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SUMMARY
On December 23, 1995, a59- year-old male career

Captainwasdispatched to aresidential fire. Ashe
proceeded down the stairway into the basement to
searchfor fireextenson, hisright hand/thumb touched
afire/burglar darm pand causing aseveredectrica
shock. Although hedid not lose consciousness, he
suffered multiplefracturesin hisright thumb and
incurred significant heart damage. Duetothe heart
damage (both to the heart muscleand itselectrical
system), the Captain wasnot cleared to returntofull
duty and heretired approximately 7 months|ater.
OnMay 30, 2001, after trimming treelimbsat his
home, he suffered an unwitnessed collapse. Despite
cardiopulmonary resuscitation (CPR) and advanced
lifesupport (ALS) administered onthesceneand at
the hospitd for gpproximately 30 minutes, thevictim
died. Thedeath certificate and the autopsy, both
performed by apathologist for the State Medical
Examiner’soffice, listed “ arteriosclerotic coronary
heart disease” astheimmediate cause of death, with
“hypertensive heart disease” asacontributing, but
not an underlying, causeof degth.

Itisunlikely that any of theserecommendationscould
have prevented the el ectrocution, subsequent cardiac
complications, and eventual sudden cardiac death
of thisretired firefighter. Therefore, thefollowing
recommendationsaddresshedth and safety generdly.
They include some preventive measuresthat have
been recommended by other agenciesto reducethe
risk of sudden incapacitation among firefighters.
Theserecommendationshave not been eva uated by
NIOSH, but they represent published research or
consensusvotesof technical committeesof theNFPA
or fireservicelabor/management groups.

* Conduct annual medical evaluations to
determine fire fighters medical ability to
perform duties without presenting a
significant risk to the safety and health of
themselves or others. The Department and
Union should negotiate the content and
frequency to be consistent with NFPA 1582.

* Phase in a mandatory wellness/fitness
program for fire fighters to reduce risk
factors for cardiovascular disease and
improve cardiovascular capacity.

INTRODUCTIONAND METHODS

OnMay 30, 2001, a64-year-old male Captain lost
consciousnessafter trimmingtreelimbsat hishome.
He had retired from the Fire Department in 1996
dueto cardiac complication from an e ectrocution at
a structure fire on December 23, 1995. Despite
CPR and AL Sadministered by theambulance crew
and physiciansin the emergency department, the
victimdied. NIOSH wasnotified of thisfatality on
June 20, 2001, by the United States Fire

The Fire Fighter Fatality Investigation and Prevention
Program is conducted by the National Institute for
Occupational Safety and Health (NIOSH). The purpose of
the program isto determine factorsthat cause or contribute
to fire fighter deaths suffered in the line of duty.
Identification of causal and contributing factors enable
researchers and safety specialists to develop strategies for
preventing future similar incidents. The program does not
seek to determine fault or place blame on fire departments
or individua firefighters. To request additional copies of
this report (specify the case number shown in the shield
above), other fatality investigation reports, or further
information, visit the Program Website at
www.cdc.gov/niosh/firehome.html
or call toll free 1-800-35-N1OSH
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Administration. On July 23, 2001, NIOSH
contacted the affected Fire Department to initiate
theinvestigation. On October 15, 2001, aphysician
and aSafety and Occupationa Hedth Specidist from
theNIOSH FireFighter Fatality Investigation Team
traveled to Massachusetts to conduct an on-site
investigation of theincident.

During the investigation NIOSH personnel
interviewedthe

* FireChief

* Deputy FireChief

»  Traning Officer

* Victim'swife

Duringthesitevisit NIOSH personnel reviewed

*  FHreDepatment policiesand operating guidelines

» FireDepartment training records

*  FireDepartment annual report for 2000

* FireDepartment incident report

*  Emergency medicd service (ambulance) incident
report

» Hogspital emergency department report

*  FreDepartment physcal examination protocols

* Desathcertificate

* Autopsy record

* Past medica records of the deceased

INVESTIGATIVERESULTS

Incident. On December 23, 1995, at 1334 hours,
Stations 2 and 3 of theinvolved Fire Department
weredispatchedtoafully involved Sructurefire. For
theresponsetimeline, see Table 1. Between 1335
hours and 1342 hours, four engines, one engine/
tanker, oneshift commander, twofirechiefs, and 17
personnel responded.

Unit 321 arrived on the scene at 1342 hours,
assumed command (IC), and advised Dispatch that
theinvolved structurewasa 1%2-story, wood-frame,
Cape Cod-stylesingle-family dwelling (35' x 24')

withaheavy fireconditioninvolving the exterior of
Side 4 (right side), heavy gray smoke from the
windows and eaves, and heavy black smokefrom
the rear of Side 3/4 (rear and right side). See
Photograph 1 and Photograph 2. A car was parked
in the driveway. The temperature was 28E
Fahrenheit (F) with a7- mph wind from the east.
Unit 321 conducted afull four-sided size-up of the
structure and at 1344 hours advised Dispatch that
thebuilding washeavily charged withfire. Firewas
showing ontheright side of thefirst floor (Side 1)
and was blowing out the kitchen dliding glass door
onto the deck and exterior (Side 3). Other mutual
aid unitswere dispatched to provide coveragefor
thedigtrict.

Engine 304 crew members advanced 150 feet of
2%>inch preconnected hoselineto thefront door on
Side 1. Wearing full bunker gear and SCBA (on
ar), firefightersmadeforcibleentry and encountered
heavy fireconditions. Vishility intothedwellingwas
good prior to water application, but as fire
suppression commenced, flamesrolled out over the
firefighters heads. The Senior Privatefrom Engine
304 becamethe Interior Officer. Engine 296 crew
memberstook 225 feet of 13inch preconnected
hoseline off Engine 304 and advanced it to knock
downtheexterior fireon Side 3/4.

At 1347 hours, Engine 315 arrived at thefire scene
and connected the 4-inch hydrant supply line to
Engine 296, which then supplied Engine 304 viaa
4-inchsupply line. Engine315 crew memberspulled
asecond preconnected 1%inch hoseline (150 feet)
from Engine 304 and advanced it to the front door
to be used asabackup line. The Engine 304 crew
pushed the fire back toward the burned area and
out Side 3. They advanced into theliving room and
knocked downthefireintheliving room, kitchen,
and hdlway. They cut off thefirefromadvancing up
the stairway to the second floor.
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Engine296 crew membersleftther 13/+inch hosdine
at Side 3/4, moved to the front door and, wearing
full bunker gear and SCBA (on air), entered the
structure with the backup 1%xinch hoseline as a
backup to Engine 304's crew. Engine 315 crew
members continued to extinguishtheexterior fireon
Side 3/4. A crew member from Engine 304
requested ventilation and the | C advised that acrew
(Engine305) would goto Side 3to open upwindows
(perform horizontal ventilation). Additionally, a
positive pressure ventilation (PPV) fan was set up
on Side 1 at thefront door to assist with ventilation.

Thelnterior Officer advised Engine 296 to search
the second floor and perform overhaul. At 1349
hours, the C requested the el ectric utility company
be dispatched to disconnect the el ectrical power to
thegtructure. At 1350 hours, thel C advised Dispatch
that thefirewasknocked down, al occupantswere
accounted for, and crewswere doing an extensive
overhaul. At 1352 hours, thel C advised theinterior
crew (Engine 304) that all occupants had been
accounted for outside.

At 1352 hours, Ladder 314 (staffed by a Driver/
Operator, the Captain (victim), and onefirefighter)
arrived onthescene. Thecar parkedinthedriveway
and treesinfront of the structure prevented theuse
of Ladder 314, sothelC requested the Ladder 314
crew report to the scene with tools to check the
basement and open the locked bulkhead. The
Ladder 314 crew, including thevictim, took the 150
foot preconnected 1%inch hoseline used by the
Engine 315 crew, added 75 feet of additional 1%
inch hoseline, advanced to Side 3, and wearing full
bunker gear and SCBA (onair), entered thestructure
fromthedeck viathe open kitchen diding glassdoor.
Unit 301 proceeded to Side 3 and turned of f thegas
meter. At 1401 hours, the | C advised Dispatch that
the fire was knocked down and crews were still
performing overhaul. The Ladder 314 crew
proceeded to theinterior cellar stairway.

Asthevictim beganto descend thecellar stairway,
heplaced hisright hand onthewadl asaguide. Shortly
thereafter, hetouched thefire/burglar darm panel,
which, unbeknownst to him, had become energized.
A loud boom and abright flash of light occurred and
thevictimrecaved aseveredectricd shock, knocking
himdownthestairway. A crew member cametohis
ad, activated hisPASS (persond dert sefety system)
device, which derted theremainder of theinterior
crew memberswholedthevictimout of thestructure.
At 1405 hours, the IC ordered the standby
ambulance (Rescue 325) on the sceneinto service.
At 1407 hours, thel C advised Dispatch of theinjured
firefighter and to commit another ambulanceto on-
scene standby.

The victim walked to the awaiting Rescue 325.
Although thevictim could respond to commands, he
wasdisoriented, pale, had soft tissue damageto the
right thumb, and an elevated blood pressure. A heart
monitor revealed sinusrhythmwith possiblebundle
branch block with ST segment elevation. Rescue
325 departed the scene at 1417 hours en route to
thehospitd, arriving at theemergency department at
1428 hours.

Medical Findings.

Evauaionintheemergency roomrevededaswollen
exquisitdy tender right thumbwith part of thethumb
nail lifted from its bed. A thumb X-ray showed
multiplefractures. Thethumbwascleaned, thenall
was sutured back into position, adressing applied,
and antibiotics prescribed. An electrocardiogram
(EKG) taken inthe emergency department showed
aheart conduction system abnormality (left bundle
branch block [LBBB]) and ablood test for heart
damagewaspositive. Specificaly, hiscreatinine
kinase (CK) waselevated at 236 internationa units/
liter (IU/L) (normal 24-195 1U/L) and the cardiac
portion (MB bands) was also elevated at 6.0
nanograms/milliliter (ng/ml) (norma 0-5ng/ml).
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InJanuary 1996 thevictim had anextensveevauation
of hisheartincludingan EKG an echocardiogram,
and athaliumexercisestresstest (EST). TheEKG
continued to show hisLBBB. Theechocardiogram
showed mild concentricleft ventricular hypertrophy.
Thetreadmill EST was conducted under the Bruce
protocol for 6 minutes 35 secondsreaching apeak
workload of 7.9 METS and a peak heart rate of
140 beats per minute (87% of the age-predicted
maximal heart rate). Thetest was stopped dueto
fatigue and knee pain. There were no symptoms
suggedtiveof angina(ischemicheart pain) or exercise-
induced arrhythmias. There was a borderline
hypertensive blood pressure response (208/90) at
peak exercise. The EKG wasnon-diagnostic for
ischemiaduetothevictim’'sunderlying LBBB. The
thallium portion of the EST showed adilated left
ventriclewith smal, fixed defectsinthedigtd inferior
wall and inferior portion of the septum. Therewas
no definitive evidence of ischemia. Dueto these
findingsthevictim’spersond phys cianrecommended
that he apply for disability retirement which was
granted by the State’ s Retirement Board in 1996.

Ontheafternoon of May 30, 2001, thevictimwas
a homeaonetrimmingtreesinhisyardusngachan
saw. Hiswifereturned homeat approximately 1630
hours. Shecould notimmediately locate her hushand,
and, after an hour in the house, she began |ooking
for him. At approximately 1730 hours she found
himunresponsve, facedowninthegarage. Shecdled
911 and anambulancearrived at theresdenceshortly
thereafter. Despite CPR and AL S on the scene,
during transport, and at the hospital, thevictimdied
and resuscitation effortswere discontinued at 1800
hours.

The desath certificate and the autopsy were both
conducted by apathol ogist with the State Medical
Examiner’sOffice. “Atherosclerotic coronary heart
disease” waslisted astheimmediate cause of death
with* hypertensive heart disease”’ asacontributing,

but not an underlying, cause of death. Pertinent

findingsfromtheautopsy included
* anenlarged heart (cardiomegaly) of 500 grams
(normal lessthan 400 grams)

» dlfour chambersof the heart weredilated

» thickenedleft ventriclewall of 1.8 centimeters
(normal <1.2 centimeters)

*  severearteriosclerosswithdiffusecacification
90% blockageof theleft anterior descending
atery
80% blockage of theright coronary artery

* Contusion and laceration ontheleft sideof the

head without internd injury

The Captainhad fiveknownrisk factors for coronary
artery disease (CAD) (male gender, age over 45,
hypertension, high cholesterol, and cigarette
smoking). Hewasreceiving medical treatment for
these conditions, including prescription medications.
Hiswifeand coworkersstated that hedid not express
symptomssuggestive of anginaprior to hisdeath.

DESCRIPTIONOF THE FIRE
DEPARTMENT

At the time of the NIOSH investigation, the Fire
Department cons sted of 49 uniformed personnd and
served apopulation of 25,000 year-round residents
and a summertime population of 40,000 in a
geographic areaof 26 squaremiles. Therearethree
firegtations. FHrefighterswork thefollowing schedule:
24 hours on duty, 24 hours off duty, 24 hours on
duty, 5 days off duty, from 0800 hours to 0800
hours.

In 2000, the Department responded to 3,275 calls:
2,160 rescue/medicad cdls, 385fdsedarmcdls, 269
servicecalls, 196 good intent calls, 108 hazardous
condition calls, 40 other fire calls, 39 other/not
classfied cals, 26 wildland fires, 25 structurefires,
18 vehicle fires, 7 outside of structure fires, 2
overpressurerupturecalls.
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Training. TheFire Department requiresall new fire
fighter applicantsto be State-certified emergency
medical technicians (EMTs) and have somefire-
fighting experience, pass a written exam, a
preemployment physical examination, aphysical
ability test, andaswimtest prior tobeing hired. Most
firefightershired are already Fire Fighter | & 11
certified. Once hired, they are put on daysfor 2
weeks of orientation and then placed on one of four
shifts. All firefightersarerequired to attend the 11-
week State FireAcademy firefighter training course
unlesscertified by an equivadent academy at theFire
Fighter | & 1l level.

Firefightersreceive 10 hoursof recurrent trainingin
their station monthly. Other firefighter trainingis
availableat the County FireAcademy and the State
FireAcademy. Thereisno State requirement for
firefighter recertification. Biannud recertificationis
required for EMT/Paramedics. The victim was
trained asaFireFighter |1, Driver/Operator, EMT,
Fire Officer, FireInspector, Firelnvestigator, Fire
Servicelngtructor, Hazardous M ateria soperations
level, and hehad 29 yearsof fire-fighting experience.

Preemployment/Preplacement Evaluations. The

Fire Department requires a preemployment/

preplacement medical evaluationfor al new hires,

regardiessof age. Thecomponentsof thisevauation,

mandated by the Human ResourcesDivision of the

Commonwealth of Massachusettssince 1996, are

listed below:

* A completemedica history

* Height, weight, andvital Sgns

e Physcd examindion

e Visontest

* Audiogram

» Bloodtests: completeblood count with
differential (CBC), chemistry, lipid, and liver
profile

e Urinetests: urinalys's, drug screen

* Redingdectrocardiogram (ECG)

* Chest X-ray
» Skintest for tuberculosis(PPD)

Although not required by the State, the City also
recommendsthat the candidate haveavira hepatitis
screen (A, B, C), and ahuman immunodeficiency
virus(HIV) test performed.

Theseevauationsare performed by aloca medical
clinicunder contract withthe Fire Department. Once
thisevaluation is complete, adecision regarding
medica clearancefor fire-fighting dutiesismadeby
theexamining physician and forwarded tothe FD.

Since November 1, 1998, the State requires all
medically cleared candidatesto completeatimed
performanceeva uation of typicd fire-fighting duties
(physical ability test) at one of threetesting centers
around the State.

Periodic Evaluations. Periodic medicd evauations
arenot required by thisFD. However, asabenefit,
members between the ages of 40to 50 can opt for a
completemedicd evauationevery 5years. Members
between the ages of 50-65 can opt for acomplete
medical evaluation every 3years. Componentsare
the same asthe preemployment medical evauation
with two exceptions: the PPD test isnot conducted
and the viral hepatitis panel isincluded. These
evauationsareperformed by thesamemedica clinic
performing the preemployment medical eva uations.
Only one or two fire fighters per year opt to take
advantage of thisprogram.

Medical clearancefor SCBA useisnot conducted
by thisFD. If anemployeeisinjured at work, he/
shemust becleared for returntowork by the contract
physician. Inaddition, if afirefighter hasanon-
occupationd injury or medica conditionresultingin
three or more missed shifts, the Chief of the FD can
requiretheindividual becleared for returntowork
by the contract physician.
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A voluntary fitness/wellnessprogramisavailableto
firefighters. Theprogramincludesanindividudized
exerciseprogram that can be completed duringwork
hours(al gationshaveexercise[strength and aerobic]
equipment). Wellness programs are conducted by
theloca public hedth nursesat thefire sationswith
sessions on diet, nutrition, smoking cessation,
diabetes, and hypertension.

DISCUSSION

TheFire Department’ stacticsand strategy for this
fireincident have been reviewed aswell aspossible
mechanismsof injury tothevictim. Anelectrician
and local and state el ectrical inspectorsinspected
thecircuit breaker panel, fire/burglar dlarm panel,
transformer, and wiring. They concluded that heat
from the fire melted together the wiring from the
home'selectrical system and thehome'sfire/burglar
darmpand. Thischargedthefire/burglar darm pand
box with upto 220 voltsingtead of sending thecharge
tothecircuit breaker panel, which would normally
causeacircuit breaker totrip, thusinterrupting the
flow of electricity. When the victim touched the
electricaly positivepand box, theflow of dectricity
arced from the box to him through hiswet, though
properly gloved, thumb and hand.

Although the e ectric company had been called and
wereresponding to thefire scene, the structure still
had eectric power. Sncetherewerenowiresvisble
asthevictim proceeded downthecellar steps, there
was no indication that an electrical shock was
possible. Therefore, it wasreasonableto continue
the overhaul phase of theoperation. Itisour finding
that no improper tactics were performed to have
caused or contributed to thevictim’sinjuries.

Approximately onethird of patientswithandectrica
injury serious enough to seek medical care suffer
cardiac complicationsafinding probably related to
thevascular system’srelatively low resistanceto

current flow.! The type and severity of cardiac
involvement isdetermined by thetype of current,
voltage, duration of contact, and the path of current
flow through the victim.? Known cardiac
meanifestationsincludeimmediatecardiac arrest, acute
myocardia necros's, pseudo-infarction, myocardia
ischemia, arrythmias, conduction abnormdities, acute
hypertension with peripheral vasospasm, and
asymptomatic non-specific EKG abnormalities.
Based onwitnessaccountsof theincident, thevictim
did not lose consciousness, and, therefore, did not
haveacardiac arrest. However, elevation of heart
muscle enzymesin hisblood (cardiac isoenzymes)
90 minutes after theinjury strongly suggested heart
damage (acute myocardial necrosis) acomplication
confirmed amonth later by histhallium EST. The
location of thisdamagewithinthevictim’sheart (the
distd inferior wall andinferior portion of the septum)
istypical of damageduetoelectrical injury.?

Thevictim'sinitid vigt totheemergency department
in 1995 included an EKG This test showed a
conduction abnormality, LBBB, which is aless
common complication duetoeectrica injury.* The
lack of abasdine EK G prior tothisepisode precludes
concluding that the electrical injury caused this
conduction abnormality. However, giventheinjury
was of sufficient severity to cause myocardial
necrosis, itispossiblethat thevictim'sLBBB was
duetohisélectricd injury. Findly, inJanuary of 1996,
thevictim also had an echocardiogram. Thistest
identified a mild concentric left ventricular
hypertrophy, afinding strongly suggestive of heart
damage due to longstanding hypertension. Itis
unlikely thisconditionwasdueto hiselectricd injury.

Thesecardiac complicationsfromthedectricd injury
put thevictim at risk of not being ableto performthe
essential job duties of structural firefighting. In
addition, according to NFPA 1582 (Medical
Requirementsfor FireFightersand Information for
Fire Department Phydcians), thesecomplicationsput
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thevictimat risk of becoming suddenly incapacitated,
thereby endangering himself or others> NFPA 1582
categorizes fire fighters medical conditions as
Category A (precludesaperson from performing as
afirefighter) and Category B (could preclude). This
fire fighter had three separate Category B heart
conditions: (1) left bundle branch block, (2)
hypertrophy, and (3) CAD. Guidance whether a
Category B condition should precludefirefightingis
includedinAppendix A of NFPA 1582. Specificdly
for CAD, “persons at mildly increased risk for
suddenincapacitation areacceptablefor firefighting.
Mildly increased risk isdefined by the presence of
each of thefollowing:

» normal left ventricular gectionfraction

* normal exercise tolerance, >10 metabolic

equivaents(METS)

» absence of exercise-induced ischemia by
exercisetesting

» absenceof exercise-induced complex ventricular
arhythmias

o absenceof hemodynamicdly sgnificant stenosis
onall major coronary arteries (>=50% lumen
diameter narrowing).”®

Giventhat thevictim did not meet thecriteriaof 1, 2,
or 5, the decision to retire from active duty fire
suppression wasprudent.

RECOMMENDATIONS

Itisunlikely that any of these recommendations
could have prevented the electrocution,
subsequent cardiac complications, and eventual
sudden cardiac death of thisretired firefighter.
Therefore, thefollowing recommendationsaddress
health and safety generally. It includes some
preventive measuresthat have been recommended
by other agencies to reduce the risk of sudden
incapacitation among fire fighters. These
recommendations have not been evaluated by
NIOSH, but they represent published research or

consensus votes of technical committees of the
NFPA or fire servicelabor/management groups.

Recommendation #1: Conduct annual medical
evaluations to determine fire fighters' medical
ability to perform duties without presenting a
significant risk to the safety and health of
themselves or others. The Department and
Union should negotiate the content and
frequency to be consistent with NFPA 1582.

Guidance regarding the content and frequency of
periodic medical evaluationsfor firefighterscan be
foundin NFPA 1582, Medical Requirementsfor Fire
Fighters,® and in the report of the International
Asocaiaion of FreFghters/Internationa Association
of Fire Chiefs (IAFF/IAFC) wellness/fitness
initigtive®

Applying the above NFPA standard involveslegal
and economic repercuss onsand must be carried out
in a nondiscriminatory manner. Appendix D of
NFPA 1582 providesguidancefor fire department
administrators regarding legal considerationsin
applying the standard.

Economic repercussions go beyond the costs of
administering the medical program. Department
adminigrators, unions, andfirefightersmust dsoded
withthe personal and economic costsof the medical
testing results. NFPA 1500 addressestheseissues
in Chapter 8-7.1and 8-7.2.” Thesuccessof medical
programsmay hingeon protecting the affected fire
fighter. Thedepartment should providedternateduty
positionsfor firefightersinrehabilitation programs,
if possble. If thefirefighterisnot medicdly quaified
to return to duty after repeat testing, supportive and/
or compensated dternativesfor thefirefighter should
be pursued by the department. Other than for the
statement regarding duty status, these medical
records should bekept confidential.
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Recommendation #2: Phase in a mandatory
wellness/fitness program for fire fighters to
reduce risk factors for cardiovascular disease
and improve cardiovascular capacity.

Physical inactivity, or lack of exercise, isthe most
prevdent modifigblerisk factor for CAD intheUnited
Sates. Additiondly, physical inactivity isassociated
with other risk factors, namely obesity and diabetes.
NFPA 1500, Standard on Fire Department
Occupationd Safety and Health Program, and NPFA
1583, Standard on Hed th-Rel ated Fitness Programs
for Fire Fighters, require wellness programs that
provide health promotion activitiesfor preventing
hedlth problemsand enhancing overal well-being.”®
INn1997, thelnternationd Association of FireFighters
(IAFF) and the International Association of Fire
Chiefs(IAFC) joinedinacomprehensveFreSarvice
Joint Labor Management Wellness/Fitness| nitiative
toimprovefirefighter quality of lifeand maintain
physica and menta capabilitiesof firefighters® Ten
fire departmentsacrossthe United Statesjoined this
effort to pool information about their physical fitness
programs and to create a practical fire service
program. They produced a manual and a video
detailing elements of such a program. The Fire
Department and the Union should review these
materialsto identify applicable elementsfor their
Department.®® Other largecity negotiated programs
can asobereviewed aspotential models. Wellness
programs have been shown to be cost effective,
typically by reducing the number of work-related
injuriesand lost work days.**
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INVESTIGATOR INFORMATION Specialist. Dr. Halesand Mr. Baldwin are with
Thisinvestigation was conducted by and thereport  the NIOSH Fire Fighter Fatality Investigation
written by ThomasHales, MD, MPH, Occupationd and Prevention Program, Cardiovascular
and Internal Medicine Physician, and Tommy N. Disease Component, located in Cincinnati,
Baldwin, MS, Safety and Occupational Health Ohio.
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1334 hours:
1335 hours:

1336 hours:

1338 hours:

1339 hours:
1342 hours:

1343 hours:

1345 hours:

1347 hours:

1348 hours:
1349 hours:
1350 hours:

1352 hours:

1353 hours:
1354 hours:

1401 hours.
1404 hours:
1405 hours:
1407 hours.

1408 hours:
1410 hours:
1417 hours:
1428 hours.

Tablel. INCIDENT TIMELINE
Stations2 and 3 aredispatched to afully involved structurefire.
Following Unitsrespond:
Unit 321 (Shift Commander)
Engine 304 (Driver/Operator [D/O], Senior Private, and two Fire Fighters (FF)),
Engine 315 (D/O and one FF) and
Unit 301 (Fire Chief)
A linebox darm (including mutua aid) isrequested
Unit 321 advised Digpatchto alert Station 1
Station 1 (Engine 305 and Engine 302) isdispatched
Mutual aid Engine/Tanker 296 (D/O, Lieutenant, and two FF)
Unit 291 (Fire Chief) respond
Engine 305 (D/O and three FF) respond
Engine 302 (D/O and two FF) respond
Unit 321, Engine 304, and Unit 291 arrive on the scene
Unit 291 isappointed Water Supply Officer
Ladder 314 (D/O, Captain [thevictim], and one FF) respond
Engine 296 arriveson the scene
Rescue 325 (Paramedi ¢ and two Emergency Medical Technicians) respond
Engine 302 (D/O, Senior Private, one FF) respond
Engine 315 arrivesat anearby hydrant, wrapsit with 4-inch supply line, and lays
approximately 600 feet to thefire scene
Engine315arrives
Engine 305 arrivesand itscrew isused for manpower
Unit 301 arrivesat thefire hydrant and dressesthe hydrant
| C requeststhedectric utility company bedispatched
| C advises Digpatch that thefireisknocked down, all occupants are accounted for, and
crewsaredoing an extensiveoverhaul
| C advisestheinterior crew that all occupants have been accounted for outside
Ladder 314 arriveson the scene
Rescue 325 arriveson the scene
Engine 302 arrives on the scene and the Senior Private takes charge of thewater supply
hydrant
| C advises Dispatch that thefireisknocked down and crews are performing overhaul
| C requestsaRehabilitation package be dispatched to the scene
| C requests an ambulance to the scene A SA P and Rescue 325 proceedsto the scene
|C advises Digpatch that afirefighter isinjured, that Rescue 325 will be committed, and
another ambulanceisneeded at the scenefor standby
Electricutility arrivesonthescene
Electric power isturned of f
Rescue 325 departsthe scene at 1417 hours en route to the hospital
Rescue 325 arrives at the emergency department
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