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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 January 31, 2020, at approximately 1227 hours, the Las Vegas Metropolitan Police Department was 
involved in a critical incident under LVMPD Event LLV200100148716. The incident occurred near the 
location of 7452 Hawk Shadow Avenue, Las Vegas, Nevada 89113. This address was located within the 
LVMPD Spring Valley Area Command (SVAC); sector beat Paul 1 (P1). 
 
The incident was an in-custody death involving Sergeant Brett Levasseur and additional officers to include 
Officers Steve Saxon and Ryan Thacker. The subject involved, David Baxter, had been taken into police 
custody due to being suicidal. As officers were transferring custody of Baxter to medical personnel, he 
became unresponsive and was later pronounced deceased. 
 
Prior to LVMPD being notified, Baxter ingested a large amount of methamphetamine to commit suicide. A 
friend of Baxter called 9-1-1 and reported what Baxter had done. The LVMPD call-taker conferenced the 
call with the Clark County Fire Department (CCFD) dispatcher who obtained the information needed to 
dispatch medical personnel. The call-taker remained on the line and created a suicide attempt (405Z) event 
in the computer aided dispatch (CAD) program.  
 
The event was routed to the SVAC dispatcher who assigned Officer Saxon but not another officer. Officer 
Saxon responded and arrived alone and was the first officer to encounter Baxter who was in his garage and 
appeared to be under the influence of a controlled substance. Approximately three minutes later, medical 
personnel arrived and contacted Officer Saxon. Before the arrival of additional officers, it appeared Baxter 
was becoming more agitated and was not complying for Officer Saxon. Although this was occurring, Officer 
Saxon did not immediately broadcast this information over the radio. Approximately eight minutes after he 
arrived, Officer Saxon broadcast “step it up” and advised Baxter was possibly ED (Excited Delirium).  
 
Approximately twelve minutes after Officer Saxon arrived, additional officers to include Sergeant Levasseur 
and Officer Thacker responded and arrived. With the arrival of multiple officers, a plan was developed to 
take Baxter into custody. Baxter was placed in handcuffs and moved onto a medical gurney by officers.  
 
When Baxter was being secured to the gurney, medical personnel requested the handcuffs be removed. As 
the officers removed the handcuffs, Baxter was in a seated position. Officer Saxon controlled Baxter’s left 
arm and Officer Thacker controlled Baxter’s right arm with his left hand. While he controlled the right arm, 
Officer Thacker placed his right hand on the back of Baxter’s head. It is at this time, Sergeant Levasseur took 
control of Baxter’s head while the officers removed the handcuffs.  
 
Sergeant Levasseur placed his right hand on the back of Baxter's head, pulled Baxter’s upper body forward 
and applied downward pressure on his neck. Simultaneously, Officer Saxon removed his right hand from 
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the back of Baxter’s head and placed it on his back. Sergeant Levasseur then applied his left hand to 
reinforce his right hand and controlled Baxter’s head. For approximately one minute, while Baxter was in a 
seated position on the medical gurney, Sergeant Levasseur controlled Baxter’s head. 
 
After the handcuffs were removed, Sergeant Levasseur released control of Baxter’s head and Officers Saxon 
and Thacker let go of Baxter’s arms. Baxter was then placed in a supine position on the medical gurney. It 
was at this time Baxter was found to be unresponsive. He was then transported to the hospital where he 
was pronounced deceased. 
 

The Criminal Investigation 
LVMPD Force Investigation Team (FIT) conducted the criminal investigation of this incident. Their 
investigation was submitted to the Clark County District Attorney’s Office for review. The District Attorney’s 
Office determined that, “no criminal prosecution of the officers involved in the above-referenced event 
number 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 document. 
 

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 
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 May 14, 2020. Below are the key findings, conclusions, 
and/or recommendations from the CIRP determined by the UFRB and TRB members and approved by 
the Sheriff. 
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Use of Force Review Board 
UFRB: Officers Steven Saxon and Ryan Thacker  
The board’s finding was Administrative Approval. Administrative Approval is defined as: objectively 
reasonable force was used under the circumstances, based on the information available to the officers at 
the time. This finding acknowledges that the use of force was justified and within Department policy. 
 
UFRB: Sergeant Brett Levasseur  
The board’s finding was Tactics/Decision-Making. Tactics/Decision Making is defined as: objectively 
reasonable force was used based on the information available to the Department member at the time. 
However, it acknowledges even though the force was within policy, the actions of the Department member 
worked to limit alternatives that may have otherwise been available to the Department member. A 
different approach or overall response by the Department member may have lessened the need for the 
Department member to employ force and potentially changed the outcome of the incident.  
 

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. 
 
The SVAC dispatcher assigned Officer Saxon without advising him over the SVAC channel he was going alone 
to a suicide attempt call. LVMPD Department Policy 5/209.14 Voice Radio Communications provides in part: 
“If only one unit is available to respond to a call requiring another unit, the responding unit will be sent 
alone. The unit will be advised by the dispatcher that he is responding alone and that a backup will be sent 
as soon as one is available.” 
   

• The administrative review determined the dispatcher was not within standardized LVMPD tactics, 
training, and policy.  

 
When Officer Saxon walked into the garage and contacted Baxter there were several items inside the garage 
to include a crossbow, but Officer Saxon did not address them. Approximately 11 seconds after Officer 
Saxon contacted Baxter, he broadcast he was Code 4 and requested medical to come to the scene.  
 
Officer Saxon failed to broadcast to responding units that Baxter was not contained inside the garage and 
had access to potential weapons including a crossbow. He also did not broadcast Baxter was becoming 
more agitated and more difficult to control.  
 

• The administrative review determined Officer Saxon’s radio traffic and information sharing was 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 
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to employ. As a strategy to diminish the likelihood and the severity of force, officers will attempt to de-
escalate confrontations. 
 
When Officer Saxon arrived, he encountered Baxter in his garage. There were several items inside the 
garage to include a crossbow, which could have been used as a weapon, but Officer Saxon did not address 
them. As medical personnel arrived, he allowed them to enter the garage while he waited outside. 
 

• The administrative review determined Officer Saxon’s preplanning and approach were not within 
standardized LVMPD tactics, training, and policy.  

 
In attempts to de-escalate Baxter and his situation, the following occurred: Officers parked a safe distance 
from the residence; Medical was immediately called to the scene; Crisis Intervention Team (CIT) certified 
officers responded to the scene; Officers spoke calmly to Baxter when giving him direction and taking him 
into custody; Officers communicated and coordinated a custody plan that limited the amount of time Baxter 
was on his stomach while being handcuffed; Officers placed Baxter on his side, in the recovery position 
immediately after being handcuffed; Officers coordinated with medical to bring the gurney closer, thereby 
limiting strain on Baxter as he was moved from the floor to the gurney.    
 

• The administrative review determined the de-escalation tactics of contact and cover, performed by 
officers during this incident, were 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.   
 
Prior to taking Baxter into custody, Officer Saxon coordinated with other officers to safely take Baxter to 
the ground. Once Baxter was on the ground, Officer Saxon placed two sets of handcuffs on him. Officer 
Saxon, with the aid of other officers, placed Baxter on his side in the recovery position so he could breathe 
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better. With Baxter on the gurney, Officer Saxon used both hands to securely hold Baxter’s left arm while 
other officers unlocked and removed the handcuffs. 
 
Officer Thacker assisted Officer Saxon in placing Baxter into handcuffs. Once Baxter was on the gurney, he 
held Baxter’s right arm and placed his hand on the base of Baxter’s head. Officer Thacker removed his hand 
from Baxter’s head when Sergeant Levasseur took control of the head. 
 

• The administrative review determined Officer Saxon and Thacker’s use of force was within 
standardized LVMPD tactics, training, and policy. 

 
When Sergeant Levasseur took control of Baxter’s head, he placed his right hand on the back of Baxter's 
head, pulled Baxter’s upper body forward and applied downward pressure on his neck. Sergeant Levasseur 
then applied his left hand to reinforce his right hand and controlled Baxter’s head. For approximately one 
minute, while Baxter was in a seated position on the medical gurney, Sergeant Levasseur controlled Baxter’s 
head. After the handcuffs were removed, Sergeant Levasseur released control of Baxter’s head. Baxter was 
then placed in a supine position on the medical gurney. It was at this time Baxter was found to be 
unresponsive. 
 
LVMPD Awareness Report AW2019-012 was released department-wide on September 23, 2019. The 
document provided information and reference materials related to the proper care and control of a suspect 
after they have been taken into custody, Positional Asphyxia, and professionalism in law enforcement. 
 

• The administrative review determined Sergeant Levasseur’s application of force was not was 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.  
 
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. 
 
As the supervisor assigned to this event, Sergeant Levasseur failed to establish roles and responsibilities for 
the officers when the handcuffs were being removed from Baxter. When Baxter was upright on the gurney 
and while officers were removing the handcuffs, Sergeant Levasseur failed to correct that action and direct 
officers to use an alternative method such as rolling Baxter onto his side, as instructed in a video provided 
through Awareness Report AW2019-012.  
 
Sergeant Levasseur’s active participation in controlling Baxter’s head prevented him from ensuring the 
appropriate tactic was employed in the best interest of all parties involved. While Sergeant Levasseur was 
restraining Baxter’s head, he failed to recognize that Baxter had stopped breathing. He also did not realize 
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that Officers and medical personnel were not communicating effectively while leaning Baxter forward on the 
gurney and removing the handcuffs. He did not recognize that an alternative approach to removing the 
handcuffs, as demonstrated in the Awareness Report (AW2019-012) Video, would not restrict Baxter’s airway.  
 

• The administrative review determined Sergeant Levasseur’s management of the incident was not 
within standardized LVMPD tactics, training, and policy.   

 

Additional Key Findings, Conclusions, and/or Recommendations 
 
Medical was dispatched when the attempt suicide call was first created and arrived at the beginning of the 
call. Officers placed Baxter on his side in the recovery position immediately after he was handcuffed while 
Medical administered a sedative to Baxter.  
  

• The administrative review determined the medical response and intervention during this incident 
were within standardized LVMPD tactics, training, and policy. 

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

• An Administrative Notice (AN) regarding Medical Intervention was developed and finalized on 
February 12, 2020. This administrative notice (AN-004-20) gave clear direction for officers to follow 
when they have a person in-custody with a medical condition or crisis. The AN provided the following: 
 
Officers will monitor for signs of life (e.g., pulse, respiration, and chest movement) and update 
responding medical personnel via Dispatch with any changes in the subject’s condition.  When 
requesting medical attention, the officer will provide the nature of the injury, the subject’s age and 
gender, the description of the force used, and the other circumstances that could be of potential 
medical risk to the subject (e.g., obesity, suspected drug use, extreme agitation, profuse sweating, 
labored breathing, complaint of chest pain, or involvement in a foot pursuit). 
 

• On May 15, 2020, LVMPD released an updated use of force policy providing guidance and 
accountability for Department members. Within the policy, a “Medical Attention” section was 
incorporated. Some of the information provided in this section reads: 
 
Whenever an officer applies a use of force option upon a subject that results in observable signs of 
difficulty in breathing, a visible injury, or a complaint of injury, the officer will continuously monitor 
the subject and immediately summon medical attention. Officers will be mindful that persons who 
are in a prolonged physical encounter with officers may be at an increased risk of medical distress. 
Incidents involving these persons should be considered medical emergencies. 
 
Officers will monitor for signs of life (e.g., pulse, respiration, and chest movement) and update 
responding medical personnel via Dispatch with any changes in the subject’s condition. When 
requesting medical attention, the officer will provide the nature of the injury, the subject’s age and 
gender, and other circumstances that could be of potential medical risk to the subject (e.g., obesity, 
suspected drug use, extreme agitation, profuse sweating, labored breathing, complaint of chest 
pain, or involvement in a foot pursuit) (see LVMPD 6/005.00 Section IV, Excited Delirium). Officers 
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should render medical aid within the scope of their departmental training and skill level while 
awaiting the next level of medical care. 
 
Officers will not restrain subjects who are in custody and under control in a manner that 
compromises their ability to breathe. Proned handcuffed subjects will be placed in a recovery 
position (i.e., the placement of a subject’s body in a manner that does not restrict breathing or 
obstruct the airway, such as on their side or upright). While handcuffed subjects are seated, they 
will not be forcefully bent forward at the waist, and pressure will not be applied to their back, neck, 
or head. (LVMPD Policy 6/002.00 Use of Force; VII. Medical Attention). 
 

• The Organization Development Bureau (ODB) updated LVMPD’s Defensive Tactics (DTs) manual for 
2020. Some of the updates are related to the new Medical Attention section within LVMPD’s use 
of force policy. The manual also explains how to remove handcuffs from a seated subject and/or 
from a subject who is unable to stand. For example: 
 
While removing handcuffs from a subject unable to stand (e.g. on a gurney or in medical crisis): 
 

1. Turn the subject on their side  
a. If the subject is laying down, turn the subject completely onto their side  
b. If the subject is seated (such as confined to a wheelchair) turn their upper body 

to the side exposing the handcuffs.  
2. Ensure subject is not in a position where their breathing is restricted or compromised. 
3. Control the handcuffs at the hinge, or if not using hinged handcuffs, control the 

suspect’s right hand and handcuff while preparing to remove the handcuff on the 
suspect’s left hand. 

4. Release the suspect’s left hand (secure single bar of handcuff) and advise the suspect 
to place it on the rear of his head (if conscious), while still maintaining control of the 
handcuffs. 
  

If unable to remove the second handcuff safely, turn the subject to their other side while still 
maintaining control of the handcuff and remove the remaining handcuff. (ODB DTI Manual 2020) 
 

 


