal of an officer’s
“target and backstop” is presented as one of the “cardinal rules of firearms,” with the
Training Division charged with reviewing whether officers have minimized risk to
bystanders when employing their weapons and “adjust[ing] training regiments.” The
training has paid off: In none of the twelve cases were bystanders put at risk. Indeed, in

two cases, officers laudably handled bystander safety issues:

e C(Case 4. An officer involved in securing a fleeing armed robbery suspect, holds
fire. The officer later notes that, at the moment, he was “looking” and “thinking

people.”

e (ase 10. An officer encounters a man with a knife where there are other people
present. The officer formulates a plan to get the bystanders out of the way while
holding the suspect at bay with her gun but the suspect does not comply and
comes within five or six feet from one of the bystanders. When the suspect
raises the knife to shoulder level, the officer fires one round at the suspect. No

bystanders are injured.

VI.  ACCIDENTAL DISCHARGES
Accidental discharges often result from officers failing to keep their finger outside the

trigger guard of their weapon until they intend to fire. Indeed, “accidental discharges” may

more accurately be referred to, as the PPB does in its deadly force policy, as “negligent”



discharges, as they can be avoided when officers exercise appropriate gun handling

techniques.

The 2003 Report found four incidents in which officers unintentionally discharged their
weapons. The Report recommended that the PPB attend more closely to training officers in

firearms handling such that accidental discharges rarely, if ever, occur.

Recommendation 7.16: Given the considerable danger that arises from accidental
discharges—and their avoidability with due care—we recommend that the PPB pay closer

attention to the issue in its training, field operations, and shooting review process.

The PPB has responded well to this recommendation. The PPB’s current training features a
strong, clear directive, instructing officers, as one of the four “cardinal rules of firearms”
articulated in both academy and yearly in-service training, to “never put your finger on the
trigger until you are on target and ready to fire.” The training explains that, despite “TV,
theaters, pictures, [being fascinated] with having their finger on the trigger..., if you fire a
round it better be on purpose and in the direction you intended.” By policy, negligent
discharges are investigated in the same way as an officer-involved shooting or in-custody
death, with Homicide detectives conducting the factual investigation and the Training
Division doing an analysis. The PPB reports that, in the past three years, there have been
five cases in which the Performance Review Board has issued sustained findings against an

officer for negligent discharge.

PARC congratulates the PPB on its rigorous training materials aimed at minimizing
negligent discharge. Two of the officer-involved shootings for the present report illustrate

the PPB’s analytical approach to negligent discharges:
e Case 6. After a driver speeds away from an initial traffic stop, two officers give

chase. The vehicle stops and one officer fires a single round into the vehicle.

The officer claims the firing to be an accidental discharge.



e Case 7. During the search of a residence an officer accidentally fires a gun into
the floor due to clutter, an awkward position, and attempted use of a flashlight

attached to the gun.

The Bureau ably identified deficiencies in the involved officers’ tactics. The Training
Division, in its review of Case 7, recommended the development of a new class to address
the handling of “lighted Glocks” in common situations. The investigation and
administrative reviews in both negligent discharge cases were rigorous and thorough. They
underscore the extent to which the PPB takes firearms handling seriously and revises its

training practices in response to issues arising from shooting incidents.

VII. FORCE OPTIONS

Under the Bureau’s newly revised policy on “Physical Force” (PPB Policy §1010.20),
officers are instructed to “use only the force reasonably necessary under the totality of
circumstances to perform their duties and resolve confrontations effectively and safely.”
Officers must assess the circumstances and determine what method or level of force is
reasonably necessary to meet law enforcement objectives while ensuring the safety of
officers and civilians. We turn now to consider three force options—the Taser, the beanbag

shotgun, and the AR 15 assault rifle.

TASERS AND BEANBAG SHOTGUNS

Less-lethal weapons such as beanbag shotguns and Tasers can subdue suspects in
circumstances where police officers otherwise might have had to shoot the suspect. The
Taser is a weapon that releases a high-voltage, low-amperage electrical charge to the
suspect, causing him briefly to lose muscle control and drop to the ground. A beanbag
shotgun is designed to stun or otherwise temporarily incapacitate a suspect or dangerous
individual so that law enforcement officers can subdue and arrest that person with less

danger of injury or death for themselves and others. The beanbag is usually fired from a



12-gauge shotgun. Tasers and beanbag shotguns are used by PPB officers. In PARC’s

2003 Report, we recommended that the Bureau closely monitor their use:

Recommendation 7.19: We encourage the Bureau to carefully monitor and evaluate the
effectiveness of all its less-lethal hardware, and to tailor the availability and deployment of
such weaponry to ensure that operational personnel have ready access to the most

effective and appropriate options when called upon to use force.

TASERS

All uniformed officers and sergeants must carry a Taser. Per PPB policy, Section 1051.00
“Taser, Less Lethal Weapon System,” the Taser may be used when “a person engages in or
displays the intent to engage in”: “physical resistance” or actions that attempt to prevent an
officer from controlling the subject but do not attempt to harm the officer; “aggressive
physical resistance,” or “physical actions of attack or threat of attack™; or suicidal
behavior. Tasers are not to be used on children, individuals over age 60, pregnant women,
individuals who are “medically fragile,” handcuffed suspects, individuals engaged in
passively resistive behavior, or subjects who have come in contact with or are located near
flammable substances. Officers are instructed to consider carefully deployment of the
Taser when individuals are standing in or near a body of water. Officers are to give
suspects verbal warning before using the Taser, and PPB policy contains specific post-

deployment medical procedures. If “feasible,” members using the Taser “should be

supported by at least one officer capable of providing immediate cover.”

The PPB represents that it “carefully and closely monitors and evaluates the Taser
program.” The use of a Taser requires the completion of a Use of Force Report. Any use of
the Taser that involves six cycles, or firings, of the Taser, or where the Taser appears to
have been used in a circumstance that is generally prohibited by PPB policy, requires

completion of an After-Action Report, or a formal supervisory review.



The PPB is currently developing an early intervention system, or EIS.* It will be used to
track and monitor Taser usage. Thus, an early identification system will be able to track
continually when and how often Tasers are by specific officers.” We commend the PPB for

taking the initiative to develop an early intervention system.

e C(Case 5. The repeated use of the Taser on a nonresponsive suspect was
questionable. The suspect had already been shot 13 times and hit 22 times with a
beanbag before being tased repeatedly by two different sets of officers at different

times.

Some jurisdictions have found that an upper limit on the number of times that an officer
may cycle the Taser will reduce the unsuccessful usage of the Taser. For example, the

NYPD has determined to limit the number of times a Taser may be fired to three.’

Recommendation 2008.3

PPB policy should dictate that when a Taser is used against a subject it shall be for
one standard discharge cycle and the member using the Taser must then reassess the
situation. Only the minimum number of cycles necessary to place the subject in
custody shall be used. The Bureau should strongly advise officers against using more
than three standard discharge cycles against any subject such that, if the third cycle

does not make contact or is ineffective, the officer considers other options. The

* An early intervention system, also referred to as an early warning system, “is a data-based police
management tool designed to identify officers whose behavior is problematic and provide a form of
intervention to correct that performance.” (Walker, Samuel; Alpert, Geoffrey P.; and Kenney, Dennis J.,
“Early Warning Systems: Responding to the Problem Officer,” National Institute of Justice: Research in
Brief, July 2001, 1).

3 To make best use of a computerized database for tracking uses of force, the Department should ensure that
the Use of Force Reporting Form records how many times a Taser is cycled when it is used on a given
incident.

® "When a [Taser] is used against a subject it shall be for one (1) standard discharge cycle and the member
using the [Taser] must then reassess the situation. Only the minimum number of cycles necessary to place the
subject in custody shall be used. In no situation will more than three (3) standard discharge cycles be used
against any subject. Officers are reminded of other appropriate force options should the [Taser] fail." (NYPD
P.G. 212, Interim Order 20 (June 4, 2008)).
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Bureau should automatically, systematically, and critically examine instances in

which the Taser has been cycled for more than three standard cycles.

BEANBAG SHOTGUNS

Current Bureau policy dictates that “only those members currently certified” to use them
“are authorized to deploy [beanbag shotguns]” (PPB Policy §1050.00). The Training
Division provides the initial and ongoing certification of officers in the “proper use and
deployment” of these shotguns. Officers request and complete applications for certification
from their supervisors, and they complete a training course. Certified officers must
requalify three times a year. Officers who have qualified to carry and use less lethal

shotguns carry them in their patrol vehicles.

Officers who fire a beanbag round complete a Less Lethal Munitions Database Report and

a Special Report that “contain[s] the specific circumstances that led to the discharge of the

weapon” and information about the supervisor who has been verbally notified of the use of
the less lethal weapon, which policy dictates should occur “as soon as practical” (PPB

Policy §1050.00).

Like the Taser, the PPB does not monitor less lethal shotgun use statistically or in
aggregate. The full implementation of a comprehensive early intervention system will

allow the Bureau to fully monitor trends in the less lethal shotgun use.

e Case 5. A suspect was hit with 22 beanbag shotgun rounds. Further beanbag

rounds were fired by SERT officers approximately one hour later.

The very large number of beanbag volleys raises concerns that the current PPB policy is

not sufficiently narrow. We offer for the PPB’s consideration the following elements of a



model policy regarding beanbag shotguns based in significant part on current scholarship

regarding impact munitions.’

Prohibitions and Cautions

Beanbag rounds may only be used to subdue or incapacitate an individual engaged in
active aggression, aggravated active aggression, to prevent imminent physical harm to
the officer or another person, or to prevent individuals from threatening or committing
suicide or otherwise injuring themselves or others.

It is prohibited to use beanbag rounds on persons as a form of coercion or punishment
or for retaliation.

Beanbag rounds should not be used when the suspect is visibly pregnant, elderly, very
young, visibly frail, or disabled unless deadly force is the only other option.

Beanbag rounds should not be used when the suspect is in an elevated position where
a fall is likely to cause substantial injury or death.

Beanbag rounds should not be used when the suspect is in a location where the
suspect could drown.

Beanbag rounds should not be used when the suspect is operating a motor vehicle
and the engine is running or is on a bicycle or scooter in motion, absent overtly
assaultive behavior that cannot be reasonably dealt with in any other safer fashion.
Beanbag rounds should not be used when an individual is handcuffed or otherwise
restrained.

It is prohibited to use beanbag rounds against a crowd unless the officer has the
approval of a supervisor and can target a specific individual who poses an immediate
threat to cause imminent physical harm; and reasonably assure that other individuals
in the crowd who pose no threat of violence will not be struck by the weapon.

Officers are cautioned that the target area for a beanbag round substantially differs
from a deadly force target area. Instead of aiming for the center mass of the body,
beanbag shotguns are aimed at the abdomen, thighs or forearms. The head, neck, and
groin should not be targeted.

Officers are further cautioned that targeting the chest has on occasion proven lethal
when beanbag round is fired at a close range of less than 21-30 feet.

Officers are further cautioned that the accuracy of the rounds decreases significantly
after approximately 50 feet and their flight becomes erratic, striking objects to the right,
left, or below the target, increasing the risk to innocent bystanders.

Tactical Considerations

The optimal distance for a beanbag is between 21-50 feet. Accuracy drops off rapidly
after 50 feet, and 80 feet appears to be a maximum functional range. The beanbag
rounds present a risk of death or serious physical injury at less than 10 feet when fired
at the chest, head, neck, and groin.

7 This model policy is a combination of considerations from several sources, including the NYPD, LAPD,
LASD, and Department of Justice (Hubbs, Ken and Klinger, David, “Impact Munitions Use: Types, Targets,
Effects,” U.S. Department of Justice, Office of Justice Programs, National Institute of Justice, October 2004).
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Officers should also be prepared to employ other means to control the individual —
including, if necessary, other force options consistent with agency policy—if the
individual does not respond sufficiently to the beanbag and cannot otherwise be
subdued.

Verbal Warnings

Operations

In cases in which the distance between the officer and the target makes it practical,
and unless it would put an officer or any other person at risk of death or serious
physical injury, a verbal announcement of the intended use of a beanbag round shall
precede the firing of the round in order to:
e Provide the individual with a reasonable opportunity to voluntarily comply.
e Provide other officers and individuals with a warning that a beanbag round
may be deployed.

All shotguns firing beanbag rounds must be painted in a bright color clearly and instantly
distinguishable from a shotgun firing live rounds.

Handling Suspects after Deployment

Officers should take advantage of the window of opportunity while the subject is under
the effects of the beanbag to handcuff and take the subject into custody.

Officers shall notify a supervisor that the beanbag has been deployed.

Officers shall have medical personnel examine any suspect that has been stunned by
a beanbag as soon as it can be done safely.

Officers shall transport or arrange transport immediately to the emergency room of the
nearest hospital if an individual who has been hit with a beanbag round is
unconscious, complaining of pain, demonstrating difficulty breathing, or exhibiting
signs of severe stress, excited delirium, hyperventilation, high temperature, or is under
the influence of controlled substances or alcohol.

Recommendation 2008.4

The PPB should devise a more specific policy on beanbag shotguns and impact

munitions consistent with the foregoing.

“LETHAL COVER”

The 2003 PARC report recommended against the PPB’s use of the term of “lethal cover”

in its training and policies on less-lethal force options.



Recommendation 7.18: The PPB should abandon the term “lethal cover” in its less-lethal
training and directives and make explicit that officers should use whatever force option is

appropriate to cover officers deploying less-lethal weaponry.

The PPB has, in its policy directives and training, indeed abandoned the term “lethal
cover.” Instead, the Bureau uses the term “immediate cover,” defined in its Taser policy
(PPB Policy §1051.00), as “a member who stands ready to deploy additional control if
needed” (emphasis supplied). This change emphasizes the extent to which a cover officer
need not always or necessarily draw a firearm to provide effective cover to an officer

employing a Taser, less lethal shotgun, or other less than lethal force option.

AR-15

Currently, there are 140 AR-15s in use within the PPB. The Training Division selects
officers for AR-15 training based on an officer’s record of tactical maturity and sound

decision-making. Ten officers go through a 50-hour operator’s course at a time.

Two officer-involved shootings reviewed for this report involved an AR-15 urban police

rifle, essentially the civilian model of the military’s M 16 high-powered assault rifle.

e Case 3. A suspect holding a hostage around the neck at knife point was hit with
a single shot from an AR-15, striking and killing the suspect without injury to

the hostage.

The above case is reflective of the sort of instance in which the use of an AR-15 by a

trained, skilled officer can significantly aid law enforcement.
e Case 8. Following a shooting at a residence, an involved officer uses the AR-

15 to clear a house. At one point, the officer needs to sling the AR-15 rifle in

order to climb a staircase of the house.
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In addition, the PPB has an established Critical Incident Commander System in which one of four
commanders always remain on call to respond and assume responsibility to tactical incidents requiring the
action of SERT/HNT. This is codified in directive 720.00

Following incidents which do not require a SERT/HNT response, the actions and decisions of
supervisors at the scene are debriefed and critiqued at the precinct level, and After Action Reports are
produced when appropriate.

Recommendation 7.4: The PPB should ensure
that, whenever feasible, supervisors are responsible
for the determination and coordination of strategic
and tactical responses to critical incidents.

Supervisors now receive a three-day training course on Critical Incident Management as part of the
broader eleven day Sergeant’s Command School training. The most recent training course was given April
7-18, 2008. The Critical Incident Management focus is intended to solidify each supervisor’s knowledge and
understanding of their responsibilities at critical incidents. The course contains ample opportunity for
supervisors to apply the concepts in scenarios and table top exercises.

Accountability is ensured through the Use of Force Review Board process. The multiple, thorough
reviews taking place in the review process are meant to fully address all deficiencies.

Recommendation 7.5: The PPB should hold
supervisors accountable for the performance of
officers under their command during critical
incidents.

Same as Recommendation 7.4.

Recommendation 7.6: The PPB should identify all
high-risk building searches, high-risk warrant
services, and calls regarding armed civilians as
“critical incidents”.

The PPB agrees with this recommendation to the extent that an automatic SERT callout is required
on all high-risk building searches and high-risk warrant services. This is currently PPB policy and practice.
The “Threat Assessment Formula” is used to determine whether an incident is designated as a Critical
Incident.

The PPB does not agree that all calls regarding armed civilians should be referred to SERT. Street
officers are trained and capable of handling calls that do not qualify as a critical incident, as specified in
procedure 631.34.

Lieutenant, Tactical Operations Division:

"High risk" warrant service and "high risk" building searches already require the involvement of
SERT/HNT and a critical incident commander. A call involving an armed civilian does not necessarily rise
to the level of having SERT/HNT and an incident commander respond unless the civilian is barricaded or
has fled into a contained area. Uniform handles calls involving armed civilians on a regular basis. (Some as
victims, some as witnesses, some as suspects.) Many of these calls involve victims in need of immediate
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assistance such as shots fired with victim down. SERT response usually takes a minimum of thirty to sixty
minutes to get members on scene. To have SERT/HNT and an incident commander respond to all calls
involving an armed civilian would not be practical. If an armed suspect is contained in an area by uniform
officers, policy already requires the response of SERT/HNT.

The ‘Manual of Policy and Procedure’ defines critical incidents only in 631.34 Critical Incident
Notifications, which identifies those incidents requiring P10, Chief of Police, Police Commissioner, and
Mayor to be notified. Not all ‘high risk’ building searches or search warrants should require the
notification of the Mayor. Policy already requires the notification of the Operations Branch Chief for those
incidents requiring SERT/HNT.

Recommendation 7.7: The PPB should emphasize
the relevance of supervisors’ critical incident
training to routine police operations.

Same as Recommendation 7.7.

Recommendation 7.8: The PPB should ensure that
field performance consistently reflects the
Bureau’s tactical training in all areas, and
particularly in relation to identified problems
relating to high risk vehicle stops, the use of cover,
cross fires and bystander endangerment.

These areas are considered basic and critical tenants of officer training. High risk vehicle stops are
covered in specific training courses regarding this area. The use of cover is stressed in training for basic
Police Academy patrol tactics. The issue of cross fires is addressed in the training for Perimeters and Block
Searchers. Cross fires and bystander endangerment are addressed in training for Firearms Instruction, with
the fourth Cardinal Firearm Safety Rule being:

Be sure of your target and backstop.
Know what your target is, what is in line with it, and what is behind it. Never shoot at anything you
have not positively identified. Be aware of your surroundings, whether on the range or in a deadly
force situation. Do not assume anything. Make sure if circumstances permit that the backstop will
stop the type of ammunition you are shooting.

In addition, the use of cover and concealment, crossfire awareness and bystander endangerment are
discussed during other training sessions, when related to the prime focus area. For instance, these areas are
discussed during training for “High Risk Traffic Stops” (pages 3, 8).

It is the responsibility of the Training division to review these areas as they come up in practice, and
to adjust training curriculum accordingly.

Accountability is ensured through the Use of Force Review Board process. The multiple, thorough
reviews taking place in the review process are meant to fully address all deficiencies. In addition,
accountability is codified in directive 315.30-Unsatisfactory Performance, which is below in its entirety.
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Sergeant, Training Division
This is currently looked at in each Training Division shooting review. These areas are part of the PPB
Training Division Tactical Guideline Elements which are taught in the Advanced Academy and the
yearly In-Service.

Recommendation 7.9: The PPB should ensure that
supervisors consistently manage vehicle pursuits to
a high standard.

The supervisory role of managing vehicle pursuits is stressed in the Sgt.’s Academy training power
point document entitled “Pursuit Management,” along with other training documents listed below. The
supervisor’s responsibilities are also codified in 630.05.

In addition, all pursuits require an After Action report, which is received and reviewed by the
relevant A/C.

Recommendation 7.10: The PPB should ensure
that its officers maintain sufficient distance when
pursuing armed suspects in a vehicle.

The PPB agrees that officers should maintain sufficient distance when pursuing armed suspects in a
vehicle. As recently as November 7, 2007, directive 630.05 concerning Vehicle Pursuits was updated to
fully reflect bureau policy. This policy, along with the training document “Pursuit Management,” stress that
officers must take into account the risk vs. reward balance in deciding whether to, for instance, perform a
maneuver to end a vehicle chase.

Officer, Training Division:
In response to PARC'’s recommendation 7.10 on officers maintaining sufficient distance when pursuing
armed suspects in a vehicle. Directive 630.05 vehicle pursuits states “It should be the goal of members
to employ pursuit intervention strategies to prevent or to use the strategies to end a pursuit as quickly as
possible”. We teach our officers to continually weigh the benefits of the pursuit verse the risk to the
community. Safe following distance is stressed in all training we do. However, if we teach our officers
to only pursue the vehicle at a safe distance in every circumstance we take away the option to end the
pursuit on our terms when we feel it is safe. We also open the community up to undo risk by just
pursuing at a distance with no option to end the pursuit. The Training Division teaches officers to have
options built into every pursuit depending on the circumstances and conditions.

Recommendation 7.11: The PPB should adopt and
enforce a policy mandating the use of sound foot
pursuit tactics by its officers.

Written response not received.

Recommendation 7.12: The PPB should ensure
that officers make appropriate use of cover when
confronting threats.

This is considered a basic and critical tenant of officer training, and is stressed in the training
document “Basic Police Academy Patrol Tactics” (pages 14-16). This training document is utilized in both
Advanced Academy and the yearly In-Service training. “Cover and Concealment” is one of the 5 “Tactical
Advantages.”
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In addition, PPB Firearms Instructors teach officers in the Advanced Academy and at yearly In-
Service training to always seek and use available cover when conditions allow.

It is the responsibility of the Training Division to review this area as it comes up in practice, and to
adjust training curriculum accordingly.

Sergeant, Training Division:
This is currently looked at in each Training Division shooting review. "Cover and Concealment” is
one of the 5 Tactical Advantages which are taught in Patrol Tactics at both the Advanced Academy
and the yearly In-Service.

Recommendation 7.13: The PPB should ensure
that the incidence of cross fires is minimized.

This is considered a basic and critical tenant of officer training, and is stressed in the training
document “Firearms Instruction lesson plan outline and presentation” (page 2). This training document is
utilized in both Advanced Academy and the yearly In-Service training. “Be sure of your target and
backstop” is one of the four “Cardinal Rules of Firearms.”

Be sure of your target and backstop.
Know what your target is, what is in line with it, and what is behind it. Never shoot at anything you
have not positively identified. Be aware of your surroundings, whether on the range or in a deadly
force situation. Do not assume anything. Make sure if circumstances permit that the backstop will
stop the type of ammunition you are shooting.

In addition, crossfire is discussed during other training sessions, when related to the prime focus
area. For instance, these areas are discussed during training for “High Risk Traffic Stops” (pages 3, 8).

It is the responsibility of the training division to review this area as it comes up in practice, and to
adjust training regiments accordingly.

Sergeant, Training Division:
This is currently looked at in each Training Division shooting review. "Be aware of your target,
backstop, and what’s beyond" is one of the Four Cardinal Rules of Firearms that are taught in both
the Advanced Academy and the yearly In-Service.

Recommendation 7.14: The PPB should ensure
that the incidence of endangerments to bystanders
1s minimized.

This is considered a basic and critical tenant of officer training, and is stressed in the Firearms
Instruction training document “Firearms Instruction lesson plan outline and presentation” (page 2). This
training document is utilized in both Advanced Academy and the yearly In-Service training. “Be sure of
your target and backstop” is one of the four “Cardinal Rules of Firearms.”

Be sure of your target and backstop.
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Know what your target is, what is in line with it, and what is behind it. Never shoot at anything you
have not positively identified. Be aware of your surroundings, whether on the range or in a deadly
force situation. Do not assume anything. Make sure if circumstances permit that the backstop will
stop the type of ammunition you are shooting.

It is the responsibility of the training division to review this area as it comes up in practice, and to
adjust training regiments accordingly.

Sergeant, Training Division
This is currently looked at in each Training Division shooting review. "Be aware of your target,
backstop, and what’s beyond" is one of the Four Cardinal Rules of Firearms that are taught in both
the Advanced Academy and the yearly In-Service.

Recommendation 7.15: The PPB should revise its
existing policy on the use of firearms against
moving vehicles. The revised policy should include
a preface explaining that shooting at moving
vehicles is dangerous and generally ineffective, and
should embody the following guidelines:

* Officers shall not fire at moving vehicles except
to counter an imminent danger of death

or serious bodily harm to the officer or another
person.

* Officers shall only fire at a moving vehicle when
no other means of avoiding or eliminating the
danger it presents are available at that time.

* Officers shall not place themselves, or remain, in
the path of a moving vehicle.

* Officers shall take account of risks to vehicular
and pedestrian traffic, and to any other bystanders,
before deciding whether to fire at a moving vehicle.
* Officers shall take account of risks to vehicle
occupants, who may not be involved (or may be
involved to a lesser extent) in the actions
necessitating the use of deadly force before
deciding whether to fire at a moving vehicle.

Written response not received.
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