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FOREWORD 

The City of Aurora chose to conduct an independent after action review (AAR) of its 

response to the July 20, 2012 mass shooting at the Century 16 Theater movie complex, and the 

associated threat of explosive devices at XXXXXXX  apartment on Paris Street. The City 

competitively selected TriData Division, System Planning Corporation, to undertake the review. 

TriData had completed over 50 after action reviews of major emergency incidents, including 

previous mass shootings at Virginia Tech, Northern Illinois University, and Columbine High 

School in Littleton, Colorado. 

Scope 

The After Action Review started in May 2013, almost a year after the incident. The delay 

was due to a court-imposed gag order on information connected with the case, which had not yet 

come to trial. The case still had not yet come to trial during this review, which confined the 

scope to the response, and not the investigation or background of XXXXXXX . 

 The review focused primarily on the response of the Cityôs emergency forces during the 

first three days, including actions by police, fire and emergency medical services (EMS), private 

ambulances, hospitals, public safety communications, and public information personnel. Also 

included was the first week of family and victim assistance, assistance to first responders, and 

healing support for the community. The roles played by regional and national agencies and other 

city departments were reflected in the review.  

The investigation of the crime itself was largely outside the scope of the review, except 

for initial steps taken to gather and organize theater witnesses, and the actions of the coroner. 

XXXXXXX  background and motivation were outside the scope, as was the issue of preventing 

these types of incidents. 

The charge to the team was to first describe the event and actions taken by the Cityôs 

emergency personnel, then to evaluate what was done, draw lessons learned, and make 

recommendations for the future. The project team was also to review measures taken by the City 

after the incident to improve future emergency responses.  

The report attempts to make a reasonable compromise between level of detail and 

readability. The goal was to provide a sufficiently detailed description of events so that readers 

would understand the key aspects. In some cases, details were withheld out of concern that they 

might be too useful to future perpetrators.  

Some timeline information is provided in each chapter to help the reader understand the 

flow of events. The Appendix has a detailed combined timeline developed by the Aurora Police 

Department that is based largely on radio transmissions, telephone recordings, the automated 

vehicle location system, and interviews of participants.  
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Sources of Information  

The City of Aurora gave the project team access to the personnel involved in the incident 

and its aftermath. Over 180 interviews were conducted with city and emergency leadership, 

police, fire and ambulance responders, hospital personnel, coronerôs office staff, public safety 

communicators, family assistance personnel, mutual aid responders, federal and state agencies, 

and others. The project team could not interview every first responder involved, but we obtained 

more than a representative sample. A few victims and victimsô family members also agreed to be 

interviewed.  

The project team reviewed a large amount of written and video information the city had 

gathered, including police and fire reports, reports from investigators who interviewed theater 

patrons, dispatch recordings, and pictures and diagrams provided by the police. We also 

reviewed videos of the event, news broadcasts, news articles, and other sources. We considered 

standards and guidelines on widely accepted practices, and background information on the 

various organizations involved from their websites.  

Some individuals are mentioned by name in the narrative for clarity, to avoid pedantic 

repetition of positions, and in some cases to give credit for innovative actions. For the most part, 

however, the report describes actions of groups or individuals by rank, unit, or radio call sign. 

Organization of the Report  

The report begins with background on the city and the organization of its emergency 

forces. Next are chapters describing the theater shooting and police response, followed by a 

chapter on the response to the improvised explosive hazards found at the suspectôs Paris Street 

apartment. The report then cycles back to discuss in separate chapters the medical response by 

the fire department, ambulances, and hospitals; the public safety communications center role; 

public information; and incident command. The last chapter discusses the aftermathðactions 

taken to reduce consequences and unite the community. There is some redundancy across 

chapters that is intended to help the reader understand the context without having to reread 

earlier chapters. 

Each chapter after the first ends with a summary of key findings and recommendations 

pertinent to the area discussed. In total, there are 84 recommendations for the future based on the 

lessons learned. Many should be of interest beyond Aurora.  

In the time since the Aurora Century 16 Theater shooting, mass shootings have taken 

place in the Sandy Hook Elementary School in Connecticut, Santa Monica College in California, 

and at the Washington Navy Yard in the District of Columbia. By addressing what worked well 

and what could have been improved, we hope the report will contribute to the body of 

knowledge on how best to deal with such incidents in the future. 
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EXECUTIVE SUMMARY  

On July 20, 2012, shortly after midnight, a lone gunman opened fire on moviegoers 

attending the premiere of a Batman movie in the Century 16 Theater complex in Aurora, 

Colorado. He shot 70 people XXXXXXXXXXXXXXXXXXXXX X. Of the 70 shot, 12 died, 

XXXXXXXXXXXXXXXXXXXXX XXXXXXXX .  

In addition to those shot, at least 12 people are known to have suffered injuries in the 

course of fleeing the theater, some of which were serious enough to require surgery. In total, at 

least 82 people suffered physical injuries, not including minor injuries that were not recorded. I 

addition to the physical injuries, many movie patrons, family and friends of the casualties, first 

responders, and people in the community suffered psychological trauma as a result of the 

incident.  

What Went  Well  

Overall, the combined efforts of Aurora public safety agenciesðpolice, fire, 

communicationsðwith timely assistance from neighboring jurisdictions, the FBI and ATF, 

achieved the best possible outcomes following the shooting:  

¶ All victims with survivable serious wounds were rapidly triaged, transported to 

nearby hospitals, and recovered.  

¶ The first police unit arrived in less than two minutes from the first 911 call, and 

multiple units arrived within three minutes. XXXXXXX XXXXXXXX . 

¶ The first Fire Department unit arrived in five minutes and 30 seconds. They 

immediately engaged in patient care near the main entrance of the theater.  

¶ Multiple improvised explosive devices at XXXXXXXX  Paris Street apartment were 

disarmed by an interagency bomb task force, with no harm done to the building 

occupants or first responders, and with no major damage to the building. The FBI sent 

senior technical experts to assist the local bomb squads, and the combined team 

performed exceptionally well in disarming the complex devices. 

¶ All f ive area hospitals receiving victims provided outstanding emergency care 

without having much forewarning to prepare for the influx of 60 victims who arrived 

at their doors, most with gunshot wounds and many in critical condition. None of the 

hospitals had to divert patients to other hospitals. 
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¶ The Public Safety Communications Department handled 6,000 calls instead of the 

1,500 on a typical day, and all were answered within established call-answering 

goals. The Centerôs telecommunicators supported the incident throughout, and were 

instrumental in alerting nearby jurisdictions to render mutual aid. 

¶ Police quickly set up a family reunification center at Gateway High School, with 

excellent cooperation from Aurora public school officials.  

¶ Victims and their families were treated with respect and given exceptional care by the 

Aurora Police Victim Services Unit, supplemented by trained volunteers and 

professional family assistance personnel from nearby jurisdictions. Families of the 

deceased were given the innovative option of having their own public information 

officer to help deal with the media. 

¶ The Coronerôs Office and Aurora Police helped speed confirmation of the deceased 

victimsô identities by having a police forensic analyst use an innovative practiceð

taking just two fingerprints from each deceased victim while still in the theater, and 

matching them against driverôs license records. While formal identification and 

release of victim names is never perceived as fast enough, this approach expedited the 

process while meeting legal and professional requirements. 

¶ The general public was kept informed through a series of press conferences and press 

releases. A Prayer Vigil and Presidential Visit following the incident were carried out 

successfully, despite the fatigue of public safety personnel who had to provide 

security. 

¶ Care was offered early on and over a period of time to first responders who suffered 

psychological trauma or wished assistance.  

These successful outcomes derived in large measure from a combination of extraordinary 

performance by the initial wave of arriving police officers acting on their own judgment and 

training, the medical care at the scene administered by fire and EMS personnel and later in the 

hospitals, and good luck as to the location of the incident and the time of day. A large number of 

police were able to respond quickly because Police District 2 headquarters was less than a mile 

away from the theater, and the incident occurred during a shift change. It also helped that there 

was little police activity elsewhere in the city and the roads were clear after midnight on a 

workday 
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Police commanders counted on the large number of responding officers to use good 

judgment and their training. They could not be individually directed in the first minutes, and 

could not be on the radio channels without overloading the communications system. Officers and 

supervisors performed exceptionally well, flowing around the theater, taking up containment and 

observation positions, cordoning off the theater, XXXXXXXXXXXXXXXXXXX  (there were 

none). 

Ambulances could not get through to several patient triage and treatment locations 

because of traffic and pedestrian congestion in the parking lots, exacerbated by unattended police 

vehicles. Police officers decided to transport victims in police vehicles rather than wait for 

ambulances to get through, or for patients to be carried long distances to ambulances. 

Contemporaneous with the police decision to transport, a firefighter on another side of the 

building asked an officer to transport a victim the firefighter was treating.  

Of 60 patients brought to hospitals, 27 went in police cars and 20 in ambulances. Others 

were transported in private vehicles, and one walked. This level of police transport was 

unplanned and unprecedented. If the police cars had not been used for rapid transport of 

seriously wounded victims, more likely would have died. While considered out-of-the-box 

thinking for this incident, the use of police cars for transport of gunshot wounds is becoming 

more accepted. The latest emergency medicine research suggests that speed of getting a gunshot 

wound victim to a close-by hospital is more important in many cases than the mode of transport 

or care en route.  

Fire department personnel triaged over 100 people at multiple triage centers set up 

around the theater. Some moviegoers were bloodied and unsure if they were injured. The fire and 

EMS personnel treated many victims before assisting them into transports to hospitals, or letting 

them leave on their own if able to do so. 

Police officers and supervisors did an excellent job in crowd control of the at least 1,200 

people fleeing the theater complex into the surrounding parking lots. The police separated the 

crowd into groups by theater, and arranged bus transport to the local Gateway High School 

where they were interviewed. 

Adams County, Arapahoe County, Denver, the ATF, and the FBI deserve special 

recognition for their assistance. Denver sent about 97 police officers and supervisors. The FBI 

sent over 100 agents and specialists. Many Aurora city departments contributed to handling the 

incident and its aftermath.  

A unified (joint) command between law enforcement and fire department officials 

successfully managed the Paris Street bomb scene. Aurora police brought in the Adams County 

bomb squad, Arapahoe County bomb squad and then FBI, ATF and Denver Police Department 

experts. Police evacuated residents in the apartment building where the explosives were located 

and the surrounding buildings in case things went wrong. The team of bomb experts successfully 
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disarmed multiple, complex devices. The team made excellent use of the Adams County robot, 

and a fire department aerial unit helped law enforcement look into the apartment before entering. 

Areas for  Improvement  

The situation was complex, and there were many challenges for first responders. Below is 

a summary of the salient issues that need attention going forward. They are discussed in more 

depth in the body of the report, along with lesser issues. Over 80 recommendations for 

improvement in handling future incidents are made. Many have already been implemented by 

Aurora. 

Unified or Single Overall Command ï Police and fire officials did not establish a 

unified (joint) command nor a single overall commander until late in the first hour of the 

incident. Having a unified command might have resolved police-fire communications issues 

regarding getting ambulances in closer to victims, and clarifying the level of risk to fire/EMS 

personnel. This is not to imply that response actions in the first minutes should have been held up 

until a joint command was established; any such delay could have negatively affected the 

outcome.  

Fire Department Incident Command ï For the most critical period of the incident, an 

acting battalion chief was fire incident commander, without support from other chief officers. As 

a result, fire incident command was initially overwhelmed due to patient volume and 

geographical scope of the incident. Within the Incident Command System, an overall incident 

transportation coordinator was not appointed which might have alleviated some of the patient 

transportation problems. 

Fire-Police Communications ï In part due to the volume of radio traffic and dispatcher 

workload on police and fire frequencies, some critical messages were either not successfully 

relayed to recipients, or not understood between police and fire incident commanders. Police and 

fire must train with public safety communications personnel and communications systems in 

mass casualty exercises to ensure that all know how to communicate with each other in a large 

incident. It is part knowledge of communication systems and part human communications that 

need to improve. 

Risk Assessment ï The level of risk in the theater was not discussed between police and 

fire commanders. Fire did not know that police had arrested XXXXXXXX . Uncertainty of the 

risk might have delayed triage in the theater had it not been for the fortuitous circumstance of a 

police officer who was a SWAT paramedic being one of the initial officers on the scene. 



!ŦǘŜǊ !Ŏǘƛƻƴ wŜǇƻǊǘ ω !ǳǊƻǊŀ /ŜƴǘǳǊȅ мс ¢ƘŜŀǘŜǊ {ƘƻƻǘƛƴƎ  CONFIDENTIAL 

TriData Division, xiv April 2014 
System Planning Corporation 

There needs to be clearer definition and care used to describe risk to paramedics at a mass 

shooting and to change the risk assessment if warranted as events proceed. There also needs to 

be better training of fire and EMS personnel for entering a warm danger zone under police 

protection. Another consideration is to train police officers in basic combat medic skills, and 

provide them with a tactical medical kit, which Aurora police now are doing. 

Access to Victims ï Police and fire need to work out procedures for better access to 

victims in such logistically complex circumstances. Emergency medical personnel were delayed 

and overloaded before getting to some of the critically injured victims because they were 

intercepted by the wounded streaming away from the theater. It was difficult to bypass them, 

especially with no overall transportation group having been established to coordinate transport. 

Police did not inform fire on how to reach some patients, despite one police car making multiple 

round trips to hospitals. No one considered having that unit or another lead an ambulance in after 

the first trip. Fire never asked police how their cars were getting through. As noted above, a 

transportation group should be established under ICS to deal with such issues.  

Triage Ribbons ï Triage ribbons indicating severity of condition (black, red, yellow) 

were not attached to victims, nor were patient tags used after treatment in the field. This made it 

more difficult for hospitals and EMS to identify and track the most seriously wounded.  

Notifications in Communications Center ï Messages to the public safety 

communications senior managers did not result in getting senior communications managers back 

to duty soon enough. This contributed to a lack of adequate arrangements to bring in relief 

telecommunicators and to brief the next shift on incident status.  

Emergency Operations Center ï Some of the resource coordination and logistics that 

could have been facilitated through an activated emergency operations center did not occur. 

Auroraôs Emergency Operations Center (EOC) is a limited operation that needs improvement 

and greater visibility within the cityôs structure.  

First Responder Relief ï Exhausted first responders who served during the theater and 

Paris Street responses were pushed to the limit by being required to serve as security for the 

Prayer Vigil and Presidential Visit. They could have been rotated out, using more officers from 

surrounding jurisdictions. 

Victim Inform ation ï Providing information to families on the status of loved ones was 

problematic. Hospitals and victim advocates did not have adequate information to answer family 

questions in a timely manner. 
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Conclusion  

While there are things to improve, as is always found in hindsight, the City of Aurora 

should be proud of its response to the largest civilian shooting in U.S. history, and the largest 

mass casualty incident in Auroraôs history. To repeat the key point, the outcome could not have 

been better in terms of lives saved and a rapid arrest. The neighboring jurisdictions and federal 

agencies, especially the FBI, provided excellent, timely assistance in force. The City is aware of 

the lessons learned, and has already taken measures to implement changes. It is hoped that the 

findings and recommendations will be useful to other jurisdictions as well. 
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CHAPTER I. AURORA AND ITS EMERGENCY DEPARTMENTS 

The City of Aurora has grown rapidly to over 340,000 in population. It is adjacent to the 

City of Denver and Denver International Airport. The city straddles three countiesðAdams, 

Arapahoe, and Douglasðas shown in Figure 1. 

Figure 1. Aurora and Surrounding Counties 

 

Aurora has excellent relations with its surrounding cities and counties, including well-

developed mutual and automatic aid for police and fire responses, some of which are established 

under state law. Prosecution of criminal defendants rests with the county in which the offense 

occurred, which requires the Aurora Police Department to deal with separate District Attorney 

offices and a multiplicity of local and state courts. 

In some ways, Aurora is two different cities. ñOld Auroraò has multi-family residential 

neighborhoods and high-density business districts with higher crime and fire hazards than the 

newer part of the city, especially in the area surrounding the former Stapleton Airport. In 

contrast, ñNew Auroraò has more planned housing developments and business districts of 

modern design and construction, well-designed street and road networks, ample parks, and open 

space. 
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Aurora has a city council/manager form of government. The city manager supervises all 

departments, as shown in Figure 2. 

Figure 2. City of Aurora Organizational Chart 

 

Aurora Police Department  

The Aurora Police Department (APD) is a full-service law enforcement agency with 

about 653 sworn officers and 137 support staff. The ratio of almost 2 police per 1,000 population 

is higher than for cities of similar size in the western United States.  

Organization ï The Chief of Police reports to the City Manager. The patrol function is 

divided into three police districts that are supported by city-wide units such as investigations, 

special weapons and tactics (SWAT), canine, narcotics, traffic enforcement, and school resource. 

A 40-officer Mobile Field Force (Emergency Response Team) is drawn from across the 

department when needed. The department also operates a full-service crime laboratory with non-

sworn crime scene investigators. During summer months, a special extra unit called the Summer 

Task Force is fielded. 
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Generally, three District Police Watch Commanders (lieutenants) are on duty, one per 

district. One is designated the Duty Lieutenant, with responsibility for management of major 

incidents and coordination of city-wide law enforcement activities during his/her shift unless a 

higher level command officer takes over. Figure 3 shows the organization of the APD.  

Figure 3. Aurora Police Department Organizational Chart, July 2012 

 

Police Training for Active Shooters ï The APD held active shooter training for several 

years prior to the 2012 theater shooting incident, including eight hours for each officer in 2011. 

Virtually all officers had completed active shooter training prior to the theater incident. They 

were trained to respond rapidly and neutralize XXXXXXX  as quickly as possible, without cover 

or assistance from specialized teams when time did not permit.  

Although Auroraôs overall violent crime rate is fairly low, 1,380 offenses in 2012, a little 

over 3 per 1,000 population according to the FBI Uniform Crime Report, the police had 

experience dealing with frequent though isolated shootings, about 40 per year. 
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In September 2011, the APD, AFD, and the PSCD participated in Operation Mountain 

Guardian, a multi-agency terrorist attack drill in the Denver metro area. Terrorist attacks were 

simulated at schools, hospitals, and other major pubic venues. In addition, all three departments 

participated in the following training exercises since 2010:  

¶ Operation Vortex-EOC Operations ï Operation Vortex at Denver International 

Airport was held on October 11 and 12, 2012. It was a North Central Region exercise 

that focused on tornado response and recovery efforts. They worked in a pile of 

concrete that represented an office building and parking structure hit by a tornado. 

Fifty agencies took part in the exercise. The Aurora Fire Department Technical 

Rescue Team participated at the DIA site on the first day of the exercise. The second 

day of the exercise was designed for EOC operations. The City of Aurora stood up 

the EOC for four hours and EOC personnel were given several injects related to a 

scenario of multiple tornado touchdowns within the city. Representatives from Fire, 

Police, Communications, Public Safety Communications, Water, Public Works, Fleet, 

Internal Services, Tri-County Health Department, and Information Technology all 

participated. 

¶ Aurora Public Schools Annual Exercises, 2010, 2011, 2012, 2013 ï Annually, the 

school district in conjunction with the police and fire departments conducts a 

readiness exercise centering on a school setting. The events included active shooters, 

hostage situations, terrorist style takeovers, special events, and sporting event 

takeovers. The scenarios usually involve active shooter movements, hostage 

negotiations, EOD detection and disposal, as well as victim extraction.  

The 2013 exercise involved the takeover of a theater at the Community College of 

Aurora. The ñsuspectsò planted explosive devices, shot several people during the 

takeover of the theater, as well as booby trapping the theater itself. The exercise 

involved the police SRO, SWAT, CNT, Public Safety Communications, and Aurora 

Fire Department. All three departments practiced the newly designed High Risk 

Extraction Protocol (HREP). (Note that this exercise was after the theater shooting 

incident, and reflected lessons already learned.) 

¶ University of Colorado, Tabletop Exercise, Pandemic ï This is an annual exercise 

with the University of Colorado Hospital. The graduating medical students are the 

players in the exercise with the support and assistance of subject matter experts. 

Police, Fire and Emergency Management participate in this exercise scenario where a 

town is being affected by a significant pandemic. The medical students are assigned 

to a focus area (police, fire, elected officials, communications, etc.), and are required 

to make decisions with the assistance of the city representatives. This allows them to 
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see the overall impact of a health related crisis from multiple and how a community 

can work together to address the problem.  

¶ E-470 Exercise ï The ñE-470 Exerciseò held in October 13, 2010 was a jointly held 

with APD, Aurora Fire Department, Public Safety Communications Department, 

Colorado State Patrol, Buckley AFB, and Tri-County Health. It was a full -scale 

exercise at a toll plaza on E470. It simulated an F16 crash onto the highway with 

subsequent release of a pesticide. On October 20, there was a tabletop recovery 

exercise focused on the following several days. APDôs primary involvement in the 

exercise was deployment of the ERT. 

Aurora Fire Department   

Aurora Fire Department (AFD) provides the full range of services of a modern fire and 

emergency medical services (EMS) department, with the exception of EMS patient 

transportation, which is provided by a private firm, Rural Metro, under a city contract. Rural 

Metro provides ambulances with paramedics stationed in Aurora, and can draw on more if 

needed. Mutual aid for ambulance and other fire services is provided by surrounding 

communities. The EMS resources are discussed further in Chapter V on the EMS response. 

The AFD incident commander is in charge of ambulance as well as fire operations at the 

scene. The senior AFD paramedic present is responsible for a patientôs care until the patient is 

transferred to an ambulance crew. For critical patients, Fire Paramedics stay with the patient for 

continuity of care when possible. Figure 4 shows the fire department organization chart. 

Every firefighter must maintain emergency medical technician (EMT) certification. All  

firefighters hired subsequent to January 2005 must become a paramedic as a condition of 

employment. Engines and ladder trucks have four firefighter/EMTs per unit. There are at least 

one, and often two, fire paramedics on each engine and truck company, which is above average 

EMS capability nationally.  
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Figure 4. Aurora Fire Department Organizational Chart, September 2012 

 

Emergency Medical Services Division ï The AFDôs EMS Division is headed by an 

EMS bureau manager, roughly equivalent to a battalion chief in rank. The manager is assisted by 

a captain and three lieutenants. 

The EMS Division handles all matters related to EMS care, including protocols, training, 

quality management, and supplies. EMS medical direction is provided by three board-certified 

emergency physicians who practice emergency medicine within the Aurora medical community. 

The EMS bureau manager maintains liaison with the medical directors, the local medical 

facilities, and Rural Metro.  

Prior to the Century 16 Theater shooting incident, all EMS officers were assigned to day 

work and available by page for off-hours emergency response. An EMS captain coordinated 

quality management and training, and an EMS lieutenant was assigned to each battalion. Since 

the incident, the lieutenants have been assigned to shift work, allowing an EMS officer to be 

available on a 24-hour basis to improve EMS incident management. 

Emergency Management Division ï The fire department coordinates emergency 

management for the whole city through its Emergency Management Division. However, the 

division is staffed only by a lieutenant and civilian specialist who operate the Emergency 

Operations Center during a major emergency and help coordinate preparedness planning of 

various city agencies.  
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Firefighter  Training for Active Shooters ï As noted above, the fire department 

participated with police in numerous mass casualty and terrorist training exercises. In July 2007, 

the AFD conducted a large-scale officer training program covering multi-casualty situations, the 

new Mobile Command vehicle, and HazMat decontamination. The AFD also participated in the 

April 2011 joint police-fire active shooter continuing education program. 

Since the theater shooting incident, the APD, AFD, and PSCD undertook a joint effort to 

update their active shooter training and protocol. At the time of this report writing, High Risk 

Extraction Protocols (HREP) were undergoing final revision and approval by command staff.
 1 

Public Safety Communications Departmen t 

The Public Safety Communications Department (PSCD) supports police, fire, and other 

emergency services in the city. It is independent of those departments and reports to a deputy 

city manager. Its organization chart is shown in Figure 5. 

Figure 5. Public Safety Communications Department Organization, July 2012 

 

The Public Safety Communications Department had a budgeted strength of 81 

employees, including a communications manager, senior supervisor, administrative specialist, 

training supervisor, 6 shift supervisors, 7 lead telecommunicators, and 64 telecommunicators. 

The Department operates a full-service Communications Center that houses the cityôs 

Public Safety Answering Point (PSAP), which is responsible for receiving and processing 911 

calls for police, fire, and emergency medical services. Communications Center staffing varies by 

projected workload (time of day, day of week). During busy evening shifts, the Communications 

Department is typically staffed with nine 911 operators, two or three police telecommunicators, 

one police services telecommunicator (who handles requests for name checks, DMV 

                                                 
1
 AFD. (2013). Section 6.19: High-risk extraction protocol. [Draft]. June 26, 2013. 
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information, tow requests, etc.), and at least two fire telecommunicators. In addition to line 

telecommunicators, each shift normally has a lead telecommunicator and a shift supervisor.  

 Communications Department trainees begin their tenure by learning call-taking skills as 

a 911 operator for approximately 12 months. Then over the course of an additional three years, 

each telecommunicator trains to become qualified as both a police and fire dispatcher.  

The main telecommunications system is a Harris (M/A COM) 800 MHz trunked radio 

system, with multiple ñtalk groupsò (sometimes called channels). The talk groups are assigned to 

radio ñfleetsò (groups of channels) of police, fire, and other city agencies.
2
 

Mobile and portable radios are interoperable between agencies; that is, they allow police 

and fire units and command to talk to each other. Front-line public safety vehicles are equipped 

with mobile data computers and a global positioning/automatic vehicle location (GPS/AVL ) 

system that shows the location of emergency vehicles, and records the history of their movement. 

The center now uses an Intergraph computer assisted dispatching (CAD) system, although an 

older Motorola Printrak CAD was in use when the theater shooting incident occurred. 

In addition to the cityôs public safety radio systems, the Communications Center has 

access to a variety of mutual aid channels, including: 

¶ MetroNet ï Intercommunication between area PSAPs 

¶ 4 ñBlueò Talk Groups ï Inter-agency police mutual aid communications 

¶ 4 ñRedò Talk Groups ï Inter-agency fire mutual aid communications 

¶ CLEER ï Colorado Law Enforcement Emergency Radio 

The Communications Center has the capability to quickly patch together mutual aid 

channels and Aurora talk groups. MetroNet can be monitored only by the Communications 

Center and may not be accessed or patched to mobile or portable units. 

During summer months, the Communications Center normally operates three police 

dispatch talk groups (one for each police district) at peak workload periods. This is reduced to 

two dispatch talk groups during less busy periods. In addition to the primary dispatch talk groups 

are service and tactical channels, which are always available. The AFD uses one talk group for 

primary dispatch and uses multiple tactical talk groups assignable to individual incidents and the 

fire ground. 

                                                 
2
 The terminology of communication is not consistent nationwide, and can be a little confusing. Talk groups is the 

new name for channels in an 800 MHz system. Aurora also uses the following terminology: Agency = Department; 

Profile = Individual radio mappings; Fleet = A series of talk groups normally but not necessarily numbering 16; Talk 

group = A channel assigned to a specific function like police or fire dispatch. 
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Every APD officer has a personal portable radio. Many keep the radio with them even 

when traveling to and from work.  

Hospitals  

Aurora was fortunate to have several hospitals with ample trauma resources relatively 

near the incident, including: 

¶ The Medical Center of Aurora (Level II  Trauma Center) 

¶ University of Colorado Medical Center (Level II  Trauma Center)  

¶ Childrenôs Hospital Colorado (Level I Pediatric Trauma Center) 

¶ Denver Health (Level I Trauma Center) 

¶ Swedish Medical Center (Level I Trauma Center) 

¶ Parker Adventist Hospital (Level III Trauma Center) 
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Audi ence Reaction  

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Recommendations  

While the scope of this review did not include advice to theater owners, we felt obliged to 

offer the following suggestions: 

1. Alarms and Emergency Announcement Capability in Theaters. To improve 

patron safety, theaters should consider putting alarms on emergency or secondary 

exits, and preferably monitor them by video surveillance. Having a voice 

communications system to inform people about emergencies also is important in an 

emergency. Additionally, theater complexes should be able to quickly switch off the  
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movies and turn on the lights in each theater, to facilitate exiting and improving 

visibility in an emergency. Generally, these are not common features in theaters 

today. Besides cost, the downside is that if leaving through an exit sets off an alarm, 

some might be tempted to do it for fun.  

2. Public Education. Inform the public on appropriate measures if caught in a shooting 

situation. Nationally, thousands of people have been exposed each year to small- and 

large-scale shooting incidents. There are likely to be more. The key guidance to offer 

is:  

¶ Flee if you can.  

¶ If not possible, hide or shelter. 

¶ If neither is possible, consider attacking XXXXXXX , preferably in concert with 

others, throwing anything handy to distract or injure him.  

The Houston Police Department has an excellent free instructional video for the 

public on what to do in a shooting situation. The West Virginia State Police have 

been training office workers in Charleston. Aurora Police Department and other 

departments in the Denver region should consider this education, and enlist the media 

to help disseminate it. 
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CHAPTER III. POLICE RESPONSE TO THEATER 

In light of experience from multiple victim shooting incidents in the past two decades, 

widely accepted police strategy is to attempt to quickly neutralize an active shooterðgo to the 

shooter, and do not wait for special teams or special equipment or a large force for attack. The 

longer the perpetrator is left to shoot, the more people may be killed or injured.  

Experience shows that in a mass shooting the shooter often stops only when the police 

officers arrive. The shooter then often commits suicide (e.g. Virginia Tech and Columbine High 

School), is shot (e.g. Fort Hood), surrenders, or is apprehended. Officers are expected to take 

risks to stop an active shooter, especially in an incident like the Century 16 Theater shooting 

XXXXXXXXXXXXXXXX   

Members of the Aurora Police Department followed the active shooter strategy, acting 

bravely and professionally as they encountered an unknown shooting situation with multiple 

seriously injured victims. Police units arrived very quickly, less than 3 minutes from the first 911 

call. XXXXXXX XXXXX . All victims with survivable injuries were saved.  

In itial Dispatch  and Command 

The Aurora Public Safety Communications Department received the first report of a 

shooting at the Century 16 Theater at 12:38 a.m.ðthe early hours of a Friday morning 

A little over one minute later, two patrol units were assigned to respond to a call of shots 

fired. The Communications Center broadcast that at least one person had been shot and ñthereôs 

hundreds of people just running around.ò Lieutenant XXXXXXX , the Duty Lieutenant, radioed 

Communications to send all available cars, and to broadcast this request city-wide on all district 

dispatch frequencies, not just to District 2. The Century 16 Theater is less than a mile from the 

District 2 police station, which is co-located with police headquarters at 15001 East Alameda 

Parkway. Figure 6 is an aerial photo showing the distance from the theater to the District 2 police 

station. 
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Figure 6. Distance from Century 16 Theater to Police District 2 Station

 

At the time of the initial dispatch, most officers from the 3:00 p.m.-1:00 a.m. ñswingò 

shift were at the station, preparing for debriefing and relief. The ñgraveyardò shift had reported 

for duty at 10:00 p.m. and was in the field. Also on duty were several officers assigned to the 

Summer Task Force, the extra unit formed to increase police presence at night during the busy 

summer season. In total, there were 126 Aurora police officers available across the city at that 

moment, only a few of whom were handling calls. The overlapping shifts and the presence of the 

Summer Task Force added approximately 54 officers and their supervisors to what normally 

would have been available. 

Initial Arriving Units  ï Shortly after the dispatcher broadcast ñall available cars é 

switch to Channel 2 and start for Century 16 Theater, active shooter,ò there was a follow up 

advisory that ñsomeone is still shooting inside Theater Number 9.ò By a little after 12:40 a.m., 

slightly more than two minutes after the first 911 call, officers started to arrive at the theater. 

They encountered injured victims and began requesting medical assistance. XXXXXXX X. 

Because of the number of officers available and the proximity to the District 2 station, 

multiple Aurora police units were on scene within minutes of the initial calls for help. More units 

kept arriving each minute. Figure 7 shows the rapid buildup of police units. There were 6 units 

on scene within a little over two minutes, and 14 units within four minutes. XXXXXXX  

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXX .  
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Figure 7. APDôs Response to Century 16 Theater 

 

While a few police units reported their arrival on scene by radio, most did not, in 

accordance with good radio practice.
3
 First-line Aurora police vehicles are equipped with a 

Global Positioning System/Automatic Vehicle Locator (GPS/AVL) that records time and 

position if the officerôs mobile terminal is logged on. Therefore, some arrival times are known 

from GPS/AVL records rather than from radio traffic. However, AVL could not be used to find 

the arrival time of many of the officers who were going off shift and not logged on to AVL, nor 

officers working off-duty jobs and driving their personal vehicles. Nevertheless, though not all 

arrival times are known precisely, there is no question as to the rapidity of the response and force 

build-up.  

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XX  

 

 

                                                 
3
 When there is a large police response, officers typically do not report by radio that they are ñon-sceneò in order to 

reduce radio traffic and dispatcher workload. In Aurora, this practice complied with Paragraph 12.9.6 of the 

departmentôs Active Critical Incident Directive. 
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PAGES 19, 20, 21, AND 22 REDACTED IN THEIR ENTIRETY 
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XXXXXXXXXXXXXX XXXX  
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XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XX However, it is 

unlikely the police would have continued to make multiple requests for emergency medical 

assistance if they thought the scene was unsafe. The concept of a police-fire coordinated High 

Risk Extraction Protocol (HREP) had not yet been formalized and only some officers were 

familiar with the concept.  

The need to clearly define threat levels and to distinguish between a ñhot zoneò with 

active shooters and a ñwarm zoneò where there is concern but no immediate threat will be 

discussed further in the Fire/EMS and the Incident Command chapters. Fire department 

personnel did not enter the theater because the wounded there had already been triaged, and the 

fire department was told there were only triage category ñBlackò (deceased) victims remaining. 

AFD resources focused on the treatment and transport of category ñRedò patients (serious 

injury). But while not critical here, the confusion regarding level of risk could well have been 

critical were it not for the happenstance of the police paramedic responding to the theater. Fire 

departments must communicate with police on when and how to affect entry after an initial 

shooting or bombing is over.  

Outside the Theater ï After finishing interior triage, Officer XXXXX  went outside and 

triaged victims gathered at the police-staging site behind the theater. He did not treat any victims 

there. The fire department had by then had established a second triage area behind the theater, 

and he coordinated with them on patient transport priorities. Three victims were loaded in each 

of two available ambulances. 

Many officers and EMTs outside the theater by now were being besieged by wounded 

victims and people requesting medical attention for other victims. Most Aurora police officers 

had not been trained beyond basic first aid, nor did they have any medical supplies in their 

vehicles. They helped as best they could when fire/rescue personnel were not nearby and there 

was uncertainty as to whether they were coming to help a particular victim.  

Most if not all requests by police for EMS aid were made to the Communications Center, 

creating delays and information loss for the fire/EMS rescuers. Officers calling dispatch for 

assistance could not be sure their message resulted in any rescue action and could not tell if 

sirens or ambulances nearby were responding to their call or another. Several officers reported 

that they encountered wounded people, called for rescue, but no one came. 

Because unified command or a single overall incident commander had not been 

established, individual police officers radioed for medical assistance without coordinating with 

an incident commander. This resulted in duplicate requests, unnecessary radio traffic, and an  
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inability to control and prioritize use if EMS resources. ICS and Unified Command are discussed 

further in Chapter VIII, Incident Command System and Emergency Operations Centers. 

Ambulance Access ï The traffic in the parking lot and parked police vehicles blocking 

roads made it difficult to get fire apparatus and ambulances through the ñmazeò of vehicles and 

curbs to get close to the theater and the wounded. Police incident command knew that access for 

fire and EMS vehicles was clear on the south side of the theater (from East Exposition Avenue), 

but it required driving over a low median strip. As best we can tell from interviews with many 

police and fire first responders, the police did not provide access directions or instructions for 

fire/EMS, assuming they could navigate their own way through the parked cars as had police 

vehicles.  

On the other hand, Fire Command did not ask for directions or assistance to facilitate 

ambulance access to some clusters of victims. Fire Command had delegated transportation to 

their ICS Division supervisors, who did not solve the maze. Fire apparatus and ambulances have 

different suspensions than police cars, and typically are not driven over curbs or raised landscape 

areas, which compounded perceptions of inaccessibility. There was a swale behind the theater 

that would have been difficult for fire and EMS vehicles to cross, but that should not have 

interfered with access from East Exposition.  

Police Transport of Victims ï When ambulances did not become available quickly 

enough, decisions started to be made by police and then firefighters to transport some of those 

wounded to hospitals by police cars. Some police car transports of victims just had the one 

officer driving the car. Some police car transports had two officers, but they did not have training 

or equipment to care for victims en route.  

At least 27 victims were transported to hospitals in police cars, with at least one officer 

making multiple round trips. If police officers had not decided to transport victims without 

waiting for ICS approval, which was outside of existing protocols at the time, a few more victims 

likely would have died, according to the hospitals. The police incident commander understood 

the situation and soon approved further use of police cars for transports in light of the problems 

in getting ambulances to patients or patients to ambulances. More than one officer said that if 

they had known that fire/EMS was not going to arrive quickly (and in some cases not arriving at 

all), they would have made the decision to transport by police car sooner. Fire department 

officials said they were overwhelmed with the incident at that time, and not all requests for 

ambulances could be honored even if they could have found a route through the maze. 

Triage and medical care are complex and critical issues in this event, and will be 

discussed in more detail in Chapter V, Emergency Medical Services. As will be discussed, rapid 

transport of gunshot wounds in police cars, rather than waiting for ambulances, may become a 

more accepted practice nationally. The latest emergency medicine research on dealing with 
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gunshot wounds pre-hospital is to get them to the hospital ASAP, in police cars if necessary, 

which is ironic in light of the furor over the police transports in this incident. 

Crowd Management  

As enough officers arrived to set up a perimeter around the theater building, search its 

interior, and help tend to the wounded, the next major police concern was stopping moviegoers 

from leaving the area in order to question them as witnesses. They were also simultaneously 

¶ Checking for more injured victims among the crowd 

¶ Looking for possible additional suspects or accomplices 

¶ Looking for potential booby traps or explosive devices outside the theater, possibly in 

vehicles in the parking lots 

¶ Dealing with the media in the parking lots attempting to cover the incident. 

Parking Lots ï The theater complex was surrounded by parking lots intended for the 

patrons. Beyond them were other parking lots for the nearby mall. Virtually all of the movie 

patrons had arrived by car and parked in one of the adjacent lots. Figure 8 shows the theater and 

parking lots.  

Figure 8. Century 16 Theater and Surrounding Parking Lots 
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Lieutenant XXXXXX , who as noted had assumed command of the areas outside the 

theater, said that his first efforts were aimed at caring for the wounded, clearing the crowds, 

identifying witnesses, and coordinating mutual aid.  

There were surprisingly few if any onlookers coming to the scene, probably because of 

the late night time of the incident. The lieutenant was able to change his focus to detaining 

people who left the theater so they could be questioned as witnesses. Most of the theatergoers 

had not yet had time to get to their vehicles and leave in the heavy parking lot traffic before 

traffic control points were established. Lieutenant Dailey directed officers controlling egress to 

request voluntary cooperation for questioning, or to identify potential witnesses for later contact.  

Lieutenant XXXXXX  was also concerned about secondary devices being inside or 

outside the theater, possibly in parked cars, and ordered police to move the crowd away from the 

theater to more open spaces. He remarked, as other officers did, that he had the Columbine 

incident in mind and the lessons learned from it. The Arapahoe County Bomb Squad and FBI 

bomb technicians who had arrived by now were asked to search the suspectôs car and some 

vehicles in the parking lot. Officers from a K-9 unit used bomb detection dogs to check other 

cars in the parking lot. Two cars were found to have suspicious packages, but were cleared. 

Lieutenant XXXXXX  also had responsibility to organize the mutual aid forces who were 

responding in large numbers from other jurisdictions. Since no staging or reporting areas for 

arriving mutual aid police had been established, most outside agency officers drove directly to 

the theater parking lots and were assigned from there. The mutual aid police vehicles contributed 

to the congestion in the parking lots. 

Sorting and Transporting Patrons ï Eventually the outside police incident commander 

identified an area in which to gather the patrons of Theater 9. Police designated other parking lot 

areas for patrons of each other theater as well. Although some theatergoers had left, the vast 

majority were still present at the time this corralling effort was organized, and the parking lots 

cordoned off. Police later appealed over the media for others who were at the theater to 

voluntarily come in for interviews, and many did. 

Most of the corralled patrons from Theater 9 and Theater 8 were transported by bus or 

van to nearby Gateway High School, where a large interview team of about 30 Aurora detectives 

and 45 FBI agents had set up. The Regional Transportation District laudably provided buses and 

drivers in the middle of the night to do this transport. Movie patrons were interviewed as 

witnesses to the event, not as potential suspects. Each was photographed in front of a whiteboard 

containing their personal information, and given a number for further identification. Key 

witnesses (especially those from Theater 9) were interviewed by Aurora police detectives. Others 

were interviewed by FBI agents. In total, about 400 people were interviewed. Because police and 

FBI records are processed differently, the exact number of people interviewed in the school 
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could not be readily determined. Some patrons from the other theater auditoriums were 

questioned briefly in the parking lots. 

Generally, patrons were cooperative despite being tired and in shock at what they had 

witnessed. Understandably, many taken to the Gateway school for questioning started getting 

impatient, as they had to wait hours to be interviewed. The interview process lasted through the 

night and into the morning, until approximately 8:00 a.m. 

Besides investigators from Major Crimes/Homicide, Aurora detectives were called in 

from every other Aurora investigative unit to conduct the interviews. Mutual aid forces, 

including officers from the Colorado State Patrol and the Englewood Police Department, 

provided security during the interview process. 

One must realize that it still was not certain that there was only a lone gunman at this 

time. Interviewers were collecting eyewitness accounts, but also thinking about whether there 

might be suspects mixed in with the crowd in the parking lots. As it turned out, there were none. 

Additionally, no weapons were found on any theater patron other than XXXXXXX .
4
 

Mall Search ï In the early morning hours of the incident, the door to the main shopping 

mall near the theater complex was found to be unlocked. That raised concerns about the 

possibility of another shooter hiding or planting explosives in the mall. Lieutenant Dailey 

assigned much of Denver Police contingent, the largest mutual aid group, to search and secure 

the mall, under the command of a DPD SWAT Lieutenant. This sub-incident also included other 

mutual aid officers and K-9s. The Denver helicopter viewed the mall roof. The unlocked door 

turned out to be an innocuous error, but anything out of the ordinary was evaluated as possibly 

adding to the threat. XXXXXXXXXXXXXXXXXXXXXXXX . 

  

Police Incident Command  

Normally, as noted earlier, Aurora has three District Police Watch Commanders 

(lieutenants) on duty. One is designated as the Duty Lieutenant, with city-wide responsibility for 

any major incidents on his watch. A police captain or commander (Duty Captain) is always on 

call, but may be off-duty at home, as was the case at the time of the incident.  

 

                                                 
4
 The Century theater chain has a no-weapons policy for its theaters nationally, regardless of whether an individual 

is licensed to carry a concealed weapon or the permissiveness of state law. As happened after the Virginia Tech 

shooting, blogs and other forums have discussed whether citizens carrying arms would deter mass shootings or 

reduce the toll after shooting startsðor whether more people carrying weapons would increase the number of 

shootings. This is a controversial subject beyond the scope of this review. 
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Although Section 12.9/2 of the APD Directives Manual, entitled Active Critical 

Incidents, states that ñThe Department has adopted the National Incident Management System 

(NIMS) for the control and coordination of critical incidents,ò in day-to-day practice the 

department does not use a formal Incident Command System (ICS). Police department staff 

assume that the Duty Lieutenant or other ranking officer will be the incident commander for a 

major incident.  

As also noted earlier, the initial incident commander for the theater shooting was 

Lieutenant XXXXXX , and the incident command post was wherever he was located. (Later in 

the incident, a formal command post was established in the command and communications 

vehicle.) After Lieutenant XXXXXX  arrived, XXXXXX  maintained overall command but 

requested XXXXXX  to take charge of the actions outside the theater.  

On the evening of the shooting Captain XXXXXX  was the on-call Duty Captain and 

Deputy Chief XXXXXX  the Duty Executive. Both responded to the theater from home after 

being notified of the shooting. Deputy Chief XXXXXX  received notification at approximately 

12:50 a.m. that 20-30 people had been shot. Shortly thereafter, Lieutenant XXXXXX , Acting 

Commander of the Investigations Bureau, was advised of the incident and directed to deploy his 

investigators. Police Chief Oates, Deputy Chief XXXXXX and Captain XXXXXX  arrived 

sometime prior to 1:30 a.m. Most victims had been transported by then. Because of the high 

volume of tactical radio traffic, Captain XXXXXX  had not radioed while en route that he would 

be assuming command upon his arrival, as he had intended to do. When he viewed the situation 

first hand, he did not feel any change was needed in the ñinside-outsideò command structure that 

had been established, and left it to continue functioning as it was. 

Eventually three command post vehicles were used at the sceneðfrom Aurora police, 

Aurora fire department, and nearby Greenwood Village. By the time Captain XXXXXX  was 

ready to set up a more permanent command post, the primary Aurora command vehicle had been 

preempted for public information activities. He relocated to a regional command vehicle that was 

not as suitably equipped to support his command needs. In hindsight, there were some second 

thoughts about allowing public information to take over the command vehicle, but it did 

facilitate that important function.  

Strategic Reserve ï No strategic police reserve was held back for a potential second 

incident. All available units were sent to the theater. Police command wanted to make sure they 

had enough officers to deal with the large shooting event and the more than 1,200 patrons in the 

parking lots. With little other police activity going on in the city, police officials believed it 

would have been relatively easy for even a large number of officers to detach from the theater 

scene for a second incident if necessary, and so they decided to focus their resources on the 

major incident at hand. Another factor in this decision was that the streets were relatively empty, 

so travel to another part of the city would not have taken as long as at other times. Also, Denver 
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and other nearby agencies had large police forces that could have assisted in another major 

incident.  

Essentially, there was a second incidentðdealing with explosive devices at the suspectôs 

apartment on Paris Streetðand a significant number of officers indeed were rapidly re-deployed 

there after serving at the theater scene. 

Police-Fire Communications ï The police department was unable or did not know how 

to communicate directly with the fire department, in spite of a fully interoperable radio system. 

The fire incident commander was not immediately aware of the magnitude of the incident, and 

did not have an accurate picture of the risk level. Critical content was lost as information was 

relayed from police to fire through the Communications Center.  

The Aurora police had multiple talk groups (channels) available. Primary dispatch talk 

groups (PD-1, PD-2, and PD-3) were used for communications inside and outside the theater 

during the first hours of the incident. Another channel, Blue Southeast, was used by the 

Communications Center to establish contact with responding mutual aid units. Lieutenant 

Lanigan initially wanted all the primary dispatch talk groups (PD-1, PD-2, and PD-3) to be 

patched together, but later changed his mind and assigned one talk group to inside operations and 

one to outside operations. He lamented that he could not communicate directly with the fire 

department or with responding mutual aid units.  

Police and fire radios contain mutual system and talk groups. However, it is cumbersome 

to switch between police and fire channels, and the ñscanò feature is not sufficiently reliable to 

prevent communications gaps. Additionally, police and fire department personnel did not 

participate in regular communications interoperability drills. The joint command 

communications problem contributed to not getting ambulances to victims that were reachable 

by police cars.  

Police-fire personnel relations suffered for months after the incident. Some police officers 

openly criticized the fire department for not responding adequately to calls for rescue during the 

incident, without realizing the communications problem and that police did not escort fire 

personnel nor help fire personnel figure out how to get through the maze of vehicles (including 

parked police vehicles). On the other hand, the fire department did not take the initiative to 

adequately scout the situation and solve the access problem.  

The Communication Department had access to Everbridge, an interactive 

communications and notification system, but did not use it to make notifications of situation 

status to other police and city staff personnel. As a result, the police incident commander and the 

Communications Department supervisor personally had to make notifications while trying to 

manage a difficult situation. It appears that the Communications Center personnel in 2012 did 

not know how to patch Blue Southeast to Aurora PD-1 or PD-2, or the equipment was not 

configured to do so. At one point, the Aurora Communications Center, at the request of 
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Lieutenant XXXXXX , asked the Lakewood Communications Center to make the patch, but 

Lakewood did not have that capability either. Current Communications Department staff 

demonstrated to us (in 2013) how Blue Southeast can be patched to Aurora talk groups.  

Liaison with Fire Department ï There was no unified command (joint police-fire 

incident command) at this incident. Late in the incident there was a fire liaison positioned with 

the police commander. Earlier requests for a face-to-face meeting between the fire department 

and the police department incident commander went unanswered. The external police incident 

commander said he requested the acting battalion chief who was fire incident commander to 

meet him in front of the theater, but that did not happen. The Fire Department rationale was that 

the acting Battalion Chief did not want to abandon his command post per ICS/NIMS policy, but 

no one was asking Battalion 1 to abandon his command, just to move it. Battalion 1 had assumed 

that Chief 7 (the Fire Department Shift Commander) was dispatched as per policy (which he was 

not) and later requested Chief 7 to be dispatched. At 1:05:41, Dispatch informs the Battalion 

Chief that they are starting Chief 7. At 1:05:51, he replies ñCopy.ò Battalion 1 assumed company 

officers were coordinating with police.  

At approximately 1:15 a.m., Lieutenant XXXXXX  walked several yards across the 

parking lot to where the fire department Incident Commander (Battalion 1) was located. XXXX  

requested that the Battalion Chief accompany him to the front of the theater. However, by that 

time, Chief 7, had arrived and decided to fill the police-fire liaison role. Chief 7 had been 

available in quarters but was not alerted until at least 30 minutes into the incident. He responded 

at 1:11 a.m. arrived on scene at 1:16:58, 38 minutes into the incident. At 1:27 a.m., 48 minutes 

into the incident, Lieutenant XXXXXX  was still requesting a ñFire Chiefò in front of the theater. 

At 1:28 a.m. Chief 7 advised he ñwill be liaison with the police department é and may change 

the command structure,ò but did not assume command, leaving it to the Battalion Chief (who 

was a captain acting as Battalion Chief). 

The information transfer problem was clearly demonstrated when at 1:12 a.m. (33 

minutes into the incident), Battalion 1 advised Chief 7 ñSo far, itôs running pretty smoothò when, 

in fact, the police were facing a chaotic situation and ambulances were not getting through to 

many of the wounded. The fire departmentôs contention that this transmission represented an 

effort to establish a calm command presence and to describe the current ICS/victim 

transportation situation cannot be supported by the totality of circumstances. 

Many police officers said that they could not get rescue personnel to respond to places 

where they were guarding, consoling, or attending to the wounded. They thought ambulance 

staging was set up too far from the theater (at East Exposition Avenue and South Sable 

Boulevard), about a quarter mile away. A request from Truck 2 to stage ambulances on South 

Sable (within easy walking distance from the rear of the theater building) was not accomplished. 






































































































































































































































