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National Fire Fighter Near-Miss Reporting System

Working Group #5: Truss Construction
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: 06-580 
Report Date: 11/23/2006 2145 
 

 

Demographics 

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

Years of fire service experience: 14 - 16 

Region: FEMA Region V 
 

 

Event Information 

Event type:  Fire emergency event: structure fire, vehicle fire, wildland fire, etc. 
Event date and time: 11/23/2006 0330 

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? 
· Decision Making 
· Human Error 
· Situational Awareness 

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

Event Description 

At approx 0330 hrs, our [deleted] fire dept was dispatched to a chimney fire that had spread to the rest of the house. Our acting fire chief saw a glow in the sky approx. 2 miles away and immediately called for mutual aid and advised all personnel the fire was through the roof. The structure was a newly built, 2 story lightweight constructed house with a full basement approx. 3000 square feet per floor large house. Our first in engine arrived with an engineer and three firefighters on board. Of the three firefighters, one had nine years experience, and the other two had just finished firefighter 1/2 class in June and had about two years experience. The acting chief assumed incident command and requested water tankers and manpower from two neighboring departments. I arrived next in my personal vehicle and geared up. As I was donning my SCBA, I observed the A side of the structure and fire coming from the D side gable end and rapidly progressing through the attic towards the B side gable end. There was a ridge vent and I noticed fire coming from the ridge vent almost half the distance of the roof line. There was a 35' ground ladder placed on the A side to a small porch roof just beneath the second floor windows. One firefighter was at the A side front porch with a SCBA on and had already advanced a 1 3/4" attack line to the door. The other two firefighters went to the C side of the structure. I made contact with the homeowner in the front yard and he advised everyone was out of the house. The IC came to me and told me and the other firefighter to advance to the second floor and "do what you can to stop this thing". As we made entry with the 1 3/4" attack line, the visibility was perfect on the first floor and the stairway was just inside the front door. This house had a vaulted "open concept" living room and an "L" shaped stairway. As we advanced up the stairway, there was a medium haze of smoke in the second floor. Visibility was still very good, but enough smoke was present to burn your eyes so we plugged in our regulators at the top of the stairway. We encountered a hallway at the top of the stairs leading to the D-B sides of the house. We went to the left "D" side into a bedroom of about 13'x13' dimensions. We put our short pike through the dry walled ceiling and made a 2' diameter hole. Heavy fire was blowing horizontally through the attic. I put the nozzle on a wide fog pattern and stuck it up through the hole in an attempt to indirectly attack the fire with steam. This had no effect at all. I then retrieved the nozzle and put it on a straight stream and stuck it back into the hole and let it flail about inside the attic to stop the advancing fire. This seamed to have little to no effect on the fire conditions. My partner made a second hole by this time about 3' away from the first hole as an inspection hole. The conditions did not change. As I pulled the nozzle out of the hole the second time, I saw a gusset plate shining in the reflection of the fire. Then it hit me, this is a trussed roof! I told my partner we had less than five minutes to get out and to start picking up our tools and handline and head for the door. As we turned toward the door, I heard someone yell from the stairway area to get the hoseline out to the stairway. I saw a bright glow coming from the stairway area from my view still inside the bedroom. As we took the hoseline back to the stairway, I noticed another firefighter, whom I recognized as a 20+ year veteran in the fire service, on the stairway about halfway up as we rounded the corner of the room into the top of the stairway. All of the sudden, there was a loud crack. I saw what seemed like slow motion, the ceiling came down knocking that firefighter down the stairs and knocking us backwards about two feet. It was a lean-to type collapse and luckily we were in the 3-4' void. It did not knock us off of our feet, but was enough to knock us down to a low crouch. My partner immediately started breaking out the window right behind us in the hallway. I saw a window in the bedroom we had just came from and went back in there and took it out. My partner was only about five feet away smashing the window when I grabbed him and dragged him into that room and rapidly assisted him through the window sill onto a small porch ledge. As soon as he exited, I followed. As we came down the ladder that was placed for egress before we went in, I heard the IC yelling from the front door under the porch area that we have men trapped. As I got the ground I immediately went to the front door and saw the firefighter that was knocked down the stairway exit. I asked him who he was with and he advised he was alone and coming to assist us. We then realized nobody else was in the structure and met the IC at the same time. IC was handling the accountability and just about collapsed when he realized we had all made it out safely, scared to death, but safe. 
 

 

Lessons Learned 

I have been in the fire service for about fifteen years. I am an Instructor I and an Officer I. I have preached and been preached at about Truss construction. I have read most of Vincent Dunn's articles. I drilled it into the heads of my partner's firefighter I/II classes they finished in June. I saw this was lightweight construction with heavy fire involvement in the attic. I put it in the back of my mind and didn’t allow for it to sink in, until I saw the gusset plate in the attic. When I realized the deadly mistake I had just made, it was too late. Please, ALL firefighters reading this, please take building construction to heart and don’t let operations and the "we can get this thing" attitudes overwhelm your basic training! The mistake I made nearly cost my young partner’s life as well as my own. It gave new meaning to the holiday Thanksgiving as I was standing there looking at this house in the daylight. I could've been spending the holidays still inside that house instead of with my family. Hard lesson to learn, but at least I am here to tell about it! 

Administrative Questions 
# of personnel: 2
Detailed event type: Fire emergency event
Command and control: 2-4 events
Company level staffing: Four
Equipment type code: Equipment not involved
Manufacturer: Manufacturer not involved
Performance: Failure to follow SOP’s
Sleep pattern: Not a factor
Weather: N/A
Report Number: 05-567 
Report Date: 10/07/2005 1936 
 

 

Demographics 

Department type:  Combination, Mostly volunteer 
Job or rank:  Deputy Chief 
Department shift:  Respond from home 
Age: 25 - 33 

Years of fire service experience: 14 - 16 

Region: FEMA Region II 
 

 

Event Information 

Event type:  Fire emergency event: structure fire, vehicle fire, wildland fire, etc. 
Event date and time: 09/04/2003 1100 

Hours into the shift: 5 - 8 
Event participation: Involved in the event 
Do you think this will happen again?  
What do you believe caused the event? 
· Communication 
· Decision Making 
· Individual Action 
· Human Error 
· Command 

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

Event Description 

On a Saturday morning around 11:00 am, I was dispatched for a structure fire. I arrived on scene at the same time as the chief at a 3 story wood frame condo complex with fire showing from the #3 floor balcony on Side A. Upon arrival, the chief gave a detailed size-up and call for the balance of the 1st alarm. I donned all my gear with SCBA, portable radio and portable extinguisher. The chief and I went to the #3 floor and I entered the apartment maintaining verbal contact with the chief. Smoke was banked to the floor and no heat was observed. I opened the door to the balcony and knocked the fire down. At this time, the engine arrived, stretched a 1 3/4” hand line to the #3 floor, and entered the apartment. The chief assumed command on Side A of the structure. The engine crew wet the balcony down. As I went through the apartment, I observed a glow from the bathroom fan. I ordered the 3 man crew with the attack line to open the ceiling and knock down the fire. Unknown if it was truss construction, I advised them that if the fire was not knocked down in 10 seconds, we would pull out. I advised command of the situation and the actions being taken and was acknowledged. Now this is where the incident gets ugly! As the crew was knocking the fire down, the smoke began to clear in the apartment. As it cleared, I observed a room at the end of the hall with what appeared to be a kid’s bed. I advised the crew that I was going to check the room for any occupants. I went down the hall alone still w/PPE and SCBA and entered the room. As I was on the far end, I heard a freight train sound and all of a sudden, I was standing in a fully involved room, roof collapse. I knew the door was to my left so I dove for the doorway but went headfirst into the wall. I knew there were two windows in the front of the room that faced Side A of the building. Even though I was on the #3 floor and would suffer injuries, I decided to dive for the windows because I was burning up. When I dove for the windows, I went head first into a dresser. After this, the pain was getting so bad, I was getting very confused, and I thought it was over. Just then another firefighter in the hallway heard me, saw my boot, grabbed my foot, and pulled me to the hallway. I could not call for mayday because everything happened so fast. As I exited the building and sat down outside, I observed that the fire had considerable hold of the attic space of the building. After everyone started asking me what happened to my gear, I noticed the amount of damage to my gear and other equipment. My turnout gear had heavy flame damage including the vapor barrier. It was condemned from the manufacturer. The portable radio in the radio pocket and streamlight flash light on my gear were heavily damaged from heat with some melting. The SCBA cylinder was condemned and the straps all had to be replaced. The fire extinguisher I originally had was discarded due to damage. I suffered minor burns on my back and shoulders. If I did not properly don my PPE and wear my nomex hood, I would have been severely injured. 
 

 

Lessons Learned 

Communications are important on the fire ground from the outside units to the inside units. Later it was known that the fire had been burning through the roof for several minutes prior to the colapse. No one relayed this information to the inside crews so crews could back-out Working alone is never adviseable. I decided to search a room alone and that was a big no no. Never work alone no matter how little the assignment is. Be more aware of surroundings. I should of known that when the smoke cleared the room rather quickly that it should of been a clue that something was going on that was not normal. When the smoke started lifting at this incident, the roof was burning through and creating a draft. Depending on your equipment. On a positive note, I learned that with properly doning your equipment, you will be protected. Take that extra time to button all buttons, snap all snaps, zip the zipper, velcro that velcro and wear those hoods!!!! 
 

Administrative Questions 
# of personnel: 3
Detailed event type: Structure fire, multi-family
Command and control: 5 or more units
Company level staffing: Three
Equipment type code:

Manufacturer: N/A
Performance: Loss of situational awareness
Sleep pattern: N/A
Weather: Clear and frozen surfaces
Report Number: 06-165 
Report Date: 03/16/2006 1659 
 

 

Demographics 

Department type:  Combination, Mostly volunteer 
Job or rank:  Battalion Chief / District Chief 
Department shift:  Respond from home 
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: 03/02/2006 1201 

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

What do you believe is the loss potential? 
Minor injury 
 
 

Event Description 

Residential structure fire involving a townhome with light-weight wood truss roof and floor. Medium smoke condition on arrival. 1st hose line, with 4 firefighters, went into operation on 2nd floor. They encountered medium fire conditions in the rear bedroom/bathroom area. Attic scuttle opened to check for extension. Heavy smoke and some heat encountered. Hose line directed into attic as firefighter crawled into bathroom to ventilate via window. Floor collapsed causing him to fall through. He first hung onto bathtub. He was unable to pull himself into the bathtub and fell to the floor below. Remaining members on hoseline gave Mayday. Firefighter was located on 1st floor with minor injuries. Fire was started by plumber in basement and was burning within walls and floor prior to FD arrival. 
 

 

Lessons Learned 

Be more aware of building construction. Have additional staffing available for a properly staffed RIT. 

 

Report Number: 06-104 
Report Date: 02/18/2006 1611 
 

 

Demographics 

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

Years of fire service experience: 17 - 20 

Region: FEMA Region IX 
 

 

Event Information 

Event type:  Fire emergency event: structure fire, vehicle fire, wildland fire, etc. 
Event date and time: 02/09/2006 1100 

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? 
· Training Issue 
· SOP / SOG 
· Situational Awareness 

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

Event Description 

Units were dispatched to a structure fire, two-story ordinary construction, tile roof. Engine X (number deleted) on scene with Engine XX (number deleted) right behind them. Engine X (number deleted) establishes (name deleted) IC and hits the front spot. Engine X (number deleted) reports that he sees light smoke coming from the chimney area of the house. The neighbors state they are not sure if everyone is out of the house. Engine XX (number deleted) was immediately assigned Rescue Group. Engine XX (number deleted) reports an all clear on the first floor and advances to the second floor. That too is an all clear “benchmark.” The finding were reported to (name deleted) IC. (Name deleted) IC immediately re-assigns Engine XX (name deleted) to Roof Division. It was assumed that we had a possible chimney fire. I noticed we had a concrete tile roof. How do you sound this kind of roof? With some reluctance I took a crew of three up on the roof to meet up with a firefighter who was already at the (peak) of the roof. At this time I believed my assigned tactical objective was to confirm or deny a chimney fire. We had a charged hoseline with us once on the roof, placed by Engine X (number deleted) and taken to the roof by the firefighter. I instructed the firefighter who was standing on the ridgeline of the roof to break open the chimney enclosure. We found some active fire. A quick attempt was made to extinguish and no luck. I then told the firefighter to break some tile and sound the area where we were standing. A hole was cleared approximately 3’x 3’ and the area was sounded. That’s when the rubbish hook went straight through the ¾” plywood. I immediately gave the command to get off the roof and radioed IC that we had a working attic fire. As we were making a hasty exit I noticed the flames were blowing through the hole at about 6’ high. After the fire was extinguished I took some pictures of how the gang nails became disconnected from the truss. The pictures will show where the wood was completely gone and the only thing left was the tile that spanned the width of the truss. What’s the breaking strength of a concrete tile anyway? I think right here right now we need to implement a policy that says THE FD DOES NOT GET ONTO TILE ROOFS. 
 

 

Lessons Learned 

Have soild SOG's in place prior to the incident. Know and follow department SOG's. Do not get on residential tile roofs EVER. 

 

Administrative Questions 
# of personnel: 4
Detailed event type: Structure fire, single family 
Command and control: 2-3 units
Company level staffing: Three
Equipment type code:

Manufacturer: N/A
Performance: Failure to follow SOP’s
Sleep pattern: N/A
Weather: Clear and frozen surfaces
Report Number: 06-589 
Report Date: 11/29/2006 1245 
 

 

Demographics 

Department type:  Combination, Mostly volunteer 
Job or rank:  Captain 
Department shift:  Straight days (10 hour) 
Age: 25 - 33 

Years of fire service experience: 7 - 10 

Region: FEMA Region V 
 

 

Event Information 

Event type:  Fire emergency event: structure fire, vehicle fire, wildland fire, etc. 
Event date and time: 10/30/2006 2000 

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? 
· Staffing 

What do you believe is the loss potential? 
· Minor injury 
 
 

Event Description 

We were dispatched to a working two story house fire with an attached garage. Upon arriving at the scene, we found the garage fully involved. The house was 700’ back in the woods down a one lane rock road. Only one Engine Company was able to get to the house. A 5" line was laid for water supply from the road. The garage doors had broken away from the top so I was able to push one of the doors in to gain access with a hoseline. The garage was filled with combustibles. There was 1 SUV that was not allowing us to gain entry from the side door. The blade on the demo saw had been worn down. I attempted to step inside the structure by pushing the garage door inward at an angle. I was applying water to the fire and the SUV when the truss system failed and started coming down. I was about 3’ inside the structure and escaped with only minor scrapes. No medical attention was needed. I did have a safety officer watching while I was in the structure but I was not alerted to the truss failure. 
 

 

Lessons Learned 

The person that was supposed to be watching out for my safety was not doing his job. He was not trained as a safety officer, which I found out after the incident. Some Incident Commanders think they only need one safety officer for an incident. This is not true. I think anytime someone is in a hazardous environment, a safety officer should be assigned to that person or crew. 

 

Administrative Questions 
# of personnel: 1
Detailed event type: Fire emergency event
Command and control: 5 or more units 
Company level staffing: Five or more
Equipment type code: Equipment not involved 
Manufacturer: Equipment not involved
Performance: Loss of situational awareness
Sleep pattern: Not a factor
Weather: Cloudy and rain
Report Number: 05-227 
Report Date: 05/27/2005 1410 
 

 

Demographics 

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

Years of fire service experience: 11 - 13 

Region: FEMA Region V 
 

 

Event Information 

Event type:  Fire emergency event: structure fire, vehicle fire, wildland fire, etc. 
Event date and time: 07/22/1998 1619 

Hours into the shift: 21 - 24 
Event participation: Involved in the event 
Do you think this will happen again? Yes 
What do you believe caused the event? 
· Situational Awareness 
· Procedure 

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

Event Description 

It's been several years since this fire so the times are going to be off. Dispatched on a building fire, (occupancy name deleted), after lightning had struck the building. Automatic (fire department designator deleted) called, (for a) 2 alarm fire. I was a private at the time and responded with our rescue unit. Our assignment was to pull a 2 1/2 inch line and assist 2 crews already inside to extinguish the fire. After it was all said and done the next shift day our arson investigator had the crews who responded return to the scene to critique the fire and show us why I am submitting this report. Once inside he directed our eyes up to the lightweight steel truss supports. There were approx. 12-20 in total. Every single lightweight truss that had been exposed to the fire was twisted anywhere from 45 degrees to two that I noted were twisted a complete 180 degrees. All were still supported amazingly by the vertical steel uprights. It was at that time that I realized how close that roof was to collapsing. There were at the time at least 5 crews inside working that fire. Luckily no one was injured. 

 

 

Lessons Learned 

1. Appreciate preplans and the study of building construction. 2. Consider the time that structural members have been exposed to heat and flame. You've always read how steel can elongate and twist when exposed to heat. Seeing it first hand, and having been involved in a fire with them, I will take all that into consideration next time. 

 

Report Number: 05-166 
Report Date: 05/27/2005 1410 
 

 

Demographics 

Department type:  Paid Municipal 
Job or rank:  Battalion Chief / District Chief 
Department shift:  Other  :  12 day 24 rotation 
Age: 43 - 51 

Years of fire service experience: 27 - 30 

Region: FEMA Region IV 
 

 

Event Information 

Event type:  Fire emergency event: structure fire, vehicle fire, wildland fire, etc. 
Event date and time: 10/08/2003 0430 

Hours into the shift: 21 - 24 
Event participation: Told of event, but neither involved nor witnessed event 
Do you think this will happen again? Yes 
What do you believe caused the event? 
· Decision Making 
· Other 
· Command 
· Staffing 
· Situational Awareness 

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

Event Description 

Early in the morning of October 8, 2003, a box alarm assignment was sent to (a place of worship)at(address). (Dispatch center)received a cell phone call reporting a fire outside the building. When(XXFD)arrived, they discovered a working fire in the church. The fire went to a third alarm assignment. Approximately 45 minutes after the initial call to (dispatch center)the building sustained a structural collapse involving the engineered roof trusses. The firefighters on the scene escaped serious injuries or death only by a combination of luck, divine intervention, and good common sense tactical and strategic decisions by the entire group of officers on the scene. This is a follow-up report to Captain (name deleted)'s initial after action report. The theme of this communication is to bring a level of further awareness to the (fire department)'s personnel of the dangers of truss construction and their behavior under the insult of fire. This report contains information gained from interviews with the officers and some of the firefighters on the scene that morning. The Building (An XXFD chief)researched the building history of the church and could not locate either the original approved plans or identify the building’s architect. The building was built about ten years ago (1993)when the (deleted community name) was developed. The congregation’s original church sat on property that is now developed as part of (deleted community name). The current church building has a main sanctuary and a fellowship hall with attached classrooms. The main sanctuary was separated from the fellowship hall by a brick firewall. The fellowship hall had a kitchen and a large room that served as their fellowship area. This area is directly under the collapsed roof trusses. A very large, dimension lumber dormer fell almost intact in that area. It brought a large section of roof with it and crushed tables and chairs in the fellowship hall to the floor. Anyone that would have been under the dormer would almost certainly been seriously injured or killed by the weight of the dormer and roof sections. The fellowship hall’s roof system had a span of 40 feet. This roof span was made using 2X4 gusset plated scissor trusses on 24-inch centers. There were 20 of these trusses. The design of the trusses created a three to four foot void space at the top of the truss. This void space ran the length of fellowship hall roof, which was 40 feet. This design would play a part in the companies' failure to quickly control the fire. The dimension lumber dormer was stick built with 2 X 6 inch jacks with a 20-foot long 2 X 10 ridge board. It was at least 20’ in front with a depth of 20’ to the fellowship hall roof. The front part of the ridge board was supported vertically by the front bearing wall. The rear of the ridge appeared to be supported only by the plywood on the roof and the spacing of two of the scissor trusses. The roof was covered with asphalt shingles. The fellowship hall had small-pitched roofs over each of the meeting room areas. The Fire The fire began on the outside of the building in a main primary electrical entrance box attached to the building. The (deleted local government name)building standards electrical inspector determined the cause of the electrical box fire to be related to the connection bindings between the (deleted power company name) side of the primary electrical wires and the church’s main electrical wires. The electrical inspector stated to Fire Investigation that this problem has been observed before. Apparently if the connections are not made properly the connection can short out causing fire. The fire apparently burned for some time before a passerby detected it. It entered the building on the D side and burned into the attic of the classrooms and void space in the roof of the fellowship hall. Captain (name deleted)said when Engine (XX, first arriving) arrived there was heavy smoke around the D side of the building. He focused his initial efforts on command activities while his two firefighters extended a line into the building. The reports from his firefighters were that the fire was in the electrical panel only. They called for a CO2 extinguisher to fight the electrical fire. Apparently all on scene at that time underestimated the extent of the fire. It had already entered the large void area in the fellowship hall roof system’s trusses. There was a delay in getting water on the fire because of the decision to fight the fire with an extinguisher before putting water on the burning structural members. Engine (XX, second arriving) had gone to the wrong location and had a delayed response. The only companies Captain (name deleted)had on scene during the initial attack were his crew, Ladder (XX) and Engine (XX, second due). Engine (XX, second due)was assigned a water supply and then a primary search. Ladder (XX)'s crew, under the command of Captain (name deleted), began roof vent operations shortly after their arrival. Captain (name deleted) stated that she observed the roof to be very soft as they arrived at the end of the aerial ladder. She directed her crew to vent the roof from the safety of the ladder. They vented the roof very early in the incident. When the vent operation was completed, a large volume of fire emitted from the vent hole. Captain (name deleted)arrived as Acting Battalion (XX) at 0415. After a short transfer conversation, he assumed command. He pulled a second alarm at 0420. For the next 12 minutes the firefighting efforts were concentrated on finding access to the fire above their heads. The fire continued to free burn in the roof void space. There were three 1-¾" handlines in service in the fellowship hall. All the crews on scene apparently were not aware of the existence of the large void area in the roof truss. The scissor trusses created a vaulted ceiling in the main fellowship hall. Interviews with the firefighters that were inside revealed that there was little smoke and heat at the floor level. They were also unaware of the serious fire conditions at the roof level. Captain (name deleted)did observe those conditions from the outside. As the firefighters' air supplies on their initial SCBA tanks ran out, they began to exit the building. By 0434 extra companies had arrived on the second alarm and began to replace the first alarm assignment. Captain (name deleted)stated that as this was occurring, he heard and saw a large part of the fellowship hall ceiling collapse. At that time he ordered everyone out of the structure. He initially ordered the companies out of the building with his radio. Captain (name deleted) remarked that the evacuation was not going as fast as he thought it should so he then ordered (dispatch center)to sound the evacuation tone. Captain (name deleted)and Chief (name deleted) were standing near the A side entrance making sure everyone had made it out when the whole roof collapsed. Both of them stated the down draft of air created by the collapse knocked a helmet off a firefighter standing directly behind them. The stick-framed dormer collapsed almost intact and brought the rest of the roof with it. Both of those officers told me that if anyone had been under the collapse area their chances of survival would have been slim. 
 

 

Lessons Learned 

• Lightweight truss construction will collapse with little or no warning in a fire. The roof system in the fellowship hall collapsed after firefighters had been on scene for about 45 minutes. The only warning sign the IC had to the collapse was the collapse of the ceiling. Had he not ordered everyone out, it would have been very possible one or more crews would have been in the collapse area. • Beware of all large span roof systems. The span of the fellowship hall roof was 40 feet. Most recent residential and small commercial construction utilizes lightweight trusses of either wood or metal to span those distances. From an engineering standpoint these assemblies are very sturdy. However, when insulted by fire, all bets are off. Free burning fires in large span roof systems should necessitate an immediate evacuation of the area under the span. If firefighting efforts have not controlled the fire after ventilation or access to the ceiling areas, there is a high probability that the fire is in a void space that contains web members of a truss. Loss of the web members and gusset plates cannot be seen, but it can be predicted if the IC takes a pessimistic view of the incident. • Firefighter teams have to act as “special forces units” when their officers have command responsibilities. Company members, at times, must be able to act and make decisions without direct supervision of their officers. When a company officer has command responsibilities, their company members must be able to make tactical decisions about hose placement, evaluate fire conditions, call for help, and communicate information to the command officer. Each firefighter has to have the ability to operate on their own within their team to assist the initial IC in making the right calls in the first few minutes of the incident. • Initial IC’s must assign officers to the interior of a structure as soon as possible. When the first due officer has command responsibilities in the first minutes after arrival they must depend on their crews to operate without direct supervision. Therefore it is critical that once other officers arrive on scene they should be assigned to interior tasks supporting the command officer’s crew. This places an officer with the initial company’s crew ensuring officer level accountability for the tasks. • Life safety is the first priority at emergency incidents. Initial action plans must be developed around the first priority of life safety. This includes firefighters' life safety. Conducting a primary search is critical to any interior fire incident. Ensuring the life safety of firefighting forces is equally critical. Command officers must make initial assignments that take into account the life safety hazards to civilian as well as firefighters. Sometimes the hazards to the firefighters are not so obvious or taken for granted. In truss construction, there are plenty of hidden killers waiting to be unleashed. Complacency on the part of the command officer about truss construction may be fatal. Orders to incoming companies should take into account the size-up for the incident. If the command officer expects a serious civilian life hazard then more emphasis should be placed on an aggressive primary search. On the other hand, if the command officer suspects serious life hazards for the attacking firefighters, emphasis should be placed on tasks that support a safe working environment for firefighters. Firefighters can still do primary searches while putting out fire and pulling ceilings looking for hidden fires. Conclusion The officers and firefighters on the scene that morning probably did not realize they faced a dangerous situation with the roof truss system. There were no outward clues that the large dormer that collapsed was stick framed from solid dimension lumber. The only clue Captain (name deleted)had to the impending collapse was the failure of the ceiling in the fellowship hall. Had he not ordered everyone out, we may have faced a terrible tragedy. The initial interior fire attack was conducted by two firefighters while their officer remained outside in the command mode. The next officer was assigned to conduct a primary search. The initial attack crews underestimated the volume of fire already above their heads in the truss space. They thought the fire was electrically related and requested a CO2 extinguisher to fight the fire. This caused a delay in the time it took to get water of the fire. From all accounts heard about the incident, the fire was stopped before it reached the main sanctuary and there were no firefighter injuries. This is a very positive outcome. After seeing the aftermath of the dormer collapse, the outcome could have been much worse. 
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