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National Fire Fighter Near-Miss Reporting System

Working Group #4: PPE
The objective of this project is to analyze groups of reports received by the National Fire Fighter Near-Miss Reporting System and produce recommendations on correcting behavior or changing practice. 

The reports have been separated into 5 groups of reports that have been consistently linked to firefighter injuries/fatalities annually. The five categories are flashovers, vehicle blocking, maydays, PPE, and truss construction. 
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Report Number: 05-535 
Report Date: 09/19/2005 2304 
 

 

Demographics 

Department type:  Combination, Mostly volunteer 
Job or rank:  Fire Fighter 
Department shift:  Other 
Age: 25 - 33 

Years of fire service experience: 4 - 6 

Region: FEMA Region VI 
 

 

Event Information 

Event type:  Fire emergency event: structure fire, vehicle fire, wildland fire, etc. 
Event date and time: 09/01/2005 0000 

Hours into the shift:  
Event participation: Involved in the event 
Do you think this will happen again? Uncertain 
What do you believe caused the event? 
· Human Error 
· Equipment 
· Individual Action 
· Teamwork 

What do you believe is the loss potential? 
· Life threatening injury
 
 

Event Description 

At a structure fire, metal frame and metal siding workshop, I was on a 2.5" line with a firefighter from another department. At that time, we were conducting an exterior attack on the fire from the front of the building in front of a metal roll-up door. The door had fallen down and was lying in the way of us advancing the hose line into the shop to extinguish hot spots. It was also positioned in a way that it was difficult for me to get the stream where I wanted it inside the shop. I shut down the nozzle and moved the metal door, which was all the way on the ground now and not connected to the building. We had no problem directing our fire stream after that and we had a clear access point into the shop. About 10 minutes later, I was picking something up to move it out of the way, something smaller than the door, with my right hand, which had just a regular leather work glove on it the whole time, and noticed blood streaming down my wrist and in my glove. I reported to the ambulance and got it flushed, cleaned and wrapped and went back to work. If the cut had been any deeper it would have nicked one of my veins and I could have been in bad shape. I never felt the metal door cut into me. I was wearing full PPE the whole time, with the exception of my leather work gloves. I'll have a pretty good scar to remind me. If I had been wearing my fire gloves, which have extended cuffs on them, and asked for a hand moving the door I probably would not have been injured. However, at the time, there were not many firefighters on scene to help me, and coordination between the 4 or 5 departments that were there seemed somewhat non-existent to me. 4 other firefighters were taken out for rehab, two had IVs started on scene and two or three were transported to the hospital. The contents of the shop were pretty much a total loss. 
 

 

Lessons Learned 

Wear your PPE so that no skin is exposed. Ask for help when moving heavy objects. Don’t try to fight the fire by yourself. Less trucks and more manpower on the scene. Better training and equipment for volunteer firefighters. Some that were on scene just stood around not knowing what was going on and they couldn’t do much because they didn’t have the knowledge or the equipment to assist safely. Better coordination of tasks and teams. Some groups of FF’s with no PPE were walking around the shop with small portable foam units applying it to the fire through holes in the wall, while others were washing the foam away with the hose lines from the front of the building negating what the others were doing. 

 

Administrative Questions

# of personnel involved:  2

Detailed event type:  Structure Fire, Commercial
Command and control:  5 or more units

Company level staffing:  Four
Equipment type code:  Improper Use
Manufacturer:  N/A

Performance:  Failure to follow best practice

Sleep Pattern:  Less than 3 hours
Weather:  Clear and Dry
 

Report Number: 05-366 
Report Date: 08/02/2005 2040 
 

 

Demographics 

Department type:  Paid Municipal 
Job or rank:  Fire Fighter 
Department shift:  24 hours on - 48 hours off 
Age: 34 - 42 

Years of fire service experience: 17 - 20 

Region: FEMA Region IV 
 

 

Event Information 

Event type:  Other:  possible WMD 
Event date and time: 08/01/2005 1715 

Hours into the shift: 9 - 12 
Event participation: Involved in the event 
Do you think this will happen again? No 
What do you believe caused the event? 
· Command 
· Decision Making 

What do you believe is the loss potential? 
· Environmental 
· Life threatening injury 
· Unknown 
 
 

Event Description 

The incident was a possible WMD at our local hospital. The I/C and the Safety Officer entered the hot zone without PPE while I stood by with my company in FULL PPE in disbelief. The responding units included 2 engines, 2 rescue/ambulances, special operations/hazmat, other chief officers, the shift captain/I/C and the safety captain. I could not believe that not only did my I/C and safety officers enter the hot zone, but special ops entered without PPE as well. Common sense should have prevailed. We still do not know the substance yet. It is at the lab. 
 

 

Lessons Learned 

I have passed it on to our department safety officer who serves as the liaison to the city risk manager. 
Administrative Questions

# of personnel involved:  N/A

Detailed event type:  N/A

Command and control:  5 or more units

Company level staffing:  N/A

Equipment type code:  N/A

Manufacturer:  N/A

Performance:  Failure to follow best practice

Sleep Pattern:  N/A

Weather:  Cloudy and rain
 

Report Number: 05-496 
Report Date: 08/31/2005 0009 
 

 

Demographics 

Department type:  Paid Municipal 
Job or rank:  Captain 
Department shift:  24 hours on - 48 hours off 
Age: 34 - 42 

Years of fire service experience: 11 - 13 

Region: FEMA Region III 
 

 

Event Information 

Event type:  Fire emergency event: structure fire, vehicle fire, wildland fire, etc. 
Event date and time: 08/27/2005 2000 

Hours into the shift: 9 - 12 
Event participation: Involved in the event 
Do you think this will happen again? Uncertain 
What do you believe caused the event? 

What do you believe is the loss potential? 
 

 

Event Description 

First in engine arrived on scene with the ladder at a two-story town house with heavy black smoke pushing from the A-side front door. A working fire was declared. Right jump seat fire fighter [RJ F/F] was from another station filling in. I was a Captain less than 2 months at rank, station, and crew. We exited the truck and began preparing for an interior fire attack based on the conditions presented. RJ F/F pulled the 1 ¾” hand line and advanced it towards the front door, where I met up with him to don SCBA masks/go ‘on air’ and make entry, new design SCBA and masks placed in service within past two weeks. At this time, the ladder crew was in front of us preparing to search ahead of the attack line. RJ F/F was ‘gearing up’ I leaned in to him, grabbed his shoulder, and stated, “Slow down, take it easy, and make sure you get everything on right.” This statement was made based on personal experience and had nothing to do with the actions or lack there of from the RJ F/F. At this time I knelt down to don my SCBA face piece, hood, helmet, and gloves. As a side note, I was using new “test” turnout gear, 2nd shift with this new gear. While I had drilled several times with the gear, I knew I was not as fast “gearing up” as with my normal issue and ‘broken in’ gear. In addition, the ‘test’ gear has ‘wristlet’ style sleeves, which are designed for the ‘gauntlet’ style structural fire fighting gloves, and not the style I was using that day. This increased my gear up time by a few seconds I’m sure. As I was completing ‘gearing up,’ I noticed the ladder crew made entry and my RJ F/F went with them, command fault on my part, or lack of control. I finished putting on my gloves and followed immediately. Interior was charged with heavy black smoke and there was no visibility. As I stepped into the threshold of the structure I was met by my RJ F/F coming out, SCBA second stage regulator in his hand. We immediately exited the structure and I inquired if he was okay. RJ F/F stated his regulator has popped free from his mask and he might have taken in a little smoke, but felt okay. I reconfirmed his present condition as okay and asked if he wanted to continue by going back in, or if he was done and needed to withdraw from fire attack. RJ F/F stated he felt okay and thought he could go back in. He replaced his second stage, recheck it, and we re-entered the structure. Fire extinguished… Upon exiting we proceeded back to the engine to change out air bottles, and during discussion of the events upon entry, RJ F/F expressed a mild, burning feeling in his chest. I instructed him to stay at the engine while I reported to command the potential injury sustained. Command recommended RJ F/F to be examined by Rescue on scene. Rescue on scene examined RJ F/F and recommended he be transported to the ER. In the meantime, I secured RJ F/F’s SCBA, bottle, and face piece and took them to command to have secured for further investigation. RJ F/F treated and released that evening. New SCBA systems and masks have since been removed from apparatus due to possible interface issue between mask and second stage, currently under investigation. A combination of new equipment, SCBA system & turn-out gear, young officer, and a mixed crew, and possible human error from RJ F/F, possible lack of training RJ F/F, lack of proper command and control from myself of RJ F/F, and equipment interface issues, yet to be determined, all lead to a significant event occurring. Removing any one of these steps may have prevented this incident. 
 

 

Lessons Learned 

As stated before the chain of events was a combination of factors. Several corrective measures could be taken in the future the simplest revolve around training. 

 

Administrative Questions

# of personnel involved:  2

Detailed event type:  Fire Emergency Event

Command and control:  5 or more units

Company level staffing:  Three

Equipment type code:  Mechanical failure-design

Manufacturer:  N/A

Performance:  Failure to follow best practice

Sleep Pattern:  N/A

Weather:  Cloudy and rain
 

Report Number: 06-451 
Report Date: 08/31/2006 0311 
 

 

Demographics 

Department type:  Combination, Mostly paid 
Job or rank:  Fire Fighter 
Department shift:  24 hours on - 48 hours off 
Age: 34 - 42 

Years of fire service experience: 17 - 20 

Region: FEMA Region III 
 

 

Event Information 

Event type:  Non-fire emergency event: auto extrication,technical rescue,emergency medical call,service calls,etc  :  PPE reminder 
Event date and time: 06/07/2000 0000 

Hours into the shift: 5 - 8 
Event participation: Involved in the event 
Do you think this will happen again? No 
What do you believe caused the event? 
· Individual Action 

What do you believe is the loss potential? 
· Other 
 
 

Event Description 

We were special called for a large patient with a life threatening illness. I was the tower driver that day. Once on the scene, the Chief advised me to set up the tower to the second floor of a townhouse to remove a very large patient from the sliding glass door. I was standing on the turntable of the tower waiting for the patient to be packaged. The Chief advised me that I needed to put my helmet on while operating the aerial. I kind of avoided it until he advised me a second time to put my helmet on. After the call I was joking with the guy's about why I had to have my helmet on when we were just removing someone from the balcony. I think one of my statements was, "what’s a bird going to fall on my head?" About 5AM in the morning we responded to a working fire in an appliance store, we pulled up, had smoke showing, and it was time to go to work. I jumped out of the drivers seat, opened the compartment, and put my helmet on. I then proceeded to grab a 20' roof ladder to throw on the front of the building. When I raised the ladder, the bottom slipped and I lost control of it. The ladder fell from being straight up in the air, and the tip hit me on the helmet. The blow dropped me to my knees and had me seeing stars for a minute or so, but my helmet had saved me. I truly believe the Chief saved me from a serious injury, because he corrected me earlier in the day for not wearing my helmet. 
 

 

Lessons Learned 

I learned that even though you’re the driver, you need to wear your PPE. To prevent similar incidents, listen to your officers, they’re trying to make sure you go home in one piece. I believe that if we had the proper staffing levels I may have had some help with the ladder, even though it was only a 20' roof ladder. 
Administrative Questions

# of personnel involved:  2

Detailed event type:  Structure Fire, Single Family

Command and control:  2-4 units

Company level staffing:  N/A

Equipment type code:  Equipment not involved

Manufacturer:  Manufacturer not involved

Performance:  Failure to follow SOP-conscious

Sleep Pattern:  Not provided

Weather:  Cloudy and snow
 

Report Number: 07-916 
Report Date: 05/16/2007 1739 
 

 

Demographics 

Department type:  Combination, Mostly volunteer 
Job or rank:  Fire Fighter 
Department shift:  Duty night (in-station) 
Age: 16 - 24 

Years of fire service experience: 4 - 6 

Region: FEMA Region III 
 

 

Event Information 

Event type:  Fire emergency event: structure fire, vehicle fire, wildland fire, etc. 
Event date and time: 05/13/2007 1407 

Hours into the shift:  
Event participation: Involved in the event 
Do you think this will happen again?  
What do you believe caused the event? 
· Equipment 

What do you believe is the loss potential? 
· Minor injury 
· Lost time injury 
· Life threatening injury 
 
 

Event Description 

At 1407 hours on May 13th, 2007, I was staffing [Engine Number Deleted] as lead firefighter when a structure box was struck in our first due. [Engine Number Deleted] was committed to a gas leak call at the time of dispatch so we were the first in. Upon arrival, I found a two story single family structure with heavy fire showing from the two car garage on the baker side of the structure with some extension to the house itself on the same side. I pulled an initial 1 ½” attack line and flaked it to the end of the driveway in an attempt to knock the bulk of the fire (which had started in the garage) down and further prevent it from spreading to the structure any more than it had. With the arrival of other units, a 2 ½” line was pulled and I entered the structure with the second hose team. I continued to suppress the fire in the garage from the interior of the house through an access door while the 2 ½” hose team waited for water. After the line was charged, I was told to move to the second floor as the fire had spread to the attic and living areas. I arrived at the second floor landing and was met with extreme heat and heavy smoke. At this point my mask filled with smoke and I began to feel it as I inhaled. I attempted to press my mask against my face while operating my handline with the opposite hand in an attempt to clear it but to no avail. I handed my line off to another firefighter and informed my captain I had to exit the structure. He assisted me to the front door where the RIT grabbed me and helped me to the driveway where EMS rehab took over care. I was subsequently treated on scene and then airlifted to a regional burn center for inhalation injuries and precautions. I was released that night after observation. 
 

 

Lessons Learned 

I learned once again that the equipment issued to you is only as good as the person operating it in the first place. Complacency can kill on this job and you have to work hard not to fall victim to it. I'd like to think that I did as I was trained and maybe this was just an unavoidable accident due to faulty equipment. Either way, your life depends on the training, equipment, and awareness you have on scene of any incident. Maybe if I had taken an extra second to double check the seal on my mask before entering the structure I would not have had to leave and the fire might have been contained a lot sooner, but unfortunately we'll never know. I'm just glad I had the presence of mind to get out when I realized there was a problem and not try to macho my way through it just to fight fire. In conclusion, if I were looking for a sure fire way to prevent this from happening again I would say that before you even get on duty; a full thorough check of ALL equipment is required and beneficial to you. Remember not to get the "big eye" when you see fire and check yourself and your teammate to assure you are both properly geared for the situation and there is nothing amiss. 

 

 

Administrative Questions

# of personnel involved:  1

Detailed event type:  Structure Fire, Single Family

Command and control:  Unknown

Company level staffing:  N/A

Equipment type code:  Equipment not involved

Manufacturer:  Manufacturer not involved

Performance:  Failure to follow best practice

Sleep Pattern:  N/A

Weather:  N/a
 

Report Number: 07-846 
Report Date: 04/04/2007 1457 
 

 

Demographics 

Department type:  Paid Municipal 
Job or rank:  Captain 
Department shift:  24 hours on - 48 hours off 
Age: 16 - 24 

Years of fire service experience: 0 - 3 

Region: FEMA Region IV 
 

 

Event Information 

Event type:  Fire emergency event: structure fire, vehicle fire, wildland fire, etc. 
Event date and time: 03/30/2007 1230 

Hours into the shift: 5 - 8 
Event participation: Witnessed event but not directly involved in the event 
Do you think this will happen again? Yes 
What do you believe caused the event? 
· Human Error 
· Decision Making 

What do you believe is the loss potential? 
· Lost time injury 
 
 

Event Description 

Upon arrival at a 2500 square foot residential structure, fire personnel found 20 to 30% involvement of the rear of the house with 90% involvement of the attic. The initial 1 3/4 smooth bore line entered the front door. Upon arrival of the aerial, rescue, and 2nd engine, a back up line was pulled and the firefighters began to pull ceilings to fight the attic fire. One of the personnel from the first engine entered the structure without wearing his hood. He felt heat on his ears and other exposed skin from not wearing the proper PPE. We were very lucky that he was not severely burned due to not wearing his proper protection. 
 

 

Lessons Learned 

The firefighter that was almost burned learned that the hood is a very important piece of equipment. My suggestions for prevention are more training and harsher punishment if proper PPE is not worn. [Reviewer added] Perhaps research on firefighter burn injuries by the firefighter who did not properly don all of their PPE would help prove the reasons why it is worn. 
 

Administrative Questions

# of personnel involved:  1

Detailed event type:  Structure fire, Single Family

Command and control:  5 or more units

Company level staffing:  Three

Equipment type code:  Equipment not involved

Manufacturer:  N/A

Performance:  Failure to follow SOP-conscious

Sleep Pattern:  Not a factor

Weather:  N/A
 

Report Number: 06-168 
Report Date: 03/18/2006 0851 
 

 

Demographics 

Department type:  Combination, Mostly paid 
Job or rank:  Captain 
Department shift:  24 hours on - 24 hours off 
Age: 43 - 51 

Years of fire service experience: 24 - 26 

Region: FEMA Region III 
 

 

Event Information 

Event type:  Fire emergency event: structure fire, vehicle fire, wildland fire, etc. 
Event date and time: 02/14/2006 0230 

Hours into the shift: 17 - 20 
Event participation: Involved in the event 
Do you think this will happen again? Yes 
What do you believe caused the event? 
· Situational Awareness 
· Human Error 
· Weather 

What do you believe is the loss potential? 
· Lost time injury 
· Life threatening injury 
 
 

Event Description 

Early in the morning of February 14, 2006, I responded to a working house fire. Prior to my arrival on the scene I heard the first arriving engine company announce that there was a pool in the backyard of the house. When I arrived, I checked in at the command post and proceeded to take a lap of the house as I usually do. I was concerned over some of the information that was broadcast prior to my arrival. The front door of the house was padlocked and there had been police activity prior to our arrival. I was contemplating the hazards that may be present, possibly a hoarding situation, or a drug lab. As I reached Side Charlie, I used my Thermal Imaging Camera to look through the open sliding glass door. I was relieved to see that the basement was not overly cluttered and the thick smoke was pushing out of the basement but not under great pressure. This was going to be a routine fire. I planned to complete my lap of the structure, identify the wires, utility locations, and other hazards. Then I would grab my red hazard tape and mark off the pool. As I headed for Side David, I saw a table under the porch. It appeared that it was a few feet from the edge of the pool. My pathway was covered with snow. I looked back to examine the house as I proceeded past the table. Suddenly I felt the crunch of ice under my left foot and before I knew it, I was in the water. My first thoughts were “I am never going to hear the end of this”. I didn’t panic. I figured I would get myself out and would have to find some dry gear. I rolled to my back and was able to float with ease. Then as I tried to move, I felt the pool cover beneath me and ice all around me. I knew that I could make the situation worse if I tried to fight it. Looking up, I could see two crews preparing to enter the house. They were masking up, focusing on the fire. None of them realized I was in the pool. When I went to call for help, I realized that the extremely cold water had taken my breath away. I knew I had to yell loudly for the nearby crews to hear me. I did manage to get their attention but my lungs felt like I had just finished the Pulmonary Function Test. The first firefighter to see me attempted to reach for me and slipped into the pool also. Now I am mad because I know I have really screwed this operation up. As the other firefighters approached, I held my hands up and said, “I am OK, I just can’t move. Get the other firefighter out and then give me a hand.” 
 

 

Lessons Learned 

Lessons Learned Identify hazards and secure them immediately. When serious hazards are found on the fireground they are often announced over the radio but seldom are they immediately secured. Serious hazards include downed power lines, overhead lines in danger of dropping, swimming pools, etc. The pool was announced over the radio; they were preparing to take a hose line into the rear of the house. In similar situations, Command must assign someone to address the hazard immediately (RIT, EMS crew, etc.) On this particular incident the Safety Officer arrived along with 2nd due companies. The Safety Officer should have barricaded the hazard immediately. The Safety Officer’s plan was to complete a lap of the house and come back later to barricade the hazard. Watch your step. I was attempting to complete a lap of the structure. My focus was on the fact that the house may have contained hazards associated with hoarding. While walking around the rear I was using a Thermal Imaging Camera to look for hazards within the house. I estimated that there was 2 feet between the edge of the pool and a table on the deck. As I walked between them, I was still focused on the house. At this point, I stepped past the edge of the pool and the ice gave way. I should have focused on my path of travel rather than try to look at the house. I probably would have noticed that contour of the kidney shaped pool and that the pool cover was under the snow. Firefighting gear is buoyant. Many years ago, one of our training sessions was held at a local Recreation Center. Every firefighter entered the water with full PPE and SCBA. We were taught to lay horizontal. By keeping your arms and legs up, air will remain within the gear and water will be prevented from entering. As I hit the water, I somehow reverted back to this training. I went horizontal and floated for a few seconds. I tried to move but realized that the pool cover and ice around me were restricting my movement. I knew that if I tried to fight it I would become entangled in the cover and loose my buoyancy. I was looking at 5 or 6 firefighters and realized that none of them knew I was in the pool so I called out for help. Unfortunately, the first firefighter to attempt to reach me fell into the pool also. Reach, Throw, Row, Go. Remember these steps? Hopefully you have practiced them before. When reaching you should lie down or at least have a steady base and something to hold onto. Better yet, use a device to reach as the Engine Officer did. He extended the D-handle of a pike pole to me, which made an excellent handhold. The person extending the pole had his feet firmly planted. Wet Firefighting gear is heavy. Add 60 pounds for firefighting gear. Add another 40 pounds when it’s wet. An extra 100 pounds to my 2XL frame, I am not sure how many people it actually took to pull me out. Surprisingly nobody strained their back while assisting me. I wasn’t much help because my gear froze and stiffened immediately. When they pulled me to the edge, I attempted to swing a leg up but my gear was too heavy and my hamstring began to cramp from the cold. Maydays breed Maydays. I believe Chief Brunacini coined this phrase. In the case, it proved to be true. One firefighter in trouble turned into to two. When a firefighter is in trouble the focus of the incident changes. Several crews were diverted from their assignments in order to rescue the firefighters in trouble. It is our nature to help out our brothers and sisters. Unfortunately, this often causes breakdowns in command and accountability, which can lead to chaos on the fireground. Water is cold in February! On the morning of February 14th, the air temperature was 21 degrees Fahrenheit. The pool had a thin layer of ice on top of it. I have never participated in a Polar Bear Club event but I think I am qualified now. Fortunately, I was only in the water for a minute or two. It took my breath away and my legs did begin to cramp. If there hadn’t been crews operating on Side-Charlie I would have been in serious trouble. By the way, I was the Incident Safety Officer. Hopefully my story will not only lead to many years of laughs around the firehouse kitchen table but will benefit at least one of you at some point in your career. 
Administrative Questions

# of personnel involved:  2

Detailed event type:  Rescue, Not Specified

Command and control:  5 or more units

Company level staffing:  Four

Equipment type code:  Not involved

Manufacturer:  Not involved

Performance:  Loss of situational awareness

Sleep Pattern:  4-6 hours

Weather:  Clear and dry
 

Report Number: 06-307 
Report Date: 05/31/2006 1631 

 

 

Demographics 

Department type:  Volunteer 
Job or rank:  Fire Fighter 
Department shift:  Respond from home 
Age: 34 - 42 

Years of fire service experience: 11 - 13 

Region: FEMA Region III    

 

 

Event Information 

Event type:  Fire emergency event: structure fire, vehicle fire, wildland fire, etc. 
Event date and time: 05/29/2006 0913 

Hours into the shift: 0 - 4 
Event participation: Witnessed event but not directly involved in the event 
Do you think this will happen again? Yes 
What do you believe caused the event? 
· Human Error 
· Individual Action 
· Decision Making 

What do you believe is the loss potential? 
· Life threatening injury 
 
 

Event Description 

Company was called to a well involved vehicle fire under a bridge. First officer arrived on scene confirming well involved vehicle fire under an overpass bridge. Command was established and a talk group was assigned. First arriving engine drove under the overpass about 8 feet away from burning vehicle, pulled past and deployed 1 3/4 line. One person was on the hoseline, fully geared with SCBA. One person was sent to make access to the hood with the proper tools, protective gear, and SCBA. Company officer, serving as backup for the hoseline, was directly behind the nozzle. Officer was wearing turn out gear, had SCBA on back, but not secured, and was not wearing mask. Due to the vehicle being under the bridge, smoke was banking down. It is our SOG's to wear all protective gear in all IDLH situations. Fire was extinguished with no injuries to any personnel. 
 

 

Lessons Learned 

All protective gear needs to be worn by all members of the company including SCBA, with mask. 
Administrative Questions

# of personnel involved:  1

Detailed event type:  Vehicle fire on state rd

Command and control:  Single unit response

Company level staffing:  4

Equipment type code:  Equipment involved, not a factor

Manufacturer:  Not involved

Performance:  Failure to follow SOP-unaware

Sleep Pattern:  Not a factor

Weather:  Clear and frozen surfaces
 

Report Number: 06-535 
Report Date: 10/26/2006 1342 
 

 

Demographics 

Department type:  Volunteer 
Job or rank:  Lieutenant 
Department shift:  Duty night (in-station) 
Age: 25 - 33 

Years of fire service experience: 7 - 10 

Region: FEMA Region VIII 
 

 

Event Information 

Event type:  Training activities: formal training classes, in-station drills, multi-company drills, etc. 
Event date and time: 10/23/2006 1845 

Hours into the shift:  
Event participation: Involved in the event 
Do you think this will happen again? Uncertain
What do you believe caused the event? 
· Equipment 
· Training Issue 
· Decision Making 
· Communication 
· Individual Action 

What do you believe is the loss potential? 
· Minor injury 
· Lost time injury 
· Life threatening injury 
· Other 
 
 

Event Description 

TRAINING INJURY REPORT 10-24-06 [Name Deleted] Date/Time: 10-23-06, approx 1845hrs Location: [Name Deleted] Weather: Clear, calm, approx 50 degrees Operation: Fire Academy, Live Car Fire Training Apparatus: Engine [X] Equipment Used: Engine [X], operating with 750 gallons of tank water, 100 feet of 2 1/2in hose, a gated wye and two 100 foot sections of 1 ¾ hose equipped with Saber Jet nozzles Props: Four automobiles, the vehicle involved in the incident being a blue 2-door [name deleted]. The fires were to involve the passenger compartment of the car, which was stocked with various Class A materials, including wood, cardboard and out of service 5 inch hose. Ignition was to be accomplished using approx 24 ounces of gasoline and a standard highway flare. Incident Description: At approximately 1815, the academy and I members, my assistant instructors [names deleted] and our engineer for Engine [X] [name deleted] arrived at the training site and began preparing the drill. My assistants stocked all four vehicles with Class A materials while the academy class began laying out the hose lines for the drill. The 2 ½ inch line was charged, but the wye was left closed and 1 ¾ inch lines were both left dry. Firefighter [name deleted], acting upon my direction, broke the driver side window of the vehicle to provide adequate oxygen to the fire. I gathered the academy class and reviewed the expectations for this drill, and reviewed safety procedures. They were divided into two two-person teams and one three person team. Each team was assigned a safety officer/instructor. The plan was to have two teams fight a different car fire simultaneously, with the third manning a safety/back-up line. We had a brief discussion on hose streams, and instructor signals. Due to the fact that we had only 6 SCBA with us, and 7 students, I made the decision to handle the ignition duties and SCBA. I was wearing my full firefighting PPE ensemble, including bunker pants, coat (collar up and secured loosely), gloves, nomex hood and helmet. I cannot recall if my hood was actually over my head or around my neck, but judging from the burns I received, I believe it was around my neck. My helmet is not equipped with a face shield or Bourkes (due to prior damage) and the chin strap was not under my chin but behind my head. At approximately 1835, I filled a cup with about 24 ounces of gasoline (instead of diesel, due to previous issues with ignition failure during cold weather and repeated extinguishment) and splashed it into the passenger compartment. At this time, the students were instructed to don their gear and prepare to begin. There were some delays, and the students were just about ready at approximately 1845, although the lines off of the gated wye were not yet charged. I struck a flare and approached the vehicle, hoping to get it lit and let it get a good start before the students made their attack. My initial attempt at ignition failed, as I was unable to get the driver seat headrest to ignite. Suspecting that the fumes from the gasoline might be a potential flash hazard, I knelt by the driver door and reached my arm up and over the sill of the window, turning my head and sticking the flare down towards the floor of the car. It was at this time that there was a loud “whump” and a significant concussion. The impact of the explosion was powerful enough to knock my helmet from my head and throw it approximately fifteen feet and push me back. I was not knocked unconscious, nor was I knocked from my feet. I could feel right away that my eyebrows had been singed, and my face was very warm. I did not, at this point, think that I was injured beyond that. As firefighters [name deleted] and [name deleted] approached me, they asked if I was OK, and I replied that I thought so. They, along with firefighter [name deleted], took me to Engine [X] and examined my face. It was then that they discovered many small lacerations, probably a result of the remaining windows in the car breaking in the explosion. It also became apparent that I had received burns to my entire face, my ears and left side neck, and that I was bleeding from my nose as well. An ambulance was called and while we waited, I did my best to clean my face with saline and 4x4 gauze pads. Engine [XX] arrived shortly thereafter (perhaps at 1855?) and firefighter [name deleted] assumed my medical care. When [name deleted] arrived about 5 minute later, [Name Deleted] walked me to the ambulance and assisted with my care enroute to [name deleted]. I cannot accurately provide much more information for the next several hours due to the various pain medications I was administered, but upon my discharge from the hospital later in the evening, I was informed that I had sustained first degree burns to my face, neck and ears. There is some moderate blistering, and significant pain. There was no evident damage to my respiratory system and my eyes appear to have been unscathed. 

 

 

Lessons Learned 
Lessons Learned This incident and my injuries were completely avoidable. This was no accident but incidents caused by a failure on my part to appropriately address my own safety on the drill ground. Below you will find a list of omissions and failures on my part that led to my injuries. Fuel Choice: The [name deleted] uses diesel fuel as an accelerant when doing live fire training due to it’s significantly higher flash point . I chose to use gasoline due to the ease of lighting and re-lighting during repeated extinguishment while training. This was a poor choice on my part, and a contributing factor. To my knowledge, the NFPA recommends against the use of ANY accelerants during live fire training. The relatively small amount of gasoline I used proved to be more than enough to create a DANGEROUS fume build-up which, when ignited, created an explosion. Ignition Method: As long as I have been teaching similar classes for vehicle fires with [name deleted], the method of ignition was to attach a highway flare to a broom stick with duct tape and ignite from a distance. I personally have used this method DOZENS of times safely. During this incident, I failed to bring a broom stick and decided to initiate ignition with the flare in my hand. I honestly did not even remember the stick trick, and never considered the danger of this ignition method. This omission on my part placed me at arms length from what was essentially a low-yield bomb. Protective Gear: Due to the shortage of SCBA on the drill ground, and the fact that I wanted to get this class completed by 2200hrs, I made a hurried decision that the students would all wear SCBA to facilitate rapid rotation of the teams through the various fire scenarios. I was therefore not wearing an SCBA during ignition! Had I been wearing an SCBA, this report would not be necessary. Also, I was not using a face shield or ANY other eye protection. The only reason my eyes were not severely injured was because I had them closed at the time of the explosion. My eyelashes and eyebrows were completely burned off, and the deepest burns are around my eyes. This is probably the most terrifying issue surrounding the whole incident for me. I did receive moderate burns and cuts to my ears and neck as well. As I stated in the initial pages of this report, I cannot remember if my Nomex hood was up or down, and am not positive that I had it on. Due to the injuries I received, I must assume that it was down or I wasn’t wearing it. Once again, a simple, unconscious omission on my part results in preventable injuries. 

 

Administrative Questions

# of personnel involved:  1

Detailed event type:  Training Activity

Command and control:  No unit/apparatus involved

Company level staffing:  N/A

Equipment type code:  Equipment involved, not a factor

Manufacturer:  Manufacturer not involved

Performance:  Failure to follow SOP-conscious

Sleep Pattern:  N/A

Weather:  Cloudy and frozen surfaces
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