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Power Ultra Lounge 

After-Action Report 
 

The Little Rock Police Department Emergency Management Team (EM Team) worked 

diligently to compose this After-Action Report looking into the initial response into the 

shooting that occurred at the Power Ultra Lounge.  To do so, the EM Team worked 

closely with command staff from MEMS, the Little Rock Fire Department, the Little 

Rock Communications Center, the Metro Hospital Group, and other agencies that 

provided personnel, information, and expertise to ensure this project was completed 

with precision and care.  This report is a critical look at the event and processes with 

a vision to change and adapt once any shortcomings are revealed.  It is most 

importantly not an indictment of any of the first responders in this event.  The goal is 

to critique the process, not the personnel.  

 

Introduction 

 

In the evening hours of June 30th, 2017, a business named the Power Ultra Lounge, 

located at 220 West 6th Street in Little Rock, Arkansas, was hosting a musical 

performance from a rap music performer who went by the stage name of Finesse 

2Tymes {sic}.  The weather was clear and approximately 69 degrees Fahrenheit.  Little 

Rock Police Department Officers were working in an off-duty capacity protecting the 

parking lot and surrounding area while the business provided interior security.  In the 

early morning hours of July 1st, 2017, the concert was well underway.  The off-duty 

officers observed the arrival of a large number of vehicles that included Finesse 

2Tymes and his entourage.  As these subjects approached the business, the off-duty 

officers observed that a subject was armed with a semi-automatic handgun in a holster 

on his side.  The officers stopped this subject. He presented identification showing a 

concealed carry permit and a license showing he was an armed security guard.  The 

officers advised him that he wasn’t allowed to bring the weapon into the business.  The 

owner of the business met them outside and then directed the armed subject to go to 

the rear of the business and the entourage left the area and was out of sight of the 

officers.  The officers were paid to be at the venue until 0200 hours that morning when 

the business was supposed to close.  When 0200 hours came the officers then left the 

venue and finished their off-duty shift. 
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At approximately 0229 hours the Little Rock Police Department’s Communications 

Center began receiving calls regarding a shooting at the Power Ultra Lounge with 

multiple people shot in the venue.  LRPD officers responded to the scene along with 

the Little Rock Fire Department (LRFD) engine companies and Metropolitan 

Emergency Medical Service (MEMS) ambulances.  The investigation into the incident 

has determined there were 13 different guns fired inside the venue with 25 people 

struck by gunfire and three others injured by other means during the incident.  It 

remains unclear whether this indicates there were 13 shooters or whether any subject 

was armed with more than one firearm as the investigation is still ongoing at the time 

of this report.  What is clear is that this scenario differs from many incidents of this 

nature where a single active aggressor has attacked a crowded location.  

Nevertheless, this incident is the 4th largest mass shooting in United States since 2013 

based on the FBI definition of a mass shooting. 
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Training Prior to the Event 

 

The Little Rock Police Department and the other responding units have put a high 

priority on active aggressor related training.   

 In 2007, the Little Rock Police Department recognized the need for its 

responders to be trained. To that end, everyone in the Department from the 

rank of Lieutenant and below was certified in the Advanced Law Enforcement 

Rapid Response Training (ALERRT) Level 1 training.   Since the initial training 

in 2007, the Department has trained all of its officers annually in ALERRT Level 

1.  In 2014 the Department began to shift towards training advanced lifesaving 

techniques.  In 2015, the Department was able to certify all of its officers from 

the rank of lieutenant and below in the ALERRT Level 2 system.  Additionally 

that year, all of those officers were certified in Law Enforcement First 

Responder Tactical Combat Casualty Care system and issued individual first 

aid kits (IFAK) which included a SOF Tactical Tourniquet, 2 chest seals, and 

QuickClot style hemostatic gauze. 

In 2015, the LRPD began training its field supervisors at the rank of lieutenant 

and sergeant in forming a unified command at the scene of an active aggressor 

incident in order to coordinate the response of LRFD and MEMS into the area.  

Though this training was conducted with all of these supervisors, there was a 

critical failure in this element and it will be discussed in detail later in the 

incident.   

 The Little Rock Fire Department has been training with the Little Rock Police 

Department on Active Aggressor Incidents since 2015.  In each LRPD inservice 

class, LRFD engine companies train in conjunction with the officers and include 

“warm zone” extractions and building the unified command at the scene.  All 

LRFD personnel are trained Emergency Medical Technicians (EMT) with some 

firefighters becoming paramedics, though it is not their standard operating 

procedure to act in that role.  Of additional note, LRFD has had a SOG for Active 

Aggressor Incidents for some time but a Communications Center DOP was still 

in the command review process at the time of this incident.  This new DOP 

specifies a response for these types of incidents and removes the burden of 

determining how to respond from the Communications Center Operators. 

 MEMS Supervisors also attend LRPD active aggressor training taught annually 

in the inservice classes.  They are also certified in Law Enforcement First 

Responder Tactical Combat Casualty Care system and have ALERRT Level 2 

equivalency.  Additionally, each MEMS ALS (Advanced Life Support) unit has a 

paramedic and an EMT on board.  BLS (Basic Life Support) units have two EMTs 

on board. 
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 Communications center operators also attend LRPD inservice training and act 

as dispatchers while observing the first responders that deploy in the 

exercises.  Also, all Communications Center Dispatchers are certified by the 

Association of Public Safety Communications Officials-International (APCO). 
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First Responder Assets available at the time of the shooting 

 

Little Rock Police Department Assets by Division: 

 

 Downtown Division (Including Rivermarket Officers): 

 11 Single Officer Cars 

 2 Double Officer Cars 

 4 Foot/Bicycle 

 3 Sergeants 

 1 Lieutenant 

 

 Southwest Division: 

 12 Single Officer Cars 

 1 Double Officer Car 

 2 Sergeants  

 

 Northwest Division: 

 7 Single Officer Cars 

 4 Double Officer Cars 

 2 Sergeants 

 

Little Rock Fire Department by Battalion 

 Battalion 1 

 25 Firefighters 

 6 Engines  

 2 Ladder Trucks 

 1 Battalion Chief 

 1 Bomb Tech/PIO 

 Battalion 2 

 25 Firefighters 

 6 Engines  

 2 Ladder Trucks 

 1 Battalion Chief 

 1 Bomb Tech/PIO 

 



P a g e  | 6 

 

Law Enforcement Only  

MEMS Assets 

 Advanced Life Support Ambulances (ALS) 

 7 ALS Ambulances 

 Basic Life Support Ambulances (BLS)  

 2 BLS Ambulances 

 

Little Rock Communications Center 

 

o The Communications Center had six employees on duty at the time 

of the incident.  The following positions in the center were staffed: 

 Police Primary 1 Police Secondary 1 

 Fire Dispatch 1 Fire Secondary 1 

 Call Taker  1 Supervisor  1 
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Integrated Timeline of the Event 

Time 
Event 

Time 

Time from 

Police 

Arrival 

Event 

  

2:27:51     First call comes into the 911 

Communications Center 

2:28:29 0:00:38 N/A 
Shooting just occurred call is entered for 

police and fire dispatch 

2:29:01 0:01:10 N/A Police Units are dispatched 

2:29:01 0:01:10 N/A Engine 1 is dispatched 

2:30:03 0:01:34 N/A MEMS Notified 

2:30:00 0:02:09 N/A MEMS Supervisor initially requests 2 

ALS ambulances to respond 

2:30:35 0:02:06 N/A 1st LRPD Unit advises on scene 

2:30:55 0:02:26 0:00:20 Engine 1 advises enroute 

2:32:00 0:04:09 0:01:25 
MEMS first units and supervisors are 

dispatched 

2:32:03 0:03:02 0:01:25 
Patrol Officer request every police unit 

available 

2:32:23 0:03:22 0:01:48 
Police supervisors orders every unit 

available to the scene 

2:32:46 0:03:45 0:02:11 
Patrol officers on scene report at least 5 

shooting victims 

2:34:00 0:06:09 0:03:25 

Little Rock Communications 

erroneously advises MEMS that the 

scene is secure.  These remarks are not 

added to the call for Fire Dispatchers to 

be made aware of 

2:34:24 0:06:33 0:03:49 Engine 8 is dispatched 

2:35:00 0:07:09 0:04:25 MEMS Unit 12 arrives on scene 

2:36:45 0:08:54 0:06:10 
Engine 1 Stages at Capitol and Gaines 

Streets 

2:37:00 0:09:09 0:06:25 
MEMS in contact with UAMS learns they 

have 5-6 victims already at the hospital that 

arrived by personal vehicle. 

2:39:45 0:11:54 0:09:10 
LRPD units report shooters are gone from 

the building 

2:40:00 0:12:09 0:09:25 
Little Rock Communications Center advises 

that there is an additional gunshot victim at 

the Rally's on Broadway 
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2:40:42 0:12:51 0:10:07 

Police Lieutenant (Incident Commander) 

advises he needs additional ambulances.  

IC advises that at this point Unified 

command was in place for the incident 

2:49:25 0:21:34 0:18:50 
Police Supervisors request that one unit be 

sent to each hospital 

2:49:25 0:21:34 0:18:50 
Little Rock Fire Department notified scene 

was secure 

2:50:00 0:22:09 0:19:25 
UAMS advises complete diversion as they 

have 9 gunshot victims 

2:50:00 0:22:09 0:19:25 
MEMS ambulances began transport 

from the scene 

2:52:43 0:24:52 0:22:08 Suspect information broadcasted 

2:54:00 0:26:09 0:23:25 MEMS Unit 18 arrives at the Rally's 

2:56:04 0:28:13 0:25:29 Suspect vehicle information broadcasted 

2:57:08 0:29:17 0:26:33 
Police Lieutenant (Incident Commander) 

requests information be shared with 

Arkansas State Police 

2:59:24 0:31:33 0:28:49 
AlertXpress notification sent regarding a 

civilian shooting 

3:05:00 0:37:09 0:34:25 

Arkansas Children's Hospital calls MEMS 

advising they have an Emergent Transfer of 

an adult patient gunshot victim that needs 

immediate transport to Saint Vincent's 

3:07:00 0:39:09 0:36:25 MEMS Supervisor clears from the scene. 

3:13:02 0:45:11 0:42:27 
Little Rock Police Department main 

dispatch channel was cleared back into 

service. 

3:16:00 0:48:09 0:45:25 Last MEMS unit arrives with scene 

related patients (Not transfers) 

3:30:31 1:02:40 0:59:56 
Suspect information is sent via terminal 

message to Arkansas State Police after a 

delay of 33 minutes and 23 seconds 

3:35:00 1:07:09 1:04:25 
Arkansas Children's Hospital calls for 

MEMS to transport 22 year old patient to 

Conway Regional Medical Center 
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Narrative of the Response 

 

The response to the Power Ultra Lounge shooting was complex and dynamic 

during the initial stages.  The first 911 call began at 02:27:51 hours and LRPD 

Officers were dispatched to respond to a Shooting Just Occurred call at 02:29.01.  

This is a little over one minute and a fairly quick response as the calls began to 

pour into the Center.  During the incident, the Communications Center fielded 88 

calls which quickly overwhelmed the single call taker on duty.  At the same time 

that multiple units from LRPD were dispatched, only one engine company from the 

LRFD was dispatched.  This critical failure will be discussed below in detail.  MEMS 

received notification from the Communications Center at approximately 20:30:00 

(The timelines provided by MEMS and the Communications Center differ by a few 

seconds; that is likely explained by the difference in the clocks between the two 

computer systems.) 

The first LRPD Unit arrived in the area and advised they were on scene at 02:30:35.  

This was a response time of 02:44 from call entry to first officer on scene.  As the 

first officers were arriving, they encountered a large crowd with numerous 

wounded subjects flooding out of the venue.  Officers on the scene called for all 

units available to respond to assist with the scene at 02:32:03.  One LRPD Sergeant 

directed all available officers to respond to the incident at 02:32:23 in response to 

that call.  Of particular note, no supervisor declared a Stage 2 Alert at that time or 

any time during the event.  The lack of an Alert call will be discussed later in this 

report.   

As LRPD Officers arrived on scene, they initially responded as if it was an active 

aggressor incident.  The LRPD training in that scenario is clear on what to do.  The 

first priority of work is for officers to stop the killing.  The officers are trained to 

instantly respond to the sound of gunfire and immediately move to isolate, distract, 

and neutralize the active aggressor.  The second priority of work is to stop the 

dying.  This is done by building a condition utilizing the acronym SIM.  SIM stands 

for Security, Immediate Action Plan, and Medical Care.  The role of police officers 

in any active aggressor incident has to be gaining security so that all other first 

responders can operate and conduct medical care at a higher level than that with 

which can be accomplished by police alone.   

While LRPD has trained for many years to respond to an active aggressor incident, 

it has only been in the last few years that LRPD supervisors at the lieutenant and 

sergeant level have had any type of training in forming an incident command at 

the scene. The actual training appears to have been inadequate and will be 

discussed later in this report. 
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Once on scene, there was a short period of indecision as the officers attempted to 

discern the priorities of work.  Initial reports of the witnesses inside the venue were 

that people were still shooting inside, but there were no shots being fired and the 

officers had received no suspect information at this time in the event.  As more 

officers arrived, they began to make entry into the front door of the venue and 

encountered a large number of wounded victims leaving the venue.  The officers 

at the front door began triaging and treating wounded with the application of 

tourniquets and a chest seal.  Other officers responded to the rear door of the 

venue that opens at the top of a flight of stairs into the second floor.  One officer 

conducted a single officer entry and cleared the top floor before he was able to 

get support of the other units responding through the front of the building.  This 

single officer’s response was critical in shortening the time spent by officers in 

clearing the building.  By 02:39:45 the officers secured the building to the point 

that they are clear that there are no shooting suspects still in the venue.  This is a 

time of 9 minutes and 10 seconds from the first officer arriving on scene until they 

are reasonably sure there are no suspects still in the building.   

During the clearance of the building, LRPD supervisors that had responded to the 

scene became bogged down with the events on scene and delayed the formation 

of an incident command as had been trained and planned for.  The lack of this 

unified command had a cascading effect regarding LRFD response and also 

contributed to the lack of security in the initial response of MEMS.  During the 

event, this delay in forming the unified command appears to be a critical failure in 

the system and it is discussed later in this document. 

While the officers were conducting the initial clearance of the area, LRFD Engine 

Company Number 1 staged approximately 6 blocks away at the intersection of 

Gaines and Capitol Streets.  They were in that location at 02:36:45.  While they 

were enroute, Engine Company 1 requested an additional Engine Company to 

respond to assist, as they were aware they had multiple victims in a mass casualty 

event.  Engine 8 was dispatched at 02:34:24 in response.  These engine companies 

held at their staging location until 02:49:40 when they realized that MEMS was 

already in the scene, and contacted communications to confirm that the scene was 

secure.  This was a critical error and is addressed later in this document.   

MEMS dispatch received the call from the Communications Center at 02:29 and 

immediately started a supervisor (Sierra).  The supervisor on duty was newly 

promoted and new to his position.  He immediately requested 2 ALS MEMS units 

to respond.  MEMS was advised by the Communications Center that the scene was 

secure for their units at 02:34.  This information was an error as the scene was in no 

way secure at that point. This is addressed below.  Fortunately, the scene was safe 

for these units to arrive and their early arrival in the incident undoubtedly 

contributed to the successful treatment of the victims at the scene but it could have 

also ended in tragedy had an active aggressor still been in the area.  The first 
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MEMS ambulance arrived on scene at 02:35, approximately five minutes after the 

first police officer and six minutes after the first 911 call reached the center.  The 

MEMS supervisor arrived on the scene at 02:38 and immediately began triage and 

sorting of patients to determine which hospitals could accept them.  During this 

time the area hospitals began calling for assistance as they were seeing the arrival 

of patients that had self-evacuated the area. LRPD supervisors dispatched 2 officers 

to every emergency room to assist in security and to gain situational awareness as 

to the extent of the incident.  Additionally, a self-evacuating patient made it to the 

Rally’s restaurant located at 712 South Broadway and Communications had to 

divert an ALS ambulance to that location.  By 03:07, all MEMS units had departed 

the scene and were either in patient transport or back in service. 

LRPD transitioned from an active incident into a crime scene fairly quickly.  The 

building was secured and the surrounding area cleared of people in short order.  

While this was important for crime scene preservation, many of the people present 

at the time of the shooting took this opportunity to leave the area and this made 

witness identification difficult.  This is addressed later in this document.  By 

03:13:02 the radio channel was released and many units were back in service.   

In all, the investigation identified 25 victims that were shot during this incident and 

3 that were injured during their escape from the venue, including breaking out a 

second story window and jumping to the concrete below.  Of these patients, 10 

were transported by MEMS and the rest self-evacuated to local hospitals.  Many 

patients were critical and required immediate surgery.  As of the time of this 

review, all patients have survived their injuries.  Detectives processed 41 

statements from victims and witnesses on the day of the shooting and an additional 

35 statements taken shortly thereafter.   
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Key Lessons Learned 

 It is very clear from this review that the response to this incident was a success in 

every sense of the word.  The LRPD patrol officers responded to the scene after 

recognizing the event as a possible active aggressor, flooded the area with 

resources, and moved nearly simultaneously to secure the area while beginning 

medical care for truly critical patients.  The scene was reasonably secure 

approximately 9 minutes after officers arrived.  It is evident to this review that the 

training conducted by the LRPD in the realm of active aggressor incidents has been 

time and money well spent.  Additionally, the Law Enforcement First Responder 

Tactical Combat Casualty Care system that has been in place since 2015 continues 

to save lives.  LRPD officers used 5 tourniquets and 2 chest seals to help stabilize 

several of the patients as described in officer’s letters.  These applications were 

confirmed by MEMS personnel as well as ER physicians as having been applied 

correctly and that the responsible officers’ actions directly saved patients’ lives.  

Had this event occurred in the City of Little Rock prior to 2015, the EM Team 

believes that some of the victims would have perished. 

 The LRPD supervisors that responded to the scene allowed a delay to occur before 

they established an incident command or a unified command.  The LRPD has 

conducted training with its supervisors in response to an active aggressor by 

conducting field exercises that are excellent at making sure the supervisor 

understands the role of the officer during an active aggressor event, but it has 

fallen short of preparing a supervisor for the actual command of such. 

LRPD supervisor insevice training has consisted of conducting two or three 

practical exercises in addition to classroom teaching.  In these exercises, one 

supervisor is selected to assume the role of the incident commander.  This is 

usually filled by a lieutenant and the commander switches roles between 

exercises.  The remaining pool of supervisors then assume the role of patrol 

officers and they conduct the actual response to the active aggressor with only 3 

people out of a class that is sometimes as big as 28 officers gaining any actual 

command practice. 

This training likely lead to a condition where the LRPD supervisors responded to 

the scene and did not establish this command as soon as it could have been.  The 

lieutenant that responded reverted to his training and assisted in clearing the 

structure rather than fill the critical role of Incident Commander outside the area 

where he could bring order to the chaos of the event.  LRPD Sergeants were 

involved in patient care, applying tourniquets and taking other actions that were 

of extraordinary value at the expense of the very real need for police supervision 

to bring order to the diverse reactions of the patrol officers on the scene.  This is 

not a criticism towards these officers as this quick action likely saved lives, but it 
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is an attempt to recognize that the LRPD needs to adapt the supervisor training in 

a more realistic way.  This training should emphasize the recognition of the event, 

the coordination of personnel, personnel accountability, witness location and 

preservation, crime scene preservation, and post event priorities of work.   

 LRPD Supervisors receive a very small amount of training when they become 

supervisors and very little of it has to do with managing an emergency scene.  The 

majority of the supervisor’s school deals with filling out forms and files with very 

little practical, real world training regarding critical incidents.  There is no 

additional training in the Incident Command System or other ways of bringing 

order to chaos.  Conversely, fire and medical use the ICS on a daily basis, not just 

in an emergency.  While the ICS system is something that police approach 

inversely with the high independence of individual officers on most scenes, LRPD 

Supervisors need to be better trained in its practical use.  This can be 

accomplished in several ways such as the inclusion of a practical ICS involving 

exercise in the promotion process, engaging lower level supervisors in tabletop 

exercises, and coordinating more realistic training for these supervisors. 

 

 LRPD officers did not call for a medical response according to their training which 

led to several issues.  LRPD officers are trained to gain SIM (Security, Immediate 

Action Plan, Medical treatment) and then coordinate with the Incident Commander 

in order to establish a casualty collection point (CCP) and move victims to that 

location.  They are also trained how to triage victims with 3 color codes.  These 

codes are BLACK for a deceased subject, RED for a critically injured patient that 

cannot move under their own power, and GREEN for a subject that is walking 

wounded.  Once these victims are at the CCP they can be sorted and transported 

by MEMS to hospitals.   

 

In everyday operations, MEMS and LRFD personnel respond to the actual scene 

where a victim is injured and conduct that assessment there.  This is a common 

occurrence and is practiced on virtually every other shooting scene that these first 

responders work.  This kind of “muscle memory” works against this event specific 

training.   

 

During this incident, LRPD began calling for MEMS on the radio using a protocol 

that is used in virtually every shooting that LRPD responds to.  Several officers 

called on the radio for MEMS to get in 10-18, a ten code that means as fast as 

possible.  In everyday events, this is interpreted by the dispatcher as the scene is 

secure, send in medical.  While the immediate area around where those officers 

were was secure, the scene was in no way secure enough to tell MEMS to roll in.  

The lack of using the correct words is a part of this review that will be discussed 

below, but it is critical that communications hear the words “Scene Secure” before 

believing that it is.  The EM Team recommends that the Communication Center 
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adopt a policy of not assuming the scene is secure until those words are transmitted 

by officers on the scene.  Then and only then should medical be cleared into any 

type of incident.   

 

As officers triaged wounded in this incident, they did not use any of the color coded 

triage levels in describing wounded.  In interviews with the officers and 

supervisors that responded, all showed knowledge in how to triage the wounded.  

The failure to use the code came down to simply not having any muscle memory in 

using the codes to describe wounded.  LRPD uses the same “I need MEMS 10-18” 

to describe a RED patient and never uses the codes for the wounded.  The EM Team 

recommends making these color codes a part of everyday life for officers calling 

for medical.  If MEMS and Communications Center dispatchers require the code 

when an officer requests medical then officers will begin using the codes as second 

nature in an incident. 

 

 LRPD radio traffic was very chaotic during this event.  The radio was tied up with 

multiple officers advising they are enroute to the call, superfluous and ineffectual 

calls for MEMS, and other extraneous traffic that is burdensome to the system and 

was likely to cause a loss of critical information.  This lack of radio discipline is 

observed everyday on the radio at the LRPD with frontline supervisors failing to 

enforce proper radio discipline such as advising enroute on secondary channels 

or truly restricting a held channel to the units on scene with relevant, need to 

transmit information.  This can only be corrected by a decree from command staff 

to enforce this discipline and some time spent building muscle memory for the 

officers to remain disciplined under stressful conditions. 

 Incident Command was established later in the event than what the current training 

doctrine teaches.  Because of this there was a delay in linking up a unified 

command.  This delay had a cascading effect that presented in several areas.  First 

and foremost, the lack of supervisor linkup allowed MEMS into the scene prior to 

it being fully secured while it also prevented the LRFD from getting into the scene 

at all.  Had LRPD advised the Communications Center that the IC was at a specific 

location, LRFD firefighters may have realized that was where they needed a 

representative rather than remaining at their staging position for much longer than 

they should have.  A quick establishment of this command would also have allowed 

supervisors to pool their efforts and coordinate the response at the scene.  This 

may have allowed time for other activities such as a more assertive attempt at 

witness identification or a better coordination of units. 

In future training, the establishment of this Incident Command needs to be of the 

highest priority.  Supervisors need the time building the muscle memory in 

training so that when a truly critical incident occurs there is an immediate move to 

the Incident Command System. 
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 LRPD had their heads in the incident and commanders and officers had trouble 

looking at the big picture to make sense of the chaos.  Many of the responders 

advised the EM Team that their thought process on responding was much like a 

response to a shooting that occurs in a patrol district on a regular basis.  As these 

officers arrived on scene, it took some time for them to realize that this incident 

was different from most as these officers were consumed with immediate needs of 

providing medical, forming security, and preserving the crime scene.  By the time 

these officers realized how different this scene was, it was for the most part over 

aside from the preservation of the crime scene.  These officers struggled to look 

outside of their immediate activity and see a bigger picture of this event.  The EM 

Team understands that these types of low frequency, high impact events provide 

a special challenge to law enforcement trainers and that limited resources and time 

prevent more full scale, realistic exercising of all personnel in these type incidents.  

The EM Team believes that an exercise that incorporates problem recognition as 

a critical learning object may enhance an individual officer and particularly a 

supervisor’s ability to lift their perception outside of their immediate vicinity and 

allow them to gain better situational awareness regarding this type of event.   

 LRPD should have used proper wording in their communications.  Words have 

meanings and they are important to ensure that all people understand what is 

being communicated.  Using the correct word for this type of critical 

communication is vital to ensure all parties truly understand the points being 

communicated.  An example of this is the call for all available units in the city to 

respond.  The General Orders of the LRPD defines this as a Stage 2 Alert.  Because 

the of the officers calling for the response from every available unit did not use the 

term “Stage 2 Alert”, the Communications Center did not recognize that as what it 

was and therefore did not start a notification process regarding it.  Key members 

of the Department were not notified until the next morning when they observed 

news reports about the incident. 

Another example would be in the call for MEMS 10-18.  This in no way 

communicates that the scene is secure and therefore it is only an assumption on 

the part of the dispatcher that the MEMS and Fire crews will be safe.   

 

The EM Team believes that using the correct wording for what you intend to 

communicate is of vital importance.  The EM Team is preparing a guide to officers 

and dispatchers regarding the use of correct language on the radio and this will 

be presented in the next few days.  This will include directives for the 

Communications Center not to show the scene as secure until those words are 

communicated on the radio and other items to help build the muscle memory of 

officers in the field.  Additionally, Communications Center Dispatchers can prompt 

procedural words or prowords from LRPD officers.  An example of this would be if 

the units in the field called for all available officers in the city to respond, a simple 
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prompt from the dispatcher asking if the commander has a Stage 2 Alert could 

allow that commander to “raise his head up” inside the incident and see the 

incident in a different way.  This in no way would remove the burden for this 

decision from the commander in the field and would only be some assistance from 

a hopefully clear thinking dispatcher removed from the overwhelming chaos at the 

scene of the event.  Again, the EM Team will be addressing this in the coming 

weeks. 

 In a review of the radio traffic and from interviews with first responding LRPD 

officers this review would be remiss without commenting on the stunning 

competency and cool-headed command displayed by the MEMS supervisor on the 

scene of the shooting.  This review is not about the performance of individuals in 

the event but directed to the processes that were used in the response.  The 

process as to how MEMS trains their supervisors bears a need for a closer review 

as to what can be learned regarding the training that the MEMS supervisor had 

prior to this event.  The EM Team is aware that this was the supervisor’s first 

stressful incident and he performed with the skill and professionalism of a much 

more seasoned veteran.  The EM Team will explore what training in leadership 

and command presence MEMS provides as a possible way to teach other first 

responders a best practice training for supervisors. 

 In active aggressor training, the current plan is for LRPD and LRFD personnel to 

transport wounded to the casualty collection point where MEMS will do a 

secondary triage and arrange transport to hospitals.  This training has never called 

for MEMS personnel to displace from their ambulances and enter the structure with 

LRPD.  During this incident, LRFD was not cleared into the scene timely and 

therefore was not present to assist in the transportation of wounded to the CCP.  

MEMS personnel entered the building and worked patients inside rather than 

having them moved to them.   

The cause for this was the lack of Fire Department personnel in the scene and the 

lack of portable litters to transport patients by the LRPD to the CCP.  The lack of 

the Fire Department response is addressed in another section of this review.  The 

EM Team has located a source for portable litters and is in the process of obtaining 

one for each district unit in the patrol divisions.  This will allow officers to deploy 

them faster than awaiting arrival of fire personnel and will move the victims to 

safety faster should another event occur.   

 The dispatch of LRFD personnel by the Communications Center completely broke 

down during this incident.  At the start of this incident, the Communications Center 

dispatched only a single engine company to a chaotic nightclub shooting despite 

knowing that the incident was a mass casualty incident.  This should have triggered 

a much larger response in terms of multiple engine companies and battalion 

commanders.  The lone responding engine company recognized that they would 
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likely not be enough and requested an additional company to respond.  This could 

have further prompted the Communications Center that their response was 

insufficient but it did not.   

As the two engine companies arrived at their staging point where they were 

awaiting a call that the scene was secure, they were basically forgotten about by 

the Communications Center.  Engine 1 held at that location for nearly 13 minutes 

before they were able to switch to MEMS radio frequency and gain situational 

awareness that MEMS had been cleared into the scene at the same time Engine 1 

arrived at their staging point.  They then contacted the Communications Center 

and confirmed that the scene was secure.  This delay caused the LRFD personnel 

to arrive late in the event and likely led to a degradation of patient care.   

 

This critical error has many parts that the EM Team was able to explore.  First and 

foremost, the LRFD Divisional Operating Procedure regarding active aggressor 

incidents was still in command review and had not been implemented.  This guide 

details a very large response to such an incident and would have likely prevented 

the dispatcher from initiating a response from only one engine company.  This DOP 

is currently in place at the time of this review and will likely prevent another failure 

of this type.  Additionally, the individual fire crews have been empowered with the 

ability to call for an active aggressor response should they recognize the need for 

it if the Communications Center has not.   

 

 The fact that the engine companies sat for 12 minutes while waiting to be cleared 

into the scene is a concern.  When a mass casualty incident occurs, there is a very 

finite window for patient care, particularly when treating large hemorrhagic 

injuries.  A delay of that much time should have prompted a dispatcher to be more 

proactive in determining whether the scene was secure or not.  Additionally, 

MEMS was advised the scene was secure by the secondary police dispatcher but 

this remark was never entered into the CAD (Computer Aided Dispatch) system.  

Because of this, it never appeared on the fire side dispatch screens and the 

dispatchers did not know to call in the engine companies.   

 

The Communication Center administration conducted a review of this critical 

failure and has addressed it with the involved personnel.  Additionally, the EM 

Team believes that the LRFP DOP regarding active aggressor incidents will go a 

long way to ensuring this type of response does not occur again in the future. 

 The Communication Center is critically short staffed.  This report comes as no 

surprise to the command staff of the LRPD but the shortage in the Center has 

reached a critical level.  The operation of the system with only one call taker puts 

a burden on the other positions in the system and leads to critical processes being 

omitted.  The Communications Center is currently conducting a new training class 
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of dispatchers but the EM Team believes that this center is critical infrastructure 

and that it should always be fully staffed.  Any decision to allow vacant positions to 

go unfilled in the Communications Center is short sighted and long lasting with the 

ability to regain full staffing slow and difficult. 

 The LRPD had no intelligence regarding the rap concert that led to this shooting.  

The EM Team recommends that the Intelligence Unit provide information 

regarding this type of event for Division Commanders to gain situational 

awareness regarding these types of events and distribute personnel accordingly.  

Since the shooting, the Intelligence Unit has been providing this type of 

information for the Department and the EM Team believes that this practice should 

continue. 

 While this review is about the response to the shooting, the secondary response to 

this incident also has some critical issues that should be examined.  The crime 

scene and the investigation by the Major Crimes Division play a critical role in the 

response of the overall outcome of the event.  During the initial response to secure 

the crime scene, LRPD patrol officers pushed all subjects outside of the barriers of 

the crime scene so as to gain control of the physical evidence and they initially did 

that job very well.  An issue arose because as they pushed all of the people that 

would likely be witnesses to the shooting out of the physical crime scene, the task 

of locating and holding witnesses became too great for the officers at the scene.  

While the officers were able to detain around 20 witnesses during the chaos, there 

were hundreds in the venue that night.  Additionally, some suspects were likely 

still in the crowd that pushed past officers in the early response.  These subjects 

were never checked for weapons and no guns recovered in the crime scene were 

used in the shooting.  That would indicate that suspects moved past the officers 

with weapons concealed on their persons or were gone prior to police arrival.   

In many different shooting scenes, witnesses will remain and be cooperative with 

law enforcement but the particular makeup of the crowd during this event made 

any further cooperation with law enforcement unlikely.  Witness soon left the area 

with no information for Major Crimes Detectives to follow up with.  Something as 

simple as having a few officers move through the crowd with cell phone cameras 

recording faces and license plates of vehicles would have made a significant 

difference in the follow-up investigation.  Realistic training involving post incident 

priorities of work can go a long way to help ensure officers think about such very 

simple steps that can make the detectives duties easier.  The EM Team believes 

that witness collection should be added to all future active aggressor training.  This 

will again allow officers to build muscle memory and allow commanders to begin 

thinking for the next step in the puzzle as any future event unfolds. 

Additionally, Major Crimes Detectives responded to the scene at the start of the 

event as they were working nearby in an off-duty capacity.  These detectives and 



P a g e  | 19 

 

Law Enforcement Only  

others that began arriving shortly after began conducting witness interviews 

immediately rather than working to identify the remaining people at the scene.  

This also contributed to the loss of witness information which should not be seen 

as a burden solely upon the patrol officers.  The EM team believes that the greater 

training focus above will also change the performance of detectives should a 

similar situation occur. 

 Crime scene integrity was not preserved as well as it should have been.  During 

this review, as the event transitioned from a shooting to a crime scene, the EM 

Team observed what appears to be a push by supervisors to get units back into 

service to resume normal operations in the city.  The EM Team believes that this 

was short sighted and led to a compromise in scene security.  At some point in the 

early morning hours, an unknown subject entered the extended crime scene and 

entered a vehicle that contained blood from a victim inside.  This subject then fled 

the area in the vehicle and Crime Scene Search Unit personnel (CSSU) was unable 

to process the vehicle,  This compromise in scene integrity undoubtedly damaged 

the scene and led to a loss of evidence. 

The EM Team believes that an event of this magnitude demands that the 

investigation be preserved to the best of the Department’s ability.  If this type of 

large scene mandates a large amount of personnel to keep the integrity then so be 

it.  The Department can call in extra officers, request mutual aid from surrounding 

jurisdictions, or solve the issue in any number of ways rather than leaving the crime 

scene lightly guarded. 

 The Crime Scene Search Unit (CSSU) spent over 20 hours processing the scene 

during one operational period.  During that time, CSSU commanders turned down 

offers of assistance from the FBI’s Evidence Response Team and recommendations 

from the EM Team to call a pause in the processing of the scene to allow for 

personnel to rest and regain peak performance.  The EM Team believes that these 

decisions were made based on the unknown capabilities of the FBI team as well as 

the feeling that the scene was “almost done” as the hours drug on.  The EM Team 

believes that working a crime scene in this manner, particularly after personnel 

was awoken in the middle of their sleep period to conduct a 20 hour scene process 

is not in the best practice category.  Personnel performance degrades sharply after 

10 hours and by 20 hours people are too tired to perform near their best level.  

Pausing and holding a scene through a sleep cycle seems to be a cumbersome 

imposition onto the patrol divisions that have to provide the manpower for the 

scene to be guarded but it is truly in the best practice to ensure all of the evidence 

is collected correctly.  The EM Team is familiar with some low frequency high 

impact events that have resulted in crime scenes being held for months with 24 

hour a day coverage by patrol officers.   
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Additionally, the EM Team has facilitated a training session with the FBI ERT to 

allow CSSU technicians to learn what the capabilities are in relation to how the 

teams could work together for mutual support.  This initial training session went 

well and a future capabilities meeting has been scheduled.   

 

The EM Team recommends that the CSSU adopt a standard operating procedure 

that mandates a pause in the collection of evidence or the transition to new 

technicians after a certain time period to account for personnel fatigue.   

 After the crime scene was released, detectives and CSSU became aware of the 

need to process the scene with the assistance of a bullet strike expert provided by 

the Bureau of Alcohol, Tobacco, Firearms, and Explosives (BATFE).  This type of 

analysis is not conducted by the LRPD CSSU and thus they were unaware of the 

need for it.  When it was brought to their attention, the crime scene had already 

been released and there was no way to reclaim this lost evidence.   

 During the review process of this incident with the Metro Hospital Group the EM 

Team developed a concern as to how to notify the area hospitals regarding a mass 

casualty incident that may soon be affecting their hospital.  In this incident, the 

hospital emergency departments became aware of this incident largely before the 

Communications Center as patients began arriving in personal vehicles as the first 

911 calls were being received.  The hospital group requested a notification system 

to allow them to receive information that Little Rock had experienced a mass 

casualty event and that they should prepare for the patient load.  The EM Team is 

in the process of designing an Alert Express group that will be used to notify 

stakeholders of a mass casualty incident as it is unfolding.   

 The Major Crimes division struggled in getting officers that responded to the 

incident to turn in officer’s letters regarding their actions in their response.  This 

delay persisted for over a month during the investigation.  Additionally, there are 

no statements prepared by supervisors that responded to the incident included in 

the case file originally and their information was garnered later in the 

investigation.  Delays of this nature allow details of events to grow stale and 

compromise the investigation.  The EM Team believes that no officer or supervisor 

should be released from duty after an event such as this before they turn in their 

statement regarding their actions.   

 During this incident there has been no action taken on behalf of any of the 

departments involved in regards to the mental health of the first responders to this 

type of incident.  As a city, Little Rock is falling far behind other cities in regards to 

mental health care for critical incidents.  This fact was not overlooked during the 

incident and the EM Team inquired about it on several occasions during the 

aftermath of the event.  The issue was that there is nothing in place aside from the 

voluntary Employee Assistance Program for first responders and this system is less 
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than adequate.  The EM Team recommends that implementing a comprehensive 

system to approach mental health of first responders is a critical need of the City 

of Little Rock and getting a system in place to address this need should be a 

priority.   

 During the processing of the crime scene, CSSU issued lighting failed.  CSSU 

technicians are issued the same rechargeable flashlights that are issued to patrol 

officers.  This particular crime scene was very dark, even inside with the lights 

turned on and they drained their flashlight batteries after two hours.  This 

interrupted work flow and caused delays.  During the incident, EM Team members 

were able to provide some additional flashlights and portable work lights with 

assistance from the LRFD.  In the weeks after the event, the EM Team was able to 

secure battery powered flashlights and replacement batteries for CSSU to use in 

larger scaled events after the depletion of the rechargeable lights.  These lights 

have entered service and are deployed with the unit. 

 LRPD Officers at the scene were able to gain a description of possible suspects in 

the event and the description was broadcasted to all units in the area and sent by 

terminal message to the Arkansas State Police as the information included 

Memphis, Tennessee as a likely destination for them.  The subsequent 

investigation determined that these subjects drove directly to Memphis without 

stopping.  This information was sent by terminal message 33 minutes and 23 

seconds after it was requested by the officers at the scene.  This was a significant 

delay in passing timely, actionable intelligence.  It is unclear at the time of this 

review whether this information was passed to Arkansas State Troopers in the area 

on the night in question by the dispatchers on duty that early morning.  

 LRPD patrol officers should be mandated to carry their issued tourniquet on their 

person at all times while on duty.  During the event, one officer had to ask another 

officer for a tourniquet as they did not arrive at the event with one.  Just as a ballistic 

vest is an important piece of lifesaving equipment, so is the tourniquet.  The EM 

Team recommends a change the General Orders that would mandate that the 

tourniquet would be carried in the field. 

 


