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SUMMARY
On January 21, 2002, a 26-year-old male volunteer
fire fighter (the victim) was fatally injured after being
ejected from his privately owned vehicle (POV) as
a result of a motor-vehicle crash while responding to
a confirmed house fire. The victim was traveling
toward the fire station on a county road when, after
cresting a small hill, his POV hit an icy section of
road. His vehicle left the road, struck two mailboxes,
traveled up an embankment, and overturned several
times. The victim was ejected through the sunroof
and was found lying unresponsive on the road. He
was transported via ambulance to a local hospital
and was life-flighted shortly thereafter to a regional
trauma center where he was pronounced dead the
next morning.
NIOSH investigators concluded that, to minimize the
risk of similar occurrences, fire departments should
•

develop, implement, and enforce standard
operating procedures (SOPs) regarding the
safe operation of all vehicles responding to
a fire alarm

Vehicle Involved in Incident.

INTRODUCTION
On January 21, 2002, a 26-year-old male volunteer
fire fighter (the victim) was fatally injured after being
ejected from his privately owned vehicle (POV) as
a result of a motor-vehicle crash while responding to
a confirmed house fire. On January 28, 2002, the
U.S. Fire Administration (USFA) notified the
National Institute for Occupational Safety and Health
(NIOSH) of this fatality. On February 13, 2002,
two safety and occupational health specialists from
the NIOSH Fire Fighter Fatality Investigation and
Prevention Program investigated the incident. The
NIOSH team met with the Chief of the department
and then visited the site of the crash accompanied
by a civilian who was first on the scene. The civilian
pointed out the approximate locations of the vehicle
and victim at the time of the incident, after which
photographs and measurements were taken. A
telephone interview was conducted with one of the
responding emergency medical technicians (EMTs)
on February 15, 2002. The State police report,
ambulance call sheet, training records of the
deceased, and coroner’s report were reviewed.

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 is to determine factors that 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 individual fire fighters. 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-NIOSH
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The volunteer fire department has 22 fire fighters and
serves a population of approximately 5,000 in an
area of about 35 square miles. The 26-year-old
victim had been a volunteer fire fighter for 8 years.
The victim had completed National Fire Protection
Association (NFPA) Level I training, HazMat, and
wildland fire fighter training. The department does
not have any written standard operating procedures
(SOPs) or specific training requirements. The state
Department of Public Safety (per State law) does
not specify particular types of training required of
volunteer fire fighters.
The incident occurred on a rural, asphalt road with
little or no shoulder. The road is approximately 16
feet wide with a posted speed limit of 55 mph.
According to the state police report, the weather
was clear and the road was mostly wet at the time of
the incident except for the crash area where patches
of ice were present. According to a civilian who
lived near the crash site, and who was first on the
scene, ice has a tendency to form on this part of the
road because it is shielded from the sun by the
embankment.
INVESTIGATION
On January 21, 2002, a 26-year-old male volunteer
fire fighter (the victim) was fatally injured after being
ejected from his privately owned vehicle (POV) as
a result of a motor-vehicle crash while responding to
a confirmed house fire. The volunteer fire department
was dispatched for a confirmed house fire at 2302
hours. The victim responded to the call from his
residence. He was traveling east on a two-lane county
road, approximately 1 mile from his home, when he
crested a small hill, hit an icy section of road, and
lost control of his vehicle. His POV (a 2001 sport
utility vehicle) left the road, struck two mailboxes
and an uphill embankment, and overturned.
According to the report from the state police, the
vehicle was estimated to have rolled three times and
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to have traveled approximately 160 feet before it
came to rest upright (Photo and Diagram). The
victim was ejected through the sunroof during one of
the rollovers. Note: The state police report
indicated that the victim was not wearing his
safety belt at the time of the incident. The report
further indicated that “unsafe speed” was a
contributing factor. In a telephone interview, the
investigating police officer noted that he was
unable to estimate speed due to lack of physical
evidence.
First on the scene was a neighbor who had heard
the crash from inside her house and who found the
victim lying on the road approximately 47 feet from
his vehicle. The neighbor called emergency services.
The dispatcher notified the volunteer department
responsible for this area at 2312 hours of the motorvehicle crash. Squad 1 (four EMTs, a radio operator,
and a driver) responded at 2318 hours and arrived
on the scene at 2322 hours. The victim was lying on
the road; he was breathing on his own but was
unresponsive. Squad 1 administered emergency
medical care and transported the victim to a local
hospital (arrival time, 2350 hours) where he received
additional emergency treatment. The victim was lifeflighted approximately 45 minutes later to a regional
trauma center where he died the next day at 0827
hours.
CAUSE OF DEATH
The coroner’s report listed the cause of death as
laceration of the brain secondary to blunt impacts to
the head.
RECOMMENDATIONS/DISCUSSION
Recommendation: Fire departments should
develop, implement, and enforce standard
operating procedures (SOPs) regarding the safe
operation of all vehicles responding to a fire
alarm.1, 2, 3, 4
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Discussion: Fire departments should develop SOPs
that provide guidance on performing all tasks
associated with responding to a fire, including State
and local laws and ordinances that pertain to safe
driving. SOPs for safe driving should include
mandatory use of safety belts. NFPA 1500, 4-2.6,
states the following: “The fire department shall
develop standard operating procedures for safely
driving fire department vehicles during nonemergency
travel and emergency response and shall include
specific criteria for vehicle speed, crossing
intersections, traversing railroad grade crossings, and
the use of emergency warning devices. Such
procedures for emergency response shall emphasize
that the safe arrival of fire department vehicle at the
emergency scene is the first priority.” Even though
this standard refers to “fire department vehicles,” fire
departments should ensure that all personnel
responding in POVs follow the same practices.

Public Safety. [http://www.state.oh.us/odps/division/
bmv/mvdigest.html]. Date accessed: February 22,
2002.
2. NFPA [1997]. Vehicles, equipment, and drivers,
4-2.2, 4-2.6. In: NFPA 1500: Standard on fire
department occupational safety and health programs.
Quincy, MA: National Fire Protection Association.

3. Wutz TJ [2000]. Fire department organization,
command, and control. In: Clark C, ed. Firefighter’s
handbook: essentials of firefighting and emergency
response. New York: Delmar, p. 34.
4. Brunacini AV [1985]. Standard operating
procedures. In: Fire command. College Park, MD:
YBS Productions.
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This incident was investigated by Mark McFall and
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Diagram. Aerial View of Incident Scene
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