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COMPARISON  
OF 

FBI BEHAVIORAL ANALYSIS UNIT (JUNE 9, 2021) 
VIRGINIA BEACH POLICE DEPARTMENT REPORT (MARCH 2021) 

HILLARD HEINTZE REVIEW OF MAY 31, 2019 
  

. The three reports (FBI Behavioral Analysis, Virginia Beach Police 

Department, and Hillard Heintze) concentrate on different aspects of the Virginia 

Beach May 31, 2019 shooting and overlap in few areas.  

1. The FBI Behavioral Analysis Unit analyzes deals with the motives and 

mental stability of the killer. 

2. The Virginia Beach Police Department report centers on the law 

enforcement and emergency response to the active shooting crisis in 

Building 2. It includes a timeline. 

3. The Hillard Heintze report was commissioned by the City of Virginia 

Beach and is described as a “review” of the May 31, 2019 tragedy. 

Hillard Heintze both details the events of May 31, 2019 and looks at 

broader aspects of the rampage, e.g. The City of Virginia Beach security, 

personnel, and training policies. The Hillard Heintze Review also includes 

a timeline.  

 The reports agree the killer was a disgruntled city employee suffering from 

an undiagnosed mental illness. The timelines in the police report and Hillard 

Heintze Review mesh. The police report is a more complete, thorough account of 

the rampage beginning around 4:00 p.m. on May 31, 2019. The Hillard Heintze 

timeline chronicles the killer’s life going back several years, including his work 

history, marriage, and divorce. Hillard Heintze also reviews the activities and 
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events immediately following the mass killings. There are gaps in both timelines; 

most notably the times as the killer moved throughout the building.  

 All three reports are a good place for the Commission to start, but they 

raise many questions.   

 I am guided by a number of factors as I approach the May 31, 2019 mass 

murder and my work on this commission: 

1. In the years since Columbine, gun violence and the number of mass 

shootings has grown at an alarming rate.  

2. The commissions and investigations preceding  this commission have 

apparently had little impact in curbing gun violence. The question then, 

is what, if anything, can be done to curb to curb gun violence?  

3. The one thing the families and victims of these mass shootings need is 

the truth, yet they rarely get it. I hope this commission will not shy away 

from being brutally honest in its findings.  

4. In the two previous mass shootings in Virginia (the Appalachian School 

of Law, January 2002, and Virginia Tech, April, 2007) some individuals in 

positions of trust put the welfare of schools and the state ahead of 

human life. These individuals, including school faculty and staff, 

members of the medical profession, politicians, and even the Virginia 

Supreme Court, engaged in nefarious actions to protect careers and 

prevent litigation. (I have documented these actions in two of my books 

and other writings.) 

5. I am concerned that the Virginia Beach Commission investigating the 

events of May 31, 2019, will come under pressure to distort its findings, 

as was the case with the commission investigating Virginia Tech.  
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6. I believe this commission’s audience is not just the Governor, the state 

legislature, the citizens of Virginia, and the residents of Virginia Beach, 

but the victims and their families, as well as all those psychologically and 

emotionally damaged by the killing spree. I include the first responders 

who put their lives on the line to stop the killings and now have to deal 

with aftermath of the carnage they saw. I hope this latter group is 

getting counseling. I believe we have to be able to look everyone in the 

eye and say we have done our best to get to the bottom of what went 

wrong and caused you so much pain and grief.  

 Below are my observations and conclusions concerning the material in the 

three reports the commission is reviewing. 

 My reading of the reports has led me to believe there are three major areas 

of concern (or flaws) that may have made the May 31, 2019 Virginia Beach  mass 

shooting inevitable. My thoughts are a starting point, not a conclusion.  

 In the final analysis, the commission will have to determine if the flaws and 

problems we identify played a role in the tragedy. If our investigation concludes 

those flaws and problems were central to the killer’s motive and ability to carry 

out his rampage, we need to determine if they amount to gross negligence.*  

 

*The legal definition of gross negligence is “The extreme indifference to or 
reckless disregard for the safety of others. Gross negligence is more than simple 
carelessness or failure to act. It is willful behavior done with extreme disregard for 
the health and safety of others. It is conduct likely to cause foreseeable harm. 
(Gross Negligence requires a willful or reckless disregard for the standard of care 
and action considered by the public as a duty to act. )” 
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THE FLAWS  

 The three broad areas of concern identified in the Hillard Heintze Review 

are a good place to start: 

 --The City of Virginia Beach failed  to develop and implement a unified  

 security policy for all the city’s employees and facilities. This failure 

 hampered first responders in both gaining access to all parts of Building 2 

 and led to not only command and control confusion, but problems in 

 communication while the shooting was in progress.  

 --The City of Virginia Beach had (has) a decentralized and splintered Human  

 Resources Department which undercut the city’s ability to detect and 

 defuse troubled employees. 

 --The City of Virginia Beach failed to train supervisors on good management  

 techniques. The city also failed  to train all employees on security and 

 personnel policies. These three flaws came together on May 31, 2019 with 

 disastrous consequences.  

SECURITY 

 The City of Virginia had a workplace violence prevention policy (Policy 

6.17), but it had not been updated since adopted in July 2001. Virginia’s two mass 

shootings occurred following the adoption of that policy and the city apparently 

never reviewed the policy against lessons learned from Grundy (2002) and 

Blacksburg (2007).  

 Virginia Beach hired Hillard Heintze, a Chicago-based  security risk 

management firm to review the shooting and report their findings. According to 

the media, Hillard Heintze was paid $360,000 for the review, plus $43,000-45,000 

for expenses. 
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 Hillard Heintze thus owed its fiduciary loyalty to the party paying it—the 

City of Virginia Beach. The report is short on conclusions, but long on suggestions.   

 The report is written in such a way as to appear to weaken the chance of 

litigation. Nevertheless, and by my count, pages 171-204 of that report contain 84 

detailed  recommendations for improving and restructuring security, overhauling 

the Human Resources Department and its policies, and implementing needed 

training for employees and management. The sheer number of improvements 

recommended speaks to the seriousness of the shortcomings of city policies.   

  Among other things, Hillard Heintze asserts the city and the Virginia Beach 

Police Department (VBPD) would benefit from having something so basic as a 

written directive addressing “active assailant policy.” Apparently, the city did not 

have a complete written policy for dealing with an active shooter. 

 The following are some of the security flaws Hillard Heintze raises: 

1. Page 74: “Virginia Beach Police …(the officers responding) … were not 

familiar with … (Building 2) … layout or the floor plan (of Building 2). (The 

First Responders were hampered by not having access to parts of the 

building, including areas where the killer was. The Commission needs to 

find out if this lack of access allowed the killer to continue his murderous 

rampage. Page 75: “SWAT Team responded at 4:18 p.m. and entered the 

building at 4:26 p.m. They isolated the shooter on the second floor and 

reported him in custody at 4:43/44 p.m.”)  

2. Pages 83-85: There were multiple coordination and radio communications 

problems during the rampage. Those problems are detailed on pages 83-

85. (The Hillard Heintze Review repeatedly states that Virginia Beach 

police trained to national standards. I believe that is true given the 
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textbook-like response of the SWAT Team and other members of law 

enforcement. The problem is, preparation and planning for an active 

shooter on the part of the city government—was woefully inadequate, 

and not up to national standards to the point it inhibited the police once 

they were on the crime scene (Building 2). 

3. Page 89: “Building 2 employees responsible for carrying out evacuation 

plans expressed that neither the plan nor security measures in the 

building are sufficient.” (Again, an example of the city’s lack of planning 

for a shooting crisis.) 

4. Page 94: There was confusion over who was in charge of the response to 

the active shooter. “The VBPD established a Forward Command, with the 

Captain announcing he was the Incident Commander. This conflicted with 

the Unified Command containing VBFD and EMS (Emergency Medical 

Services), where a VBFD Battalion Chief identified as the Incident 

Commander.” (This is a major flaw. A unified command is central to 

handling a crisis. Apparently, city officials did not plan for or practice this 

aspect of active shooter drills.) 

5. Page 94: “The VBPD Incident Commander assigned an officer to be his 

scribe, a common role and practice in managing large events, but he 

(officer?) broke off, limiting the ability to track decisions and 

information.” (What happened? Why?) 

6. Page 114: “The city of Virginia Beach does not have a developed, formal, 

written minimum-security standard for all city-owned or operated 

buildings.” (Given the amount of gun violence in this country, the failure 
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of the City of Virginia Beach to have even a ‘minimum security standard’ is 

surprising.) 

7. Page 114: “No single department or individual is responsible for overall 

physical and technical security. Different departments or subdivision 

handle discrete portions of the Virginia Beach security program applicable 

to Building 2.” (This fragmentation of security may have cost lives—the 

keys and pass cards varied throughout Building 2, inhibiting law 

enforcement’s tracking the shooter.) 

8. Page 114: “The city would benefit from an integrated security program 

that is managed through a single department with accountability residing 

in one person.” (In other words, the city of Virginia Beach approach to 

security lacked uniformity—a major weakness.) 

9. Page 117: Virginia Beach’s fragmented approach to security meant there 

was no unified approach to security in Building 2. Hillard Heintze  repeats 

this point many times, almost in disbelief: “Numerous lock types requiring 

different input to open likely contributed to the first responders delay in 

entering the facility.” (I know I repeat this in the next few pages, but if the 

commission is going to get to the bottom of the May 31, 2019 rampage, 

the questions needing answered are: Why couldn’t first responders 

quickly access parts of Building 2? How much time passed after law 

enforcement officers first entered Building 2 and when the shooter was 

cornered? Were lives lost because of the delay?)  

 The report makes repeated reference to security and law enforcement 

being trained to national levels. But the evidence and facts surrounding the 
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events on May 31 2019, as well as the months leading up to that tragedy, belie 

these “national level” training assertions. 

 In fact, if Hillard Heintze is correct, it appears the city had a scatter-shot, 

catch-as-catch-can, approach to security and safety, leaving security standards to 

be developed and implemented by individual city departments. As noted above, 

security in Building 2 was set by different government departments so that the 

locks and access codes in the building varied from floor to floor, depending on the 

occupants. The result was not only a lack of unity in access control, but norms in 

overall planning for building-wide locks, entry codes, safety, and security. First 

responders were delayed in getting into areas of the building where the shootings 

were taking place.  

 The failure to have uniform security standards and procedures in Building 2 

meant law enforcement had to wait for access codes and keys to go into areas, 

while the shooter’s rampage was in progress.  

 The value of one Unified Command in a crisis or active shooter situation 

cannot be stressed enough. For example, if the VBFD and VBPD had been working 

under a Unified Command, the VBFD could have provided the VBPD with the key 

for the Knox Box containing a universal access key to all the building. 

 Virginia Beach apparently had no Emergency Operation Center (EOC) to 

coordinate decisions, resources, and logistics. An EOC is basic to handling an 

active shooter crisis. The failure to have an EOC falls far short of security 

preparation at “national levels.”    

 Communications between first responders inside the building and outside, 

was sporadic. At times one did not know what the other was doing. There were 

no building schematics available to guide law enforcement through Building 2. 
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Personnel inside Building 2, who directly engaged the attacker, had problems 

hearing one another and coordinating their actions. 

 Hillard Heintze clearly indicates the City of Virginia Beach was not 

adequately prepared to deal with a mass shooting. Moreover, the Hillard Heintze 

report indicates the city is still slow in dealing with security. Employees they 

interviewed following the rampage said they are concerned about security at the 

temporary facilities. Granted these employees have been traumatized, but 

nevertheless, these comments are damning and indicate the city is still not doing 

enough in the realm of security. 

HUMAN RESOURCES 

 A major question about the May 31, 2019 tragedy is, were there warning 

signs from the killer about impending violence? If there were indications of 

potential violence, did the city have the people in place to interpret the signals?  

 The City of Virginia Beach’s Human Resources (HR) staffing and policy 

apparently rested on a principle “ignore the experts—don’t use the people 

trained in the field.” For example, trained Human Resource specialists were not 

involved in the individual work unit’s problems or grievances. As a result, both 

implementation of HR policies and handling difficult or troubled employees were 

left to people ill-prepared to deal with the task. 

 `Most of the city’s departments include at least one individual who was/is 

designated an HR Liaison. In theory these people served as conduits passing 

employee complaints and problems to the HR. In reality, these liaisons were/are 

primarily tasked with other functions. Most often they had/have little or no 

training in HR. They report directly to individual managers, not to HR. This policy 
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is a recipe for disaster and may have been a factor in the shooting rampage 

because the killer felt his complaint would go nowhere.  

 Having untrained supervisors conduct their own investigations into 

allegations of employee misconduct creates an opportunity for conflicts of 

interest and bias. Another question needing to be answered is, was this the case 

on the killer’s job performance problems and grievance? The Hilliard Heintze 

report spent a lot of time on this problem. While the report does not tie this HR 

policy to the killer’s problems, the number of pages the report devotes to it, 

indicates it was a factor in the killer’s mental outlook and his view of 

management.  

 The city’s Human Resources Department relied on its management units to 

address employee needs and concerns. In other words, the staffs in the various 

departments were, and apparently still are, tasked with HR-related duties. Yet 

most of the people were not trained or equipped in this field, particularly in 

handling employee problems. And, almost all these people had other duties and 

responsibilities that took precedence.  

 Managers, who might be the subject of a complaint, performed HR duties 

including the validation of a complaint. So, does this mean the person who was 

the object of a complaint often was the judge and jury deciding the validity of the 

complaint? This is a major management flaw.  

 According to Hillard Heintze, Virginia Beach’s reliance on individuals not 

working in Human Resources or training in that field, increased confusion and 

inconsistency in managing employees. Clearly there was a conflict of interest by 

the city relying on HR Liaison officers addressing employee performance and 

other sensitive matters and then reporting directly to managers and not the 
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Human Resources Department. A question that needs to be answered is, did this 

policy have any sort of negative impact on the killer, his performance, and his 

grievance? The killer had a complaint, but dropped it. (Who would have reviewed 

the complaint, his supervisor?) 

 The Hillard Heintze report implies the City of Virginia Beach had a draconian 

personnel policy with “punitive overtones;” a policy of “zero tolerance.”  The 

report implies that Virginia Beach had “punitive approaches” which are seldom 

“effective in the early intervention of concerning behavior or warning signs.”  

 On page 144 of the report, Hillard Heintze writes, “The policy  (Virginia 

Beach Workplace Violence Prevention) focuses on punitive rather than positive 

actions. Research has shown that some bystanders (sic) fear their reports could 

lead to immediate and harsh repercussions for the individual in question without 

due process and could result in retaliation against him or her personally. 

Behaviors of concern, if left unchecked, can escalate into threatening behavior 

such as harassment and intimidation, threats of sabotage, and possibly assaults or 

even homicide.”    

 The killer was obviously troubled. As his marriage began to breakup in 

2016-17, his job performance faltered. Up until that time his performance 

evaluations had been good. Because of the lack of HR professionals in the 

individual work units, the killer’s problems were probably not recognized for the 

severity and he was not offered assistance. Even had his problems been 

identified, the city’s HR department does not document or track behavior of 

concerns that are unrelated to discipline, including knowledge of personal crises 

or behavioral warning signs including those of untreated mental illness. This 

haphazard approach to personnel policies led to confusion.  
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 This point is worth repeating: Employee complaints or grievances were 

handled by supervisors who had next to no training in the field. They were (are) 

the jury and judge of employee complaints. This is a recipe made for disaster 

because those managers may have been the subject of the grievance.  

  The Hillard Heintze report makes reference to a “toxic work environment.” 

This toxicity, in part, most likely stemmed from employees’ confusion and 

frustration about who to go to, or trust, if there was a problem. The report makes 

a curious, but probably inciteful assertion, “Over the long term, punitive 

approaches are seldom effective in early intervention of concerning behaviors or 

warning signs … .” This statement may, in part, explain the references to 

“toxicity.”   

 To quote the Hillard Heintze report, “Without a strong and unified HR 

function operating consistently and effectively throughout the city, the city 

employees are more likely to be supervised inconsistently and ineffectively.” The 

report refers to HR responsibilities for workplace problems and potential 

violence. But given the fragmented Virginia Beach HR system, how would anyone 

know if there were warning signs, much less where to go to report them? 

 A good, professionally run HR department is critical to the success of any 

organization—private business or government. Virginia Beach failed in this area 

and this failure is tantamount to gross negligence.  

 Here are some, but not all, verbatim points the Hillard Heintze Review 

makes concerning shortcomings in Virginia Beach’s Human Resources (HR) 

policies: 

1.  Page 120: “The city’s HR Department relies upon its management units 

to address most employee HR needs. The majority of employee 



 13 

engagement is decentralized, including all performance improvement 

plans and discipline decisions … but most are not trained in HR and most 

perform other duties … there is no indication that HR had knowledge or 

received information directly from employees or third parties, of any 

concerns regarding the shooter’s behavior in the workplace.” (The City 

of Virginia Beach used people not trained in HR matters, doing HR work 

in addition to their regular jobs. Disturbed people can be insidious, and 

their “signals” only picked up by trained HR people. Therefore, how can 

the assertion that the killer did not send out signals be accurate? He 

may have been sending them and no one was equipped to receive them 

thanks to the city’s HR policies.) 

2. Page 157: “The city does not have a centralized database for 

interactions involving its employees. While this is a challenge for many 

municipal organizations, this particular vulnerability is further 

exacerbated by the decentralized HR process.” (Hillard Heintze appears 

to be saying the city’s decentralized HR process combined with the city’s 

reliance on untrained Liaison Officers, was (is) a major defect. In fact, 

there appeared to be no one in place who could read the signals the 

killer was sending out.  Both the FBI and Hillard Heintze reports assert 

there were no warning signs. That is not true, at least two employees 

were concerned about the killer’s behavior. The commission should 

consider adding a question about “warning signs” when interviewing 

city employees.) 
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3. Page 157: “No single system traces warning behavior or actions taken in 

support of workplace violence prevention.” (Even if warning signs had 

been detected, there was no system in place to track them.) 

4. Page 157: “Little oversight and visibility occurred at the unit level, 

leaving determinations of serious misconduct to local unit standards. 

(What were those unit standards—specifically, the standards in the unit 

where the killer worked? This lack of oversight undoubtedly led to 

confusion on the part of employees and maybe even capricious 

decisions and judgments on the part of unit managers.) 

5. Pages 120-1: “The overall HR function lacks consistency from 

department to department … These HR Liaisons are eroded through this 

organization.”  

6. Page 121: The employee’s manager, not a city HR Department 

representative, is the one who determines whether performance aligns 

with the policies, where it is not compliant and whether discipline is 

warranted. This same manager then has the authority to implement 

discipline based upon this determination. (If an employee has a 

disagreement with a manager over performance, that manager is the 

one who adjudicates the problem? This is a corruption of the HR system. 

The killer had a grievance and then withdrew it—was that because the 

validity of the grievance would have been determined by the individual 

he was complaining about?) 

7. Page 122: “Employees said their concerns went unaddressed and they 

had little to no options for ‘being heard’.” (Is this how the killer felt?) 
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8. Page 128: “As noted above in this report, the city’s supervisors are not 

trained to conduct employee investigations. Having untrained 

supervisors conduct their own investigations into allegations of 

employee misconduct, often without HR guidance or input, creates an 

opportunity for conflicts of interest and bias, particularly if the issues 

stem from operational requirements or unit rules and practices. Also, 

locating investigation within the specific work unit leads to weaker 

controls over confidentiality and challenges in providing an unbiased 

and independent investigation.”  (The killer was very upset when he 

found out someone in management had been discussing his 

performance—his confidentiality had been violated on a sensitive issue.)  

9. Page 128: “Supervisors are both investigators and adjudicators; they are 

responsible for conducting “fact-finding” investigations and for imposing 

discipline. This is not a good practice …” (It is not a good practice if the 

employee’s problem is with the same supervisor who is his investigator, 

judge, and jury.) 

10. Page 164: “During our public sessions and employee sessions, the 

discussions were often dominated by statements, paraphrased here as 

referring to the city of Virginia Beach’s toxic environment, its workers as 

unhappy and its leadership as incompetent and malicious.” (It would 

appear the City of Virginia Beach paid a high price in lives, emotional 

stress, and psychological damage because of its HR policy of using 

untrained people for HR functions.) 

11. Page 167: “Many concerns raised related to what some describe as 

toxicity in the workplace or unfavorable treatment regarding policy and 
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practices and their interpretation by various government offices on the 

City of Virginia Beach campus.” (I think Hillard Heintze is pointing the 

commission to a problem needing more investigation, including 

interviews guaranteeing employees anonymity and freedom from 

retaliation.) 

12. Page 168: “The HR process: In addition to those who reported not 

knowing they had outside avenues of assistance, many vocal 

stakeholders stated that none of the current reporting structures were 

helpful and, could not or would not, address underlying HR-related 

issues regarding policy violations on the City of Virginia Beach campus. 

(Repeatedly, the Hillard Heintze Review points out significant 

shortcomings in the City of Virginia Beach HR polices and 

implementation, or lack of implementation, of those policies. I agree 

with the Hillard Heintze suggestion the city have a Public Advocate or 

Ombudsman Office. I also agree with the assertion on page 172, “to 

remove discipline decisions from the party conducting the 

investigation.”) 

TRAINING 

 Virginia is an open carry and concealed carry (with permit) state, and 

because the state has few laws prohibiting gun ownership, the HR policies and 

other behavioral rules and regulations take on added importance in preventing 

workplace violence and mass shootings.  

 If Virginia is going to allow a maximum of freedom for gun ownership, then 

other aspects of public safety must be improved. A greater burden thus rests on 

government institutions and private business to adopt measures to keep people 



 17 

safe. Failure on the part of government agencies and businesses to adequately 

train personnel for an active shooter is inexcusable.  

 If Hillard Heintze is correct, just as in security and personnel policies, the 

city’s training policies for emergencies—particularly active shooters—was poor. 

Training did not include pre-designated roles and responsibilities for members of 

the Incident Command Post (ICP). This is basic planning. It is a flaw in the city’s 

security training. 

 As of the publication date of the Hillard Heintze report (over a year after 

the shooting spree), the city still had not developed a formal minimum-security 

standard for all city-owned and operated property. There was still no single 

department or individual who is responsible for overall physical and technical 

security improvements. Security policies and implementation were divided 

between work units—there apparently was little or no coordination.  For 

example: 

 --Key and lock controls fall under the Building maintenance Division of  

    Public works. 

 --The city’s Access Control System (ACS) is the responsibility of the Public          

    Works Facilities Manager’s Office. 

 --Planning and implementation of the security video management system is  

    the responsibility of one individual within the Department of Information 

    and Technology. 

 -- The city does not train employees on their role in helping to identify  

    behaviors that can help the city prevent workplace violence. 

 The Hillard Heintze report asserts “Virginia Beach first responders have, for 

over a decade, trained on variations of a concept called “direct threat” for 
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response to an active assailant incident.” The questions, then, are why didn’t first 

responders have access to floor plans for Building 2; why did they have so many 

problems? Is this failure a training flaw? Did first responders train in the abstract 

without any on-site exercises in the building sites they might have to respond to?  

 If the first responders’ police and emergency training was up to national 

levels as Hillard Heintze apparently believes, why then was the evacuation of 

Building 2 not well organized? The answer appears to lie in the words of the 

building’s employees responsible for carrying out the evacuation plans. They 

stated that neither security measures in the building nor the plans were sufficient.  

 Here are some of Hillard Heintze’s assertions: 

1. There were multiple coordination and radio communications problems 

during the rampage. Those problems are detailed on these pages. (On-

site training drills probably would have identified this problem.) 

2. Page 73 of Hillard Heintz Review: “ECCS (Emergency 

Communications and Citizens Services) call records identify 

that at 4:10 p.m., two detectives and two K9 officers, were 

among the first on the scene, entered Building 2 in pursuit of 

the attacker.” They encountered the shooter on the second 

floor, exchanged shots with him, and he retreated behind 

locked doors—doors these officers could not access. 

Uniformity in physical security might have saved lives. (On-site 

training would have picked this major flaw up as well as the 

fact that officers need to know where to go to get a layout of 

the building.) Even when the SWAT Team arrived at 4:26 p.m., 
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the killer was behind secure doors, officers could not access. 

(That is a 15 minute plus delay in pinning the killer down. How 

many lives were lost because of this delay?) 

3. Page 85 of Hillard Heintze: “There was mass convergence on the site of 

Building 2 in rapid time after the initial call of an active attacker. This 

was not a scenario addressed in protocols or in previous training. (Here 

again, there was a lack of training on this aspect of an active shooter 

scenario.) 

4. Page 85: A separate operations channel was established at 4:28 p.m., 

more than 20 minutes into the attack. This new channel was 

disregarded by many on the scene. Personnel inside Building 2, who 

directly engaged the attacker, had problems hearing one another and 

coordinating their actions. (Better communications standards and 

training would have prevented much of this problem.) 

5. Page 89: “Building 2 employees responsible for carrying out evacuation 

plans expressed that neither the plan nor security measures in the 

building are sufficient.” (Yet another instance where training and 

practice drills were needed.) 

LESSONS FROM PREVIOUS SHOOTINGS 

1. Paraphrasing the Governor of Colorado, in the introduction to the 

Columbine report/analysis, he asserts the commission investigating that 

shooting was not given subpoena powers because he never imagined 

anyone would decline to cooperate with the investigation. I would like a 

clarification of the subpoena powers our commission has. 
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2. In the case of the mass shooting at the Appalachian School of Law in 

Grundy, Virginia on January 16, 2002, school officials instructed a student in 

the administration section to shred all of the killers records. The student 

made copies, gave them to the family of the murdered student, and 

shredded the originals. All of this is documented in court records in Wise 

County, Virginia, because of a law suit filed by the three surviving students 

and the family of the dead student. My point is, if a law school will instruct 

a law student to destroy evidence, how can we be sure the City of Virginia 

Beach has not done the same thing?  

3. The same law school ignored warning signs. For example, a few weeks 

before the rampage, female faculty members asked the President of the 

Appalachian School of Law to hire security because they were afraid for 

their safety and the safety of the students. The school president responded, 

“You women and your hormones and your intuition … there is nothing for 

you to be afraid of it will be ok.” Within in a few weeks three people were 

dead and three wounded. The school claimed they knew the killer was 

violent. This incident can be confirmed in court records, in Wise County, 

Virginia. In the case of Virginia Beach, we know that at least two employees 

observed the killer’s aberrant behavior—his warning signs.  

4. At Virginia Tech, one of the school’s own psychologists deemed the Virginia 

Tech killer a threat to himself and others, and members of the English 

Department complained about his threatening behavior (one faculty 

member threatened to resign), yet the school feigned ignorance about his  

violent tendencies. The school downplayed any signs that the killer would 

resort to violence. Again, how do we know City of Virginia Beach officials 
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were not aware of the killer’s deteriorating stability and apparent mental 

illness? Virginia Beach employees may be reluctant to acknowledge there 

were warning signs of how serious the killer’s psychosis was. This 

reluctance may stem from a variety of feelings—guilt for not warning, fear 

of litigation, or fear of retaliation by the city. 

5. At Virginia Tech, the killer’s medical records were “lost” and then found 

after nearly all the families settled with the state. It would be suspicious if 

the City of Virginia Beach has lost records pertinent to this commission’s  

investigation of the crime.  

6. In the case of mass shootings in Virginia, not even the courts are immune 

from nefarious actions. When two of the Virginia Tech parents filed a 

lawsuit against Virginia Tech and won a jury verdict, the Virginia Supreme 

Court unanimously threw out the verdict. The problem was the Virginia 

Supreme Court attempted to rewrite history by stating (in the decision) 

that the Blacksburg Chief of Police was in charge of the investigation after 

the rampage began. In fact, it was the Virginia Tech Chief of Police who was 

in charge and he, not the Blacksburg Chief of Police, had the authority to 

warn the campus on the morning of April 16, 2007. This major error can be 

documented in the transcripts of the Pryde and Petersen trial. My point is 

people in positions of trust will do the most unsavory things to protect 

institutions, even when gross negligence has resulted in massive loss of life.  

 

 

FINAL THOUGHTS 
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 This Commission might want to look at what has happened since May 31, 

2019. Specifically: 

1. Has the city taken away, or threatened to take away, medical insurance 

from the families of those who lost loved ones in the rampage? 

2. Has the City of Virginia Beach intimidated or threatened employees with 

retaliation if they talk to this commission or bring lawsuits against the city? 

3. Has the City of Virginia Beach destroyed any evidence pertinent to our 

investigation (as the Appalachian School of Law tried to do)? 

4. If employees and/or elected officials decline to talk to us, or refuse to 

respond to or acknowledge a subpoena, what recourse does the 

commission have?   

5. The FBI’s Behavior Analysis Unit (BAU) states the following about the 

shooter:  “BAU assesses that the shooter suffered from significant mental 

health stressors which appear to have contributed in part to his 

decompensation in advance of the attack; however, mental health stressors 

alone cannot explain the Virginia Beach attack.” (The FBI appears to be 

saying that the major flaws and shortcomings identified by the Hillard 

Heintze Review played a role in the killer turning to violence. The 

commission should ask the FBI for what other factors may be involved.)  
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BLENDED TIMELINE 
MAY 31, 2019 

4:00 pm.-5:32 p.m. 
(The Blended Timeline Covers Only The Period From The Beginning Of 

the Rampage Until It Is Over And The Killer Is Pronounced Dead) 
 

 To help better understand the killer’s movements, I have blended the FBI 
Behavioral Analysis Unit’s (BAU) timeline with the Hillard Heintze timeline. The 
Hillard Heintze entries are in blue, and the Hillard Heintze timeline is in black. One 
entry, from the text of the Hillard Heintze Review, is in red. For some reason it 
does not appear in their timeline.  

 
4:00 p.m.   A co-worker of suspect (Antonio Dewayne Craddock)  
   sees him in the parking lot of Building 2 at    
   approximately 4:00 p.m.  
4:00-4:03 p.m.  Suspect shoots and kills first victim, Robert “Bobby” 
   Williams, parked two spaces from the suspect’s car. 
   Suspect walks toward entrance to Building 2 and  
   shoots second victim, Herbert “Bert” Snelling, Jr. on 
   the sidewalk leading to the front door of Building 2. 
   (The police report does not give more specific times 
   for these two killings.)  
4:03 p.m.  Suspect reaches the entrance of Building 2 and enters, 
   killing victim three, Michelle “Missy” Langer in the  
   stairwell near the first floor. 
4:04-4:05 p.m. It took the suspect approximately 37 seconds to reach 
   the third floor, southeast door which he accessed. 
   Suspect follows LaQuita C. Brown, fourth victim, to her  
   office and kills her. (The police report does not put a  
   specific time on the killing). The suspect then kills  
   victims five and six, Mary Louise “Mary Lou” Crutsinger 
   Gayle, in the hallway outside her office, and Alexander  
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   Mihail Gusev, in his office. (The exact time is not in the  
   police report.) 
 
   The suspect then shot and injured victim seven and  
   shot and killed Christopher Kelly Rapp, victim number  
   eight; he shoots and injures victim number nine (in the  
   same room as victim number eight.) Shooter then kills  
   victim number ten, Tara Welch Gallager. 
 
4:05-4:06 p.m.  Suspect arrives on second floor, southeast door, enters 
   the area and shoots and wounds Katherine “Kate” A.  
   Lusich Nixon (victim number eleven). 
4:06 p.m.  Suspect encounters Joshua O. Hardy, victim number  
   twelve.  Suspect then returns to Mrs. Nixon’s office  
   and shoots her again—this time killing her. (This   
   conclusion is based on a cell phone conversation Mrs.  
   Nixon had with her husband following her being   
   wounded.) 
4:06 p.m.?  Suspect encounters a coworker with whom he had an  
   emotional conversation earlier in the day, points a gun  
   at him, but does not shoot.  
4:06 p.m.  Virginia Beach Emergency Communications and   
   Citizens Services (9-1-1) received first 9-1-1 call about a 
   male bleeding behind Building 2. Detective Bureau  
   staff  responded on foot to Building 2, entered upon  
   arrival and began searching for suspect. 
4:07 p.m.  Suspect leaves the southeast area of Building 2. 
4:08 p.m.  (Twenty seconds are unaccounted for.) At    
   approximately this time, the suspect encounters Ryan  
   Keith Cox, victim number thirteen, who was shot and  
   killed at approximately that time. 
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4:08-4:09 p.m.? Suspect goes up the north stairwell to the third floor  
   where he shoots and injures victim number fourteen.  
   He then returns to the second floor. 
4:10 p.m.   Page 73 of Hillard Heintz Review: “ECCS (Emergency  
   Communications and Citizens Services) call records  
   identify that at 4:10 p.m., two detectives and two K9  
   officers, were among the first on the scene, entered  
   Building 2 in pursuit of the attacker.” If these officers  
   entered the building at 4:10 p.m. They encountered  
   the shooter on the second floor, exchanged shots with  
   him, and he retreated behind lockeds doors—doors  
   these officers could not access. Uniformity in physical  
   security might have saved lives. Even when the SWAT  
   Team arrived at 4:26 p.m., the killer was behind secure 
   doors, officers could not access. That is a 15 minute  
   plus delay in pinning the killer down. How many lives  
   were lost because of this delay? For some reason, this  
   is not in either timeline. 
4:10 p.m.   9-1-1 caller indicated suspect was a black male. 
4:10 p.m.  Active shooter reported by 9-1-1 caller. 
4:11 p.m.  9-1-1 Dispatch received a call incorrectly identifying  
   the shooter as a different employee who was fired the  
   day before. 
4:11 p.m.  The fire alarm was activated. 
4:12 p.m.  Suspect uses access card at the southwest door of the  
   second floor. (The next movements of the suspect are  
   not known.) 
4:12 p.m.   9-1-1 callers indicated the shooter had a silencer on his  
   Weapon.  
4:13 p.m.  9-1-1 caller provided the suspect’s correct name as the 
   shooter.  
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4:15 p.m.  Suspect enters the southeast door of second floor. He  
   kills victim number fifteen, Richard H. Nettleton and  
   injures victim number sixteen.  
4:15 p.m.  An additional 9-1-1 caller incorrectly identified the  
   shooter. 
4:18 p.m.   All available Virginia Beach Police Department (V 
   BPD) Special Weapons and Tactics (SWAT) officers  
   called to respond. 
4:18 p.m.  Two carbine rifle shots heard over officer’s body   
   camera. 
4:19 p.m.   Reports of shooter on second floor. 
4:19 p.m.  VBPD sergeant called over the radio in reference to a  
   person jumping from the second-floor window. 
Time ?  Officers searching for suspect, find him on second  
   floor. The suspect is wounded. Officers are unable to  
   pursue the suspect through a door because they did  
   not have the rights to the key entry door (Lenel) within 
   Building 2.    
4:19 p.m.  One of the officers engaging the suspect is shot in  
   torso and becomes victim number seventeen. 
4:19 p.m.  VBPD sergeant transmits over the air an officer had  
   been shot.  
4:20 p.m.   Radio transmission officer down. 
4:23 p.m.   Suspect was still actively shooting. 
4:24 p.m.   Officer who was shot was evacuated out of Building 2. 
4:25 p.m.  Federal Bureau of Investigation (FBI) Task Force   
   provided information on the suspect. 
4:26 p.m.  VBPD SWAT officers entered Building 2 
4:28 p.m.   Regional air ambulance “Nightingale” placed on   
   standby. 
4:29 p.m.  VBPD sniper on the scene. 
4:30 p.m.   FBI agents assigned to the Joint Terrorism Task Force  
   Squad 6 initiated a controlled response to the scene.  
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   Upon arrival they assisted with relocating witnesses to  
   the basement of the courthouse to provide witness  
   statements. 
4:34 p.m.   Officers isolated shooter in hallway 
4:40 p.m.   VBPD personnel began forming teams upon arrival to  
   make entry to clear the building. 
Time?  A stand-off existed until police SWAT executed a   
   tactical maneuver to breach the locked door and take  
   the suspect into custody; he is given immediate   
   medical care and transported to the hospital (See 5:03  
   p.m. entry) (Confusing—where does this fit in?) 
4:41 p.m.  Officers reported having the suspect on the ground. 
4:44 p.m.  Officers placed the suspect in custody. 
4:44 p.m.   Additional VBPD personnel began forming teams upon  
   arrival to make entry to clear the building. 
4:48 p.m.  Officers advise a tourniquet was placed on suspect’s  
   leg and he had a chest wound. 
4:50 p.m.   Virginia State Police (VSP) rescue team entered   
   building 2. 
4:57 p.m.  Third floor, Building 2 cleared. 
4:58 p.m.  Second floor of Building 2 secured. 
4:59 p.m.  VBPD deputy chief requested assistance from the FBI  
   for evidence response. (What does “response” mean?  
   Gathering, analyzing? I assume it means both.) 
5:00 p.m.  FBI supervisor confirmed FBI intelligence group would  
   work directly with VBPD Intelligence. 
5:01 p.m.   Regional air ambulance “Nightingale” landed near the  
   scene. 
5:03 p.m.  Alcohol, Tobacco, Firearms (ATF) supervisor contacted  
   VBPD advising ATF staff will be responding to assist. 
5:03 p.m.  Suspect placed in an ambulance. 
5:05 p.m.  Virginia State Police (VSP) assisted in clearing building.  
5:08 p.m.  First floor of Building 2 cleared. 
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5:11 p.m.   Command Post set up behind 1st Precinct; Special  
   Operations Captain in command. 
5:12 p.m.  FBI Norfolk Evidence Response Team (ERT) placed on  
   standby. 
5:13 p.m.  FBI advised VBPD they had initiated a mass shooting  
   investigation. No additional FBI assets requested at  
   that time other than ERT to remain on standby. 
5:20 p.m.  Investigative command post established by VBPD. 
5:25 p.m.   Basement of Building 2 cleared. 
5:31 p.m.  VBPD drone placed in flight. 
5:26 p.m.   Suspect Is pronounced dead. 
5:32 p.m.  VBPD officer called suspect deceased at Virginia Beach  
   General Hospital. Actual time of death 5:26 p.m.  
 


