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National Fire Fighter Near-Miss Reporting System

Working Group #2: Vehicle Blocking
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: 05-450 
Report Date: 08/15/2005 0802 
 

 

Demographics 

Department type:  Combination, Mostly paid 
Job or rank:  Fire Fighter 
Department shift:  24 hours on - 48 hours off 
Age: 43 - 51 

Years of fire service experience: 27 - 30 

Region: FEMA Region I 
 

 

Event Information 

Event type:  Non-fire emergency event: auto extrication, technical rescue, emergency medical call, service calls, etc.
Event date and time: 01/29/2005 0831 

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? 
· Procedure 
· Protocol 
· Staffing 
· Individual Action 

What do you believe is the loss potential? 
· Other 
 
 

Event Description 

Dispatched to a one car MVA on a mile long bridge on the Interstate. Half of the bridge is in district. Upon arrival found vehicle out of district, just over crest of bridge. The response was 1 engine and one service/rescue utility body emergency vehicle. One firefighter per unit responding. State police were on scene reporting no injuries. Engine operator was OIC. He parked in low speed lane uphill, behind MVA. I was in rescue truck and staged behind engine in breakdown lane. I distributed road cones in order to block the lane further. Went and tended to the MVA. Found only fluids leaking. Cleaned up scene and then was ordered to leave the scene. I went back to rescue to pick up cones and as I was doing so a vehicle came out from behind a line of traffic into my coned area and nearly hit me. Vehicle swerved back into travel lane dragging several cones. 
 

 

Lessons Learned 

It was early in shift and found OIC to be lacking sleep. This person has been known to do construction jobs at 4 am. The MVA was out of district which the OIC should have alerted that department. The dispatcher was interviewed by Chief and stated that the district the call was in was never requested. On any other calls, fire, MVA with injuries, it is an automatic response with the other district. Apparently the procedure at dispatch does not require the other district when there is an MVA with fluid spill. The other district will provide "blocking" for the first arriving district if requested only. I suggest written agreement between districts on how to block and divert traffic. Suggest that staffing be there so that there are less vehicles on scene. We lack any "modern" SOG on these incidents. We never train. The OIC never communicated to me what he wanted done. I did what I thought needed to be done. 
Administrative Questions 
# of personnel: 2
Detailed event type: Vehicle collision on interstate highway 

Command and control: 2-4 units
Company level staffing: One
Equipment type code: N/A
Manufacturer: N/A
Performance: Failure to follow best practices
Sleep pattern: Less than 3 hrs. 
Weather: Clear and frozen surfaces
Report Number: 05-493 
Report Date: 08/29/2005 2159 
 

 

Demographics 

Department type:  Combination, Mostly volunteer 
Job or rank:  Other 
Department shift:  Duty night (in-station) 
Age: 25 - 33 

Years of fire service experience: 0 - 3 

Region: FEMA Region III 

 

 

Event Information 

Event type:  Non-fire emergency event: auto extrication, technical rescue, emergency medical call, service calls, etc 
Event date and time: 08/16/2005 0650 

Hours into the shift: 9 - 12 
Event participation: Involved in the event 
Do you think this will happen again?  
What do you believe caused the event? 
· Communication 
· Equipment 
· Decision Making 
· Command 
· Situational Awareness 
What do you believe is the loss potential? 
· Life threatening injury 
· Minor injury 
 
 

Event Description 

Our Unit arrived on scene at approximately 7am the day of the incident. There were two vehicles involved in what appeared initially to be property damage only. There was one police car On Scene blocking off the far left lane, and an Engine Crew as well blocking off the middle lane. Car/Traffic was squeezing past the incident to the right of the two vehicles. Upon exiting of the Unit, I was briefed by the engine crew of the situation: "Two cars - the rear car hit the van in front. The people in front are not complaining of any pain. The person in the rear car is out of control and we are assisting her now". The car in the rear, which hit the car in front, had both front air bags deployed - the patient in the driver seat was extremely anxious - she was crying and screaming, and out of control. She would not answer any questions, and the engine crew assisting the patient was unable to ascertain whether she was having any pain. I was the Charge EMT on Scene, so I moved up to the next vehicle in front to check on the status of any other patients. I was told, initially that the persons in the van were not complaining of any pain - just as I was about to check on them, the Officer on the Engine said to me "Go check on the front vehicle - they're all NOW complaining of Neck and Back Pain - How many Patients can you take?" I said I would look and get back to him. When I approached the vehicle on the right hand side - the side where traffic was squeezing past, I entered the van from the rear passengers side - I ascertained that there were now four more patients - we needed more man power and additional units - as I stepped forward to the patient in the front seat, my foot was run over by a passing vehicle. I stepped away from the van and walked towards the Unit - my foot started to hurt immediately - I told my driver, and very soon after I was unable to walk on the foot. I became one of the patients! Four more units were dispatched! 
 

 

Lessons Learned 

The moment it was established that there were additional patients in the other vehicle, the final remaining lane should have been shut down. This was a command decision - which the engine crew should have made. There was no way we could extricate multiple patients with cars squeezing past. Before I stepped into harm's way, the lanes should have all been closed, not after, like it was when I was run over. There was plenty of equipment to make it happen, now two police cruisers and one engine. I also believe that I could have been more aware of my surroundings. Even though I was aware that we were on a main road, I was not paying attention at 7am to the surroundings as much as I could have. I had the general assumption that the scene was safe, I was wrong, it won't happen again. I also believe communication could have been better between me, the Charge EMT and the Engine Officer. It could have prevented my injury all together. 

 

Administrative Questions

· # of personnel involved: N/A

· Detailed event type: N/A

· Command and Control: 5 or more units 

· Company level staffing: Three

· Equipment type code: N/A

· Manufacturer: N/A

· Performance: Failure to follow best practices

· Sleep pattern: N/A

· Weather: Clear and wet

Report Number: 06-513 

Report Date: 10/11/2006 1518 
 

 

Demographics 

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

Years of fire service experience: 11 - 13 

Region: FEMA Region V 
 

 

Event Information 

Event type:  Non-fire emergency event: auto extrication, technical rescue, emergency medical call, service calls, etc 
Event date and time: 08/19/2006 2300 

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? 
· Command
· SOP / SOG 
· Communication 
· Decision Making 
· Equipment 
What do you believe is the loss potential? 
· Property damage 
· Life threatening injury 
 
 

Event Description 

I am the Safety Officer with a Volunteer department. We responded to a fatal motorcycle crash which required the road be shut down and traffic be diverted. As I arrived on the scene in my POV, I noticed a firefighter not wearing any turnout gear. Our unwritten policy is that you must have full turnout gear on for all MVA's. After arriving on the scene, I spoke with the Incident Commander and we made the decision to shut down traffic. This was done because of the proximity of the incident to the roadway. Because we had plenty of personnel on the scene and the immediate need to shut down traffic, I used my POV to block the road. While in the process of shutting down traffic, I also removed the firefighter without his turnout gear from the scene. The intersection that I was told to secure was on the downside of a hill and on a curve. I set out a couple of 15 minute flares as well as warning lights. I also had reflective striping on. I used everything I had to make my vehicle and myself visible. The other firefighter with me had left so I was by myself. After sitting over 45 minutes at this location, something happened that changed the picture. My vehicle was placed diagonally across oncoming traffic. My dash lights were able to be directed and visible to the south and west. I also had my flashers on and head lights on low beam. I wasn't directly facing traffic. I was standing somewhat to the side of my vehicle when a car came over the hill and showed NO signs of braking. I waved a traffic flag and flashlight to signal the driver but it proved to be useless. I ran as fast as I could to the west side of the intersection and down to the ditch. I turned and watched with horror as the car approached my truck. I was thinking that I was going to see another crash, not to mention, my personal property being destroyed. The driver just missed my truck by deliberately driving on the gravel to the east side of my truck. He proceeded to drive at highway speed towards the incident scene. With a hyper voice, I radioed the IC to warn him of the oncoming car. This is when I realized I was on the wrong frequency. Fortunately, another officer on the scene (as well as a Sheriff's officer) heard my plea. The ambulance that was on the scene heard the transmission and pulled in front of the on-coming vehicle to stop it. A police officer on the scene issued a citation to the driver but was unable to make an arrest based on evidence. A sobriety test was given but the driver was just under the legal limit. In this case, police policy warrants that the driver can not drive the vehicle so a parent was called to pick up the driver. It was not 15 minutes later when another vehicle did the same thing. I was able to stop them and I assisted them in turning around. The Incident Commander realized the situation was not SAFE and relieved an engine company to provide a more PROFOUND road block and protection. On the same incident, another fire officer was returning to the scene with water and was almost hit by a vehicle driving recklessly. The vehicle passed the fire officer at a high rate of speed in a no-passing zone. The driver of this vehicle was the parent coming to pickup the initial offender. Scary! I must have told my story about 30 times that night and I did not stop shaking for hours. Be safe out there. 
 

 

Lessons Learned 

Standard Operating Guidelines may have helped if our department had them. I am begining the process of creating SOGs for the department. The Incident Commander knew I was on the scene but no actions were taken to provide adequate personnel or apparatus at the road blocks. Never use a personal vehicle for blocking traffic especially at night. Use the "BIG" equipment that would otherwise be sitting in the station or on the side of the road. Make it a standard practice that at least two personnel are at each end of the road closure and that everyone is in communication with each other. Position the apparatus in plain view not obscured by a curve or a hill. Wear all of your protective clothing. This should include reflective vests as suggested by NFPA standards. Traffic cones and other warning devices are a must. Try to limit the number of responders to the actual emergency scene. This may help reduce the number of personal vehicles. There were plenty of other mistakes that I witnessed on this emergency scene. This particular near miss and mistake almost cost me my truck. I could have been injured or killed along with any of my fellow rescuers. It was a close call. 

 

Report Number: 06-394 

Report Date: 08/01/2006 0846 
 

 

Demographics 

Department type:  Volunteer 
Job or rank:  Other  :  Past Chief 
Department shift:  Respond from home 
Age: 43 - 51 

Years of fire service experience: 27 - 30 

Region: FEMA Region II 
 

 

Event Information 

Event type:  Fire emergency event: structure fire, vehicle fire, wildland fire, etc. 
Event date and time: 08/20/2000 2000 

Hours into the shift: 0 - 4 
Event participation: Involved in the event 
Do you think this will happen again?  
What do you believe caused the event? 
· Human Error 
What do you believe is the loss potential? 
· Lost time injury 
 
 

Event Description 

Our 3 person crew was responding code 3 to a commercial fire alarm. I was the apparatus operator on our truck (95' quint tower ladder). We were traveling on a 2 lane road. We had just crossed an intersection when I noticed that we were approaching a 2 vehicle accident that appeared to have just occurred. One vehicle was partially blocking the oncoming lane and was 30 yards in front of our apparatus. There was a moderate amount of smoke coming from the engine compartment. The other vehicle was also partially blocking the lane in our direction of travel and was sitting at a 90 degree angle to the right shoulder. It was 10 yards away from the front of the truck. I informed the Captain who was looking up the address to the fire alarm in the map book. He contacted our communications center and informed them of the incident. He requested P.D. for traffic control and additional resources. I spotted the apparatus to block our lane at about a 30 degree angle from the right shoulder in the direction of travel. The shoulder was narrow, with no sidewalk. The captain instructed us to pull an 1 1/2 inch hose line and said he would check on the occupants. There was 1 occupant in each car, and both appeared conscious. He went in the direction of the smoking car to investigate it first. The firefighter came to the left (driver's side-closest to oncoming lane) side of the quint and positioned himself to pull the hose. I was placing wheel chocks on the driver's side at that time. Other traffic had been going by slowly, snaking through the two vehicles. There was no traffic control in place at that time. As he stepped off the quint with the looped hose load (as opposed to a flat shoulder load or "minute-man") he made eye contact with an approaching driver. The driver was in a compact car, approaching at approximately 5-7 mph. He felt that he had the driver's attention and felt that she understood what his intent was. Unfortunately, she did not yield or stop. As he began to extend the hose line from the bed, he backed into the oncoming lane of traffic. The driver had actually sped up as the firefighter began to walk into its path. Fortunately, the firefighter was only struck by the car's side view mirror, which had the capability of folding back to a closed position, which it did. Thankfully and very luckily, the firefighter was uninjured. 1. Situational Awareness: Understanding that traffic is unpredictable, and that there was no traffic control in place should have made the firefighter more cautious. 2. Communications and Teamwork: If the firefighter had verbally communicated to the driver to stop, or used hand signals, it may have been avoided. If the firefighter had informed me that he was pulling the line at that time, I could have stopped traffic temporarily. 3. Staffing: If we had 4 person truck crew we could have had someone assigned to traffic control temporarily. 4. Procedure: If the hose load was a shoulder type load, he could have deployed the hose without having to step in the direction of oncoming traffic. Instead, the flat looped load we use for crosslays forced him to step into the lane in order for the hose to clear the hose bed. 5. Procedure: In this instance, it would have been more appropriate for me to spot the apparatus parallel and closer to the curb instead of at an angle. This would have still provided enough protection for the vehicles and emergency personnel, and would have given the firefighter more room to complete his task. 
 

 

Lessons Learned 

Lessons learned 1. It is important to ensure you have properly placed the apparatus into pump gear. 2. This incident had the fire department re-qualify all operators on apparatus. 3. It showed the importance of wearing your P.P. [Reviewers note: Highway safety and best followed practices include, stopping traffic while fighting a vehicle fire due to the unpredictable nature of the smoke, which may block or obscure drivers view.] 

 

Administrative Questions 
# of personnel: 3
Detailed event type: Vehicle collision on interstate 

Command and control: Single unit response
Company level staffing: Three
Equipment type code: Equipment not involved
Manufacturer: N/A
Performance: Loss of situational awareness
Sleep pattern: Not a factor
Weather: Cloudy and rain
Report Number: 06-542 
Report Date: 10/29/2006 1806
 

 

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: 21 - 23 

Region: FEMA Region VI 
 

 

Event Information 

Event type:  Non-fire emergency event: auto extrication,technical rescue,emergency medical call,service calls,etc 
Event date and time: 08/09/2006 2300 

Hours into the shift: 13 - 16 
Event participation: Involved in the event 
Do you think this will happen again? Uncertain 
What do you believe caused the event? 
Situational Awareness 
Decision Making 
Human Error 
What do you believe is the loss potential? 
Life threatening injury 
Lost time injury 
 
 

Event Description 

Our engine and Brush pumper responded together to a report of a possible heart attack at a residence in a rural-suburban interface. On arrival, the engine officer and firefighter disembarked the apparatus and entered the residence with EMS gear along with the brush pumper operator. The engine operator was left behind to secure the apparatus and follow us in to assist with patient care. After we had made entry to the residence, located the patient, and began patient assessment and treatment, we were alerted by a neighbor that one of the fire fighters had been hit by a car out by the road. The ambulance crew was entering the residence at this same time and I left the patient with two crewmembers and the ALS crew to check on the engine operator. I located him near the roadway recovering from a prone position and trying to "walk off the pain in his legs and back." He was adamant that his injuries were minor and everything would be all right, not to make a big deal out of anything. After questioning the driver, a witness, and the operator, I decided he would have to be checked at emergency for severity of injuries. He was sent to the nearest ER for evaluation. He has been off duty nearly three months now, been through surgery to repair three fractured discs, and still has to complete rehab on his back and then begin surgery and rehab on his left knee. This could very well be the last response he ever makes as a firefighter. We often overlook infrequent hazards especially when responding to minor or low risk calls. We have trained extensively on safety for many types of incidents but we can still be complacent regarding hazards that are not anticipated, such as traffic hazards on an EMS call. We are prepared for and address traffic hazards when working on or near roadways as with MVA's but do not really anticipate getting run over trying to enter a house to provide ALS/BLS services. At this accident scene, there were three emergency vehicles located next to and partially on the roadway as there was insufficient room to completely leave the roadway. Eastbound traffic was stopped by the ambulance and the engine; westbound traffic had slowed to a walking pace at the front of the residence because of the lights and activity. As the last two westbound cars passed by the engine, the engine operator crossed behind them to enter the residence. He was struck by a pickup traveling approximately twenty-five miles per hour that had left the roadway to drive around the vehicles that were blocking his progress. The point of impact occurred about eight to ten feet off the paved surface in a shallow drainage ditch. The driver of the pickup stated he could not see anything because of the lights from the emergency vehicles shining in his eyes and never knew the firefighter was there until he heard the impact. The pickup was obscured from the engine operators view by the vehicles on the roadway, his attention was also diverted to providing access to the waiting ambulance as quickly as possible. 
 

 

Lessons Learned 

Never, never, never take your safety or the safety of your crewmembers for granted. Always anticipate irrational responses from non-emergency personnel to emergency situations. Although many people behave in an appropriate manner at an emergency scene, as happened here, there may be an individual who takes inappropriate actions that can endanger him, the public and emergency responders. Anytime our emergency lights are on anticipate that drivers will be distracted, and that their ability to see driving hazards will be reduced because of the effect of the warning lights. High visibility clothing such as traffic safety vests or incorporating high visibility markings on our uniforms would help increase our visibility in many situations. Even this will not help when the vehicle operator is looking into the headlights of oncoming traffic or parked apparatus. 

 
Administrative Questions 
# of personnel: 1
Detailed event type: Vehicle event 

Command and control: 2-4 units
Company level staffing: Three 

Equipment type code: Equipment not involved
Manufacturer: N/A
Performance: Loss of situational awareness 
Sleep pattern: Not a factor
Weather: Cloudy and snow

Report Number: 05-277 
Report Date: 05/29/2005 0759 

 

 

Demographics 

Department type:  Combination, Mostly paid 
Job or rank:  Other :  master firefighter/paramedic 
Department shift:  24 hours on - 48 hours off 
Age: 25 - 33 

Years of fire service experience: 14 - 16 

Region: FEMA Region III 
 

 

Event Information 

Event type:  Fire emergency event: structure fire, vehicle fire, wildland fire, etc. 
Event date and time: 05/22/2005 0530 

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? 
· Command 
· Protocol

· Decision Making 
· Individual Action 
· Procedure 

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

Event Description 

While responding to a vehicle collision on a 5 lane highway an uninvolved vehicle failed to recognize positioned apparatus with emergency lights activated and skidded to within inches of said apparatus. This vehicle then swerved onto the shoulder where personnel were evaluating a patient and crashed into the guardrail. The personnel and the patient all dove over the guardrail and watched the events ensue. Unfortunately, there were two pieces of apparatus blocking the same lanes and none protecting the shoulder where the personnel were operating. The vehicle in question drove off despite attempts to get it to stop. One person identified a partial plate, another identified the full plate number. This plate number was transmitted to the communications center immediately. 
 

 

Lessons Learned 

Any area that personnel might be engaged in extravehicular activities must be protected by apparatus blocking it. Had the second piece of apparatus blocked the shoulder where we were standing we would have been much safer
Report Number: 05-287 

Report Date: 06/02/2005 0944 
 

 

Demographics 

Department type:  Combination, Mostly volunteer 
Job or rank:  Fire Fighter 
Department shift:  

Age: 34 - 42 

Years of fire service experience: 0 - 3 

Region: FEMA Region VIII 
 

 

Event Information 

Event type:  Vehicle event: responding to, returning from, routine driving, etc. 
Event date and time: 03/15/2005 2130 

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

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

Event Description 

While responding to what ended up being a cold vehicle accident, flipped car on the side of the road, our engineer parked farther into the lane than we needed. After initial scene size up, we decided to back the engine out of the lane to avoid blocking traffic and risking another car hitting us. Our engineer did not see the police vehicle, which had pulled up behind us after we had arrived. I moved to the back of the engine to back the engineer, brought him back a few feet, and then noticed some oncoming traffic in our lane very close. I motioned the engineer to stop backing, and moved between the vehicles to get out of the lane of traffic while these cars passed us. The engineer continued to back up, hitting the police car, and nearly pinning me between the 2 vehicles. The area was very dark, and the engineer stated he could not see me when I stepped out of the way, but continued back. We caused minor property damage to the police cruiser and ended up filling out a traffic accident report with the police as well as submitting a report to admin. 
 

 

Lessons Learned 

Reinforce backing techniques. 2. Ensure an engineer has sight of his backer, or stops. 3. Utilize additional light (flashlight) and communication (radio) techniques for backing in inclement weather situations. 
Administrative Questions 
# of personnel: 2
Detailed event type: Vehicle collision on state road
Command and control: 2-4 units
Company level staffing: Three 

Equipment type code: Equipment not involved
Manufacturer: N/A
Performance: Loss of situational awareness 
Sleep pattern: Not a factor
Weather: N/A

Report Number: 06-141 
Report Date: 03/07/2006 1550 
 

 

Demographics 

Department type:  Combination, Mostly paid 
Job or rank:  Fire Chief 
Department shift:  10 hour days, 14 hour nights (2-2-4) 
Age: 52 - 60 

Years of fire service experience: 30+ 

Region: FEMA Region II 
 

 

Event Information 

Event type:  Vehicle event: responding to, returning from, routine driving, etc. 
Event date and time: 12/19/2005 0919 

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 
· Human Error 

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

Event Description 

On responding to a reported possible personal injury auto accident on (Location deleted) I responded as (Company deleted) and was the first arriving unit on the scene ahead of all police and fire rescue units. I visualized a two vehicle accident up ahead of me with substantial damage to both cars and blocking the driving lane. I placed my vehicle, a 2001 Ford Explorer, approximately 300 feet upstream from the accident, angled in the driving lane towards the passing lane, with all emergency lights activated. I exited the vehicle as traffic slowed and passed by in the passing lane. I walked to the rear of the Chief's car. I was reaching for the latch to open the rear gate to secure traffic cones, when I hear the sound of screeching tires. I looked back to see a sedan skidding approximately 200 ft towards me in the driving lane. I stepped back, looked over the guard rail, and realized I was on an elevated bridge with a 200 foot drop off. I stepped back towards the guard rail and watched as the oncoming auto skidded straight into the rear of my vehicle and underneath the rear tow hitch. I was not injured. The other driver was not injured either although her car sustained substantial front end damage. The weather was clear, sunny, and dry with a temperature of 10 degrees. A year previous to this date, a Deputy Sheriff had been killed in a similar accident along the same stretch of highway. We had discussed at length revising protocols for sacrificial barriers and for appropriate emergency light deployment. 
 

 

Lessons Learned 

The incident and ensuing similar responses were critiqued. There were discussions suggesting we totally close the Interstate at future occurring situations. There were discussions of deploying a larger piece of apparatus as a sacrificial barrier. However, with manpower assignments largely dictating responding one initial piece of apparatus, either a heavy rescue or a rescue pumper, it was argued that the single piece needs to be in position to operate closer to the original scene. It was also discussed that the duty chief will usually get out first and be first on the scene requiring utilizing his vehicle as the upstream barrier initially. We all agreed that we could simply never underestimate the driver inattention and high speeds of vehicles approaching accident scenes. Traffic cones will not stop vehicles nor will they protect manpower. We are discussing mutual aid assignments that will get us at least two vehicles on Interstates, one acting as an upstream barrier and the other one being the primary accident response vehicle. 
Administrative Questions

# of personnel involved: 1

Detailed event type: FD vehicle collision 

Command and control: 2-4 units 

Company level staffing: One

Equipment type: N/A

Manufacturer: N/A

Performance: Actions of others

Sleep pattern: N/A

Weather: Clear and frozen surfaces
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