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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 March 31, 2019 at approximately 2159 hours, the Las Vegas Metropolitan Police Department (LVMPD) 
was involved in a critical incident under LVMPD Event LLV190300151763. The incident occurred at the Clark 
County Detention Center (CCDC), 330 South Casino Center Boulevard Las Vegas, Nevada 89101. This 
address was located within the LVMPD Downtown Area Command (DTAC); sector beat Adam 1 (A1).  
 
The incident was an in-custody death involving Corrections Sergeants Samuel Mendoza and Richard 
Newman and Corrections Officers Aaron Mosley and Jeremy Stewart. The subject involved was, Nicholas 
Farah, who after being placed in a restraint chair was found to be unresponsive. Medical personnel were 
summoned and transported Farah to the hospital where he was pronounced deceased.  
 
Prior to the incident, at approximately 1955 hours, an employee from the La Quinta Inn located at 4975 
South Valley View Boulevard called 9-1-1 to request police assistance for a male who had entered the Inn 
and stated he had been robbed. The employee placed the male, later identified as Farah, on the telephone 
with the LVMPD call-taker.  
 
Farah informed the call-taker he wished to remain anonymous, but before any other details were provided 
the call suddenly disconnected. The call-taker recalled the Inn one minute later and was again able to speak 
with Farah. Farah informed the call-taker that he had been drinking and was walking with a stranger who 
punched him and stole his backpack. Farah informed the call taker numerous times that he did not want to 
press charges and refused to give a description of the person who had taken his belongings. Farah stated 
he just wanted a ride and was told LVMPD could not provide that service.  
  
After the phone call to LVMPD, the employee assisted Farah in calling for a taxi. When the taxi arrived, 
Farah did not get into the vehicle. The employee believed Farah was intoxicated and possibly under the 
influence of some sort of narcotic, so she asked him to leave since he was not a guest, but he refused.  
 
When Farah refused to leave the property, the employee contacted LVMPD at approximately 2013 hours. 
The employee asked for police assistance in escorting Farah off the property. Enterprise Area Command 
(EAC) officers responded and encountered Farah at the front door of the Inn. He appeared to be under the 
influence of an unknown substance. Officers communicated with Farah for approximately four minutes. 
They asked him to leave the property, but he did not comply. Instead, Farah turned away from the officers 
and attempted to walk back into the Inn. 
 
The officers took control of Farah and escorted him to the front of their LVMPD marked patrol vehicle where 
he was placed in handcuffs. As Farah stood at the front of the patrol vehicle, officers again asked Farah for 
his name, where he was from, and what happened to him, but he refused to answer. The officers continued 
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to try and communicate with Farah for approximately fourteen minutes, but he would not comply. Farah 
became more aggressive and began to actively pull away from the officers. Officers arrested Farah for 
trespass and obstructing a public officer. They requested an additional officer to the scene to help them 
safely place Farah in the back of the patrol vehicle.  
 
When the additional officer arrived, Farah was placed in the back of a patrol vehicle and secured with a 
seatbelt. Farah was then transported to CCDC. Due to his aggressive demeanor, the transporting officer 
advised dispatch he would be transporting a combative prisoner. 
 
When the officer arrived at the CCDC parking area, he contacted Sergeant Mendoza who then contacted 
Farah. Farah was taken out of the vehicle by corrections officers. During the initial encounter, Farah was 
not physically resisting or making any combative movements but was sweating profusely; medical was 
requested. As officers searched Farah, he became combative and pushed away from them and kicked and 
stomped at their feet. Sergeant Newman and Officers Mosley and Stewart were able to control Farah and 
they placed him in a prisoner restraint chair.  
 
Sergeants Newman and Mendoza, along with Corrections Officers Mosely and Stewart, held Farah down in 
the restraint chair while they secured him. Farah’s head was pushed down in between his legs and at the 
same time, his handcuffed arms were raised upward to exchange the transporting officer’s handcuffs.  
 
Once Farah was secured in the restraint chair, the corrections officers turned to proceed into CCDC. Emergency 
Medical Technicians (EMTs) checked on Farah and noticed his coloring was off and he had abrasions on his wrist. 
A request for the Physician Assistant (PA) was made. Shortly after, Farah became unresponsive. 
  
Officers started cardiopulmonary resuscitation (CPR) on Farah while medical staff and Las Vegas Fire 
Department (LVFD) personnel were requested. The automated external defibrillator (AED) was also utilized 
on Farah. As medical units arrived, Farah was transported to University Medical Center (UMC) Emergency 
Room (ER) where he was pronounced deceased at 2159 hours. 
  
On April 1, 2019 at approximately 0945 hours, the Clark County Office of the Coroner/Medical Examiner 
(CCOCME) conducted an autopsy of Farah. After a complete autopsy, the CCOCME opined Farah died as a 
result of asphyxia during retraining procedures. Other significant contributing conditions include 
methamphetamine intoxication and obesity. 
 

The Criminal Investigation 
LVMPD Force Investigation Team (FIT) conducted the criminal investigation of this incident. Their 
investigation was submitted to the District Attorney’s Office for review. The District Attorney’s Office 
determined that, no criminal prosecution of the officers involved in the referenced case is appropriate.  
 
For additional information related to the investigation of this incident, please refer to LVMPD’s FIT Report 
and the Clark County District Attorney’s Legal Analysis Report and/or the Clark County District Attorney’s 
Decision Letter.  
 

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 
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(CIRP), includes the participation of citizen board members who reside within the LVMPD jurisdiction, who 
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 December 5, 2019. 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: Sergeants Samuel Mendoza and Richard Newman & Officers Aaron Mosley and Jeremy Stewart 
The Board’s finding was Policy/Training Failure. Policy/Training Failure is defined as “a deadly force 
outcome was undesirable but did not stem from a violation of policy or failure to follow current training 
protocols. A Department policy and/or specific training protocol is inadequate, ineffective, or deficient; 
the Department members followed existing policy and/or training, or there is no existing policy and/or 
training protocol that addresses the action taken or performance demonstrated (e.g., global policy or 
training deficiencies).” 
 

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. 
 
3-1-1 and 9-1-1 calls are answered by a call-taker who receives the information and determines if response 
or broadcast is required. From there, the call-taker enters the appropriate information into the computer 
aided dispatch (CAD) document as he/she is receiving it from the caller. The relevant information is routed 
electronically by the call-taker to the dispatcher. The computer records the time a call-taker takes an action 
and links it to the incident and the unit records for later review. 
 
The information given and received between the dispatcher and officers is recorded in CAD. The dispatcher 
alerts officers by radio of the nature of the call and other important information as received from the call-
taker. The computer records the time a dispatcher takes an action and links it to the incident and the unit 
records for later review. 
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CIRT compared the radio traffic to the CAD document managed by communications. 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 dispatching and broadcasting techniques utilized during 
this incident were within standardized LVMPD tactics, training, and policy. 

 
Upon Farah’s arrival, Sergeant Mendoza obtained a briefing from the transporting patrol officer. During the 
initial encounter, Farah was not physically resisting or making any combative movements. Due to this, 
Officers escorted Farah toward the search area. As Farah was being escorted, he was sweating profusely so 
Sergeant Mendoza requested medical. Shortly after and while being searched, Farah became combative.  
 
Sergeant Newman and Officers Mosley and Stewart placed Farah in the prisoner restraint chair. Once Farah 
was secured in the restraint chair, the corrections officers turned to proceed into CCDC. Emergency Medical 
Technicians (EMTs) checked on Farah and noticed his coloring was off and had abrasions on his wrist, so 
they called for the Physician Assistant (PA). Shortly after, Farah became unresponsive. 
 

• The administrative review determined the communication and information sharing between 
Sergeant Mendoza, his officers, and medical staff was 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. 
 
Prior to transporting Farah, EAC patrol officers at the Inn believed Farah would continue to resist and not 
voluntarily exit the patrol vehicle once at CCDC. The patrol officer transporting Farah broadcast to dispatch 
he would be en-route to CCDC with a combative subject. 
 

• The administrative review determined the EAC patrol officers’ preplanning during this incident was 
within standardized LVMPD tactics, training, and policy. 

 

Sergeant Newman did not have a minimum of four officers ready when Farah arrived in the vehicle sally 

port. Due to this, he was forced to assume the role of the third officer in the element for the use of the 

restraint chair.   

 

Although it was decided Farah would be escorted into the CCDC facility, Sergeant Mendoza did not have a 

four-officer team present. When Farah became actively resistant, Sergeant Mendoza was forced to assume 

a role normally assigned to an officer. In doing so, Sergeant Mendoza lost the ability to properly supervise 

and monitor his officers and Farah’s actions and condition.  
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• The administrative review determined Sergeants Newman and Mendoza’s preplanning was not 

within standardized LVMPD tactics, training, and policy.   

 

Once it was determined by Sergeants Mendoza and Newman and Officers Mosley and Stewart that Farah 

would be escorted into CCDC, Officer Stewart approached the patrol vehicle where Farah was located. 

Officer Stewart opened the door and removed Farah’s socks and shoes. Officers Mosley and Stewart 

assisted Farah out of the patrol vehicle while maintaining control over him. They began the in-custody 

search of Farah at the patrol vehicle to ensure Farah had no weapons or contraband. 

 

• The administrative review determined Sergeants Mendoza and Newman and Officers Mosley and 

Stewart’s approach to Farah was within standardized LVMPD tactics, training, and policy. 

 
Use of 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 
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.   
 
Farah actively resisted Officers Mosley and Stewart prior to him being placed in the restraint chair. The 

decision to place Farah in the prisoner restraint chair was within Detention Services Division (DSD) 
standard operating procedures (SOPs) and LVMPD use of force policy. 
 
When Farah was placed into the restraint chair, Sergeant Newman first secured Farah’s legs in the leg 
restraints (shackles). He then assisted Officer Stewart in bending Farah over, to allow Officer Mosley and 
Sergeant Mendoza access to Farah’s handcuffs, by placing his hands-on Farah’s right shoulder and head.  
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When Farah’s handcuffs were exchanged, Sergeant Newman sat Farah up and pushed his arms and hands 
down into the cutouts on the restraint chair. Sergeant Newman then finished securing Farah’s feet by 
applying a leg strap across his lower legs, just above the ankles, to keep his feet against the chair. 
 

• The administrative review determined that Sergeants Mendoza and Newman and Officers Mosley 
and Stewart’s use of force was within standardized LVMPD training, policy, 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.  
 
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. 
 

Sergeant Mendoza’s decision not to wait for additional officers before taking Farah out of the patrol vehicle 

reduced his ability to properly lead, direct, and supervise the incident.  

 

Sergeant Newman’s decision to be the third officer to place Farah in the restraint chair reduced his ability to 

properly lead, direct, and supervise the incident. 

 

• The administrative review determined Sergeants Mendoza and Newman’s incident management was 

not within standardized LVMPD tactics, training, and policy.  

 

Additional Key Findings, Conclusions, and/or Recommendations 
 
After Farah was found unresponsive, nearby medical staff began to assess his condition. The staff physician 
and an ambulance were requested to assist. Additionally, officers started cardiopulmonary resuscitation on 
Farah and utilized the automated external defibrillator.    
 

• The administrative review determined the medical response to this incident was within 
standardized LVMPD tactics, training, and policy. 

 
As a result of this incident, the following was initiated/accomplished: 
 

• The DSD-Advanced Officer Skills and Training (AOST) Lesson Plan and PowerPoint for 2020, were 
updated in areas related to the restraint chair. For example: 
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o “Officers and supervisors shall be aware of the potential for impaired breathing during all 
restraint procedures and when using spit masks.” (DSD-AOST Lesson Plan and DSD-AOST 
PowerPoint) 

 
o “Sergeant will ensure handcuffs are applied properly for placement in the restraint chair.  

Adjustments will be made prior to sitting the subject in the chair. Every effort will be made 
to complete a search of the subject prior to placing them in the restraint chair, removing 
all property prior to securing them in the chair.” (DSD-AOST Lesson Plan and DSD-AOST 
PowerPoint) 

 
o “Handcuffs will not be removed or adjusted by bending a prisoner forward while still in 

the prisoner restraint chair…Officers will used department approved techniques to control 
the subject when removing or adjusting the handcuffs.” (DSD-AOST Lesson Plan and DSD-
AOST PowerPoint) 

 

• DSD’s SOP 09.11.03 – SPECIALTY RESTRAINT DEVICES; incorporated the following related to the 
restraint chair: 
 

o “The inmate will be in handcuffs with palms together. All restraints will be adjusted, 
checked for tightness and double-locked before securing the inmate in the restraint 
chair.” (SOP 09.11.03)   

 
o “If adjusting handcuffs is necessary while in the restraint chair, inmates will be stood up 

under control with their legs restrained, or will be removed from the chair under control, 
where the adjustment will be completed.” (SOP 09.11.03)   

 
o “Under no circumstances will an inmate be bent forward to adjust handcuffs.” (SOP 

09.11.03)   

 

 


