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National Fire Fighter Near-Miss Reporting System

Working Group #1: Flashovers
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: 06-132 
Report Date: 03/03/2006 0720 
 

 

Demographics 

Department type: Paid Municipal 
Job or rank: Lieutenant 
Department shift: 24 hours on - 48 hours off 
Age: 25 - 33 

Years of fire service experience: 11 - 13 

Region: FEMA Region IV 
 

 

Event Information 

Event type:  Fire emergency event: structure fire, vehicle fire, wildland fire, etc. 
Event date and time: 12/23/2005 1750 

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

· Command 
· Training Issue 
· SOP / SOG 
· Decision Making 

What do you believe is the loss potential? 
· Property damage 
 
 

Event Description 

We were first due at a single story residential fire with heavy fire in the garage and brown, turbulent smoke pushing from the eaves on all four sides. As the officer of the engine, I knew we had fire in the garage and attic. We stretched a 1 3/4" line to the front door and proceeded towards the garage area. The IC arrived on scene and took command. I gave him a "CAN" report - Conditions - heavy smoke to the floor with no visibility and high heat, Actions - hitting the fire that is rolling into the dining room from the garage and in a "hold" until conditions improve, Needs - second line for attic fire and ventilation both horizontal and vertical. The IC confirmed my "CAN" report. The second due engine is required to secure a water source per SOP, but when they arrived on scene they reported that a "mail box was in there way, and cannot get to the hydrant." The second due engine then proceeded to stretch a second 1 3/4" line. The first arriving truck arrived on scene and per SOP is required to vent and search. The Truck instead reported "there is a lot of fire, command, do you want us to pull a 2 1/2" line?" The IC confirmed to stretch a 2 1/2" line, which now meant we had two 1 3/4" and one 2 1/2" off our engine without a water supply and nobody performing vent. As I heard this on the radio, conditions were starting to worsen. Our TIC "whited out" on my crew, the heat was dramatically increasing, and we had water flowing for at least 1 1/2 minutes. We knew our water wasn't going to last much longer. I pulled my crew out while hitting the fire to prevent flashover. Ten seconds after we exited the front door we ran out of water. The third due engine finally established a water supply and the second due truck performed vent. 
 

 

Lessons Learned 

There were numerous lessons learned. Command - Must have a strong command presence. When the second engine pulled a second line instead of securing a water supply, command should have said to secure a water supply or give their tank water to the first engine. In addition, when the truck asked to stretch the 2 1/2" line, the IC should have redirected them to vent and search. Ventilation would have released the heat and smoke allowing us to push to the seat of the fire. Decision Making - Having made the decision to pull my crew out when my support was not there was a correct decision. The other companies should have put the operation success first instead of "wanting to put water on the fire." Their decisions lead to a defensive attack that caused more property damage. Situational Awareness - As my crew made comments to me about the heat increasing, the conditions not improving, we were aware of our surroundings while taking a beating. The IC did not recognize the two main factors of why fires don't go out...ventilation and water. The truck should have recognized that venting would have dramatically helped the first engine. SOP - The second engine and first truck did NOT follow our Typical Expectations SOP. This led to a breakdown of priorities on scene. Training - I trained with my Driver never to charge any additional hoselines without a water supply. Reinforce with everyone the roles and responsibilities of their job functions. We need to train our command staff on how to handle situations when things don't go as on their check-off sheets. 
Administrative Questions 
# of personnel: 5
Detailed event type: Structure fire, multi-family
Command and control: 5 or more units
Company level staffing: Four
Equipment type code: N/A
Manufacturer: N/A
Performance: Failure to follow best practices
Sleep pattern: N/A
Weather: Not reported
 

Report Number: 06-292 
Report Date: 05/24/2006 0904 
 

 

Demographics 

Department type:  Volunteer 
Job or rank:  Other :  Past Chief 
Department shift:  Respond from home 
Age: 34 - 42 

Years of fire service experience: 17 - 20 

Region: FEMA Region III 
 

 

Event Information 

Event type:  Fire emergency event: structure fire, vehicle fire, wildland fire, etc. 
Event date and time: 12/02/1995 0300 

Hours into the shift: 0 - 4 
Event participation: Involved in the event 
Do you think this will happen again? Yes 
What do you believe caused the event? 
· Communication 
· SOP / SOG 
· Training Issue 
· Accountability 
· Command 
What do you believe is the loss potential? 
· Life threatening injury 
 
 

Event Description 

(Deleted) fire companies from 3 neighboring cities, along with several emergency medical units were dispatched for a building fire with numerous subjects trapped. The building was a three story, brick frame structure with a total of 18 apartments. The floors were served by an open stairway at the front of the building and a closed stairway in the rear. A long hall on each floor that split the apartments from side to side connected both stairways. The first floor was half set into the ground at all sides. I responded from our station as the Captain on the first due ladder truck. I had a crew of five fire fighters including the driver and myself. As we responded, Chief Officers advised that several persons were trapped and more were jumping from upper story windows. Our apparatus was the first to arrive on scene and I observed heavy fire conditions involving the entire front stairway. We placed our apparatus in front of the building to reach the third floor. Several police officers assisted my crew with positioning ground ladders to trapped occupants on all sides of the building. While one of the rescues was being conducted, a subject jumped from a third floor window and struck a fire fighter half way up a ground ladder. The fire fighter was able to maintain his grip on the ladder, but the occupant fell to the ground. Another rescue attempt was made at a third floor window. The window was approximately seventy percent involved in fire. It had been reported that a subject had been seen just minutes before at the window. Without the protection of a hoseline, fire fighters from my crew and I attempted to gain entry into this window. We were unable to do so and had to back out. While my crew was making a third rescue from a window the Assistant Chief of a neighboring fire company advised me that there was an invalid trapped in a second floor apartment. I accounted for my crew and we entered the rear stairway. At the second floor landing, we located the first-in engine crew from another department. They had pulled a 1-¾ inch hand line to the landing and were attacking the fire in the second floor hallway. I observed heavy smoke conditions from the third floor above us and moderate fire conditions in the second floor hallway. I advised these two fire fighters of our orders and had both crews enter the hallway. One of the fire fighters from my crew took over as the nozzle man. The two others each partnered with a fire fighter from the other department. Each pair began primary searches on either side of the hallway as I pulled more hose into the hall and the nozzle man moved forward. After the first two apartments were searched, all of us moved down the hall to the next set of apartments. While crews were searching in these apartments, I observed the ceiling behind us collapse into the hallway and onto the hoseline. At this time I made an attempt to call the incident commander to notify him of our position and of the collapse. I called for him and he did not immediately reply. Moments later I did not heard the incident commander calling me. As crews came out of the second set of apartments I attempted to call again, but there was no answer. After reviewing the audiotape, which I still have, several other units and Chiefs are heard discussing exposure problems, electric problems, notification for fire marshals, and the Red Cross. All while my crew is searching for reported people trapped on the same channel. Assuming that the Chiefs could not hear me I removed my Scott SCBA regulator from my facemask and attempted to call again. On the audiotape these calls are heard, but not answered. While making this call I fell into the floor, my legs were dangling into the first floor. The only thing keeping me from falling through was that my air pack was wedged between the floor joists. It was later reported to me that the first floor hallway was involved in fire. I quickly scrambled to locate my loose regulator. Once I had the regulator back in place I yelled for everyone to bail out of the building. As the crews returned from searching the last set of apartments they too fell into the floor. I could feel that firefighters were next to me in the floor. I heard a crash and the fire fighter to my left slumped over onto me. Another firefighter later reported that a piece of wood had fallen and struck this fire fighter on the head. I called again for the incident commander, this time screaming into the radio. The audiotape is very hard to understand. Several seconds went by and I could not make contact with any other fire fighters any more. I did not know what happened to my crew. Suddenly the heat started to build up. It became unbearable. I leaned forward as much as possible and reached for the bale of the nozzle I assumed was still in front of me. I was able to get my fingertips on the bale and pull it back, opening the nozzle above my head. I now had to make the biggest decision in my life. Either I had to stay and try to make sure my crew was getting outside or go out the way I came in. Without being able to make contact, either verbally or physically with any other fire fighters I decided that I had to get outside to get help and regroup, and then I would be able to help them. Every decision I make on the fireground, every thing I teach to other fire fighters reminds me of this moment. I left my crew! To this day, I do not remember how I was able to get out of the floor, I just know that I did and I started following the hoseline out. Then I reached the area that had collapsed behind us. It was at this point that I started thinking about what was going on. Everything else I had done was from my training. Making the ladder rescues, accounting for my crew, assessing fire conditions, attempting to communicate, advising everyone to get out, reaching for the nozzle, and knowing that I had to leave to stay alive was all training. Now I realized that I had a real need to get outside. I remembered that I was in a hallway and continued to proceed straight ahead. Several feet later, I reached the rear stairway and made my way out of the building. A moment later, I was able to reach the incident commander by radio and advise him of the interior conditions and the unknown status of my crew. He reported that crewmembers had exited the front of the building. They exited over a roof ladder that had been placed over the burnt out stairway in the front of the building. Some others left via windows from apartments on the second floor. A fire fighter that was unconscious was carried out and had regained consciousness when they reached the exterior. Crews in the front of the building were amazed; no one had advised them of our crew’s position. No one came to their aid. None of my crew was ever checked by emergency medical services. Fire fighters in the front of the building had attempted to gain access through the stairway without success. After my crew had exited, they placed a 2 1/2 line into the stairway without knowing that I was still in that hallway. This was when the heat came down on me. 
 

 

Lessons Learned 

I have reviewed this incident in my mind thousands of times. For two years after this incident I stayed away from the interior of buildings. Not until I was training in a flashover simulator was I able to really get back my confidence. Since this fire several changes have been made with the way our company operates. We have rapid intervention teams. We have rehab sectors. We have improved our incident command system and have more training. Most importantly we now teach fire fighters to transmit messages without waiting for a reply. I had been trained to call first, get a response, and then continue with my message. Even though Chiefs sometimes answered me, they never knew the gravity of the situation until after it was too late. Some Chiefs even continued to transmit while the fire radio was attempting to clear the air so I could report the interior conditions and the unknown status of my crew. I think that if I had just transmitted our location and that we were in trouble, several times, outside crews would have received it and then could have responded to our needs. Our department now teaches fire fighters to use “Mayday” and we are working on a countywide twenty-minute mark system. All Chiefs and incident commanders around the world need to remember that their radio message may not be the most important thing on the fire ground. Let those who are working the interior and roof use the radio when they need it. It may be the last chance they have. 
 

Administrative Questions 
# of personnel: 100
Detailed event type: Structure fire, multi-family
Command and control: 5 or more units
Company level staffing: Four
Equipment type code: Equipment involved, not a factor
Manufacturer: Not involved
Performance: Failure to follow best practices
Sleep pattern: 4-6 hours
Weather: Not reported
Report Number: 06-347 
Report Date: 06/29/2006 1232 
 

 

Demographics 

Department type:  Other:  combination half paid and half volunteer 
Job or rank:  Fire Chief 
Department shift:  Other:  2 24 hr shifts 3-platoon 1-9hr shift Mon-Fri in house duty crew Mon-Fri 18:30-23:00 home response 
Age: 34 - 42 

Years of fire service experience: 21 - 23 

Region: FEMA Region II 
 

 

Event Information 

Event type:  Fire emergency event: structure fire, vehicle fire, wildland fire, etc. 
Event date and time: 06/01/2006 2252 

Hours into the shift: 13 - 16 
Event participation: Told of event, but neither involved nor witnessed event 
Do you think this will happen again? No 
What do you believe caused the event?
· Communication 
· Teamwork 
· Individual Action 
· Situational Awareness 
· Accountability 

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

Event Description 

At approximately 22:54 hours, while operating at (location deleted), Central called (Chief A) to ask if (alternate location 1) backed up to the fire that he was attending. (CHIEF A) replied, "No, that it is in (name & number deleted)'s local." Central commenced dispatched companies for a working house fire at this location. At this same time, Central was receiving numerous calls from residents of (alternate location 2), which is in a development nearby. The dispatchers were questioning the callers if (alternate location 2) backed up to (alternate location 1), to which they were not given an answer. The Ladder Company continued into (alternate location 2) prior to proper notification of the location of the fire. Engine (A), hearing the conversation that Central had with (CHIEF A), reported that (alternate location 1) does back up to (alternate location 2). Engine (A) and (CHIEF B) continued into (alternate location 1). The EMS Chief, who lives behind (alternate location 1), was listening to the communications on the radio, and decided to respond. He was the first responder to arrive on location and reported heavy fire with possible elderly victims trapped. The neighbors informed the EMS Chief that due to the fact that there was still one (1) car in the driveway they assumed they were home. Engine (A) arrived at the top of the Court and stopped at the hydrant. They proceeded into the fire immediately without hooking up after hearing the EMS Chief's report to Central regarding people being trapped. Engine (A) arrives and finds a two story SFD with heavy fire in the garage area through the roof and extending into the second floor living area. Engine (A)'s officer ordered his crew to force the front door. The crew exited the cab, grabbed a battering ram and irons from their vehicle, and proceeded to the front door to force entry. Engine (A)'s chauffer assisted the EMS Chief in stretching the 1 3/4" hand line and gave it to the officer of Engine (A). Engine (A)'s officer called for water so that he could cool down and protect his crew while they forced entry to the front door. The fire had advanced out of the garage area and started to come across the front porch. At approximately 22:59 hours, EMS Chief reports that Engine (A) is in service with a 1 3/4" hand line. At approximately 23:00, hours (CHIEF B) arrived and pulled the command vehicle to the Division "B" side of the fire building and turned off the command vehicle. (CHIEF B) proceeded to the fire building to conduct a 360 degree size up and noticed the crew from Engine (A) trying to force the front door. He also noticed that the lieutenant had the hand line and was protecting the crew from the fire and heat while trying to force the door. (CHIEF B) noticed that the line had kinks in it so he started to undo the kinks. He then proceeded to undo the hydra-assist valve so that the squad could start to stretch the supply line. (CHIEF B) also noticed that the crew did not have the thermal imaging camera so he retrieved it from the front of the truck and handed it to the company officer. At approximately 23:02 hours, (CHIEF B) ordered Ladder Tower (A) to stage out of the court, proceed up to the fire building, and go into service with a 2 1/2" hand line. He also ordered (a second company) to pick up the hydrant. It was at this time that the lieutenant from Engine (A) ordered his crew to take the window to the left of the door and go inside to unlock and open it. Engine (A)'s crew went to the window and took out the glass to look inside. They saw that there was too much stuff in the way to make entry. Note this window is approximately three to four feet above grade and behind a large evergreen bush. One of Engine (A)'s crew re-routes to the Division "B" side of the fire building. The other crew member followed him. The lieutenant from Engine (A) noticed his crew going toward the back of the fire building and commenced chasing after them. Engine (A)'s crew arrived at Division "C" side of the fire building and they gained access to the porch. They attempted to force the back door but they were unsuccessful. The crew then took out the back window that is to the left of that door. The lieutenant noticed that his crew had succeeded. He ordered them to go in and told them he would catch up with them, as he was not prepared to go into service. He did not have his gloves on nor was he wearing his hood or mask. The lieutenant stated that his crew was against the window sill and had to stay low because of the black smoke coming out of the top of the window. Fire was penetrating through the smoke. At approximately 23:04 hours, (CHIEF B) approached Engine (A)'s officer as he was preparing to make entry. (CHIEF B) ordered the lieutenant not to go in because he (CHIEF B) was pulling everyone out. The BC notified Central to commence the evacuation tones and stated that there were two firefighters unaccounted for. It was around this time that (the second company) was arriving and pulled into the court since the supply line had been secured by the squad. One of the crew members from (the second company) noticed a collapse within the fire building. He immediately notified his officer, informing her that it was located in the Division "B/C" side of the garage area. Between 23:02 hours and 23:04 hours, Engine (A)'s crew made it up to the front of the fire building and went to Division 2 to conduct a search. Part of Ladder Tower (A)'s crew went to the front door and checked to see if the door was unlocked. It was not so they continued to force entry at the front door in order to gain access. While this was going on the lieutenant from Engine (A) called for his crew over the radio. His crew was not responding. The lieutenant started using their first names to try and get them to answer; still no response. As the evacuation tones were going off and Ladder Tower (A) hit the front door, the door opened and the two unaccounted crew members from Engine (A) came out. (CHIEF B) called for a personal accounting report and was told that all personnel had been accounted for. (CHIEF B) had the oncoming BC take OPS and (CHIEF A) conduct the accountability. The companies regained their composure and completed their assignments. Companies encountered water flow problems at this incident. The oncoming BC checked the hydrant the next day and found that everything was okay. It had 80 psi. to start and that the 2 1/2" outlet had 55 psi. That amounted to 1,250 gallons per minute as well as a residual of 60 psi. Operational concerns of individual companies: Engine (A) Company did not lay supply line in. Reason given by crew: report from EMS Chief and (the second company) were coming. Company officer did not maintain company integrity and company assignments. Company did not recognize the signs of the situation that they were faced with due to heavy fire rapidly advancing. The company officer had to keep crew cooled down with 1 3/4" hand line while trying to force the front door. Company did not follow officer's orders. Company did not recognize the signs of a bad situation when entering the fire building in Division "C" and the conditions that were present. Company members did not wait for officer, nor did they have a hand line with them to protect them and the stairwell. Company did not communicate with their officer or command when they made their way up to Division 2 for the search. Company was unsuccessful at opening the front door, which would have given them a means of egress. Company could not hear the radios because of the noise that the fire was making. The crew stated it sounded like a freight train, which is one of the signs for flashover that they did not recognize. Company officer was not prepared for fire fight, i.e., gloves not on, hood not on, and mask not on. Company focused on forcible entry and rescue. The company did not at any time attempt to control the spread of fire by trying to extinguish it. Company officer did not communicate a personal accountability report over the radio to command. Company officer never communicated with command about having his company relieved. Operational Concerns of Command: BC did not stay with command vehicle or go back to it after doing size up of the fire building. BC did not complete a 360 degree size up BC did not focus on situation, got distracted with kinks in hand line, removed hydra-assist valve from supply line, and getting equipment for crew that they did not have. BC gave conflicting reports to companies to put ladder pipe into service and still had companies going into building BC did not use evacuation tones over the radio. BC did not establish a safety officer. BC allowed the companies to operate in collapse zones. BC did not notify Central that PAR was complete and that all personnel were accounted for. Central had to ask the BC for this information. BC never mentioned collapse over radio. BC never set up collapse zone nor did he notify the companies of this. Operational Concerns of Ladder Company: Company officer did not have full accountability of his company. Company officer did not relay information to his company members. Company did not stay together. The crew split up two firefighters to do one thing; one firefighter was performing one task while the other was performing another. One firefighter was taken out of service and was standing by the truck. It was found out later that this individual did his own thing until taken out of the incident and returned to station. Operational concerns of Quint Company: Company never notified command that they had witnessed a structural collapse. 
 

 

Lessons Learned 

The department and its members have to change the culture that has been bred into us. Companies have to train like they work and they have to take the training more seriously Department has to develop an officer leadership program and maintain it. All members have to stop and take in the whole incident, which is size up of the scene, instead of rushing into it and getting tunnel vision on one assignment given to them. All members especially the officers have to look at the risk versus gain with the situation they are faced with. All members, especially the officers, have to maintain company integrity at all times. They must make sure everyone is ready to go to work and has the proper equipment needed for the task assigned. All members have to maintain communication with each other, face to face, over radio. All officers and the incident commander have to maintain communication and accountability of personnel on location at all times. All officers need to make sure all orders and communications are clear and to the point. Incident commanders need to stay focused on the entire scene. They need to remain at the command post and use the equipment provided to them in the command vehicles. Training has to be conducted once a month on county radio procedures using all the functions of the new radio system. Department will be revisiting SOGs and making proper changes to them to prevent this situation from ever happening again Department needs to train with other town agencies to maintain roadways into the incident scene and hooking up to hydrants. Department is getting digital voice recorders for operation channels to be able to have a recording of all voice communications on the incident scene. Department is looking into getting video recorders for all vehicles to be able to record all actions on the fireground. Department is focusing on the training division to enhance this division with personnel and money. This will take time because of financial impacts that the department faces. 
 

Administrative Questions 
# of personnel: 4
Detailed event type: Structure fire, multi-family
Command and control: 5 or more units
Company level staffing: Three
Equipment type code: Equipment involved, not a factor
Manufacturer: Not involved
Performance: Failure to follow best practices
Sleep pattern: Not a factor
Weather: Clear and dry
Report Number: 06-441 

Report Date: 08/23/2006 0936 
 

 

Demographics 

Department type:  Combination, Mostly paid 
Job or rank:  Fire Fighter 
Department shift:  24 hours on - 48 hours off 
Age: 25 - 33 

Years of fire service experience: 4 - 6 

Region: FEMA Region III 
 

 

Event Information 

Event type:  Training activities: formal training classes, in-station drills, multi-company drills, etc. 
Event date and time: 09/05/2005 0900 

Hours into the shift: 0 - 4 
Event participation: Involved in the event 
Do you think this will happen again? Yes 
What do you believe caused the event? 
· Equipment 
· Situational Awareness 
What do you believe is the loss potential? 
· Life threatening injury 
 
 

Event Description 

Our station had been assigned for multiple company training at the fire academy that day. When we arrived, we were told that we would be doing flashover training along with other training throughout the day. The flashover simulator was the first event of the morning. The weather was sunny, clear skies and moderate heat. When we prepared for the event we were given alternate facepieces to use that were for training purposes only and helmets that were for the same uses which had special hoods on them for heat protection. The facepieces and helmets that were given to us were ones that had been used numerous times in high heat environments. Some were pretty charred up. The placement of the firefighters in the simulator was decided by the officers. The rookie and I were placed in the front of the simulator closest to the fire so that we could readily observe the fire behavior. The temperature in the simulator was mild but getting hotter as the fire progressed. For a few minutes the drill seemed to be going as planned. There were probably two or three simulated flashovers that had occurred and been cooled when the temperature began to get really hot all of a sudden and the conditions seemed to be worsening rather quickly. The stoker began to call for the vent to be opened. He was informed that it already was. I can remember hearing my officer stating over and over that it was getting really hot and that it was too hot. At this point, the fire was actually coming down on me and the rookie with some intensity. I can recall my hands and shoulders burning like they were melting off. I can also recall thinking it was cool to be able to actually see the fire up so close and see what it would have felt like. I also recall smelling what I thought was smoke or byproducts through my mask. It smelled like burning plastic but I thought nothing of it because I thought that it was a leak of some sort in my seal. The stoker is getting really excited now and screaming for someone to open the door because the heat was incredible. My officer was already on the floor and instructed me to get down as well due to the heat. The smoke right now is really thick and you could see little flickers of fire rolling overhead so you knew that flashover was imminent. Within seconds of getting on the floor, the flashover occurred and I was able to look up at the fire since it was right on top of me and see through my face piece (something I had not been able to do because of the amount of smoke). It was at this point that I realized that my facepiece was melting right in the middle just above the nose cup. I immediately told my officer that my facepiece was melting and he started screaming for me to get out. I can remember feeling like he was over reacting because I really didn’t think it was a big deal nor did I realize just how close I was to being fatally hurt. Also being the only girl in the event, I didn't want anyone to feel that I had ruined it for everyone else or that I couldn't handle the heat. Once I was ordered out of the simulator, I covered my facepiece with my hand and exited immediately. The drill was then called and everyone exited the simulator. After it was all over and everyone was out of the simulator the rookie showed me that he had sustained a decent sized second degree burn to the shoulder that was closest to the fire. He never reported it because he didn’t want to draw attention to himself and begged me not to say anything telling me that he was fine. I did not sustain any major injuries from the drill. I had some first degree burns to my hand, shoulders, and face; but the potential for a severe respiratory burn was definitely there. According to my officer, I had about 3-5 more seconds before my mask would have opened up and exposed me to seriously high heat. Upon inspection of the mask which I still have, the melted plastic was about 2-3 inches around in a circle and bubbled all the way through to the inside with bubbling and charring on the outside as well. 
 

 

Lessons Learned 

I learned that if you smell plastic that you should attempt to look and see if your mask is compromised. I will never forget the smell or the experience. Always tell someone and never be ashamed to leave. Your life could depend on it. I also learned that when it feels too hot, it probably is. 

 

Administrative Questions  
# of personnel: 5
Detailed event type: Training, live firefighting at FD training facility
Command and control: No unit/apparatus involved 
Company level staffing: Five
Equipment type code: Improper use
Manufacturer: N/A
Performance: Loss of situational awareness
Sleep pattern: Not a factor
Weather: Clear and dry
Report Number: 06-493 
Report Date: 09/29/2006 2228 
 

 

Demographics 

Department type:  Combination, Mostly volunteer 
Job or rank:  Fire Fighter 
Department shift:  Straight days (10 hour) 
Age: 43 - 51 

Years of fire service experience: 14 - 16 
Region: Canada 
 

 

Event Information 

Event type:  Training activities: formal training classes, in-station drills, multi-company drills, etc. 
Event date and time: 05/16/2005 0000 

Hours into the shift: 0 - 4 
Event participation: Involved in the event 
Do you think this will happen again? Uncertain 
What do you believe caused the event? 
· Situational Awareness 
What do you believe is the loss potential? 
· Minor injury 
 
 

Event Description 

I was conducting introductory live fire training exercises for a recruit class. Conditions for entry were restricted to below 400F measured at 42" above the floor with medium smoke conditions as the objective. Earlier in the day we had conducted a safety walk through of the tower with the instructors and students to identify window and door locations and operation in the event of a situational development. I had done this for the past seven years and had a thorough routine (or so I thought) for assessing and advising tower conditions. The morning passed well with three small burns in the lower chamber conducted and the students had performed well. After lunch, another instructor and I made entry to re-start the burn in the lower chamber. Per SOG, three hard wood pallets were placed on the ember bed and as they proceeded to ignite we made for the ante room exit. Passing through the ante room I noted a couple of pallets and some debris on the floor. Ducking down to hands and knees I tidied up as my partner exited. "I'll only be a few seconds..." I remember thinking. Suddenly the blackened room turned bright and I looked up over my shoulder. The ceiling and upper walls were ablaze with "liquid flame" falling from the ceiling. Heat pressed down quickly. I flattened out and belly crawled for the exit. Heat surged through my bunker gear and my face plate blurred. Crawling past the burn chamber I kicked the steel door shut and levered myself for the exit, barrel rolling out onto the training ground. From my back I kicked that door closed and popped up onto my feet in front of a dozen stunned on lookers. It was then I realized the purge valve on my Scott 2.2 was actually aflame and I snuffed it out with my glove. Responsibility for the tower took hold. I darted around the first level and opened relief hatches. Returning to the main entry, the thermocouple display as surging past 1300F and peaked about 1390F before cooling began. Fellow instructors came to my aid as I removed my gear piece by piece. A few moments of fresh air and water had me turning back to assess what had just transpired. My AV300 face piece lens looked like running water on a window pain. Both turnout coat and pants were color changed to a cheery peachy orange except where the back frame and straps had sheltered it. My helmet, visor and decals were charred black. Outwardly I was unhurt save for a bright red ring on my face at the edge of my mask seal even with the flash-hood properly donned. It eventually blistered in a couple of spots and peeled like bad sunburn. The room cooled down and we re-entered the burn chamber. On my morning walk through I had noted the blackened conditions to the students but my mind had missed an important tell tale. The burn chamber had shone a glossy glass-like black, coated in tarry creosote and by-products, but it didn't set off the alert it should have. Residue of the tar was approximately 1/4 to 3/8 inch thick at the floor but the upper walls and ceiling were now raw fire cement. The three earlier fires had slowly dried out the creosote. This lowered its' ignition temperature to a level which the pallet fire temperature could ignite. Once ignited the creosote rapidly accelerated to point of flash-over like conditions resulting in the intense light and heat I had just endured. But for a few moments in time I could have very well led 4 new recruits into an unintended, unexpected situation they were yet to be trained for. But for a few seconds, and instinct from sound training from my previous instructors, the atmosphere could have consumed me. In the aftermath it became clear that the recent acquisition and use of a flashover unit had relegated the tower to "colder" smokier fires generating higher than "normal" deposits on the walls and ceiling. Subsequently an SOG directs that levels will be checked on a regular basis and cleaned as required. I feel quite fortunate to have had good people impart great knowledge in the past that allowed me to react and survive. I will carry that legacy forward to all I come in contact. 
 

 

Lessons Learned 

In the end it's the same monster that can catch us all as things become routine and comfort levels increase....complacency. Nothing is ever routine. Whether on the fire ground or on the training ground, everyone should be vigilant. Initially I thought that the sole lesson learned had to have been the failure to recognize a potential hazard in the excessive build up of creosote and it's state. Subsequently when I have related this event to other classes and instructors, other factors have come to mind. 1. Turning my back on a fire, any fire. 2. Staying without my partner. "I'll only be a second or two". These were making exceptions to good practices. Early morning after a late shift, time constraints, mutli-tasking all contributed to a deadening of awareness and situational interpretation. Prevention of a re-occurrence comes down to one of my favorite examples in any training session - from Sesame Street, the "Grover Factor" or "What happens next?" What happens next is often the key in decision making as the cause and effect recognition prior to committing to an action. Recognizing the extent and condition of the creosote, it's potential for physical change when exposed to heat and the resulting hazard should have occurred. It did not. Post incident, the use of non-caustic cleanser to power wash the burn chamber, or regularly scheduled hotter fires to keep accumulations at acceptable levels was discussed and implemented. 
 

Administrative Questions 
# of personnel: 18
Detailed event type: Training, live firefighting at FD training facility
Command and control: 5 or more units
Company level staffing: Five
Equipment type code: Improper use
Manufacturer: Manufacturer not involved
Performance: Loss of situational awareness
Sleep pattern: Not a factor
Weather: Clear and dry
Report Number: 06-586 

Report Date: 11/29/2006 0119 
 

 

Demographics 

Department type:  Combination, Mostly paid 
Job or rank:  Fire Fighter 
Department shift:  24 hours on - 48 hours off 
Age: 25 - 33 

Years of fire service experience: 7 - 10 

Region: FEMA Region IV 
 

 

Event Information 

Event type:  Training activities: formal training classes, in-station drills, multi-company drills, etc. 
Event date and time: 06/01/1999 0000 

Hours into the shift:  
Event participation: Involved in the event 
Do you think this will happen again? Yes 
What do you believe caused the event?
Accountability 
· Training Issue 
· Human Error 
· Situational Awareness 
· Command 
What do you believe is the loss potential? 
· Life threatening injury 
· Lost time injury 
 
 

Event Description 

The following event took place following a ten week recruit training class. I had just entered the fire service and had just completed ten weeks of recruit training at our fire academy. The instructors had attained an abandoned residential structure to perform a live burn. The house was a one story, approx. 1500 sq. ft. building. Almost all of the windows had been removed. The class of about twenty, all dressed in full PPE huddled in the two front rooms of the house. The instructors lit a fire in the rear hallway with some hay and a gasoline/diesel fuel mix. The instructors regrouped with the class in the front of the house and were explaining that the purpose of the drill was to witness thermal layering and possibly some rollover. While they were explaining what to look for, they were donning their PPE. At this point the smoke is filling the house at a rather fast pace and dropping to the floor. As the front two rooms begin to fill with smoke the instructors notice that the fire is rolling down the hall, also at a fast pace. The instructors verbally order everyone out of the structure and the evacuation begins. Forced to the floor by the intensifying heat, we all get bunched up at the exit. I was about twenty feet away from the exit when the top half of the room started to flashover. Luckily, about six of us, including the instructor, found one of the open windows and bailed out face first just before the entire room became engulfed in fire. Everyone made it out, but the instructor received a few second degree burns to his hands and ears due to the fact that he did not have his full PPE on before he lit the fire. Looking back now, I can think of least a dozen things that were done wrong in this drill, but at the time we had put our inexperienced lives in the hands of the "experienced" instructors. 
 

 

Lessons Learned 

As a recruit, I learned the hard way that fire is, at times, unpredictable. But most importantly, the position of "instructor" is not one that should be taken lightly. Someone could have very easily been killed that day, and it would have been on the hands of the instructor. Also, preparation is key when performing "live burns". Make sure all safety concerns are addressed prior to lighting it off.[Reviewer added] Make sure all NFPA guidelines are followed at live burns and everyone's (instructors included) PPE is fully donned prior to ignition. 

 

Administrative Questions 
# of personnel: 22
Detailed event type: Training, live firefighting at acquired structure
Command and control: 5 or more units
Company level staffing: Five
Equipment type code: Equipment not involved
Manufacturer: Not involved
Performance: Failure to follow best practices
Sleep pattern: Not a factor
Weather: Not reported
Report Number: 06-609 
Report Date: 12/13/2006 0956 

 

 

Demographics 

Department type:  Paid Municipal 
Job or rank:  Assistant Chief 
Department shift:  24 hours on - 24 hours off 
Age: 43 - 51 

Years of fire service experience: 30+ 

Region: FEMA Region V 
 

 

Event Information 

Event type:  Training activities: formal training classes, in-station drills, multi-company drills, etc. 
Event date and time: 12/04/2006 1815 

Hours into the shift: 9 - 12 
Event participation: Involved in the event 
Do you think this will happen again? Yes 
What do you believe caused the event? 
· Human Error 
· Equipment 
· Weather 
· Training Issue 
· Decision Making 
What do you believe is the loss potential? 
· Life threatening injury 
· Property damage 
· Minor injury 
· Lost time injury
 
 

Event Description 

The weather was cold and snowy. We were involved in flashover training (by a Community College) using a mobile flashover chamber. Three hoselines were being used, one for training use of nozzle, one for fire suppression, and one for a backup suppression line. All day the three lines were on the ground. Two lines were stretched into the chamber and left in that position all day. The third line (training) was outside with the nozzle flowing so as not to freeze. During the last burn of the day (burn number five), the weather became worse with almost blizzard conditions of heavy snow, blowing winds, and cold temperatures. The students and instructors entered the chamber; "fire in the hole" was announced. Shortly after this announcement, a radio request for more pressure was received from inside the chamber, a second radio transmission stated that there was no water and that a hoseline was needed. All lines were charged and at this time, the backup water supply was activated. The training line was passed through the hose door and the flashes continued. Following the session, it was found that the two lines inside the chamber had frozen. No flowing of the nozzles was done and this allowed the water to freeze. Speaking to the training coordinator for the college, he stated that normally the two hoselines inside the chamber stay warm and do not freeze. It was their procedure to leave these lines in place all day and to not flow them. This is a rookie mistake as our department procedure is to flow nozzles when the temperatures are below freezing. Before we proceeded with the training, (another scheduled three days, 15 more burns) we adjusted procedures. The changes made were: Safety officers were designated for each day and session. Hoselines were removed from the chamber and nozzles were allowed to flow all day (this resulted in an ice problem). No burns were to be done without two lines inside the chamber, when the lines froze and the third hoseline passed into the chamber, no backup line was in place. 
 

 

Lessons Learned 

Focus was on completion of the last session of the day and not on the big picture. Training should have been suspended and another hoseline stretched for backup. Weather conditions should have been a consideration in scheduling. A briefing session should have been completed looking at all aspects of the training and potential issues. The training session should have been completed as if it were an incident, using the incident command system. Training had begun at 0700 and this incident happened at 1815. A total of 35 firefighters had been trained prior to this incident. People were getting comfortable and lax. The focus was on completion and not on the session taking place. 

 

Administrative Questions 
# of personnel: 15
Detailed event type: Training, live firefighting at FD training facility
Command and control: 2-4 units
Company level staffing: Three
Equipment type code: Improper use
Manufacturer: N/A
Performance: Loss of situational awareness
Sleep pattern: Not a factor
Weather: Not reported
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