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Dear Colleagues,
We hope 2012 brings you prosperity and good health. The
past several years have been grueling for fire and emergency
departments across the country. Despite tough times, we
still have an obligation to look out for each other as best we
can. This year’s theme, “Search. Learn. Share.”, takes the
tradition established by the launch of the near-miss reporting system six years ago to a new level.
None of us is all-knowing. Truly wise firefighters/EMTs are
open to input, search for knowledge so that they can stay on
top of their game and aren’t afraid to seek out someone with
more knowledge when faced with an unfamiliar situation.
As you thumb through this year’s calendar in preparation
for new challenges, you’ll see that we’ve again assembled a
strong cadre of authors. This group is committed to helping
you increase your knowledge base by introducing you to a
different slant on a topic that you may think you’re already
familiar with and providing you with a ready-made drill topic
for each month.
Each calendar topic originated from a near-miss report.
You may ask yourself why someone would take the bold
step of documenting an event or incident that sometimes
exposes a less-than-stellar performance by a firefighter/EMT
or company. The motivation ranges from altruism to sounding an alarm. We came across a statement in near-miss
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report #11-154 that we feel best illustrates the rationale
behind near-miss reporting and the new level of tradition it
will take on this year: “This report is submitted to share an
incident where personnel made good decisions and followed
department policies, resulting in preventing a disaster for
responding firefighters.”
Near-miss reports describe events that have occurred
during all types of operations, but they all have one thing
in common: Each event occurred because sound practices
were not followed. So the overall lesson from these reports
could be as simple as “Do as I say, not as I did.”
Reports also describe events that stopped short of tragedy because best practices were followed. Taking an extra
second to secure PPE, heeding the warning signs of an
impending heart attack or employing the principles of crew
resource management all qualify as near misses and contain messages every bit as powerful as the near miss that
nearly costs a firefighter their life or limb due to an omission.
As you make your way through 2012, we urge you to heed
the lessons found in the nearly 5,000 accounts from your
brothers and sisters who took the time to post their experiences so they could make a difference to someone else.
After reading the reports, ask yourself, what have I done to
return the favor?
Sincerely,
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Health Focus:
Cancer Awareness
The IAFC’s Safety, Health and Survival Section
identified the need for firefighter cancer
awareness in their 2010–2012 Strategic Plan.
To support their efforts on this critical firefighter
health-related issue, this year’s monthly health
topics focus on firefighter cancer.
Thanks goes to the Firefighter Cancer Support
Network (FCSN) for input on each of the topics.
The mission of the FCSN is to provide fire and
emergency department members and their
families with an opportunity to receive assistance
when faced with cancer. The FCSN advocates a
proactive approach to acknowledging and dealing
with cancer in the fire and emergency service. For
more information on firefighters and cancer, visit
www.FirefighterCancerSupport.org.

For free additional copies
of the 2012 Near-Miss Calendar,
send an e-mail to
info@firefighternearmiss.com
with the requested quantity
and a mailing address.

2012 Near-Miss
Calendar Overview
This year’s calendar topics were selected in partnership
with the IAFC’s Safety, Health and Survival Section. The
highlighted near-miss reports for each month occurred
during “bread and butter” calls as well as highly specialized operations. Other monthly topics focus on the
importance of situational awareness, crew integrity and
behavioral health.
Visit the Resources page of www.firefighternearmiss.
com for supplemental information on each monthly topic.
There, you will be able to download grouped reports,
PowerPoint presentations and other training information.
Together with the case studies for each month, your crew
or department can focus on the same training topic.
If you have information you would like to share with
the fire and emergency service on any of the topics
highlighted in the calendar, send an e-mail to info@fire
fighternearmiss.com.
The IAFC’s Safety, Health and Survival Section produced a 2012 Planning Calendar with the same monthly
topics. For information on ordering the Planning Calendar,
visit www.positivepromotions.com/itp10cf. We encourage
you to use both calendars to show your support for firefighter/EMT safety.

Search. Learn. Share.
The theme of this year’s calendar, “Search. Learn.
Share.”, is based on the three major components of the
National Fire Fighter Near-Miss Reporting System.
Search: The site’s “Search Reports” feature allows the
visitor to search nearly 5,000 reports via report number;

keywords, such as struts, pike poles, basement fires,
etc.; or parameters, such as event type, department type,
etc. By using the Search Reports feature, a department
can take a proactive approach to addressing issues in
the department prior to suffering a member’s injury or
fatality.
Learn: The Lessons Learned section of each nearmiss report is submitted by the reporter; it is not
written by the report reviewer. The report reviewers
and program staff do not take corrective actions on
near-miss reports. The strength of the program lies in
individuals reading the reports, then drawing from their
own experiences and their own department’s protocols
to garner lessons learned. Remember: When reading
reports, it is important to recognize the courage it took
to submit a near-miss report and not pass judgment on
the individuals in the near-miss report.
Share: Report submitters state that their motivation
to submit near-miss reports is to help other firefighters/
EMTs. Reporters frequently tell report reviewers “If one
person can learn something from this report, then it
was worth my time to submit the report.” Reporters also
state that it is cathartic to submit the report because
oftentimes, the report involves an event that has
weighed heavily on their minds.
But the Share component goes beyond the report
itself. Those who read near-miss reports can share the
lessons that they read about with their department. This
action can generate much-needed discussion, which
can lead to positive change for many departments.
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2012 Calendar Topics
January
Mayday Command
Greg Lindsay
Battalion Chief
Oklahoma City Fire Department
		

February

Roadway Safety
Jack Sullivan
Director of Training
Emergency Responder Safety
Institute

March
Crew Resource Management
John B. Tippett Jr.
Deputy Chief
Charleston (S.C.) Fire Department

April
Personal Protective
Equipment
Michael Garrahy
Chief
Rocky Hill (Conn.) Fire Department

May
EMS Scene Safety
Rob Clemons
Battalion Chief
Prince William County (Va.) Fire and
Rescue

June
Communication
James Grady III
Chief
Frankfort (Ill.) Fire Protection District

July
Hazardous Materials Safety
C.J. Haberkorn
Assistant Chief
Denver (Colo.) Fire Department

August
Crew Integrity
Tommy Bishop
Assistant Chief (ret.)
Marietta (Ga.) Fire Department

September
Firefighter/EMT Fitness
Brad Van Ert
Captain
Downey (Calif.) Fire Department
		

October

Violent Scenes
Steven Mormino
Lieutenant (ret.)
Fire Department of New York
			

November

Rapid Intervention Teams
Steve Pegram
Chief
Goshen Township (Ohio) Fire and
EMS Department

December
Help Yourself; Help Your
Family
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Advisory Board
• Matt Tobia, Battalion Chief, Anne Arundel County (Md.) Fire
Department

Jeff Dill
Battalion Chief
Palatine (Ill.) Rural Fire Protection
District

Note: The monthly photos are not representative of the featured near-miss report.
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When reporters submit a near-miss report on www.
firefighternearmiss.com, they can select up to five
contributing factors, terms frequently encountered in standard injury reporting systems and
human factors research. As illustrated in graph 1,
situational awareness is the most frequently selfselected contributing factor in near-miss reports
since the program’s inception.
On this page, you will find partial event descriptions for three reports; however, all three stop at a
critical point. Pages 38–39 include the rest of the
event description and the lessons learned as found
on www.firefighternearmiss.com. The intent of this
exercise is to engage discussion and raise awareness of proper decision-making.
Important: The National Fire Fighter Near-Miss
Reporting System does not endorse the decisions
of the report submitter. Rather, these reports
should challenge you to determine what your
course of action may be if you found yourself in a
similar incident.
Some reports may not give you all the information you would need to decide your course
of action. But each report does allow you to use
your decision-making skills and ask yourself what
additional information you would need to make a
well-informed decision.
Special thanks goes to the Aviation Safety Reporting System’s CALLBACK newsletter for this concept.

1. Report #10-701
“We were dispatched for a box alarm at a multidwelling apartment building. Before the first engine
could mark responding, all units were advised that
this response would be for a working fire. As the

5

first engine responded with a crew of four personnel, mutual-aid companies were requested. Upon
arrival of the first engine company, crews were
met with heavy fire and smoke coming from the
first-floor apartment with fire extending into the
breezeway separating the building and extending
into the second-floor apartment. The other firefighter and I, riding in the back, deployed a 1¾"
handline into service. I started attacking the fire
through the window to try to prevent the further
spread of fire into the second-floor apartment,
then into the breezeway. I was trying to prevent
further extension into other apartments and the
stairwell that would be used for egress. After
knocking the fire down in the first-floor apartment,
mutual-aid engine and ladder companies arrived
on scene and pulled additional lines. Two other
crews joined my partner and me on the secondfloor balcony located in the breezeway to start an
attack on the second-floor apartment. Command
requested that a ladder truck be put in service and
await further instruction before flowing water. Six
firefighters, including myself, entered the secondfloor apartment and encountered moderate fire
and heavy smoke and heat conditions. As we were
knocking the fire down, we were also pulling the
ceiling, checking for extension and for the structural integrity of the roof. As we were checking for
extension, we noticed the majority of the rafters
were burned up.”
What would you do?

2. Report #07-736
“We arrived on the scene to find fire on the third
floor of the structure. I entered the structure as a
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Report Exercise:
What Would You Do?

Graph 1: Contributing Factors to Near Misses

member of the search crew with the attack crew
following shortly behind us. The floor layout and
placement of furniture hindered the attack crew
in finding the seat of the fire. After completing our
search, we assisted the attack crew in locating the
fire. Because of the fire load and a lack of rapid
ventilation, conditions started to deteriorate and
an evacuation was called. During the evacuation,
someone proceeded past me and started ventilating a window. I attempted to catch up with the FF
but was unsuccessful in reaching him. I wanted to
contact him to make sure he knew that an evacuation had been ordered.”
What would you do?

3. Report #06-132
“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 1¾" line to the
front door and proceeded toward 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 their way, and cannot get to the hydrant.’ The
second-due engine then proceeded to stretch a
second 1 ¾" 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 2½" line?’”
What would you do?

Continued on p. 38
2012 Near-Miss Calendar

Reporting Lessons
from Near-Miss Reports
The Near-Miss Reporting System is a voluntary, confidential, nonpunitive, secure reporting system with the goal of improving firefighter/
EMT safety. Reports are stripped of all identifying information, such as
names and addresses. Then the de-identified reports are posted on
www.firefighternearmiss.com for other firefighters/EMTs to learn from.
The reporting system is also an all-hazards program; reports range
from routine occurrences to once-in-a-lifetime events. One of the
major benefits to having such a system is that all near-miss reports
offer readers the opportunity to put themselves in someone else’s
shoes. Once you read a report, you may find yourself asking, what
would I do if I were in the same situation? What would my roles and
responsibilities be if I were on the scene of a similar call? What have
I done in a leadership role to prevent a similar occurrence?
To help people locate specific types of incident reports, the NearMiss Reporting System categorizes reports by event type. What
follows are examples of reports from each of the six “Event Type”
categories. Each of the highlighted reports contains a “reporting
lesson,” or information that addresses some of the frequent misconceptions about near-miss reports.
To better understand how the system works, all firefighters/EMTs
are encouraged to submit reports. Sharing your experiences will not
only help prevent future injuries and fatalities, but it will also help
the fire and emergency service identify the patterns of behavior that
cause near-miss events.

Event Type: Fire Emergency
Reporting Lesson: There is no statute of limitations for submitting
a report. Some reports are submitted almost immediately after
someone returns from a call. Other reports are submitted after the
department has done a thorough investigation. And still other reports
are submitted years after the event took place. Report #11-124 took
place in 1975 and was submitted in 2011. The lessons learned from
the near-miss report are as relevant today as they were 37 years ago.
Event Description
“Fire had been extinguished in the kitchen of an old, neglected home.
Since the fire was out and smoke cleared, I went in the back door to

survey damage. As I stepped off the back porch with another firefighter, I stepped into the kitchen. As soon as our combined weight
touched the kitchen floor, it collapsed and we both fell into the basement. Fire had not caused the collapse. The cause was a rotted floor.
Neither of us was hurt. A ladder was brought to get us out.”

Graph 2: Near-Miss Event Type
(based on all reports submitted to the system)

On-duty
Activities
6%

Training Activities
12%

Non-fire Emergency
15%

Vehicle Event
16%

Other
3%

Fire Emergency
48%

Lessons Learned
Even though there was no fire damage, the structure should be carefully surveyed before stepping on it. Even though backing each other,
you don’t have to be too close. Sounding the floor may have discovered weakness.

Event Type: Non-Fire Emergency
Reporting Lesson: As illustrated in graph 2, the majority of near-miss
reports involve fire emergency events. However, near misses can
occur in more routine incidents, such as in Report #11-284, which
took place during a motor vehicle incident.
Event Description
“We were dispatched to a report of a two-car motor vehicle accident
with injuries and entrapment. Upon our arrival, we found one vehicle
on its side with one female patient that was entrapped. EMS arrived
shortly after us and took over patient care while we began extraction. Our crew stabilized the vehicle and then removed the front and
rear glass. We then used our hydraulic cutter and cut the A, B and C
posts. We also made a cut on the top of the car.
“After the extrication was complete and the patient transported,
we were looking over the car and discovered that we nearly cut
through an air bag cylinder. After the call, we discussed the hazards
of cutting air cylinders and the life safety involved.”
Lessons Learned
We learned to check for air bags and that we should have removed
the inside plastic trim covers prior to cutting. Everyone should
check for air bags and seatbelt tensioners. There should be more
training on them as well.

Event Type: Vehicle
Reporting Lessons: Report #11-135 illustrates three factors regarding submitting near-miss reports. First, reports can be submitted by
individuals who were involved in the event, witnessed the event, told
of the event—or even by the safety officer.
Secondly, the fire chief submitted this report. Although, as graph 3
indicates, the majority of near-miss reports are submitted by firefighters, reports are received from all ranks.
Lastly, this report demonstrates that near misses can occur
before, during or after a call, as this report occurred while returning
to the station after a structure fire.
Event Description
“After concluding a successful structure fire attack, engine [number
deleted] traveled to the end of the residential road to turn around.
As the engine was passing back by the original fire scene, a threeyear-old child ran into the road. The engineer observed the child and
locked up the brakes. The child ran into the driver’s side front tire
after it had come to a stop.
“If the driver had been distracted, this could have been a fatal
pedestrian apparatus collision. The lesson learned is to use extreme
caution when traveling in a residential neighborhood. Post-incident,
people may be distracted and not watching for apparatus moving.”
2012 Near-Miss Calendar
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Graph 3: Title/Rank of
Report submitters

(based on all reports submitted to the system)
Training/Safety Officer 3%

Other 5%
Fire
Chief 7%

Firefighter 42%

Chief Officer 13%
Company Officer 30%

“My motivation to submit my report was that I knew I could help another
firefighter avoid getting hurt or worse. It was very easy to submit a report. So
no more excuses. If you know something that could help another firefighter,
take 15 minutes to submit the report.”
									—Report Submitter
Lessons Learned
No matter how many times you talk about safety, people make mistakes. All components of safety were in place and the safety officer
still missed the problem. As an instructor, you have to constantly
watch your students to reinforce and establish best practices.

Event Type: On-Duty Activities
Reporting Lesson: Report #11-240 supports the fact that near misses
can occur even while performing daily maintenance in the firehouse.
Lessons Learned
Use extreme caution when moving apparatus in a residential neighborhood. The officer and driver need to be vigilant in watching for hazards
post-incident when firefighters are tired from firefighting activities.

Event Type: Training
Reporting Lesson: Near-miss reports are not reserved for events
that almost resulted in firefighter injury or worse. As Report #11-111
shows, there is value in reporting near-miss incidents to reinforce the
importance of following best practices. In this report, complacency
was averted due to redundancy in safety checks.
Event Description
“While conducting training, a student was almost injured doing
Level A hazmat training. The spirit and intent of the class today
was for the students to perform a Level A entry and mitigate an
unknown hazard. Multiple safety briefings were performed, as well
as a detailed site safety plan. The near miss occurred while zipping
the students up into the suit. Once the green light to go operational
by the IC was given, the attendant zipped up the operator and forgot to hook up the SCBA regulator to the mask of the entrant. The
entrant didn’t realize that he was not on air and proceeded to the
target. Luckily, I noticed that the entrant had no regulator hooked
up, and I unzipped the suit and corrected the situation.”

Event Description
“We still have poles in our firehouse that members can use to gain
access to the first floor from the second floor. They require daily maintenance and we use a tool to ‘grease’ them each day. This ensures
that the proper amount of ‘grease’ gets applied and they are not too
slippery or dry. Today we had a member rove in that is not familiar
with the operation or the tool and he tried to ‘grease’ the pole. He
applied too much and it caused the poles to be way too fast. I slid the
pole for a call and basically did a free fall of 16 feet from the second
floor to the first. Thankfully, we have pads at the bottom of the poles
that padded my fall and I was not injured.”
Lessons Learned
We need to be aware of our actions and consequences to those
actions. This firefighter did not try to hurt anyone. In fact, he was trying to do his best to complete his riding assignment housework. We
need to take it upon each other to constantly communicate and train
when we encounter new situations. This incident could have been
tragic and even fatal.

Event Type: Other
Reporting Lesson: A near-miss event is defined as an unintentional,
unsafe occurrence that could have resulted in an injury, fatality or
property damage if not for a fortunate break in the chain of events

leading up to the event. Although that is the formal definition, a near
miss for one person may not necessarily be considered a near miss
for another person. The key factor is that if you consider an event
to be a near miss, then it is a near miss. In Report #11-263, a battalion chief shares his personal near-miss event in the hopes that
another firefighter will not ignore the physical signs of a potentially
fatal health problem.
Event Description
“Recently, I thought I had a pulled rib muscle. It was tender to the
touch and painful to take a deep breath. I exercise regularly, so
I thought maybe I’d cracked a rib or pulled something. I’d had a
cough for about a week, but I didn’t think much about it. I finally
decided to go to the hospital ER, for ‘shortness of breath.’ It turned
out that I had bilateral pulmonary emboli, which is a blood clot in
each lung and can be fatal.
“Oftentimes we are our own worst patients (myself included). We
run EMS calls, where we tell other people when it is in their best
interest to go to the hospital, yet we seem to be in denial that it could
ever happen to us. It can, and it does ... even with annual physicals.
“I felt it important to share this with you, because heart attacks
are still the leading cause of firefighter line-of-duty deaths. So, if this
piece of advice saves just one life, I can live with that! Thank you
for your time.”
Lessons Learned
One lesson I learned from my experience (besides that life is precious) is “DO NOT ignore your pain,” especially chest pain or
shortness of breath. Pain is usually there for a reason ... to tell you
that something is wrong. So, report it and take appropriate medical
action. I’d rather seek medical help and risk having them tell me it’s
nothing, than deny it and never make it home to my family.

2012 Near-Miss Calendar
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Our Near-Miss Report: #11-229
The National Fire Fighter Near-Miss Reporting System
removes any identifying information (names, departments,
geographic location, etc.) from every report prior to posting them on www.firefighternearmiss.com. This is done to
protect the identity of the individuals involved and their
department; however, the report excerpts below include
the agency names per the department’s request. By sharing their identity, the Poudre Fire Authority from Fort Collins,
Colo., demonstrates their willingness to learn from nearmiss incidents and their belief in the near-miss system.
Again, the excerpts below are the exception to the rule.
Under normal circumstances, none of the reports posted
on www.firefighternearmiss.com will reveal individual or
department information.
Note from the Poudre Fire Authority: Our organizational
culture is one that promotes safety. All department members, from rookies to chief officers, have united to prevent
another incident like the one described below from
happening within our department or any other department. We are proud of our organization’s safety culture
and the unity of our members, who continually strive for
improvement.

Event Description
“Poudre Fire Authority crews were dispatched to a report
of a person ‘stuck on an island’ in the middle of a river.
The river at the time of the call was flowing approximately
2,600 cubic feet/second, a high flow during spring runoff.
A total of 21 fire department personnel responded to this
incident; 14 of these responders were certified swiftwater
rescue swimmers. Larimer County Sheriff’s Office Emergency Services and Larimer County Dive Rescue Team
also responded to this incident.
“Initial crews made contact with the reporting person
(RP), who was one of three separate witness reports. The
initial RP reported a male with brown hair wearing a white
shirt and plaid pants was hanging onto a tree branch near
an island in the river. The RP reported they saw the victim
‘hanging on for dear life, growing weaker’ and watched him

go under water twice. When they returned from calling 911,
the victim was gone. These witnesses remained on scene.
When Larimer County Sheriff’s Office Emergency Services
and the Larimer County Dive Rescue Team arrived, they
were interviewed again and made the same statements.
“Throughout this incident there were two other witness
reports. One of these reports stated a male exited the river
on river left and was walking eastbound. The other witness
report stated they heard someone screaming downstream
from the last seen point. Both of these witness reports
were unconfirmed by crews on scene.
“Crews performed a shore-based hasty search with negative results. Although dusk was upon the scene, based
on the confirmed witness reports, crews decided to enter
the water to search an island just downstream from the
last seen point. This plan was communicated to command,
which had an obstructed view of the scene. Five rescue
swimmers were instructed to search a downstream island
and then exit at a designated point river right. The high
water conditions made the river channel confusing with
multiple islands.
“The five rescue swimmers entered the water. Per
department policy, downstream safeties were in place
along with a secondary downstream containment group.
Due to darkness setting in, command ordered all swimmers out of the water before they reached their designated
exit point. Group supervisors acknowledged this order to
command, but were unable to effectively communicate
the order to rescue swimmers due to river noise, distance
and low-light conditions. Three of the swimmers exited the
the water river left on their own accord. The remaining two
rescue swimmers continued their search on what they
believed to be river right when they encountered a large
strainer impeding their path. They then went river left in an
attempt to avoid the strainer.
“Command received a report of a firefighter caught in
a strainer on river left. The firefighter, a 30-year-old who
has been a firefighter for five years, was one of the two rescue swimmers who went river left. Scene personnel were
directed to affect the rescue of this trapped firefighter.

Island

River Left

Strainer

Debris

Strainer

Firefighters
1, 2 & 3
Trapped
Firefighter

Firefighter 4
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Crews from the Poudre Fire Authority and the Larimer County Dive Rescue Team were able to throw
a ‘rope lasso’ onto the firefighter and safely pull
them from the strainer to shore. Although this rope
lasso method took multiple attempts, the rescue
was made six minutes after notification of a firefighter caught in a strainer.
“After the firefighter rescue was completed, a
sheriff deputy advised command that he interviewed the confirmed witnesses for a third time
and determined the witnesses were providing
false information to rescue crews.”

From Lessons Learned
This was a high-risk/low-frequency event that this
fire department had been training for over the last
several years. Two years ago, a successful rescue
was performed by this department at the same
location in the river. Crews trained, scouted and
swam this section of the river two weeks earlier,
so they were familiar with this section of the river.
The Poudre Fire Authority has a search policy
that is risk-profile based. For structure fires, this
policy requires searching all tenable areas for
possible, probable or known occupants. When
operating in the swiftwater rescue theater, especially during high-water flows, it is important to
apply a risk profile that is narrowed to known,
visible and savable lives. This event pushed this
department’s swiftwater rescue procedures to its
limits and identified areas of improvement that are
currently underway.
Because of proper training, following standard
protocols and interagency coordination, the incident had a positive outcome. Downstream safeties
and a downstream containment group were established early in this incident and maintained during
the rescue event. The shore-based hasty search
was complete and well coordinated. Once the mayday event occurred, three whistle blasts worked
well for the mayday notification. The entrapped
firefighter’s partner physically marked his position before going for help. The crews stayed calm,
and disciplined, and communicated clearly during

the rescue event. There were resources built into
the departments’ swiftwater response profile that
provided extra personnel and allowed for the rapid
rescue of the firefighter. An additional ambulance,
for a total of two ambulances, was dispatched and
staged for the rescue personnel.
There were several important lessons learned:
• Interagency incidents need a unified command presence with a shared radio frequency;
• A safety officer should be established early
into these types of incidents;
• Mayday procedures need to be applied in all
firefighter down situations, not just structural
fires;
• Personnel, including rescue swimmers, must
be in voice, visual or radio contact;
• Be aware of the affects of diminishing daylight
on visual communication;
• Initiate downstream scouting for hazards
(strainers, etc.) when rescue swimmers are in
the water;
• Assign walking safeties with visual and/or verbal contact with rescue swimmers;
• Ensure face-to-face communication is understood and confirmed between shore-based
personnel and rescue swimmers;
• Gather contact information of all witnesses
while on scene;
• Consider experience level of rescue swimmers; and
• Do not put rescuers in the water without
considering a risk profile that includes time
of day, river conditions/hazards and savable
victim(s) vs. probable victim(s).

Excerpts from an interview
with the Reporter
Near-Miss Representative: It’s been about three
months since you submitted the report. Is there
anything you would like to add to the lessons
learned section of the report you submitted?
Poudre Fire Authority: This near miss led our
department to closely examine how we interpret
our risk profile for swiftwater rescues. It is important

Initial Rope
Throw
Both Ends Pulling Upstream
to re-emphasize that the risk profile for swiftwater
rescue operations is more narrowed than for structural firefighting. This restricted risk profile requires
a strong, direct and visible command presence.
Swiftwater rescues often involve multiple agencies;
these agencies should train together often. Entering swift water to search for a possible or probable
victim instead of a known and savable victim can
put crews at unnecessary risk, especially at dusk,
during waning light conditions. Crews assigned to
enter the water must be trained to the appropriate
level. As a rescuer, you need to know your personal
limitations and act in an appropriate manner based
on limitations. This incident resulted in revisions to
our training program and operational planning.
Although not directly related to this incident, the
Poudre Fire Authority is in the process of developing a dedicated safety officer position. The safety
officer will be assigned to all significant incidents.
NM: What advice would you give to other departments responding to water rescue calls?
PFA: Understand your risk profile when developing an incident action plan. Be prepared for
a multi-agency response. Slow down so you can

function at a purposeful speed and gather and
process information received from witnesses and
responders. Always scout the section of swiftwater
at the incident site for hazards prior to entering the
water. It is critical to maintain voice or visual contact with rescue swimmers.
NM: Why do you think it is so important to talk
about incidents like this?
PFA: Our intent is to help other fire departments
and cooperating agencies maximize safety during low-frequency/high-risk events. It is our hope
that this information assists other departments to
identify gaps in swiftwater rescue procedures and
implement improvements that contribute to safer
operations.
NM: Why did you decide to submit a report to the
National Fire Fighter Near-Miss Reporting System?
PFA: We submitted the report with the intention
of sharing this information to prevent another
occurrence like this from happening to another
fire department. The Poudre Fire Authority has
a culture that promotes safety, and sharing this
information is a department value.
2012 Near-Miss Calendar
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Mayday Command
By Greg Lindsay—Lindsay is a 28-year member of the Oklahoma City Fire Department, currently serving as a battalion chief. Lindsay has a master’s degree in public administration from the University of
Oklahoma and has been a trainer with the National Fire Fighter Near-Miss Reporting System since 2005.

“The fire department received an alarm for a
natural gas leak at a near-by business … While
attempting to keep onlookers clear, the D side of
the building suffered a catastrophic event where
two firefighters were last seen. The gas had been
pulled into the building by a fresh air intake and
found an ignition source, causing the building
to explode, collapse and catch fire. At 1336 hrs,
followed by a rapidly spreading fire and a brief
moment of unaccountability, the driver of the
engine quickly got on the radio to establish communications with the two unaccounted firefighters.
The ladder operator began establishing a water
source from the hydrant. The RIT team sprung into
action to locate their unaccounted brothers. The
mayday sounded. The captain radioed, ‘MAYDAY,
MAYDAY, MAYDAY. The platoon chief was down.’”

Comments
Commanding a response to a mayday call combines several elements. The first involves incident
command coupled with the urgency of immediate
need for rescue. Procedures and guidelines specific to your department play an integral part in
the initial thought process. Additionally, the personnel initiating the mayday are likely to be your
co-workers. Finally, you have an emergency incident that needs your attention—that is the reason
you were called in the first place. Each twist on
this command places a heightened sense of anxiety on the person leading the response. It can be
even more frantic if the command falls on your
shoulders unexpectedly.
Leading the charge on a mayday can be manageable. One of the basic tenets of incident

command is to monitor your span of control. At
first, you may be limited. You may only have the
crew that is serving as the rapid intervention
team (RIT). When more personnel are available
to augment RIT activities, assign the most appropriate personnel to key activities. Once the RIT is
deployed, another crew must be established as a
back-up. Depending on the size of the building,
additional alarms may be struck and the entire
response could be assigned to the rescue effort.
As a number of the companies receive assignments, and the rescue effort ramps up to full
swing, ask yourself, “Is anyone fighting the fire?”

Discussion Points
3 It is very likely that during a mayday response,
the incident commander may maintain overall
command of the incident and assign the RIT
operation to a qualified officer on the scene.
Would you be ready during an incident to manage this type of response?
3D
 iscuss departmental policies regarding maydays with your crew.
3F
 amiliarization with building construction is vital
to completing size-up for fire attack. Which skill
sets do you consider vital for commanding a
response to a mayday?
3H
 ow often does your department train on rapid
intervention techniques?
3 If you were the firefighter trapped in a structure
like the one mentioned in the case study, would
the crews you train with be prepared for this fire
and the subsequent collapse?

Keep Moving
photo Gert Zoutendijk

Case Study: Report #08-129

Maintaining a healthy weight and performing
regular physical exercise are two controllable
ways to decrease your risk of developing
certain types of cancer. According to the
National Cancer Institute, obesity increases the risk of
postmenopausal breast cancer, uterine cancer, colorectal cancer, kidney cancer and esophageal cancer.
2011 Near-Miss Calendar & 201o Annual Report
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Roadway Safety
By Jack Sullivan, CSP, CFPS—Sullivan is the director of training for
the Emergency Responder Safety Institute (www.respondersafety.
com). He retired after 25 years in the fire and emergency service, but he continues to work on first responder safety issues.
He represents the fire and emergency service on various national
committees dealing with traffic incident management and roadway incident safety.

“An engine company consisting of a three-person crew (captain,
driver/operator and firefighter) came upon an MVA while in our district preplanning. My engine was in the far right-hand lane providing
a barrier for safe operations during the accident. There was a police
car parked directly behind the engine. After patient care was completed, the tow truck arrived to remove the vehicle. I was at the left
rear of the apparatus and was acting as a spotter for the driver who
was re-positioning the apparatus to a side street. While backing up
the apparatus, a vehicle traveling in the far right lane went around
the police car and struck me. I was struck on the left elbow by the
vehicle’s right-side view mirror. As per department SOG, I was in full
PPE including a high-visibility traffic vest.”

Comments
Personnel on foot are exposed to moving traffic on almost every
emergency response. When you arrive on scene, the crew has to step
out of the emergency vehicle, which means that some of the crew
will be exposed to other vehicles moving in the area. This situation
can exist for both emergency and non-emergency activities. Even the
daily routine of parking the apparatus in a shopping center to do the
day’s food shopping can increase personnel’s risk of being struck by
a vehicle. Therefore, it’s important to discuss the traffic hazard with
our crew on a regular basis. Emphasize situational awareness, and
review all applicable practices and procedures for your agency. Avoid
turning your back to approaching traffic, but if you must turn away,
use a spotter to watch your back.
The crew did a good job of blocking with the engine, but the protected
area is downstream of the block. Any personnel operating upstream of
the blocking apparatus are exposed to approaching vehicles. Consider
using temporary traffic-control devices to warn approaching drivers.
Road cones, warning signs and flares can be used to supplement any
law-enforcement personnel on the scene. The traffic-control devices

photo Nick Schuler

Case Study: Report #11-234

Screening Saves Lives
help guide approaching motorists safely around the work area. Note:
During poor weather and nighttime conditions, make sure to increase
the distance for advance warning devices to give motorists more time
to react appropriately to the incident scene.
Roadway incident safety is not just about wearing a high-visibility
garment or establishing a block with your apparatus. The safest and
most effective operations stem from a coordinated program that
includes documented procedures that align with published standards
and regulations, including the Manual of Uniform Traffic Control Devices
(MUTCD), NFPA 1500 and state or federal OSHA regulations. Additional
program elements include joint training and collaboration with other
responding agencies, proper personal protective equipment, common
terminology and ICS and NIMS protocols, effective advanced warning
procedures and devices, and enhanced visibility graphics and emergency lights on apparatus.
And, like everything else in the fire and emergency service, a safe
roadway operation depends on knowledgeable and effective company
officers with strong situational awareness skills.

Discussion Points
3 Review your fire department guidelines for roadway incidents and
discuss how to apply those guidelines to each of the following

Screening tests are critical in increasing your survivability of
colorectal cancer by finding precancerous polyps, which can be
removed before they turn into cancer. Screening should begin at
age 50 or sooner if you have a family history of colorectal cancer
or if you have inflammatory bowel disease.

situations:
• A motor vehicle crash in the center lane of three travel lanes in
any one direction;
• A vehicle fire in the left shoulder of a divided, four-lane highway
with a grassy median; and
• A motor vehicle crash in a curve on a two-lane, rural road.
3W
 hat procedures should you use for traffic control when police are
not on the scene?
3W
 hat is the appropriate way to position a fire unit that’s being used
for a block at a traffic incident?
3D
 iscuss the appropriate way to display warning lights at an incident to provide ample warning for traffic while not creating glare or
visibility hazards for other drivers.
3D
 iscuss the proper and safe way to deploy advance warning
devices (signs, cones and/or flares) at an incident scene.
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Testicular Cancer
& Breast Cancer

Crew Resource
Management

Perform monthly self-examinations in order to
detect any abnormalities. Seeking professional
help in the early stages of cancer increases
your survivability.

The success of any firefighting operation is tied to the close interaction of a variety of elements. Rarely does just one individual or act
turn the tide in favor of firefighting forces. Information arising from an
acute awareness of the conditions provides input that the command
structure uses to make decisions. The decisions in turn generate
orders that promote a team approach to bringing the incident to a
successful outcome. A successful outcome is measured in terms of
lives and property saved.
Because the fireground is a dynamic environment that can rapidly
overload the senses, it is critical that all crews engaged in the firefight
are focused on the same goals; they must employ the appropriate
amount of risk to secure an outcome that saves lives and property.
One of the most successful methods for improving performance
and reducing injury in high-risk occupations is crew resource management (CRM). Fire departments studying and adopting CRM go
through a metamorphosis that results in improved incident scene
performance. Some firefighters and officers who are formally introduced to the concept of CRM discover that they have been using CRM
without realizing it, while others take the principles and infuse them
into their training program, from chief officer to recruit. A departmentwide education and adoption of the principles have positive effects
on all aspects of fire department operations, from incident scene
management to all non-incident functions.
One example of a CRM moment can be found in most near-miss
reports. Those moments are divided into two categories, positive CRM
moments, and moments where employing CRM would have made a
difference. The idea behind CRM is to minimize the adverse impact
of an unexpected outcome. Report #11-264 provides one example
of both categories: “… the Incident Commander asked if we could
have the Rapid Intervention Crew (RIC) stand down. I had some
remaining safety concerns, including an unsupported chimney, so I
recommended leaving the RIC team in place for a while.”

photo Gert Zoutendijk

By John B. Tippett Jr.—Tippett is a 38-year veteran of the fire and
emergency service and is currently the deputy chief of operations
for the City of Charleston (S.C.) Fire Department. He frequently
writes and presents on a wide variety of firefighter leadership, health
and safety issues.

A few minutes later, a mayday occurs when an attack team on
the front porch loses its way and one of the firefighters falls into the
smoldering, flooded basement of the house. The firefighter has the
presence of mind to don his facepiece and is rescued without incident by other firefighters. The presence of alert safety officers, an
incident commander open to suggestion, a fireground information
flow system that is open in both directions, a firefighter who suffers
a momentary loss of situational awareness then maintains enough
composure to assist in his own survival, and firefighters who function
at a high level when under duress (i.e., in a mayday situation) make
for a positive outcome. These elements also speak to each of the
principles of CRM.
Communication, decision-making, situational awareness, teamwork and task allocation make up the CRM principles. As Report
#11-264 richly describes, consciously exploring CRM principles, recognizing when they are unconsciously applied and formally adopting

the proven practice puts you, your colleagues, your crew and your
department in the best position to successfully handle each and
every incident.
To recap:
3 Establish and maintain an open communication system
where information is funneled to promote better supervisory
decision-making.
3 Seek as much information as possible when making decisions,
particularly decisions involving high-risk actions.
3 Avoid the susceptibility to tunnel vision that plagues emergency
responders.
3 Work as a team. End freelancing on the emergency scene.
3 Assign tasks based on the qualifications, training and experience of your members. Train personnel to their maximum
potential.
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Personal Protective Equipment
By Michael Garrahy—Garrahy is a 32-year veteran of the fire and emergency service and currently serves as the chief of the
Rocky Hill (Conn.) Fire Department. Garrahy also has an extensive background in healthcare life safety and has served as the
fire marshal for the Hartford Hospital Complex for the past 25 years. He is also a program trainer for the National Fire Fighter
Near-Miss Reporting System.
Key factors in every incident response include getting the
crew to the scene safely, mitigating the incident and returning to the station in one piece. One critical element within
scene mitigation is personal protective equipment (PPE). Firefighters on their game know that every call contains a certain
level of risk. Even the ordinary service call has the potential
to turn deadly. Therefore, attention to detail, planning for the
unexpected, knowing the capabilities of PPE and adhering to
the basic principles of wearing PPE will help the wearer make
it through each incident and on to the next. In short, no call
should be considered routine, which is why it’s imperative
that every firefighter wears proper PPE to every call.

Case Study: Report #07-836
“Our department responded to a service call, a request to
pump out a basement. Upon arrival, the homeowner advised
the chief that she also smelled gasoline in the house. The
chief ordered a two-person crew to don SCBA, breath air and
enter the basement in order to control the utilities. The crew
entered the basement, which had about 3–5 inches of water.
When they reached the middle of the basement, the room
went up in flames. The chief noticed the flames shoot from
the windows, ordered an evacuation and requested mutual
aid to assist fighting the fire. The two-person crew, who were
surrounded in flames, managed to evacuate. The crew was
evaluated by EMS and was found to be unharmed thanks
to using full PPE and SCBA. It was later determined that a
gasoline canister tipped over and the gasoline was floating
on top of the water in the basement. Once the water was
high enough, the pilot light on the hot water heater ignited
the gasoline.”

Comments
Advances in firefighter PPE have resulted in levels of protection
that could not have been imagined a generation ago. PPE is
our first (and often last) line of defense when a situation goes

awry. It is essential that firefighters understand the importance of PPE and the need to err on the side of safety. A call
for pumping out a flooded basement wouldn’t initially warrant
the need to wear full PPE; however, the additional information about an odor of gasoline prompted firefighters to use
extreme caution. In the end, a tragedy was averted.
Properly wearing PPE involves more than just pulling on
the gear at the time of dispatch. To gain maximum effectiveness from wearing your PPE, following manufacturer’s
recommendations and NFPA standards regarding fit, care,
cleaning, inspection and replacement are as important as
knowing when to wear it. Take care of your PPE and it will
take care of you.

Discussion Points
A search of the National Fire Fighter Near-Miss Reporting
System found approximately 500 PPE-related reports. Each
report represents an opportunity to reinforce the need for
properly fitted, maintained and worn PPE. To determine if you
and your department are compliant with current standards,
consider the following:
3 Was your PPE designed in accordance with NFPA
Standard 1971: Standard on Protective Ensembles for
Structural Firefighting and Proximity Fire Firefighting, or
any of the other NFPA PPE standards related to PPE?
3 Is your PPE worn and maintained in accordance with
NFPA 1500: Standard on Fire Department Occupational
Safety and Health Program?
3 Can you and your team properly don your PPE within
one minute as outlined in NFPA 1001: Standard for Fire
Fighter Professional Qualifications?
3 Is PPE that is staged on apparatus stored in a manner
that protects it from falling off the rig, getting pinched in
doors, snagged on sharp edges, etc.?
3 Do you inspect your PPE each shift to ensure all components are available?

PPE
Always wear your full PPE,
facepiece and SCBA on the
fireground to help reduce your
exposure to known and unknown
carcinogens. Maintain PPE per NFPA and
manufacturer standards, and keep your
family safe from toxins by leaving your
gear at the station.
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EMS Scene
Safety
By Rob Clemons—Clemons is a 30-year veteran of the fire and emergency service, currently serving as a battalian chief for the Prince
William County (Va.) Department of Fire and Rescue. He also serves
as a program trainer for the National Fire Fighter Near-Miss Reporting System.
Pre-hospital care providers must make numerous decisions on every
emergency they respond to. This includes crucial decisions that
help them monitor their own safety. Report #05-267 demonstrates
the vigilance that must be exercised by all first responders: “While
obtaining further patient history, the patient became irritated and
drew a 3" knife blade from her pajama bottoms. The patient grabbed
the OIC’s neck … and immediately placed the blade to her neck and
stated, ‘I am going to kill you.’”

This report reminds us that near-miss reporting is not only for firefighters, but for EMS providers as well. But just like fire emergencies,
what may seem like a “routine” EMS emergency can change in an
instant. EMS providers must evaluate the overall situation, emergency scene and the patient they are treating. Patients who are
violent or unsettled should be restrained with police assistance and
transported under police escort.
EMS providers also need to train on reacting to a violent patient
and use common-sense strategies and tactics to prevent placing
themselves in dangerous situations. Lastly, we must continually train
on and use technologies at our disposal to assist us when these situations cannot be avoided. The use of an emergency activation (EA)
button on their portable radio played a significant role in the protection of the EMS providers in the above near-miss report.

Discussion Points
3 Does your department or organization have “tactical disengagement” SOPs/SOGs for situations that turn violent?
3 What are your rights under local statutes regarding police escort or
to refusal to transport a mentally unstable patient?
3 What are the SOPs/SOGs for emergency traffic or mayday radio
calls coming from EMS units?

photo Gert Zoutendijk

Comments
Annual Medical Exams

3 What is the level of force (according to local statute) you can use to
defend/protect yourself if attacked by an unstable patient?
3 Have you received self-defense training as part of your initial certification or EMS continuing education program?

Strategies/Tactics
Threats to EMS professionals from their patients, the patients’ family
members or bystanders have increased at an alarming rate. We need
to optimize our performance as well as the protection of our crew,
ourselves and the public by employing clear communications, proper
task allocation, effective teamwork, critical decision-making and situational awareness. Here are some other strategies and tactics for
you to consider:
3 Position apparatus so you have the safest work area possible
when working on roadways;

Regular cancer screenings during your annual medical exam
can help you detect any early signs of cancer, which helps
ensure early treatment. Talk to your physician about what
screenings you should receive based on your risk factors and
family history. The “Wellness Fitness Initiative” (WFI) is an excellent program that outlines an annual wellness exam, which should be a priority
for every department. The WFI is endorsed by the IAFF and IAFC.

3 Be aware of environmental hazards and structural hazards
(like stairways and furniture) to ensure you have a clear exit if
needed;
3 Position yourself safely during and after gaining access to
patient;
3 Use proper word choices, body language and facial expressions
when talking to patients;
3 Look and listen for danger, paying close attention to a patient’s
hands and expressions of anger; and
3 Trust your instincts. Call the police department and stage your
crew if you feel the situation is dangerous.
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Memorial Day

Communication
By Jim Grady III—Grady is chief of the Frankfort (Ill.) Fire Protection
District where he has worked for 36 years. His department was the
first recipient of the National Fire Fighter Near-Miss Reporting System Safety Leadership Award in 2006. Grady has a master’s degree
in public administration and is a frequent instructor on a variety
of fire and emergency service related topics. He is also an active
member of the Illinois Fire Chief Association and the International
Association of Fire Chiefs.

The Odds Are Stacked…
For the general male population, there is a
1 in 6 chance of being diagnosed with prostate
cancer and a 1 in 33 percent chance of dying
from prostate cancer. Talk to your physician regarding
prostate cancer screening options. (Source: CDC)

photo keith cullom

Effective communication at the emergency scene is essential to a
safe and successful operation. Communication’s importance is
reinforced through training, experience and knowledge acquisition
as our responsibilities increase. As recruits, we are taught to look,
listen and develop an awareness of what is going to happen or what
is taking place around us. Much of that awareness evolves through
communication.
One way to improve communication is to understand how it can
affect fireground operations. We can find more than 400 examples
of incidents caused by problematic communication in the Near-Miss
Reporting System. Contributing causes range from too much radio
traffic blocking essential messages to critical messages not being
passed through the incident scene. Report #06-342 provides one
example: “… Just prior to exiting the room, the floor boards burned
from under me and I fell into the floor joists … A company officer from
the host town asked why we weren’t relayed the message about the
rear room being in unmanageable conditions. He was told politely
that his command and operations officer directed us there and they
had not received his message. He was the last unit working in that
room and declared it uninhabitable approximately 15 minutes prior
to our entering. Messages were never relayed …”
Away from the incident scene, have we been effective in telling
members what we want to accomplish and how we are going to get
the mission accomplished? Starting a shift with daily expectations is
the best way to hit the ground running.
Once we lay out expectations, do we as leaders listen to our members and ensure the whole communication loop is complete: send
the message, give time for discussion, answer questions and think
before we answer?
When we don’t employ the complete loop, we end up with situations like Report #05-495: “… Due to a miscommunication from
earlier in the morning, the firefighter operating the pump panel

mistakenly thought that the starting pressure for the operation was
to be 225 psi … The firefighter on the pump panel thought that the
truck crew had stated they were ‘ready for water’… Within five seconds, a loud ‘pop’ was heard … the 4” hose failed at the coupling
… on the truck’s waterway intake gate … the (unisex) coupling flew
off the hose … narrowly missed striking the engine captain who was
standing nearby …”
The crucial role communication plays in every element of the fire
and emergency service plays out in every report. Even when communication is not listed as a contributing factor, the perceptive reader
can find communication elements. Report #11-212 provides us with
one example: “I was on the entry team during a training fire in our
burn trailer … I had to do many entries that day and had a lot of fun.
While driving home I felt a little sick and had a severe headache. I got
home and my wife said, ‘You look terrible,’ and she was right. I ended
up going to the hospital later …”
One critical component of communication is listening. The solid

voice of experience or the officer who is always calm in the midst
of change are those we should make a habit of listening to when it
comes to learning about what is happening and how we are progressing. Listening at home, at meetings and listening to the troops helps
us not only understand others’ concerns and/or point of view, but
it also contributes to how well we work with and among our fellow
firefighters and families.
A good friend of the fire service, Chief Benny Crane (retired from
the Chicago Fire Department), who passed away a short time ago,
preached, “Issues and attitudes are a shifting percentage of importance, but what is a common link is communications—what is said,
how it is said.” And did I listen.
Stay safe, listen up and remember: Everyone must go home!

Safety Week 2012
The 2012 Fire/EMS Safety, Health and Survival Week is June
17–23, 2012. Visit www.iafc.org/safetyweek for more information.
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Hazardous
Materials Safety
By C.J. Haberkorn—Haberkorn is the special operations assistant
chief for the Denver (Colo.) Fire Department, a hazardous materials
master instructor for the International Association of Fire Fighters and
an advisor for the National Fire Fighter Near-Miss Reporting System.

“Our engine company was dispatched to a restaurant for a fall injury
… Crewmembers began the regular line of questioning and treatment for what seemed to be a standard medical call … The patient
stated that she was going into the basement to check on something
and became lightheaded and fell … As the captain from the engine
was questioning the patient … the other firefighter and the engineer
went into the basement ... both crewmembers became lightheaded
and exited the basement ... The hazmat team made entry … The goal
of the entry was to meter the basement for what was suspected to
be a carbon dioxide leak ... Due to the elevated LEL readings, the
hazmat team shut off the natural gas at the meter and attempted to
shut down the power from the exterior … This call quickly changed
from a routine medical call to a life-threatening hazmat call.”

Comments
A “routine call” can be the most dangerous call you go on as a firefighter. Oftentimes, firefighters get so focused on the nature of the
call that they forget to do a thorough size-up and process the information they are provided with regarding the scene. A patient who
presents with symptoms outside the paradigm consistent with the
nature of that call should serve as a signal to you that something else
may be occurring at that scene.
Hazardous materials calls are challenging. The hardest part is recognizing that you are on scene of a hazardous materials call. Once
identified, the officer in charge must take appropriate steps to avert
any unsafe acts from occurring. Remember: The hazardous product
always drives the mission.
A site safety plan, as well as a safety briefing, will enable you to
take a “best practice” approach to any hazardous materials call. A
detailed safety briefing that outlines specific “callback” and “abort”
criteria for entry personnel should be part of every incident action

photo Thomas Carmody

Case Study: Report #11-241

Year-Round Sunscreen
plan regarding hazardous materials. A safety officer, site safety plan
and a safety briefing allow all of the stakeholders on scene to make
deliberate decisions that are consistent with the mission.
Proper personal protective equipment, along with instrumentation
and stay times, is critical to providing the safest work environment
for firefighters and should be validated and communicated prior to
entry. Technological advances and specialized training in the area of
hazardous materials are also vital components to firefighter safety.

Discussion Points
3 What information do you think is important to communicate during
a safety briefing regarding hazardous materials?

There is something simple you can do to reduce the risk of
sun-related skin cancer: Use sunscreen with a sun-protective
factor (SPF) of 15 or higher every day, regardless of the time
of year. Make it a habit for yourself, your crew and your family.

3 How often do you train on how to write a site safety plan?
3 How do you validate your site safety plan?
3 What are your alarm limits set at on your meters?
3 Does your department have a written meter/survey policy?
3 Does your department use a safety officer and/or a site safety plan
for hazardous materials calls?
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Crew Integrity
By Tommy Bishop—Bishop retired from a 30-year career with the Marietta (Ga.) Fire Department. He served as a paramedic, safety officer, training officer, company officer and assistant chief. Bishop has been a trainer with the National
Fire Fighter Near-Miss Reporting System since 2005. He is also a regional vice-president with Outdoors Without Limits, a
non-profit organization working to provide opportunities for those with disabilities.

“While operating as my department’s incident safety officer, I responded to a residential home fire with a report
of victims trapped and burned. Companies reported heavy
fire showing and initiated an aggressive interior attack.
Upon my arrival, they were pulled out by command and
started defensive operations. During this initial interior
attack phase, a firefighter made entry with a rotary saw
into the structure and was ‘assisting’ in pulling hose on the
first floor of the dwelling. He reported that he was in zero
visibility; he encountered high heat as he stood up and
was then aware that there was heavy fire in the room as
well. When he stood up, he realized he was being burned
and was in trouble. He decided to make an exit out of the
structure. This firefighter reported that he lost his partner
when he exited and assumed that the other firefighter
(who stayed in the foyer) had gotten out. His partner, who
was in the foyer, reported that he saw him disappear into
the smoke and that was the last time he saw his partner
until he heard the first evacuation order.”

Comments
One of the first lessons a fire recruit should learn is that
fighting fires is a team effort. Raising ladders, stretching
hoselines, searching for victims inside structures and
other important fireground assignments all require a coordinated, safe and effective effort. Working together as a
cohesive unit is also fundamental to the safety of each
individual working on the emergency scene. It is very difficult to accurately maintain personnel accountability when
crewmembers become separated from each other.
It is important to anticipate the possibility of crewmembers becoming separated during the stress and confusion
that often occurs during firefighting activities. In the
report “U.S. Firefighter Disorientation Study” (2003) prepared by Captain William R. Mora of the San Antonio Fire

If you make healthy
lifestyle choices, you can
help lessen your risk of
developing many types of
cancer. Maintain a healthy
weight by going for a walk with
your family after dinner, exercise
regularly, eat a diet rich in fruits
and vegetables, limit your alcohol consumption, and always
protect your skin.

Department, crew integrity was lost during 100% of the 17
firefighter fatality incidents included in the study. The study
also concluded that an aggressive interior attack, along
with a prolonged search for the seat of the fire and zero
visibility, contributed to firefighters becoming disoriented.
So what is crew integrity? It’s really not complicated:
Go in together, stay together and come out together. If you
can’t see, hear or touch the other members of your team,
you have lost crew integrity. Important: If you find yourself
in this situation in an IDLH environment, you should consider it a true emergency.
It’s also important not to waste time trying to locate
the other crewmembers without assistance from the
incident commander. Fire conditions can change rapidly,
so it’s imperative that mayday procedures be initiated
promptly and resources, such as RIT, can be deployed
without delay.

Discussion Points
3 Does your department make crew integrity a priority by
having a clear and concise SOP or other policy?
3 Are all members of your crew familiar with how and
when to initiate mayday procedures?
3 Are regular PAR reports part of your department’s command procedures?

Additional Resources
3 www.ci.sat.tx.us/safd/PDFs/FirefighterDisorientation
Study.pdf
3 www.iafcsafety.org/downloads/Rules_of_
Engagement.pdf
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Case Study: Report #11-120
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Firefighter/
EMT Fitness
By Brad Van Ert—Van Ert is a captain with the Downey (Calif.) Fire
Department. In his 31-year career, he has also served as a shift
training officer and an EMS coordinator. He has a bachelor’s of
science degree in Occupational Studies and a master’s degree in
Emergency Services Administration from California State University,
Long Beach. Van Ert is a trainer with the National Fire Fighter NearMiss Reporting System.

“While working as the incident commander of an apartment fire,
I suffered ‘sudden cardiac death.’ My heart had gone into ventricular fibrillation, resulting in cardiac arrest. Firefighter/EMTs and
firefighter/paramedics were next to me when I went down. They
performed CPR and gave me one shock from an AED. Within four
minutes of dropping dead, I was awake and talking with the crews
who had just given my life back to me.
“I underwent a four-way open-heart bypass operation two days
later. A couple of months after that, I went through a cardiac stress
test and echocardiogram. Those tests revealed that I had no heart
damage and was completely healed.
“Thirty years as a firefighter, many without use of SCBA, poor diet,
lack of exercise and tobacco use, were certainly factors that led to
this event. Since that day, I have quit smoking, started eating a much
more heart-healthy diet and exercise four to six days a week. I firmly
believe in fire-based EMS and firefighter physical fitness.”

Comments
Report #06-288 underscores the importance of a healthy lifestyle
and regular check-ups. As firefighters/EMTs, we spend many hours
cleaning, maintaining and training on our apparatus and equipment
to ensure we are proficient in their use. It makes sense then that we
also realize the importance of training and maintaining our bodies so
we can operate at peak efficiency and minimize any downtime due
to injuries and illness.
There are numerous resources you can use to implement or
improve upon a department wellness-fitness program. The IAFC
and IAFF have worked together on the Fire Service Joint Labor Management Wellness/Fitness Initiative. This program stresses the

photo monte egherman

Case Study: Report #06-288

importance of physical fitness programs and annual medical exams.
Further information is available on the IAFF and IAFC websites.
Other useful references include NFPA 1582: Standard on Comprehensive Occupational Medical Program for Fire Departments and
NFPA 1583: Standard on Health-Related Fitness Programs for Fire
Department Members. These tools can provide guidance that can
help department members maintain a healthy lifestyle and minimize
potentially career-ending injuries and diseases.

9/11–Related Cancer
Research involving nearly 10,000 firefighters shows that
firefighters who responded to the World Trade Center were
19 percent more likely have cancer in the seven years following
9/11 than those who were not at the World Trade Center.
Firefighters were exposed to many known carcinogens, such as asbestos,
biphenyls and dioxins. This month, we honor all of the first responders in
New York, Virginia and Pennsylvania. (Source: The Lancet)

September 2012
Sunday

Monday

www.firefighternearmiss.com

Tuesday

Wednesday

Thursday

Friday

Saturday

October 2012

August 2012

							1

S

M

T

W

T

F

S

			 1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

S

M

T

W

T

F

S

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

Labor Day

30

Violent Scenes

The fire and emergency service is generally viewed as the “helper”
public agency. We generally garner a favorable rating from the public
because of all the missions we undertake to help the public in their
time of need. One of those missions involves EMS responses. Some
departments are reporting EMS run volumes ranging as high as 80%
of their total responses.
The EMS incident can present as many unknowns, dangers and
twists as any structure fire call. Sharing those twists and unknowns
with a large number of people via media outlets, such as the NearMiss Reporting System, serves to better prepare the next crew for
its foray into the unknown. Here are two case studies that support
information sharing.

Case Study: Report #10-837
“We were dispatched for a diabetic call. Engine [1]’s crew arrived on
scene with one volunteer in a POV following them. The patient’s wife
stated that he was suffering from hypoglycemia and that she was
having issues reasoning with him. EMS personnel walked into the
office where this individual was sitting down and explained who they
were and why they were there. He understood and answered questions properly. EMS found the patient to be hypoglycemic but very
coherent and alert. The patient asked EMS to leave the property and
EMS stated that they were there to help and that we wanted to get
his sugar to acceptable levels. The patient then walked over to the
desk and grabbed a loaded pistol. The volunteer saw him go for the
gun and, behind the back of EMS personnel, grabbed the barrel and
started to wrestle him to the ground ...”

Case Study: Report #09-706
“We responded to a non-emergency abdominal pain call. We arrived
to find a patient walking around a parking lot with his pants around his
ankles. When confronted, the patient stated he was hearing voices

AP photo/Chicago Sun-times, Brian Jackson

By Steven Mormino—Mormino is a retired lieutenant from the Fire
Department of the City of New York (FDNY), with 22 years of service,
including serving as a training officer and as a public information
officer trainee. He has an associate’s degree in fire science from
Columbia Southern University. Mormino also served as a volunteer
fire chief for the South Farmingdale (NY) Fire Department. He has
been a trainer with the National Fire Fighter Near-Miss Reporting
System since 2005.

Tobacco Cessation
Lung cancer accounts for more deaths than breast cancer, prostate
cancer and colorectal cancer combined. According to the Centers for
Disease Control, males who smoke regularly lose 13 years of their
lives; females lose 14 years. Visit www.iaff.org/smokefree or www.
healthy-firefighter.org/putitout for information on tobacco cessation programs.

and having suicidal thoughts. We stated that the patient needed to
go the hospital to be evaluated by a doctor. The patient refused to be
transported, so we stated, because he verbalized suicidal thoughts,
he was required by law to be evaluated by a doctor. The patient continued to refuse treatment, so we notified the police department. At
that time, the patient reached into his pocket and pulled out a knife.
We retreated approximately 40 feet to a safe distance. The patient
advanced on our position, approximately 10 feet and then proceeded
to throw the knife at us. We notified the police department to expedite
their response and subdued the patient after the knife was thrown …”

Comments
Both reports start out as everyday, common responses, but quickly
transition to scenes of violence. These two incidents are vivid
reminders that first responders should always remember that a call
can shift from “everyday” to violent in the blink of an eye.
Use the following to keep your crew’s awareness level at its peak
on every EMS run:
3 Training is crucial to survivability on scene. Mock drills and

hands-on and tabletop exercises enforce strategies and tactics before disaster strikes. Ensure SOPs are well known and
practiced.
3 Situational awareness is a key component to scene safety. A
complete size-up should be mandatory for all response locations.
3P
 re-plan target locations within first- and second-due response
areas. Note the different types of occupancies, and remind
members to remain vigilant with regard to various hazards.
3H
 ave dispatchers notify police to respond upon receiving information prior to unit response.
3 Develop a set plan to alert others of the dangers on scene, both
verbally and non-verbally.
3 Maintain crew integrity. Knowing the location of all members on
scene allows for a safer operation.
3 Remember that the safety of members is always top priority.
Listen to your senses. Taking a step back and waiting until the
scene is deemed safe by law enforcement may be the only
option before rendering care.
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Rapid Intervention Teams
By Steve Pegram—Pegram is chief of Goshen Township Fire and EMS in Clermont County, Ohio. Pegram
is serving his second term on the Board of Directors for the International Society of Fire Service Instructors and represents the IAFC’s Safety, Health and Survival section on the NFPA Electric Vehicle Safety
Training Project.

Case Study: Report #08-642
“We responded to a working structural fire at a private residence. The first-arriving units observed
fire venting from a window on the first floor of
the structure. Hose and search teams entered
the building. The two-member search team proceeded to the second floor, believing that there
might be victims trapped there. The fire suddenly
extended up the stairs to the second floor as the
hose crew encountered difficulties charging the
hoseline. The search team was quickly overrun
by the fire conditions. Attempting to seek refuge
inside a room, they found that all the doors were
locked, trapping them in the hallway. Although
separated, they both eventually jumped through
a window at the end of the second-floor hallway. They were transported to a burn center for
treatment.”

Excerpt from Lessons Learned
No matter how cautious firefighters are, fires are
dynamic and conditions can deteriorate rapidly;
therefore, it is imperative that firefighters be prepared for dire situations. Fire departments need
to train firefighters to deal with the possibility
of becoming lost or trapped. While it is difficult
to simulate a training scenario in which a firefighter actually feels his/her life is threatened,
creative, realistic and safe training exercises can
be developed to help prepare firefighters for dire
situations. Through repetitive training, firefighters
can learn such emergency survival techniques
as “skip-breathing” to conserve precious air supply, entrapment self-extrication techniques, wall
breaching techniques, ladder escape “bail-out”
methods and so forth. It is also important that
firefighters be equipped with small items, such
as wire cutters, personal flashlights and personal lengths of rope or nylon webbing. Above
all, firefighters must be conditioned to respond to
individual emergencies calmly in order to make
reasonable decisions.
Firefighters must be taught that if they become
lost or trapped, the most important thing they can
do is notify others of their situation and location as
best they can. For this reason, every interior crewmember should have a portable radio equipped
with a sufficient number of operational frequencies and a dedicated command frequency. They
should use a pre-determined emergency term
such as “mayday” to notify the incident commander of their situation. Finally, firefighters need
to immediately activate their PASS devices manually so that rescue crews can locate them quickly.

photo fireground360

Several of the near-miss reports related to rapid
intervention team (RIT/RIC) activations address
issues related to staffing, hoseline operations,
PASS device use, ICS use, evacuation signals,
building construction and communications.
These are the same factors that are frequently
found in NIOSH Fire Fighter Fatality Investigation
Reports.
Any of us who read the fire journals or websites know that firefighters continue to get
themselves into trouble on the fireground, and
unfortunately, the lessons learned after the
event are all too often the same in each case.
Many communities are still slow to properly
address or fix the problems. This is one major
reason why RITs are a necessary element on
every fireground.

Comments
In early 2010, the NFPA released the first training
standard that specifically addresses RITs. NFPA
1407 reviews training policy and procedures,
instructor requirements, student prerequisites and
RIT operations training programs and equipment.
Now is the time for every department to review
their SOPs and adjust their policies, training, staffing and communications to ensure that we are in
compliance with the new standard and that we
are doing everything possible to ensure we are
protecting our own.

Discussion Points
3 Do you have an RIT training program? Does your
state have a law/standard pertaining to RITs?
3 What is your procedure when calling in and
responding to a mayday?
3 At what point are firefighters assigned to RIT
sent to the scene? Is that too late?

SCBA
Always wear your SCBA when conducting
operations on the fireground or
environments that present hazards known
to cause cancer. PPE should be maintained
during overhaul and post-fire functions in and
around burnt structures. Wearing your SCBA can
help eliminate or reduce your contact with harmful
contaminants.

3A
 re firefighters familiar with mutual-aid departments and do you share mayday and RIT
procedures?
3 If you use RIT, is it proactive or reactive (i.e.,
throwing ladders for egress as opposed to
standing by)?
3W
 hat is your opinion on standardizing what we
call it (RIC, RIT, RAT, FAST)?
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Help Yourself;
Help Your Family

Diesel
Exhaust
Properly use diesel
exhaust-removal
systems, and protect
yourself from carcinogens.
Don’t store safety gear in
contaminated areas. Don’t
put your gear in living quarters. After cleaning equipment
from a fire or exposure, take
a shower and fill out an exposure report.

By Jeff Dill—Dill is a career battalion chief for Palatine Rural Fire
Protection District in Inverness, Ill., and a member of IAFC’s Safety,
Health and Survival Section. He is a licensed counselor and founder
of Counseling Services for Fire Fighters and Firefighter Behavioral
Health Alliance.

“Personnel were operating on the scene of a structure fire in a two-story,
balloon, wood-frame, multi-family dwelling. The near miss occurred
about one hour after units were dispatched. The fire had started in
the bathroom of a first-floor apartment. The fire had spread to the
front door by department arrival. There was a three- to five-minute
delay in charging the initial attack line due to pump operator error
(lack of experience). The fire ignited the vinyl siding and contents of
the front porch, exposing the attached porch roof to fire. Two members
were standing on the porch roof to open the exterior wall between
the first and second floor for overhaul. The porch roof collapsed, falling 10–12 feet. Both firefighters were injured and transported to a
nearby trauma center. One firefighter has returned to duty, the other
will not return to duty for at least two months. … Incident personnel
must be given the opportunity for an informal CISD debriefing (also
known as defusing) or psychological first-aid information before being
allowed to leave duty. None was provided in this case.”

Comments
When the incident commander “terminates” a call, there is the belief
that the incident is over. Most times, it is correct to assume a call
is over when it is terminated, unless it involves death or injuries to
a civilian or one of our own. In these exceptions, behavioral health
problems can linger long after the companies return to quarters.
Holding emotions inside ourselves is not a sign of strength or character. Silence can cause anxiety, stress or other behavioral health
issues. When it comes to behavioral health, fire and emergency
departments need to assess their policies, protocols and training to
ensure the needs of firefighters/EMTs are being met.
The tools of our trade are not limited to those we use on the fire
scene, in training or carry on our vehicles. There are many behavioral health “tools” a department can consider using after calls. For
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Case Study: Report #11-15

example, if your department uses a chaplain program, include them
as part of the team. Invite them to fundraising events, training or just
to dinner once in a while. This lets members know that the chaplain
is part of their team and instills confidence in the chaplain’s abilities
to talk with firefighters/EMTs if and when there is an emotional need.
Departments should also have employee assistance programs
that, like the chaplain, allow the counselors to get to know the firefighters/EMTs. To do this, departments can invite counselors to dinner at
the station or perhaps encourage them to do some ride time.
The fire and emergency service has time-honored traditions and
it is an honor to call oneself a firefighter/EMT, but every culture must
adapt to change. Behavioral health and emotional support are two
examples of needed change. Too many of our active and retired
firefighters/EMTs have chosen suicide to address their pain and suffering. Let’s prove to the world, the communities we serve and our
loved ones that we truly are watching each other’s back, not only on
the fireground, but in life.

Tips
3 Stress and anxiety from calls might manifest during later shifts,
so even if you feel there is no need to contact the local chaplain,
counselor or behavioral health team member after an incident, be
sure to watch for signs a few days later.
3 Emotions and behaviors affect everyone differently. Watch out for
each other both on the fireground and in the station. If you see or hear
a firefighter/EMT say or do something out of the ordinary, speak up.
3 When looking for a counselor, attempt to identify those who have
experience working with firefighters/EMTs.
3 The goal of a firefighter/EMT is to go home after each shift, retire
with good health and enjoy family. If you are suffering, then ask for
help so that you can reach those goals.

Resources
3 National Institute of Mental Health: www.nimh.nih.gov/index.shtml
3 American Foundation for Suicide Prevention: www.afsp.org
3 Federation of Fire Chaplains: www.firechaplains.org
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Drill Option I:
15–30 Minutes for Safety

Super-Sized ROTW
The Report of the Week (ROTW) began in the
spring of 2005 as an e-mail reminder to the 28
pilot departments that helped form the NearMiss Reporting System. Since then, more than
14,000 people have subscribed to the ROTW, and
it is posted on many fire and emergency service
websites.
Each week, a different topic is selected as the
safety message for that week and is supported by

an excerpt of a near-miss report. Five questions
are included in each ROTW in order to:
3 Encourage the reader to dig a little deeper
into the report’s subject matter;
3S
 pur conversation with colleagues, shift
mates and other members of the department
to consider the possibilities/probabilities of
a similar incident occurring in their department; and

discussion of the report at the station or department level. This “virtual firehouse kitchen table”
format is very effective in promoting firefighter/
EMT safety while discussing the near miss.
A more formal use of the ROTW is to take the
information therein and develop an expanded
training drill specifically for your station or department. This will help reinforce your department’s
standard operating procedures/guidelines.
What follows are two examples of how you can
develop training drills using the ROTW. The ROTW
used in both examples is from Sept. 8, 2011, and
was based on Report #10-537.
Of course, any near-miss report can be used in
the same fashion, but the ROTW provides a number of added benefits: The complete ROTW is fully
prepared and ready to use as is. Its versatility in
many cases is limited only by the imagination of
the reader. The two examples below illustrate how
you can incorporate the ROTW into your safety and
training program.
If you create a training drill based on an ROTW
and would like to share it with other members of
the fire and emergency service, please e-mail it to
ROTW@firefighternearmiss.com.

3 Provide busy company officers, training officers and safety officers with a pre-packaged
drill that they can use immediately or at a
later date.
The questions are not intended to make individuals feel as if their performance or actions are
being judged. This point is reinforced at the end
of every ROTW. The “answers” to the questions
are purposely not provided in order to facilitate

This drill option uses a near-miss report as the
baseline for reinforcing your department’s riskreduction program. Officers can grab a report
during the previous shift, or even a few minutes
before shift change, a drill or meeting to reinforce
safe practices.
The ROTW is designed to be a stand-alone,
user-friendly tool for company officers to use with
little preparation. In the case of Report #10-537,
the theme of crew continuity provides the topic
for an informal discussion at the kitchen table or
training room that could last for 15 to 30 minutes.
Here is an excerpt from the narrative that spotlights crew continuity: “… Because my crew was
ready before I was to attack the interior fire, I told
them to go ahead and I would follow. Without my
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realization, and due to massive amounts of personnel and firefighters on the porch, all three of
us ended up on different floors on different lines.
It took me some time (many minutes) to realize the
complete fragmentation of my crew and my lack of
crew accountability …”
As an officer or drill leader, you can print the
PDF version of an ROTW from the website so that
you have a fully scripted exercise that your crew
can use.

Drill Option II: 30–60 Minutes of
Strategy, Tactics & Tasks
Strategy, tactics and tasks form the basis of
firefighting operations. Honing these elements
requires a combination of didactic and tactile
efforts. The ROTW provides several layers of information that can be used as “story boards,” outlines
and examples for tabletop exercises, strategy and
tactics classes, and task lessons. Referring back
to Report #10-537: “The initial entry point into the
working structure fire is a congested and potentially confusing place. Maintaining crew continuity
can be a challenging function in that dynamic and
fluid environment. The jumble at the front door is
compounded by several factors ranging from the
amount of smoke pouring from the front door to
an avalanche of people trying to cram through a
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standard sized residential doorway.”
The picture painted by the submitter and
questions developed for consideration can be
used at both the didactic and tactile levels. On
the didactic side, the excerpt cited above can
be incorporated into PowerPoint talking bullets
that speak to some of the elements of the initial attack. On the tactile side, there are tactical
and task elements (e.g., hoseline selection and
placement for three lines, crew discipline, etc.)
that can be incorporated into practical action on
the drill ground and incident scene.
The ROTW can also motivate departments to
train by helping to generate a memory or a recall
of a similar event that could be submitted to the
system. Entering a “Hey, that happened to me,
too” type of event reinforces the need for prevention and/or promotion of best practices. In
essence, submitting a report becomes a learning
exercise as well as a significant contribution to
firefighter safety.
Once the ROTW is reviewed and discussed in
any environment, it becomes part of a firefighter’s
knowledge base. The goal of the system—collecting
near-miss reports and disseminating information—
has been achieved when this happens.

ROTW

“I use the ROTW as part of my weekly tabletop discussion
among all the companies in our department. The ROTW
is a powerful, real-world tool that the rank-and-file
firefighters believe in ... because it is ourselves talking
to us ... sharing lessons learned.”
—Christopher V. Smith, Training Officer,
North Cumberland (R.I.) Fire Department

Report of the Week
Subscribe to the weekly training e-mail by sending a
message to rotw@firefighternearmiss.com with “ROTW-12”
in the subject line. For archived ROTWs, visit the Resources
page of www.firefighternearmiss.com.
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Case Study: Report #11-75
“While on an automatic aid working a residential structure fire, poor
use of radio communication was experienced. Crews were advancing a 1¾" line on the first floor of a two-story house on a basement
from the Alpha side to the Alpha/Bravo corner. My crew of four was
advancing a 1¾" line from the Charlie side back door to the Alpha/
Bravo corner in the basement just below the crews above. My crew
was experiencing heavy smoke and heat conditions while advancing to the seat of the fire. Once the fire was knocked down, several
attempts were made to notify incident command of the conditions
of the fire but were unsuccessful due to the amount of heavy radio
traffic. It took several minutes to get through to incident command to
notify them that the fire was out and overhaul was being performed.”

Focus on
Fireground
Communication
By Brian Ward—Ward is chief of emergency operations and a training
director for Georgia Pacific-Madison in Georgia. He is a past training
officer for the Gwinnett County (Ga.) Fire Department, past chairman
of Metro Atlanta Training Officers and currently serves on the Honeywell Advisory Council. He is a state of Georgia Advocate for the
Everyone Goes Home program and the membership task force cochair. Ward is also a lead live-fire instructor for ISFSI and the founder
of FireServicesSLT.com and Georgia Smoke Diver #741.
The Resources page of www.firefighternearmiss.com offers grouped
reports on different topics under the “Reports for Training” category.
Any of these grouped report documents can be used for both formal
and informal training at the crew, shift or department level.
The following set of reports is an example of the type of analysis that can be done when looking at a grouped reports document,

which in this case focuses on fireground communication. Note: If
there is a topic that you or your department would like for your training purposes, send an e-mail to info@firefighternearmiss.com.
Hazards on the fireground can vary widely; however, after reviewing
several near-miss reports, I noticed that one issue kept resurfacing:
effective communication on the fireground, which is a critical factor
for the survivability of crews on scene. As stated in the IAFC’s Crew
Resource Management (CRM) manual, communication is the cornerstone of CRM and all activities involved.
On the fireground, several factors can influence how we communicate and can dictate the challenges that we must overcome in order
to provide effective communication. The following three reports demonstrate where effective communication was not achieved and as a
result, operations suffered or had the potential to suffer.

Lessons Learned
If a mayday would have occurred, it possibly would not have been
heard due to the heavy radio traffic. The safety officer on scene was
giving out command tasks and firefighters were talking on the radio
without any specific reasons. My suggestion would be that only company officers in charge of a task given by incident command should
be transmitting information to the command post. Firefighters should
relay information to their company officers face to face and remain off
the air unless there is a danger or mayday that needs to be relayed
to incident command. The safety officer should only be the eyes and
ears for incident command and remain off the radio unless there is
some information that the incident commander needs to know. Communication is the key to all incidents. Poor communication can easily
lead to a bad day for a firefighter if they are unable to get through to
command when in danger.

Comments
Case study #1 shows the importance of transmitting only the information that is essential to operations. The first fire attack crew entered
the basement of the structure under heavy heat and smoke conditions, while the second fire attack crew advanced through the first
floor. Advancing through any structure with high heat and reduced visibility is always going to result in increased stress on the fireground.
But relaying vital information, such as rapidly changing conditions,
potential collapse and/or fire knockdown can assist the incident commander (IC) in making decisions about what strategies and tactics to
deploy, which, as a result, will reduce stress.
In this situation, the basement crew was able to extinguish the
main body of fire in the basement; however, due to increased nonessential radio traffic, the crew was not able to relay this information
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to the IC. The basement crew initiated salvage and overhaul before
the IC was notified of the improved conditions.
Although this incident ended on a positive note, there is always the
potential for disaster. As firefighters operate on the fireground, remember to be clear, concise and transmit only essential information.

actions by the first officer. I accept my mistake and have taken action
to improve my abilities. The department should have conducted an
investigation and a post-incident analysis so everyone could learn
from the incident.

onto us inside the garage. The captain immediately got on the radio
and told command to shut down that line and conditions deteriorated
rapidly. As a result, we had to pull back into the house and regroup.”

Case Study #2: Report #10-59

Comments
Case study #2 shows clear and concise communication is paramount.
As the initial battalion chief arrived on scene, he directed the first-in fire
officer to initiate his fire attack “on the other side.” The fire officer was
unsure of which side was “the other side,” and interpreted to the best
of his/her ability. After knocking down the fire on the first floor, the fire
attack crew advanced to the second floor where a collapse occurred.
Due to the collapse, the fire officer dropped into the first floor. However,
because of the heavy radio traffic, the fire officer was unable to call a
mayday. Fortunately, the fire officer was able to self extricate; however,
upon exiting the structure, he was unable to locate his crew and asked
the IC to go defensive and call a personnel accountability report (PAR).
The fire officer’s crew was found shortly after.
Clearly, this report identifies several issues regarding communication: We should be using common terminology that everyone is
familiar with. Instead of saying “the other side,” we should use “side
A, B, C, D” terminology. In addition, non-essential radio traffic should
cease on all emergency incidents. And as the collapse occurred, the
fire officer should have had the opportunity to relay the mayday. Even
just a few seconds can mean the difference between life and death.

It is vital to have a good and competent incident commander with a
strong command presence. In this case, the incident commander did
not have any accountability system in place and several firefighters
were freelancing. Incident command must keep in constant communication with all firefighters who are inside a burning structure and in
return they must keep incident command updated on their status.

“Units were dispatched to an apartment fire reported ‘in the area of’
with no address. The battalion chief arrived on scene and communicated a working fire. I was the officer on the first-arriving engine.
We found four apartments with heavy fire involvement and command
advised us to hit it from the other side. Not knowing where the other
side was, we changed from pulling a 3" attack line to establishing
a hose lay attacking the fire with a 1¾" line. Command advised we
had a second crew coming in behind us. We attacked fire on the first
floor, knocking major portions of fire in the first two units. My crew
advanced the line to the second floor for fire attack. During this time
the fire began to intensify. The second crew was delayed in advancing
the second line to the first floor units.
“While completing attack on the second floor, the floor collapsed,
causing me to fall into the first floor. My two firefighters, who were
exiting the building, advised command of the incident. Command continued communicating over the radio. I was unable to call a mayday
because of the radio traffic. I rescued myself out of the first floor and
attempted to locate my crew. Command had advised them to go get
me. One went inside and one went around the back. After not finding
my crew, I found command and advised him I was out and trying to
locate my crew. We exchanged words and I called a mayday declaring
a lost crew. There were no RIT or back-up crews. I also advised command to go ‘defensive mode’ and call for a PAR report.
“After several tense moments, my crew was located. There was a
failure of an on-scene report advising crews of location and conditions. Failure to identify, properly state task assignments and a failure
on my part to question command on my assignment to ‘attack from
the other side.’
“The first crew was aggressive, making it to the second floor; I did
not check to ensure fire was in control prior to advancing above.”

Lessons Learned
There was a failure to have RIT or back-up units in place to assist. A
good command system should have been established from the beginning. Staging should have been established with the amount of fire we
had and the building construction. There was no department review
or critique of the incident. Command believed it was a lack of proper

Case Study #3: Report #08-111
“My department responded to a report of a garage fire in a large
subdivision in our fire district. The structure was a three-stall garage
attached to a roughly 4,000-square-foot house. We responded in an
engine with a 1,250-gpm, 1,000-gallon tank. There were five people
on board. The ranks of the five were as follows: assistant chief was the
driver (career), chief riding seat (career), one firefighter (volunteer), a
captain (career) and myself a firefighter (career).
“On arrival we found the garage well involved as well as two vehicles
inside the garage. We stretched a 1¾" line to the ‘D’ side to go into the
garage. An attempt to knock down fire was made with little success.
Next entry was made by me and the captain through the front door
on the ‘A’ side. We encountered heavy smoke and heat. We eventually made our way to the door that went into the garage, which was
left open by the occupants upon discovering the fire. At this time, PPV
was in place and conditions improved. The captain and I went into
the garage and began attacking the fire. At the same time someone
sprayed from an outside line and in return pushed heat and smoke

Lessons Learned

Comments
Case study #3 illustrates that communicating with your firefighters and
delegating appropriate tasks are essential to an effective fire attack.
In this report, whether it was due to a lack of knowledge or communication, the interior firefighters had superheated conditions pushed on
them from a firefighter with a hoseline on the exterior. Effective communication and a strong command presence have the ability to derail
firefighters from freelancing. This same ability will improve the safety of
firefighters operating on the interior of the structure. In this particular
incident, conditions changed and caused the firefighters to back out.
Again, communication is vital to the success of all fire attacks.

Conclusion
Communication on the fireground can mean the difference between
being able to honor what we are sworn to protect—life and property—
and failing to honor that pledge. Executing tasks on the fireground
requires exceptional coordination in order for those tasks to be
accomplished successfully. Therefore, firefighters should practice
communicating and relaying vital information to and from the IC.
Command-level officers must mentor and develop their firefighters
regarding how to determine essential versus non-essential radio traffic. Understanding the incident management system and how it works,
including common terminology, conciseness and the ability to transmit
a clear message, should be a part of every training curriculum.
One training tactic that I have used in the past is to allow firefighters to run command from a picture placed in front of them. The
officer and other firefighters can act as responding units. Note: When
making radio communications, remember to make it sound realistic.
One of my officers would always talk in a garbled manner or overexplain a situation. This is what typical fireground communication
sounds like, and unless we practice and perfect it, we won’t improve
our clarity or conciseness.
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What Would You Do?
(Continued from p.5)

Report # 10-701, continued
“… At that time, a captain and I made the decision to vacate the
structure. As we made this decision, command noticed the roof
starting to ‘sag’ and started blowing the truck’s air horns, meaning
an evacuation of all personnel from the structure. I was one of the
last two in the second-floor apartment and turned around to make
sure my partner was with me. I looked at the ceiling and at that
time, the roof of the structure collapsed on top of us, knocking me
unconscious, pinning both of us under debris and pinning the door
shut. I regained consciousness within a minute or so and the other
crewmembers had to force entry back into the apartment and pull
my partner and me to safety. No serious injuries were sustained in
the incident. A mayday call was sent out for two firefighters down
and an accountability check was performed. Along with fire extending into the eaves of the structure, burning the rafters, command
made the decision to flow water through the ladder pipe, adding
weight to the roof before crews could be evacuated. All crews were
accounted for and switched to a totally defensive attack. The fire
was contained to three apartments, and [the building] was later
rebuilt and is now occupied.”

Lesson Learned
Better accountability and command-making decisions.

Report # 07-736, continued
“ … I decided to wait but my low-air alarm started to sound. After a
long wait, I decided to change my location to the top of the stairwell.
When I attempted to move in the direction of the stairs, I realized I
was lost. I became disorientated attempting to catch the firefighter
that advanced ahead of the crew. I started skip-breathing and called
a mayday. Since we were operating on our dispatch frequency, my
mayday was walked over by a dispatching department. I attempted
to find a window on an outside wall when I realized I was in a walkin closet. I started thinking, ‘I can’t believe I got myself into this.’ I
eventually found my exit after breaching a wall. I found the room that
I started in at the top of the stairwell and made contact with the crew
that was looking for me. I was able to exit on breathing air but the
firefighter that advanced during the evacuation exited the building
without my knowledge.”
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Lesson Learned
Crew integrity is imperative and freelancing should never be tolerated. Evacuation procedures should be followed by everyone for
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“If reading just one of these incidents and taking just one thing from
them—whether it is something as simple as a reminder to keep your
seatbelt on or something as critical as having a back-up line in place—
keeps a firefighter from becoming a statistic, then the program is doing
an invaluable justice to firefighters and emergency service personnel
around the country.”
									—Report Submitter
their safety and their brothers’ safety. Dispatch frequencies should
be separate from fireground and interior operations. Ventilation
should be coordinated with fire attack. When the unexpected happens, make sure you know where you are, how you got there and
remember how to get out.

Report # 06-132, continued
“The IC confirmed to stretch a 2½" line, which now meant we had
two 1¾" and one 2½" 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
1½ 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 thirddue engine finally established a water supply and the second-due
truck performed vent.”

Lesson 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 2½" line,
the IC should have redirected them to vent and search. Ventilation
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2011

Annual Report
In past years, the Near-Miss Calendar also
included the Near-Miss Annual Report. However,
this year, to ensure that all the 2011 reports are
included, the 2011 Annual Report will be available
on firefighternearmiss.com in March 2012.

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
led to a defensive attack that caused more property damage. Situational Awareness—As my crew made comments to me about the heat
increasing, and 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
Did you know that FirefighterCloseCalls.com and firefighternearmiss.com
our typical expectations SOP. This
led to a breakdown of priorities on
are, in fact, partners? They share two common goals: to help raise awarescene. Training—I trained with my
ness of all issues related to firefighter/EMT safety, health and survival,
driver never to charge any additional
and to provide resources for those issues.
hoselines without a water supply.
The founders of FirefighterCloseCalls.com, Chief Billy Goldfeder and
Reinforce with everyone the roles and
Captain Gordon Graham, have demonstrated their commitment to these
responsibilities of their job functions.
issues via the Internet since 1998. The National Fire Fighter Near-Miss
We need to train our command staff
Reporting System is grateful for their continued support of the program
on how to handle situations when
things don’t go as [outlined] on their
and their outstanding contributions to the fire and emergency service.
check-off sheets.

Two Websites, Two Partners, Two Common Goals

