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Purpose: 
 
The purpose of this report is to publish key conclusions, recommendations and outcomes of the 
Las Vegas Metropolitan Police Department’s internal review of this incident.  There are a variety of 
actions that can be taken administratively in response to the Department’s review of a deadly force 
incident.  The review may reveal that no action is required or determine that additional training is 
appropriate for all officers in the workforce, or only for the involved officer(s).  The review may 
reveal the need for changes in departmental policies, procedures, or rules.  Where departmental 
rules have been violated, formal discipline may be appropriate. The goal of the review is to improve 
both individual and the agency’s performance. 
   
Synopsis of Event: 
 
On December 21, 2014 at approximately 1435 hours, LVMPD dispatch received a call via 911 
regarding a domestic dispute between the person reporting (PR) and his step-son, suspect, Paul 
Herron.  The PR told the call taker Herron was armed with two butcher knives and threatened to 
kill him.  The PR also told the call taker that Herron had stabbed himself in the chest.  During the 
911 call, the PR was able to give a description of Herron.  The PR stated he left the residence and as 
far as he knew, Herron was still inside.  

At 1437 hours, Officer Downing and his partner self-dispatched to the call located at 3568 Liahona 

Way.  At 1441 hours, officers observed a male near the entrance of the community, waving them 

down.  Officer Downing believed the male was the PR needing their assistance. The male changed 

pace and was quickly approaching the officer’s patrol vehicle. 

Officer Downing realized the male was Herron and observed he was holding a knife in each hand as 

he quickly walked toward the patrol car.  As the officers stopped the vehicle, both officers 

immediately exited and began giving verbal commands for Herron to drop the knives. 

As Officer Downing was giving verbal commands to Herron, he tried to create distance from 

Herron. Herron continued to advance on the officers, yelling, “Just shoot me.”  Officer Downing 

again gave verbal commands for Herron to drop the knife.  Once Herron closed the distance to 

within 10-12 feet of Officer Downing, he briefly stopped.  Herron focused on Officer Downing, 

making eye contact with him and again began to advance. Again, Herron began to walk toward 

Officer Downing, still holding one knife in each hand.  Officer Downing discharged his firearm 

striking Herron. 

Medical personnel were requested to the scene, and Herron was transported to the hospital for 

treatment from his injuries.   
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FIT, CIRT, and crime scene analysts (CSAs) responded to the area and processed the scene. 
Investigators learned that Herron was struck four times by Officer Downing’s gunfire. Evidence at 
the scene supported that Officer Downing discharged his firearm four times and that Herron was 
armed with two knives. 
 
The Criminal Investigation: 
LVMPD Force Investigation Team (FIT) conducted the criminal investigation of this incident.  This 
Officer-Involved Shooting (OIS) did not result in death; therefore, the investigation was not 
submitted to the District Attorney’s Office for review. 
 
LVMPD’s Critical Incident Review Process and Internal Review:  
 

1. The matter involving Officer Downing was heard by the Critical Incident Review Process/Use 
of Force Review Board on November 10, 2015. The Board’s finding was, “Administrative 
Approval.” The Use of Force Review Board determined the officer's actions were within 
policy. The Sheriff approved the Board’s recommendation.  
 

2. The internal Tactical Review Board concluded the officer’s performance was in accordance 
with Department standardized tactics and training. 
 

Below are the recommendations made after the Use of Force Review Board and the internal review 

were completed: 

1) Communication 

During an internal audit conducted by the Communications Bureau regarding the performance of 

the 9-1-1 call taker, several areas identified as not to standards. These included; 

 Not asking for suspect’s date of birth 

 Not asking for further physical description of Herron 

 The length of time it took to route the call 

 Not updating the call reference threats to the person reporting 

 Not obtaining a phone number for the suspect’s residence 

 

During an internal audit conducted by the Communications Bureau regarding the performance of 

the dispatcher, several areas were identified as not to standards. These included; 

 Not requesting Crisis Intervention Team (CIT) officers or notifying area sergeant of the call 

 Not updating unit status 
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 Not updating the call that supervisors were advised after shots fired 

  

In this incident, CIRT concluded the Communications Bureau did not perform in accordance to 

standardized LVMPD training and policy. The Communications Bureau conducted training and 

counseling to the call taker and dispatcher as a result of these findings. 

 
2) Officers’ Approach 

 
At the time of this incident, Officer Downing was a Field Training Officer and his partner, who was 

operating the patrol vehicle, was still a new officer in training. As the two approached the Herron’s 

residence, Officer Downing pointed out to his partner that the male at the entrance to the 

residential complex waving them down may have been the PR (person reporting). Officer Downing 

did not expect the male to be Herron for several reasons: Officer Downing knew their response 

time had been quick, Officer Downing thought Herron was still in the condominium due to the 

details of the call, Officer Downing knew the approximate area of the condominium in the complex 

by the address and that they would have to drive into the complex. 

CIRT concluded Officers Downing and his partners approach was within standardized LVMPD 

tactics, training and policy. 

 
3) Tactics and Use of Force 
 
After exiting his patrol vehicle, Officer Downing began stepping away from the vehicle while also 

giving verbal commands to Herron and drawing his firearm. Officer Downing was doing several 

things at one time while Herron advanced toward him holding two knives, raised in the air.  

CIRT concluded the drawing of firearms by Officers Downing was in accordance with standardized 

LVMPD tactics, training and policy. 

 

4) Supervision (Command and Control) 
 

In evaluating the supervision (command and control), of this incident, CIRT noted:  

 A sergeant arrived shortly after shots were fired 

 A sergeant conducted a Public Safety Statement with Officer Downing 

 A sergeant directed officers to secure the scene 



 
Office Of Internal Oversight Review 

KEY CONCLUSIONS, RECOMMENDATIONS AND OUTCOMES OF A CATEGORICAL USE OF FORCE INCIDENT 
Officer-Involved Shooting—3268 Liahona Way  December 21, 2014 

 

Page 4 of 4 
 

 A sergeant requested the appropriate investigative units 
 

In reviewing supervisory response, CIRT concluded the sergeants’ incident management was in 

accordance with standardized LVMPD tactics training and policy. 

 


