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Purpose 
The purpose of this report is to publish key findings, conclusions, and/or recommendations of the Las Vegas 
Metropolitan Police Department’s (LVMPD) 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 no action is required or determine 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 Department 
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 Department performance. 
 
Synopsis of Event 
On May 14, 2017, at approximately 0056 hours, the Las Vegas Metropolitan Police Department (LVMPD) 
was involved in a critical incident under LVMPD Event LLV170514000228. The incident occurred near the 
Venetian Hotel/Casino at 3355 South Las Vegas Boulevard Las Vegas, NV 89109. This address was located 
within the LVMPD Convention Center Area Command (CCAC); sector beat Mary 2 (M2).  
 
The incident was an In-Custody Death and Officer Kenneth Lopera was the involved officer who used force 
against Tashi Farmer, who was unarmed at the time force was used. Officer Lopera deployed and used 
multiple applications of force against Farmer including his Electronic Control Device (ECD), strikes with a 
closed fist/open hand, and the use of a neck restraint. After the applications of force, Farmer became 
unresponsive, was transported to the hospital, and was later pronounced deceased. 
 
Prior to the incident, Officer Lopera and his partner were assigned to work at the Venetian Hotel/Casino. 
While inside the Venetian Hotel/Casino, Farmer approached Officer Lopera and his partner. Farmer 
appeared agitated, was sweating profusely, and constantly looking over his shoulder. Officer Lopera 
conducted a consensual encounter on him. Farmer explained to the officers that he ran across Las Vegas 
Boulevard and believed someone was following him.  
 
Officer Lopera asked Farmer to show him who was following him. Farmer asked if officers could escort him 
to valet. During the conversation, Farmer appeared to be under the influence of a controlled substance. 
Without communicating to his partner who had turned away for a moment, Officer Lopera approached 
Farmer. Farmer backed away from Officer Lopera and fled down a restricted to the public employee 
hallway. Officer Lopera initiated a foot pursuit of Farmer. Officer Lopera never advised his partner or 
broadcast his intention over the radio that he was in a foot pursuit. 
 
A few steps into the foot pursuit, Officer Lopera slipped, fell, and lost sight of Farmer. Officer Lopera got up 
and continued to run down the hallway in search of Farmer. During this time, his partner turned around 
and realized Officer Lopera and Farmer were gone. She attempted to locate Officer Lopera in the employee 
hallway, however she was unable to do so but never attempted to communicate with Officer Lopera over 
the radio.  
 
Officer Lopera located Farmer and continued his foot pursuit until they got into the valet/self-park 
intersection of the Venetian Hotel/Casino. Simultaneously, a white Toyota truck pulled into the 
intersection. Farmer ran around the rear of the vehicle and it appeared Farmer attempted to open the 
tailgate of the truck. Farmer then ran around to the driver side of the truck.  
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Officer Lopera was approximately 10-15 feet from Farmer and announced to him "Stop! Or you will be 
tased!" Soon after, Officer Lopera deployed his ECD and Farmer fell to the ground. Officer Lopera gave 
numerous verbal commands for Farmer to roll onto his stomach. Farmer replied that he would, however 
Officer Lopera tased Farmer three more times, all within ten seconds of each other.  
 
After he used the ECD for the fourth time, Officer Lopera went toward Farmer to take him into custody. As 
Officer Lopera went “hands-on” with Farmer, he attempted to pull Farmer's hand behind his back. Farmer 
rolled onto his back preventing Officer Lopera from placing Farmer in handcuffs.  
 
At this time Officer Lopera deployed his ECD again and “touch stunned” Farmer numerous times. Next, 
Officer Lopera called out to security who were on scene for assistance. Officer Lopera then stood up, took 
a step back from Farmer, and reholstered his ECD. 
 
Officer Lopera quickly closed the distance on Farmer and used his hands to strike Farmer in the head and 
face, while giving Farmer instructions to roll onto his stomach. After striking Farmer multiple times, Officer 
Lopera moved around to Farmer's back and placed him in a neck restraint. Just as Officer Lopera fell onto 
his back with Farmer in the neck restraint, a sergeant arrived. 
 
The sergeant attempted to gain control of Farmer's left hand and as this occurred, he told Officer Lopera 
to "let go." Officer Lopera did not release the neck restraint. Instead, he asked the sergeant, "Is he out?" 
three times. Two additional officers arrived and immediately ran up to assist in taking Farmer into custody.  
 
One of the officers looked up and noticed Farmer's eyes were closed and he appeared unconscious. He told 
Officer Lopera to "loosen up" and after a few seconds, Officer Lopera released the neck restraint. The 
officers then took control of Farmer and placed him handcuffs. Officers recognized Farmer was in medical 
distress and was having difficulty breathing.  
 
Officers placed Farmer in a recovery position. Officers took the handcuffs off Farmer and began 
Cardiopulmonary Resuscitation (CPR). Officers also requested and automated external defibrillator (AED) 
from the Venetian Hotel/Casino security staff. When medical personnel arrived, they began treating 
Farmer. He was transported to the hospital where he was pronounced deceased. 
 
Officer Lopera used his ECD on Farmer seven times for a total duration of thirty-nine seconds. Officer Lopera 
struck Farmer in the head thirteen times. Officer Lopera applied the neck restraint on Farmer for 
approximately one minute twelve seconds. 
 
The Criminal Investigation 
LVMPD Force Investigation Team (FIT) conducted the criminal investigation of this incident. Officer Lopera 
was arrested and charged with involuntary manslaughter and oppression under the color of office.  No true 
bill was returned by the grand jury.   
 
LVMPD Administrative Review and Critical Incident Review Process 
It is the policy of this Department to provide both the LVMPD and the community with a thorough review 
of incidents wherein deadly force was used by Department members. The Critical Incident Review Process 
(CIRP), includes the participation of citizen board members who reside within the LVMPD jurisdiction, who 
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are not personally affiliated with the Department, who are not related to any of its members, and who have 
not had prior law enforcement experience.  
 
The CIRP is comprised of two (2) related boards whose sole purpose is to conduct comprehensive 
administrative review of the tactics utilized by involved Department members as well as decision-making, 
Department policy, training, supervision, and the use of deadly force. 
 
The Use of Force Review Board (UFRB) consists of both commissioned and citizen members. The Critical 
Incident Review Team (CIRT) presents the facts related to the use of deadly force. The board issues findings 
regarding the actions of Department members who used, directly ordered, or directly influenced the use 
of deadly force, whether such force resulted in death or serious injury. The UFRB may choose from one (1) 
of four (4) findings after hearing the presentation of facts from CIRT. The findings are Administrative 
Approval, Tactics/Decision-Making, Policy/Training Failure or Administrative Disapproval.  
 
The Tactical Review Board (TRB) reviews CIRT conclusions. The TRB can validate, overturn, or modify the 
conclusions regarding the actions of Department members. 
 
The matter was heard by the UFRB and TRB on August 24, 2017. Below are the key findings, conclusions, 
and/or recommendations from the CIRP determined by the UFRB and TRB members and approved by the 
Sheriff. 
 
Use of Force Review Board 
UFRB: Officer Kenneth Lopera 
The Board’s finding was Administrative Disapproval.  The force used was a violation of Department policy. 
 
Tactical Review Board 
Communication 
Communication can be verbal or non-verbal. It includes electronic transmission or in-person. A 
review of these recordings can provide valuable evidence of the circumstances surrounding a 
particular event. 
 
Communications properly broadcast and documented CAD information from officers and supervisors who 
advised and/or requested information throughout the incident. 
 

 The administrative review determined the Communications Bureau handled the call professionally 
given the limited information provided to them when the call was initiated. As more information 
was provided, the Communications Bureau handled the incident within standardized LVMPD 
training and policy.  
 

When Officer Lopera made the decision to conduct a Person Stop on Farmer, per policy he was required 
to communicate his intentions to make contact (468/Person Stop) via the radio. Officer Lopera failed to 
comply with policy. 

 The administrative review determined Officer Lopera’s failure to communicate the person stop was 
not within standardized LVMPD tactics, training, and policy. 
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Due to the fact Officer Lopera did not communicate his intention to conduct a Person Stop with his partner, 
she was not obligated to communicate the information via radio. However, at the point Officer Lopera 
called out "Code Red" via the radio, she had an obligation to communicate that she was unaware of her 
partner's location and unaware of his circumstances. 

 The administrative review determined Officer Lopera’s partner failed to communicate via the radio 
when he called out “Code Red” and was not within standardized LVMPD tactics, training, and policy. 
 

Officer Lopera never verbalized to his partner that Farmer had run from them and that he had initiated a 
foot pursuit. Due to the lack of communication by Officer Lopera, as he initiated the foot pursuit, his 
partner assumed he walked away to escort Farmer down to valet. 
 

 The administrative review determined Officer Lopera’s failure to communicate with his partner 
resulted in an inability to formulate a plan and ultimately led to events that were not within 
standardized LVMPD tactics, training, and policy. 

 
De-escalation 
Policing requires that at times an officer must exercise control of a violent or resisting subject to make an 
arrest or to protect the officer, other officers, or members of the community from risk of harm. Clearly, not 
every potential violent confrontation can be de-escalated, but officers do have the ability to impact the 
direction and the outcome of many situations based on their decision-making and the tactics they choose 
to employ. As a strategy to diminish the likelihood and the severity of force, officers will attempt to de-
escalate confrontations. 
 
Officer Lopera's decision to initiate a foot pursuit was within policy, however, it was determined he failed 
to follow the following procedures in LVMPD policy: Failed to broadcast the foot pursuit via radio; Failed 
to consider the officer safety concerns and; Failed to consider the risks; Failed to transition to containment 
only. 
 

 The administrative review determined Officer Lopera's tactics during the foot pursuit were not 
within standardized LVMPD tactics, training, and policy. 

 
Use of Deadly Force  
It is the policy of this Department that officers hold the highest regard for the dignity and liberty of all 
persons and place minimal reliance upon the use of force. The Department respects the sanctity of every 
human life, and the application of deadly force is a measure to be employed in the most extreme 
circumstances where lesser means of force have failed or could not be reasonably considered. 
 
The Department seeks to manage use of force beyond the Graham v. Connor (1989) standard and its 
minimum requirements by establishing further parameters for the application of force and to offer explicit 
direction to officers. Sound judgment, the appropriate exercise of discretion, and the adherence to 
Department policy will always be the foundation of officer decision-making in the broad range of possible 
use of force situations. 
 
Officers will only use a level of force that is objectively reasonable to bring an incident or persons under 
control and to safely accomplish a lawful purpose. An officer’s use of force must balance against the level 
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of resistance exhibited by the subject. The level of force administered by an officer must be carefully 
controlled and should not be more than objectively reasonable to overcome the physical harm threatened.  
 
In a confrontation, an officer will continuously reassess their response and adjust any use of force 
accordingly based upon the level of resistance encountered. Failure to reassess each application of force 
can lead to a violation of law and/or policy. The use of force by an officer must be within Department Policy 
which may be more restrictive than the U.S. Constitution.   
 
Officer Lopera's statement and video evidence supported his first use of the ECD. However, Officer Lopera's 
threat perception and articulation for each subsequent use of the ECD was not. 

 The administrative review determined the first use of the ECD by Officer Lopera was within 
standardized LVMPD tactics, training, and policy. However, each subsequent use of the ECD 
afterward was not within standardized LVMPD tactics, training, and policy. 

 
Video evidence showed that while Farmer was on his stomach, face down toward the pavement, Officer 
Lopera was above him in a dominant position. Officer Lopera held Farmer's head down with his left hand 
and he delivered twelve continuous closed fist strikes to Farmer's head with his right hand, the last strike 
was given with an open palm making the total number of strikes thirteen. Farmer's hands were up as if to 
protect his face. 

As he struck Farmer, Officer Lopera gave him conflicting commands and failed to assess Farmer each time 
he struck him. There is no evidence to support that Farmer displayed aggressive behavior prior to the 
strikes being given or while the strikes were being delivered by Officer Lopera. The only movements seen 
by Farmer are consistent with him covering his face as if attempting to protect himself. 

 The administrative review determined the use of strikes by Officer Lopera was not within 
standardized LVMPD tactics, training, and policy. 

 
There was no evidence that Farmer was a threat to Officer Lopera or others at the time he placed him in 
the neck restraint. Farmer appeared to be in an active level of resistance, in which level 1 of the Lateral 
Vascular Neck Restraint (LVNR) would be authorized.  
 
Further, the neck restraint applied was not in accordance with his training based on his hand placement.  
Officer Lopera's body worn camera depicts a sergeant arriving and telling Officer Lopera to "let go" of the 
neck restraint he had on Farmer. Officer Lopera responded by asking the sergeant three separate times, 
"is he out?" In addition, on his BWC, Officer Lopera can be heard five separate times referencing the 
application of the LVNR as a "rear naked" and/or "choking him out." 

 The administrative review determined Officer Lopera’s use of the neck restraint was not within 
standardized LVMPD tactics, training, and policy.  

 
 
Incident Management 
Supervisors will possess a thorough knowledge of tactics and ensure that officers under their supervision 
perform to a standard (in accordance with LVMPD policy and training). The prospect of a favorable outcome 
is often enhanced when supervisors become involved in the management of the overall response to a 
potentially violent encounter by coordinating officers’ tactical actions.  
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Supervisors will acknowledge and respond to incidents in a timely manner when officer use of reportable 
force is probable. Supervisors will also manage the deployment of resources and equipment. In dynamic 
and highly-charged incidents, supervisors will provide clear direction and communication to officers 
regarding their positioning and roles. Upon observing substandard officer approaches or flaws in tactical 
decisions, the supervisor will promptly act to correct any deficiencies. 
 
A sergeant was the first to respond to Officer Lopera's location. The sergeant ordered Officer Lopera to 
"let go" of Farmer. Officer Lopera failed to follow the direction given by the sergeant and instead asked 
three separate times, "is he out?"  

Due to the sergeant failing to follow through on the order given to Officer Lopera, fifty seconds elapsed 
before Officer Lopera released the neck restraint. 

Additionally, as the supervisor on scene he failed to do the following: Accurately assess the situation to 
include Life safety, Incident stabilization, and Property preservation; Establish on-scene command by 
implementing ICS; Establish staging areas; Establish a Perimeter Control Plan; Consider the need for 
additional resources; Determine and maintain ingress/egress routes for first responders. 

The sergeant also failed to recognize: Officer Lopera was an involved officer in an in-custody death; Officer 
Lopera required a monitor officer who was not involved in the incident and; Officer Lopera's BWC was still 
activated and recording as he was making statements reference his actions. 

 The administrative review determined by failing to ensure Officer Lopera released the neck 
restraint after being ordered to do so, the sergeant was in neglect of duty as a supervisor. In 
addition, in reviewing overall supervisory response, the sergeant was not within standardized 
LVMPD tactics, training and policy. 

 
Additional Key Findings, Conclusions, and/or Recommendations 
 
Prior to the arrival of medical personnel, several officers rendered first aid to Farmer, including monitoring 
his pulse and administering CPR. Medical arrived on scene and began treating Farmer. He was then 
transported to the hospital where he was pronounced deceased. 
 

 The administrative review determined the medical response was within standardized LVMPD 
tactics, training, and policy. 

 
Once Officer Lopera requested a Code Red, several units were en route Code 3 to the Venetian 
Hotel/Casino. Several officers failed to follow policy in regard to activating their BWC. 

 The administrative review determined the officers’ failure to activate their body worn camera was 
not within standardized LVMPD tactics, training, and policy. 

 
On September 21, 2017, LVMPD provided a press release (PO 227 09-21-17 LM) which announced updates 
the LVMPD’s use of force policy. In the press release, the following was documented related to the LVNR: 
 

 Lateral Vascular Neck Restraint (LVNR) – LVNR will no longer be categorized as a low-level option in 
the updated policy. All levels of the LVNR will be categorized as an intermediate or deadly use of 
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force. To use the LVNR, an officer must be able to articulate that the subject had the intent to harm 
officers or others. 
 

 


