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ABBREVIATIONS 
 

• AFD – Asheville Fire Department 

• CFF – Conscious Firefighter 

• DRD – Drag Rescue Device 

• EMS – Emergency Medical Services 

• FCFRD – Fairfax County Fire and Rescue Department 

• FGS – Fire Ground Survival 

• FRA – Fire Rescue Academy  

• FTO – Field Training Officer 

• FTOIC – Field Training Officer Incident Commander 

• IAFF – International Association of Fire Fighters 

• IC – Incident Commander 

• IDLH – Immediately Dangerous to Life and Health 

• IRIT – Initial Rapid Intervention Team 

• LODD – Line of Duty Death 

• MPSTOC – McConnell Public Safety & Transportation Operations Center 

• MUD – Multi Unit Drill 

• NFPA – National Fire Protection Association 

• NIST – National Institute of Standards and Technology 

• NIOSH – National Institute for Occupational Safety and Health 

• NOVA – Northern Virginia 

• OARs – Operational Academy Rotations 

• OIC – Officer In Charge 

• PAR – Personal Accountability Report 

• PASS Alarm – Personal Alert Safety System Alarm 

• PPE – Personal Protective Equipment (referring to turn-out gear) 

• PT – Physical Training 

• Recon – Reconnaissance 
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• Reeves – Reeves Flexible Stretcher 

• RIT – Rapid Intervention Team 

• SCBA – Self Contained Breathing Apparatus 

• SET – Stress Exposure Training 

• SKED® – SKED® Stretcher Device 

• SFD – Single-Family Dwelling 

• SME – Subject Matter Expert 

• TICs – Thermal Imager Cameras 

• UCFF – Unconscious Firefighter 
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EXECUTIVE SUMMARY 
 

2016 Operational Academy Rotations (OARs-A) consisted of two full scale reality based 

Mayday/Rapid Intervention Team (RIT) operations.  The sessions were conducted on the first 

and second floors of the Class B burn building at the Fire and Rescue Academy (FRA).  The 

scenario for the evolution included a fire in a single-family dwelling (SFD) with a floor collapse 

and multiple firefighter Maydays.  The floor collapse event would happen prior to all dispatched 

units arriving on scene which left the Initial Rapid Intervention Team (IRIT) assignment unfilled.  

The main objectives for participating units to accomplish were: 

 

1. Extinguish the gas fed fire props on each floor. 

 

2. Locate and remove the trapped crew members.  

 

3. Locate and remove any civilian victims in a timely manner. 

 

Times for extinguishment and rescue were recorded.  Also, crews operating on the interior of the 

building were observed and recorded using Thermal Imager Cameras (TICs) by Field Training 

Officers (FTOs).  FTOs’ observations, supported by data, revealed areas where crews performed 

well, and others where participating units fell short of the anticipated outcome.   

 

The shortfalls include:  

 

1. Task failure in limited to zero visibility. 

 

2. Inability to assess, prioritize, execute and continue to reassess critical objectives. 

 

3. Inefficient communication between crew members. 

 

These shortfalls resulted in delayed fire extinguishment and higher than anticipated times to 

locate, assess, package and remove firefighter victims.  Prior to this, no statistical data has been 

produced to examine measurable performance objectives through a complex multitask RIT 

evolution.  Almost all available information relates to a single objective RIT study.  This 

evolution provided data which allows Fairfax County Fire and Rescue Department (FCFRD) to 

understand a relative timeframe needed to extinguish fire, while simultaneously rescuing 

multiple compromised firefighters.  The crews who showed good prioritize and execute skills, 

performed the basics well, and kept extinguishment a priority, excelled in this scenario.  

Inherently, through the trial and error of roughly 35 evolutions, positive outcomes were 

produced.  The goal of this Report is to pass on the best practices discovered through the hard 

work of the field personnel of the FCFRD. 
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KEY RECOMMENDATIONS 
 

1. Adopt a fluid fireground operations mentality encouraging personnel to understand and 

utilize the Observe, Orient, Decide, and Act decision making model.  

 

2. Promote a decentralized command concept which utilizes the idea of commander’s intent.  

 

3. Revise the purpose and scope of the IRIT’s initial actions in the next version of NOVA 

RIT Command and Operational Procedures Manual. 

 

4. Change the focus of the IRIT from one of reconnaissance to being prepared to intervene 

in many types of critical situations. 

 

(a) Reprioritize RIT objectives – extinguishment vs. rescue. 

 

(b) The IRIT must be ready to flow water in a moment’s notice by having a charged 

hose line at the ready. 

 

(c) Decision making is emphasized and encouraged with flexibility to the scenario. 

 

5. Adopt the best practice for packaging and removal of unconscious firefighters utilizing 

the waist belt conversion. 

 

6. Endorse the use of Mayday firefighters’ names for tracking purposes. 

 

7. Procure photo luminescent name strips for facepieces and/or regulators.  

 

8. Continue to conduct research on firefighter Mayday events and Line of Duty Deaths 

(LODDs).  Knowing how and why firefighters are calling for help and suffering fatal 

injuries on the fireground will better prepare the fire service to mitigate the risk and 

prepare for the event.  

 

9. Continue to provide training evolutions following a reality based training model allowing 

participants to practice exercising decision making based upon their experience and 

judgement. 

 

10. Continue to develop and use high level, multi-unit training scenarios involving rapid 

decision making with limited information in a chaotic environment to help increase the 

experience level of FCFRD.  
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11. It is imperative that the department increases the amount of zero visibility training in 

fireground skills including but not limited to: 

 

(a) hose line advancement. 

 

(b) search tactics. 

 

(c) forcible entry. 

 

(d) firefighter assessment, packaging and extrication skills.  

 

12. Provide realistic and contextual search training props which reflect the environment of 

the fireground. 

 

13. Continue hose line deployment and advancement training on the principles and 

techniques taught through FRA’s Nozzle Forward Program. 

 

14. Develop and provide a 40 hour RIT Technician Level Course to all special service 

companies and begin to incorporate into future recruit schools. 

 

15. Reinforce packaging and removal best practices. 

 

16. Deepen the pool of certified International Association of Fire Fighters (IAFF) Fire 

Ground Survival (FGS) Program instructors to allow for continued delivery of the FGS 

Program to every recruit school as well as current field personnel. 

 

17. Continue to stress physical fitness to FCFRD members and support the Well-Fit Center’s 

Peer Fitness Program.  

 

(a) Proper lifting mechanics play a vital role in the ability to remove a downed 

firefighter. 

 

(b) As the study Physiologic Stress Associated with Structural Firefighting Observed 

in Professional Firefighters (Indiana University, 2007-08) stresses, firefighter 

fitness level is of utmost importance due to the extreme effort involved with 

removing a victim. 
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PURPOSE AND PROCESS 
 

Over the course of 2016, Field Training Branch (Field Training) conducted OARs evolutions for 

frontline units within the Operations Bureau.  These evolutions are also known as OARs-A 

Monday night training as these sessions were primarily conducted on Monday nights. 

 

OARs-A evolutions are designed to provide companies with the opportunity to perform large 

scale training evolutions which cannot be conducted in the field.  Field Training operates with 

specific training goals, used to determine organizational gaps in performance.  These are then 

addressed by training solutions developed for the following year. 

 

After completing three successful years of fairly basic OARs-A evolutions, Field Training 

wanted a scenario which would add a higher level of physical and mental stress, incorporating a 

level of confusion.  While RIT training has been done in the past it had not been examined to the 

scale which the OARs-A platform could provide.  Previous RIT scenarios focused on 

predetermined tasks.  This scenario would provide the company and command level offers with 

an exercise in prioritizing and executing tasks.  

 

Why RIT Training? 

 

In Training at the Speed of Life, author Kenneth R. Murray recalls a conversation with  

Dr. Alexis Artwohl regarding how airline pilots train: 

 

Imagine if airlines took the same approach.  Statistically, airplanes don’t crash 

very often.  In fact, most planes can nearly take off and land by themselves.  

Effectively, the only reason you really need a highly trained pilot is to land the 

airplane in the event something goes terribly wrong.  When airline pilots go for 

training, they don’t waste expensive simulator time sitting back and sleeping or 

drinking coffee after engaging the autopilot button on the simulator.  The vast 

majority of their training deals with learning how to function at peak performance 

during critical situations where their unwillingness or inability to act decisively 

may cause the death or serious injury of themselves and those under their 

protection. (Murray, 2006, p. 131)  

 

Murray continues his support for training on low frequency, high stressful events with a quote 

from Tony Blauer: 

 

If you only train for the ninety-seven percent of situations that do not require the 

higher degree of skill, you end up fighting a war of attrition.  If instead, you train 

for the three percent of situations that require higher skill levels, you are prepared 

for one hundred percent of the encounters you might face. (Murray, 2006, p. 131) 
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In the world of firefighting, the Mayday event could be considered within the top 3% of the most 

stressful calls faced, and because it is a low frequency event, the fire service is at risk of 

becoming complacent. 
 

Throughout 2015 Field Training identified a trend in the fire service of early onset floor collapse, 

trapping firefighters.  Statistics released in through Project Mayday (Abbott, 2016) proved this 

trend to be true.  Falls through the roof (20%), falls through a floor or stairwell collapse into a 

basement (20%), lost or separated from their hose line (19%) were the number one, two and 

three reasons respectively (Abbott, 2017). 

 

Also in 2015, the Asheville Fire Department (AFD) in North Carolina released their Report on 

Rapid Intervention Team Operations Analysis.  This scenario measured their RIT Deployment 

Model with the following objectives: 

 

1. Locate the compromised firefighter. 

 

2. Assess the compromised firefighter and provide supplemental air if required. 

 

3. Extricate the compromised firefighter from any entanglement or entrapment. 

 

4. Package the compromised firefighter for transport. 

 

5. Remove the compromised firefighter from the Immediately Dangerous to Life and Health 

(IDLH). 

 

This study mirrored evolutions done in Fairfax City in 2004, 2012 and 2016, and Phoenix, 

Arizona (Kreis, 2003).  All studies measured similar data points – times to enter, locate and 

remove the Mayday firefighters.  All studies produced similar results and can be compared to the 

FCRFD’s Fall 2016 Competency Training single company RIT evolution (Figure 1). 

 
Figure 1 
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The above studies were done in a closed environment and assumed the RIT resources were on 

scene or extremely close.  The only mission of the evolution was to locate and remove the 

Mayday firefighters.  The studies did not take into consideration the effort to extinguish a fire. 

The studies invite the questions to be asked: 

 

1. How would the times change if the Mayday or RIT activation happened prior to the IRIT 

being established?  

 

2. How would the times change if crews also had to extinguish a fire? 

 

Field Training decided to utilize the 2016 OARs-A Monday Nights platform to evaluate 

FCFRD’s practices in a full scale RIT evolution which would include both firefighter rescue and 

extinguishment objectives. 

 

EVOLUTION 
 

Development 

 

Field Training developed a scenario to meet the following requirements:  

 

1. The scenario would match statistics reported by Project Mayday   

 

In 2015, 54% of collected Mayday reports were transmitted by the first unit to arrive on 

the scene (Figure 2).  The OARs-A scenario could and would include two of the top three 

reasons firefighters are calling Maydays: 

 

(a) Becoming lost or separated from a hose line. 

 

(b) Falling through the floor or stairwell into the basement.  

 

These statistics reflect the Sacramento Fire Department’s 2015 close call during which 

the nozzle and backup firefighters on the initial attack line fell through the first floor into 

the basement.  This took place about 10 feet inside the front door at an SFD fire where 

the fire originated in the basement.  Both firefighters were successfully rescued, although 

they suffered serious burn injuries.  

 

2. The evolution would incorporate live fire conditions  

 

While the evolution would take place in the Class B burn building, the gas-fed fire props 

would still provide a level of realism not included in previous RIT training.  With the 

addition of live fire, the scenario would not be limited to firefighter rescue.  There would 

be multiple evolution objectives to include extinguishment of all fires, rescue of all 

compromised firefighters, and rescue of any civilian victims.  
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3. The evolution would provide a high-level scenario utilizing the concepts and ideas of 

reality based training  

 

A key to reality based training is to provide an environment that simulates a real-life 

encounter where the students can test their ability to respond to that incident.  According 

to Murray (2006), “Ultimately, High-Level Scenarios are used to fuse theoretical learning 

with practical training so that the participant can emerge from the experience with an 

improved ability to respond to similar circumstances in the future” (Murray, 2006, p. 125). 

 

 

  

Figure 2 
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EVOLUTION OBJECTIVES 

 
1. Provide a realistic training environment where field units can take part in valuable 

training scenarios which are not feasible while In-Service or at the firehouse. 

 

2. Deliver safe and effective training in an open, professional, and educational environment. 

 

3. Use well-structured reality based training to provide field personnel with high quality 

experiences necessary to improve their situational awareness, which is essential to 

prevailing during critical incidents. 

 

4. Provide a reality based training scenario to field members from which they would leave 

with more experience to draw upon in the future. 

 

5. Allow field personnel a chance to practice their basic skills along with their Mayday 

response and RIT skills in a semi-stressful environment. 

 

6. Evaluate FCFRD’s use of the current NOVA RIT Command and Operational Procedures 

Manual. 

 

7. Expose any operational weaknesses of FCFRD to tailor future training. 

 

8. Measure the times associated with locating, assessing, packaging and extricating the 

compromised firefighters from the IDLH. 

 

9. Measure the times associated with extinguishing both fire props. 

 

10. Capture a general idea of where FCFRD stands in dealing with a Mayday situation on the 

fireground. 

 

 

  



Fairfax County Fire and Rescue Department 

2016 OARs-A After Action Report 

   

Training Division 2016 Operational Academy Rotations, A-Session                  | P a g e 11 
 

 

SCENARIO 
 

Units from Operations were asked to arrive at the FRA by 1830 hours.  A pretraining briefing 

took place discussing the objectives of the training evolution along with the Rules of 

Engagement (refer to Appendix A).  In this case, field personnel were briefed on removing both 

civilian victims and firefighter victims, and the evolution was to take place in the FRA’s Class B 

burn building.   

 

The scenario called for a one story SFD with a basement without an exterior access.  The only 

access to the basement would be the interior stairs and the hole in the floor.  The SFD portion of 

the building was utilized for this evolution.  All ground level windows and doors of the Class B 

burn building were blocked with orange or green cones to simulate the SFD.  However, the 

windows and doors were kept unlocked, in case of an emergency.  Unit officers were handed a 

packet of laminated pictures diagraming parts of the Class B burn building that were in and out 

of play, as well as a street map of the property including hydrant locations (refer to Appendix C).  

The laminated handouts matched the placement of the cones and helped unit officers determine 

the actual parts of the building in use for this evolution (refer to Appendix C). 

 

 

As the year progressed, certain items were added into the briefing to try to eliminate any safety 

concerns discovered during the first few iterations of the training evolution.  Further discussion 

on this topic is addressed in the Recommendations Section.   

 

  

Figure 3 
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The scenario included five engines (four on the initial assignment, and one on the RIT Level 1), 

and four special services (two trucks and one rescue on the initial box, and one special service on 

the RIT Level 1).  One of the engines (E407) was staffed by FTO adjuncts acting as role players.  

The order of dispatch had E407 first in the line-up.   

 

In the typical evolution, two ladder trucks, and one rescue squad were allotted from Operations.  

However, there were instances where only two special services were allotted.  In place of actual 

units, the Field Training Officer In Charge (FTOIC) dispatched “ghost” units, so called as they 

were named and dispatched but they were not physical units.  In these instances, one of the three 

special services on the initial box alarm was “ghosted.”  On the rare occurrence where only two 

special services were allotted, the FTOIC would ghost one special service on the initial box 

alarm and the special service on the RIT-Level 1.  Due to operational constraints, only one 

Battalion Chief and one Emergency Medical Services (EMS) Supervisor were allotted. 

 

While field personnel were briefed on the evolutions FTO staff positioned E407 on a hydrant on 

Side-Alpha of the Class B burn building.  A 200 foot, 1¾ inch cross-lay was pre-deployed up the 

Side-Alpha breezeway stairs and down the hall with the nozzle placed at the training hole in the 

floor.  The hole is in B quadrant of the Class B burn building.  Two smoke machines per floor 

were placed on both floors.  During the evolution, smoke machines were turned off when the fire 

on the respective floor was extinguished. 

 

After the briefing, all units were sent to the staging location, McConnell Public Safety & 

Transportation Operations Center (MPSTOC) parking lot, and asked to stand-by for a radio 

check. The FTOIC performed a radio check with both field units on 46-E and all FTO staff  

Figure 4 
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members on 46-J.  Once the “OK” was given by FTO staff at the Class B burn building the 

FTOIC and dispatcher would start the evolution by dispatching units to the event.  

 

All recorded times started when E407 arrived on scene. Out of 40 scheduled scenarios, 35 were 

completed, 5 did not take place due to weather, staffing or other unforeseen circumstances.   

 

Dispatch 

 

The evolution began with units being dispatched to a fire in a SFD. On arrival, E407 provided 

proper water, on scene and situation reports.  E407 reported a single story SFD with smoke 

showing and performed a 360° size up.  E407’s situation update included a single story SFD with 

no exterior access to the basement.  E407’s officer reported that they would be advancing a 1¾” 

hose line through the main entrance and would need to transfer command. 

 

When all E407’s role players were in place, the FTOIC advised the Battalion Chief to respond to 

the scene.  Approximately 10 seconds later, the second engine and the first special service were 

advised to respond to the scene.  Response times from staging to the scene were approximately 

one to two minutes.  As these three units were responding to the event, E407’s officer 

transmitted the first Mayday, stating that two of his/her firefighters had fallen through a hole in 

the floor.  E407’s right bucket firefighter played the role of the unconscious firefighter, while the 

left bucket firefighter played the role of the conscious firefighter.  For a more detailed 

description of these roles, refer to Appendix E.  The remaining units were staggered in their 

response to simulate real world arrival times to the scene.  
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EXTINGUISHMENT DATA 

 

 

 

 

Average Ext. Time  Fastest Ext. Time  Slowest Ext. Time 

1st Floor Fire:  13:00 Min   6:00 Min   25:40 Min 

Basement Fire: 24:00 Min   10:00 Min   > 40:00 Min 

 

 

By design, in a majority of the evolutions, the second attack line was pulled after E407’s officer 

declared a Mayday.  In reality, the second line pulled became the first attack line deployed and 

advanced by field personnel.  The Mayday altered what would have been a typical operation and 

frequently changed the mindset of most involved.  In general, field personnel showed difficulty 

prioritizing extinguishment versus firefighter rescue.  These times reflect more than just the time 

it took to advance hose lines from point A to point B.  They reflect the decisions made by early 

arriving unit and command officers.  

 

By evaluating the data and observations, the problems and contributing factors were identified.  

The Phoenix Fire Department and the National Institute of Standards and Technology (NIST) 

demonstrated that without “firefighter intervention, it is between 16 and 18 minutes from the 

point of ignition until the time we can no longer operate on top of or inside a structure” (Kreis, 

2003).  A delayed fire attack puts all crews, including the RIT, and any civilian victims in an 

environment of increased risk of structural deterioration, injury and increased Maydays. 
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Figure 5 
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It took 13 minutes to extinguish the first floor fire 
 

On average, it took 13 minutes (standard deviation 4.7) from the arrival of E407 to extinguish the 

first-floor fire.  In Figure 6, only 29 of 35 evolutions are shown.  Of the missing 6, 4 evolutions’ 

times were not recorded and in one evolution, the “emergency stop” button for the gas prop was 

inadvertently pushed by a firefighter, shutting the fire prop down.  In another evolution, it was 

stopped due to a “real world” Mayday before a hose line reached the fire prop.  The charts below 

represent the time from E407’s arrival until extinguishment of the first floor fire.   
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It took 24 minutes to extinguish the basement fire 

 

On average, it took 24 minutes (standard deviation = 7.2) from the arrival of E407 to achieve 

water on the basement fire.  The large standard deviation indicates times were scattered between 

the fastest and slowest times and not grouped close to the average.  The fastest time being 10 

minutes and slowest being over 40 minutes.  In Figure 8, only 29 of 35 evolutions are shown due 

to 3 occurrences where no hose line ever made it to the basement, 2 evolutions in which a time 

was not recorded and 1 evolution which was stopped due to a “real world” Mayday before a hose 

line reached the fire prop. 

 

 
 

  

0.00

5.00

10.00

15.00

20.00

25.00

30.00

35.00

40.00

45.00

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

TI
M

E 
IN

 M
IN

U
TE

S

OCCURANCES

Basement Fire Extinguishment Times

Figure 8 

Under 15 Min
9%

15-20 Min
17%

Over 20 Min
59%

No Water Applied
9%

No Data Recorded
6%

Basement Fire Extinguishment

Figure 9 



Fairfax County Fire and Rescue Department 

2016 OARs-A After Action Report 

   

Training Division 2016 Operational Academy Rotations, A-Session                  | P a g e 17 
 

 

EXTINGUISHMENT OBSERVATIONS 
 

It is important to note that in the 2016 OARs-B Competencies, Hose line Deployment Evolution, 

70% of engines and medics were able to stretch a hose line, force a door, advance the line into a 

building around 5 turns and up a flight of steps in under 1:30 minutes.  In comparison, during the 

OARs-A evolution it took the average company over 20 minutes to accomplish a nearly identical 

task.  The delayed times are not solely attributed to mechanical reasons but due to tactical and 

strategic decisions made by unit and command officers. 

 

The most common observations pertaining to delayed extinguishment are: 

 

1. Zero Visibility 

 

Theatrical smoke was used throughout the building during the evolution.  As fires were 

extinguished, the smoke machines on each floor were turned off to simulate real world 

conditions.  While theatrical smoke does not have the exact characteristics as smoke 

produced from combustion, it was the closest substitute available.  Studies have shown 

(Blake, 2011), on a daily basis 55% of human communication is through non-verbal 

elements (facial expression, gestures and postures).  In these limited to zero visibility 

environments, 50% of one’s communication methods are no longer available.  Field 

Training staff observed field personnel on a regular basis walking and stumbling as they 

advance hose lines (Figures 10, 11, and 13).  This is mainly caused by not spending 

enough time training in zero visibility.  As Joe Robinson says, “Uneventful familiarity 

breeds complacency, and complacency kills” (Murray, 2006, p. 82).  The typical day to 

day call does not place firefighters in this limited visibility environment.  At the same 

time, training with hose lines is rarely done with limited visibility.  Because of this, when 

visibility is taken away, firefighters are placed in an uncomfortable, unfamiliar 

environment, and are not able to fall back on conditioned, effective actions.  Instead, they 

revert back to the negative actions produced in training.  The training environment needs 

to reflect the real world.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 10 
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2. Competing Tasks 

 

Consistently, hose line operations in the basement were paused due to the rescue effort.  

Field Training staff regularly observed the first hose line into the basement stop its 

advancement as crew members identified a Personal Alert Safety System (PASS Alarm) 

in alarm in their area of operation.  Regularly, the nozzle firefighter would drop the 

nozzle, search towards the PASS Alarm and encounter the unconscious firefighter in a 

room adjacent to the hallway they were operating in (refer to Appendix D).  The nozzle 

firefighter would direct the rest of the hose line crew into this room, rendering their hose 

line abandoned and ineffective.  This action considerably delayed the fire attack.  

 

The same hose line was hindered by the extrication effort.  Once the unconscious 

firefighter was packaged and extrication began, crews would attempt to re-engage their 

fire attack.  Other times they would assist with extrication (Figure 13 and 

Misinterpretation of Orders, pg. 54).  This hose line advance was stalled due to the 

competing tasks of pulling the hose down the same steps crews were using to extricate 

the unconscious firefighter.  There were simply too many people in a small area (Figure 

12).  The advancement to the seat of the fire would be delayed until the extrication team 

had made it up the stairs and out of the building.  Transporting the unconscious 

firefighter up the stairs took anywhere from 2 to 15 minutes. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Figure 11 

The extrication crew removes the 
unconscious firefighter up the stairs. 

Figure 12 
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Figure 13 shows the typical congestion at the base of the basement steps.  The nozzle 

firefighter and officer are standing at the entrance of the stairs while the extrication crew 

is working to drag the unconscious firefighter towards and then up the stairs.  With both 

crews trying to occupy the same space, all work is slowed down.  In this example, the 

situation could have been avoided if the hose line crew had made a quick advance 

towards the seat of the fire.  Instead, they waited at the base of the stairs for 

approximately 6 minutes.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3. Prioritizing Tasks 

 

Field Training staff observed tendencies among unit and command officers to have 

difficulties prioritizing and executing tasks.  In many cases, extinguishment of the fire 

was delayed due to second and third arriving engine companies being utilized as a RIT 

Recon style element.  The current NOVA RIT Command and Operational Procedures 

Manual (Figure 14) describes the Initial RIT actions as “search for and locate.”  This 

decision forced later arriving engines, sometimes the fourth or the fifth due (on the RIT 

Level 1), to pull attack lines to extinguish the fires, significantly delaying extinguishment 

times and increasing risk.  

 

 

 

 

 

 

 

 

 

 

 
From (Fire and Rescue Departments of Northern Virginia, 2013, p. 13)   

Figure 13 

Figure 14 
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EXTINGUISHMENT RECOMMENDATIONS 
 

1. Hose Movement 

 

Ensure increased training in the following areas: 

 

(a) Emphasize the importance of extinguishing the fire even if it limits resources for 

the rescue. 

   
(i) Discuss using available Special Service companies on the fireground to 

initiate reconnaissance and rescue of the firefighters in trouble while 

engine companies focus on and engage in fire extinguishment. 

 

(b) Continue to introduce to new firefighters and train incumbents with emphasis in 

quick and efficient hose movement techniques.  Aggressive fire attack reduces 

firefighter risk.  

 

(i) Deliver a comprehensive “back-up firefighter” training program. 

 

• To include forward or preloading hose to allow a continual 

advance at choke points (turns, stairs, etc.). 

 

(ii) Consider departmental support in building a Nozzle Forward Subject 

Matter Expert (SME) staff in the form of field personnel. 

 

2. Zero Visibility Training 

 

Provide additional training in zero visibility environments.  Surveys conducted in both 

the Stress Exposure Training (SET) Program and the FGS Program reveal many 

firefighters are uncomfortable in full Personal Protective Equipment (PPE) and in zero 

visibility.  If insufficient time is spent communicating and practicing basic skills in a 

zero-visibility environment, performance on the fireground will not improve. 

 

(a) Firefighters must become acclimated to their PPE and zero visibility.  This 

happens through exposure to and working in these conditions often.  

 

(b) Increase frequency of training at the company level involving full PPE and zero 

visibility. 

 

(i) Drills do not always need to incorporate both.  Examples may be circuit 

style physical training (PT) in PPE and Self-Contained Breathing 

Apparatus (SCBA) and radio familiarization utilizing fire gloves and zero 

visibility. 
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(ii) Operations will soon receive Smoke Trainer facepiece inserts at the station 

level for each riding position.  This tool will allow more training in the 

ventilation-limited, zero visibility building fire scenario which is of 

significant risk to firefighters and trapped occupants. 

 

(iii) While improvement will be made practicing with visibility, success is not 

guaranteed to translate into the zero visibility environment.  

 

3. Revise the purpose and scope of the Initial RIT Actions in the next version of NOVA 

RIT Command and Operational Procedures Manual 

 

(a) The current manual is very specific in describing the duties of the IRIT upon 

activation.  By evaluating data collected from actual fireground Maydays (Figures 

1 and 50), it is now known that the IRIT rarely is the first unit to contact the 

Mayday firefighter(s).  The Mayday event can be a rapidly changing and fluid 

environment and the IRIT will need to be prepared to accomplish a number of 

tasks including extinguishing the fire.  

 

(b) The next version of the manual should include a charged hose line in the list of 

equipment the IRIT should have readily available to them. 

 

(c) The next version of the manual should include under “Initial RIT Actions and 

Objectives” the following: 

 

(i) Accomplish any task assigned by the IC including but not limited to: 

 

• extinguishing fire 

• search for and locate 

• replacing another interior company 

 

4. Continue to provide evolutions following a reality based training model allowing 

participants the use of their judgment to make decisions 

 

The call for help from one of our own can induce a strong emotional, psychological and 

physiological response.  Generally, over time firefighters can become good at prioritizing 

and executing tasks in high-stress situations because of their exposure to these situations.  

The Mayday, something firefighters are not exposed to often, can heighten the stress 

response, thus reducing the ability to use intuition.  As taught in the Decision Making 

class at the United States Marine Corps (USMC) The Basic School, “Intuition is the 

foundation of recognitional decision making…Recognitional decision making or 

“recognition-primed” decision making is a model of how people make quick, effective 

decisions when faced with complex situations” (United States Marine Corps [USMC], p. 

7).   
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The manual continues: 

  

Recognitional decision making inherently assumes more risk, as less than 

perfect information is rapidly processed and acted upon.  To ensure that 

unnecessary risk is mitigated during recognitional decision making, 

training and experience is paramount.  Repetitive training, rehearsals, 

and experience allows for faster recognition of key variables that will 

drive one towards a particular decision….There are two types of decision 

making strategies that we consider “recognition-primed:” 

 

Feature Matching The decision-maker identifies that he or she has 

personally experienced the elements of a given 

situation. This experience can be a result of past 

action, training or rehearsing a plan. Comparison 

based on the previous personal experience allows 

for quicker decision making given the same 

situation but different time and place. 

         

 

Reason by Analogy The retrieval of stored information derived from a 

similar situation. This is a comparison of the 

elements and the results of a similar situation that 

the decision-maker has previously observed or read 

about. This usually occurs as a result of past studies. 

 

Both types require pattern recognition to occur. We identify patterns based 

on experiences (Feature-Matching) or by historical references studied 

(Reason by Analogy). Pattern Recognition improves in speed and 

accuracy the more we experience a certain collection of events. We 

accomplish this through training. (USMC, p. 7) 

 

With the introduction of a Mayday to the fireground, many firefighters 

instinctively prioritize rescuing the firefighter ahead of extinguishing the fire.  

This is human nature.  The decision is based on emotions and previous 

experiences, not rational calculation.  For most firefighters, previous experiences 

do not include actual fireground Maydays.  With this being the case, they will fall 

back on any experience they may have with a Mayday or RIT activation, which 

was typically in training.  How RIT training has been accomplished in the past 

explains why Field Training staff observed personnel prioritizing the rescue above 

extinguishment.  In the past, most training was structured on telling the students 

what to do (rescue the firefighter) and then critiquing them on their actions.  

Training has not been focused on teaching firefighters and officers how to think 

or even letting them think through the problem.  Most, if not all, scenarios did not 

include the option to either extinguish the fire or rescue the firefighter.  Units 

were informed of a firefighter in need and instructed to make the rescue.  
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A key to the reality based training model is providing an environment that simulates a 

real life encounter in which the student will be able to test their ability to respond to that 

incident.  FCFRD should continue to provide high level, reality based training scenarios 

in high-risk – low frequency events to help develop the experience level of its members.  

Giving personnel the experience of prioritizing tasks and experiencing the consequence 

of the decision, both good and bad, will improve the base of knowledge for future 

decisions to be made.  

 

5. Adapt a fluid fireground operations mentality which exercises good prioritize and 

execute skills.  Understanding the main effort, or priority of the emergency, can and 

will change throughout the incident is must.  Extinguishment, many times, should 

remain the priority 

 

“There can only be one main effort. When you start giving two or three or a three 

part main effort, you had better look back at it because the chances are you have 

not made up your mind what you are trying to accomplish” (Lind, 1985 p. 107). 

 

In the simplest terms, on any structure fire there are two important objectives: 

 

(a) to extinguish the fire. 

 

(b) to search for and remove any victims.  

 

What changes when a Mayday occurs?  The need for extinguishment still exists and now 

there are known victims.  In many situations, extinguishment should remain the main 

effort.  The big change is the human reaction of the crews operating and en-route.  If this 

psychological and physiological reaction can be managed, the outcome can be improved.  

 

If immediate available resources can only focus on one of these objectives, in some cases 

it should be the fire.  In this scenario, extinguishment should be the main effort.  

“That’s what counts in a firefight, not the casualties but where the fire came from” 

(Brady, 1990, p. 194).  This goes against every ounce of our instincts.  However, consider 

this:  if the Mayday is ignored and the fire extinguished, many of the problems occurring 

with the Mayday (low/no visibility, IDLH…) will go away.  It has been proven that if fire 

is ignored, it can be expected to double in size every 30 to 120 seconds, dependent upon 

fuel loading and possible wind speeds (3D Firefighting, 2007).  In this scenario, if the 

rescue effort outweighs the extinguishment effort, the fire’s opportunity to grow causes 

the current problems to increase exponentially.  If the fire is ignored on a real fireground, 

there is a high probability of serious or fatal injuries. 
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LOCATING VICTIMS DATA 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Average Hands-On   Fastest Hands-On   Slowest Hands-On  

Times     Times     Times 

OIC: 7.3 Min   OIC: 4.12 Min   OIC: 11.52 Min 

CFF: 16.43 Min   CFF: 10.52 Min   CFF: >35 Min 

UCFF: 11.5 Min   UCFF: 7.02 Min   UCFF:  16.17 Min 

 

 

The data above reflects the time it took for search crews to make “hands-on” contact with each 

of the three victims.  The time began when the Mayday was transmitted by E407’s Officer.  

 

On average, within 17 minutes of the Mayday being declared, FCFRD was able to put hands on 

all three victims.  When this number is compared to actual fireground Mayday statistics, FCFRD 

is slower.  However, it is important to note many Maydays represented in the statistics were 

single firefighter Maydays.  Compared to only one other multiple-objective RIT study available 

(Henrico, 2014), FCFRD is at least 13 minutes faster across the board (Figure 16). 
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Figure 15 
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Figure 16 
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LOCATING VICTIMS OBSERVATIONS 
 

1. Efficiency, Effectiveness and Time to Complete 

 

Teams that appeared to have a plan and communicated well had more successful 

outcomes and appeared more efficient.  Additionally, members who seemed comfortable 

in the zero visibility environment moved faster and were more effective.  

 

The average time to locate and put “hands-on” the three victims were as follows:  

 

• E407O = 7.3 minutes 

• E407LB (conscious firefighter) = 16.43 minutes  

• E407RB (unconscious firefighter) = 11.5 minutes 

 

E407O had the fastest time because they were the first target of most search teams.  

E407RB had the slowest time due to where the unconscious firefighter was located, 

which was farther into the basement level (refer to Appendix D, Floor Plans). 

 

2. Tactical Deployment of Search Teams 

 

Routinely, unit and command officers made decisions to send the first available search 

team to make contact with and remove E407’s officer.  Field Training staff hypothesized 

that the officer was the first target of the search because they were the individual 

transmitting the Mayday.  E407’s officer would give their last known location accurately 

as “Bravo Quadrant, first floor” allowing the search team’s ability to conduct a focused 

search.  Whilst locating and removing the officer was an objective of the evolution, it is 

important to note that E407’s officer was transmitting the Mayday for their crew, the 

right and left bucket firefighters who had both fallen through the floor.  Listening to and 

understanding the Mayday traffic is extremely important.  In many evolutions, 

prioritizing the officer over the two firefighters delayed both fire attack in the basement 

and search crews locating the right and left bucket firefighters who were in the most 

threatening positions. 

 

3. Search Styles 

 

Several individual search styles were noted during this session of OARs.  Personnel were 

observed crawling on all fours, crawling upright on both knees (Figure 18), scooting 

using the search slide, walking upright (Figures 17 and 19), and crouching.  Regardless of 

style, all members had their vision obscured by theatrical smoke.  
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Additionally, the focus of the individual searching in zero visibility varied.  Some 

members were focused on searching the floor and furniture, some would not come off the 

wall, and some spent more time searching the wall, rather than the floor.  There were also 

differences observed in the perception of members while feeling for objects in zero 

visibility.  Some members seemed to be relying on gross motor movements to make 

sense of what they were touching through fire gloves.  Others appeared to understand or 

visualize what they were touching.  Some did this rapidly and others were slow. 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 18 

Figure 17 
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4. Search Rope 

 

Search crews who utilized the RIT Safety Solutions TM Large Area Search System search 

rope (Figure 20) struggled with the size and weight when navigating in the residential 

environment.  Crews did not always differentiate the use of the system from its large area 

search configuration with its individual short rope bags to a small area search, by 

removing the small bags and not using them. 

 

 

 

 

 

 

 

 

 

 

 

 

  

Figure 19 

Figure 20 Large Area Search System 



Fairfax County Fire and Rescue Department 

2016 OARs-A After Action Report 

   

Training Division 2016 Operational Academy Rotations, A-Session                  | P a g e 29 
 

 

5. Door Control 

 

Rapid fire progression through flow paths and lack of door control has contributed to 

numerous LODDs in our region to include Firefighter Mark Falkenhan at 30 Dowling 

Circle in Baltimore County, MD (National Institute for Occupational Safety and Health 

[NIOSH], 2012) and Louis Mathews and Anthony Phillips at 3146 Cherry Rd NE, 

Washington, DC (NIOSH, 1999). 

 

Field Training staff monitored door control during the simulation and were interested in 

which interior doors were controlled to include the door to bedroom fire, the door at the 

basement stairs, and the door to the room where the unconscious firefighter was located.  

Throughout the year, Field Training staff observed both good door control, isolating the 

search crew and unconscious firefighter from worsening conditions in the basement and 

bad door control, leaving a door to a bedroom fire open while waiting for a hose line.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

From (SFPE, 2013) 

 

Exterior door control is critical in the ventilation limited environment.  While conditions 

may not appear to be dangerous at the time of entry, those conditions can change rapidly 

without warning.  Furthermore, the zero visibility search will often consume a significant 

amount of focus in the act of searching and navigating one’s way around an unfamiliar 

room.  The sense of time and space can change quickly, thus placing the firefighter or 

crew at significant risk as noted in the LODD references. 

 

 

 

 

 

 

 

 

 

Figure 21 
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From (SFPE, 2013) 

 

 

 

 

 

 

 

 

 

 

 

 

 

From (SFPE, 2013) 

 

Interior door control is just as important.  It includes closing the door to individual 

bedrooms during a physical search, as well as after the search in the compartment or 

room.  The closure of bedroom doors can reduce the volume of air available to the fire, as 

well as protect ventilation points from causing unintended flow paths.  Operating in an 

isolated compartment protects crews from sudden changes in fire conditions.  Also, there 

may be an option to vent the compartment to aid in search if auto extension is not a risk.  

The safest option is to practice interior door control before, during and after the search of 

a room (Figures 24 and 25). 
 

 

 

 

 

 

 

 

 

Figure 22 

Figure 23  
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From (SFPE, 2013) 

 

The pictures above were taken at the fatal fire at 30 Dowling Circle.  Figure 25 shows the living 

room in Apt. A2, which was directly over the apartment of origin.  Figure 24 shows the bedroom 

in Apt. A2 which was used for a vent, enter, isolate and search, (VEIS) followed by an extended 

search into the living room.  As crews removed a victim from the living room into the bedroom, 

they closed the door to isolate the fire.  What these pictures show is what Norwood (2015) 

explains, a hollow core wooden door protecting search crews for approximately 5 minutes. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

From (SFPE, 2013)  

Figure 24 

  Figure 25 
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LOCATING VICTIM RECOMMENDATIONS 
 

As a result of the 2015 and 2016 OARs Competencies, several recommendations should be 

considered.  The primary search is one of the most physically and emotionally stressful tasks on 

the fireground.  It can also be considered one of the most dangerous tasks as crews often operate 

without the protection of a hose line with limited to zero visibility in the direct area around or 

above the fire.  As noted above in the USMC Decision Making Student Handbook, “… training 

and experience is paramount.  Repetitive training, rehearsals and experience allows for faster 

recognition of key variables that will drive one towards a particular decision” (USMC Decision 

Making Student Handbook p. 7).  Recommendations are as follows: 

 

1. Provide realistic and contextual search training props by securing funds to build a 

“Search House” facility that would reflect the environment of the fireground 

 

(a) The fire service has unknowingly handicapped firefighters by limiting search 

training to concrete buildings with oversized doors, windows and stairwells.  

These buildings typically lack any amount of furniture along with other items 

normally found in homes in our county.  The training environment and 

operational reality simply do not match.  Without the ability to see, firefighters 

are forced to visualize where they are searching by creating a mental map.  When 

the training environment does not have the same feel of floor coverings, furniture, 

actual bedding or contents of most homes, a flawed mental image is ingrained into 

our firefighters’ minds.  This causes firefighters to either spend more mental 

energy in the real world environment to problem solve what they are feeling 

because it is different from their training, or they simply cannot problem solve 

what they are feeling.  They become disoriented or they hug the wall and rush 

through the search with their only goal being to exit the building as soon as 

possible. 

 

(b) A “Search House” facility matching the environment in which our firefighters 

work in can be built on FRA grounds with grant opportunities.  The house would 

be complete with the small details of a typical SFD to include flooring, furniture, 

appliances, and beds with bedding as well as clothes hanging in closets. 

 

2. Provide additional training in zero visibility environments  

 

Surveys conducted in both the SET Program and the FGS Program reveal that most 

firefighters are uncomfortable in full PPE and in zero visibility. 

  

(a) Firefighters must become acclimated to their PPE and zero visibility.  This can be 

achieved by having frequent training in such conditions.  

 

(b) Increase frequency of training at the company level involving full PPE and zero 

visibility. 
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(i) Drills do not always need to incorporate both.  Examples may be circuit 

style PT in PPE and SCBA and/or radio familiarization utilizing fire 

gloves and zero visibility. 

 

(ii) Operations will soon receive Smoke Trainer facepiece inserts at the station 

level for each riding position.  This tool will allow more training in the 

ventilation limited, zero visibility building fire scenario which is of 

significant risk to firefighters and trapped occupants. 

 

3. Continue to stress the importance of isolating search crews from conditions through 

interior and exterior door control to protect from changing flow paths and rapid 

fire progression 

 

(a) Integrate door control into training opportunities. 

 

(b) Continue to provide door control training at live fire exercises. 

 

(c) Kill the flashover link:  https://www.youtube.com/watch?v=uYD8GQmwvcg  

 

4. Continue teaching Search Slide (Head-Up, Leg Out) to recruit firefighters along 

with promoting it to the field units. 

 

(a) Emphasize the dangers and inefficiency of using only the “two knee crawl” or 

“crawling on all fours” techniques. 

 

5. Continue to emphasize looking below the neutral plane1 while inside the occupancy 

(situational awareness). 

 

6. Discuss the use of hand tools during the search. 

 

(a) Stop using a tool as a searching probe. 

 

(i) Can lead to victim or firefighter injury. 

 

(ii) Does not define what is being found, it provides no tactile feedback.  

Feedback from couch cushions or piles of clothing is almost identical to 

soft human body. 

 

(iii) The use of a gloved hand is critical in tactile identification of objects. 

 

(b) Consider using the tool as a marking mechanism. 

 

 

                                                 
1 The neutral plane is the delineation between smoke and fresh air, also referred to as the smoke/air interface. 

https://www.youtube.com/watch?v=uYD8GQmwvcg
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(i) As the search moves around a compartment, it is left at the doorway or 

fixed point of reference. 

 

(ii) Dragging the tool ties up a hand, which is better suited for searching and 

makes the searching firefighter less efficient.  

 

(c) Continue teaching recruit firefighters these uses for hand tools during a search. 

 
7. Develop and provide RIT Technician level training to special service companies. 

 

(a) AFD concluded in their 2015 RIT Operations Report that “Companies in which 

100% of members had graduated technician level RIT training were more 

efficient…” (Ashville Fire Department, 2015 p. 23). 

 

(b) In fact, companies comprised of all certified RIT Technicians were more than 2 

minutes faster in locating the down firefighter than companies with 50% RIT 

Technicians (Ashville Fire Department, 2015 p. 23). 

 

8. Ensure crews utilize air management. 

 

(a) Minimize occasions in which crew members go into Low-Air Alarm. 

 

(b) Act immediately when a member’s Low-Air Alarm is activated. 

 

(i) Notify officer. 

 

(ii) Leave as a crew or with a partner. 

 

9. Consider adding a Residential Search Rope to all engine companies to use when 

assigned to the RIT. 

 

(a) This would be a small profile search rope bag with lightweight, small diameter 

rope (Figure 26).  

 

(b) Ensure crews understand the current RIT Safety Solutions TM Large Area Search 

System configuration (Figure 27), and its capabilities to be used as a residential 

search rope by removing the smaller rope bags. 
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Example of small- profile search rope bag 

Large Area Search System 

Figure 26 

Figure 27 
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ASSESSMENT OF THE UNCONSCIOUS FIREFIGHTER OBSERVATIONS 
 

Assessing an unconscious firefighter is a challenging task.  The firefighter’s equipment, 

specifically the SCBA, tends to impede the progress of the assessor.  On most medical calls 

where the victim is unconscious, the emergency responder’s first action is to place the victim on 

their back to stabilize the spine and to conduct a rapid trauma exam to ascertain if any life-

threatening injuries have been sustained.  However, with the unconscious firefighter relying on 

their SCBA for breathable air, positioning the victim on their back is not feasible.  To do so may 

cause additional injury to the victim.  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Assessment Recommendations 

 

The unconscious firefighter must be positioned in a way to allow rapid assessment but also 

protect their spine as much as possible.  This is best achieved by positioning the victim in a 

sitting position, supported by a rescuer sitting behind the victim.  The victim’s weight is thus 

supported by the rescuer while keeping the victim’s spine in alignment.  However, the IDLH and 

low visibility do not allow for a complete control of the C-spine.  If the unconscious firefighter 

can be assessed and life sustained by protecting them in place while the fire is rapidly 

extinguished, then the atmosphere may improve with ventilation.  Crews may then be able to 

delay extrication until visibility returns and the hazardous atmosphere is removed allowing for 

better control of the spine. 

 

  

Poor positioning of firefighter victim for assessment. 
Victim is wearing SCBA but is on a 2’ mat which is 
absorbing the cylinder. 

 Figure 28  
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Items to assess: 

 

1. Consciousness. 

 

2. PPE in place? 

 

3. Airway, Breathing, Circulation. 

 

4. Ability to sustain life in current location. 

 

5. Identify the firefighter. 

 

 

  

Recommended positioning of an unconscious firefighter for assessment 

Figure 29   
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PACKAGING AND REMOVAL DATA 
 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

Average Removal Times  Fastest Removal Times  Slowest Removal Times 

OIC: 4:44 Min   OIC: 0:51 Min   OIC: 20:50 Min 

CFF: 3:48 Min   CFF: 0:55 Min   CFF: 12:00 Min 

UCFF: 10:37 Min   UCFF: 3:00 Min   UCFF: 21:55 Min 

 

The packaging and removal time was evaluated by tracking the time at which hands-on contact 

was made with three separate victims, and until these victims were removed from the building.  

Any assessment and/or packaging done is included in the removal time.  

 

 

 

 

Looking at the data above, the OARs-A victim removal times are comparatively faster than the 

only other multi-task RIT study available. Though these times are not terrible, there is always 

room for improvement.   
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Figure 30 

Figure 31 
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PACKAGING AND REMOVAL OBSERVATIONS 
 

Teams that appeared to have a plan and communicated well were more efficient and had more 

successful outcomes.  Additionally, members who seemed comfortable in the zero visibility 

environment moved faster and were more effective.  On many occurrences, the PASS Alarm 

devices of the Mayday firefighters were not controlled immediately.  This led to confusion 

during communication among crew members and communication with the IC.  Any form of 

packaging which included an extra piece of equipment, i.e. Reeves, Backboard, Mega Mover, 

SKED®, resulted in delayed removal times.  Extra equipment typically had to be brought in by 

request, delaying the packaging process.  Crews using these packaging devices were operating in 

low to zero visibility with fire gloves, resulting in longer packaging times during the evolution.   

 

A seven question survey was sent to all adjunct staff members who played the role of the 

unconscious firefighter.  The questions were specific to packaging and removal methods 

employed upon them.  Their feedback is used below. 

 

Removal of E407’s Officer 

 

On several occasions, the crews who made contact with E407’s officer directed the officer to 

follow the hose line out of the building.  Prior to the evolution, E407’s officer role player was 

directed by the FTOs to follow the orders by participating crews but not to follow the hose line 

all the way out of the building.  The role players were instructed to act as if their state of mind 

was focused on finding their crew members.  This mindset was derived from interviews with 

firefighters who have been in this situation on an actual fireground.  The officer, following 

orders from the field unit, would begin to follow the hose line but end up lost in another part of 

the building, causing increased confusion for crews and the IC.  This can be correlated to a 

Phoenix LODD where Firefighter Brett Tarver became lost and ultimately died even after 

making direct physical contact by multiple other firefighters operating inside the structure 

(NIOSH, 2002). 

 

Packaging and Removal of Unconscious Firefighter 

 

1. Handcuff Technique 

 

Feedback from the unconscious firefighter role players indicated that it was an awkward 

drag, and that it was more difficult to move the unconscious firefighter up and down 

stairs.  At the base of the stairs, the rescuer dragging the unconscious firefighter had to 

stop and change methods due to the inability to drag the unconscious firefighter up the 

stairs.  The technique selected most often to move the unconscious firefighter up the 

stairs was the SCBA shoulder straps.  However, at this point, time was not taken to 

convert the SCBA waist belt, leading to a more difficult move up the stairs. 
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2. Reeves and SKED® 

 

Typically, the unconscious firefighter was laid face down on a Reeves flexible stretcher 

or SKED® stretcher device, strapping them in and dragging the device, making a 

smoother drag.  In reality, the device was continuously pulled out from under the 

unconscious firefighter and the extrication had to stop and reset.  This resulted in: 

 

(a) Down time waiting for the Reeves or SKED® device to be brought in. 

 

(b) Down time having to reset unconscious firefighter on the Reeves or SKED® 

device during removal. 

 

3. Mega Mover 

 

Field Training encouraged a few crews to use the Mega Mover, carried by all medic 

units, as a removal device for the unconscious firefighter.  It was hypothesized that it 

would work well due to its size and ability to morph around the unconscious firefighter.  

However, it proved otherwise as the Mega Mover’s material is not durable enough.  The 

dragging resulted in the material tearing up and falling apart during the removal process 

 

4. Webbing 

 

(a) Too much space between unconscious firefighter and removal personnel. 

 

(b) Could not maintain protective posture of unconscious firefighter with potential 

spine injury.  This has the potential to cause further injury.  One role player injury 

was recorded using this method. 

 

(c) Typically, the waist belt was not converted. 

 

 

Figure 32 
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(d) Harder to move up stairs, could not lift the unconscious firefighter off ground.  As 

the unconscious firefighter was carried up the stairs their SCBA would begin to 

slide off pulling with it the victim firefighter’s turnout coat, creating a bare mid-

section on the victim.  This was due to the waist belt never being converted into a 

harness. 

 

(e) If webbing is used, movers must be choked up on webbing, within 6 inches of 

SCBA straps. 

 

(f) Most times the movers are in a “grab and go” mindset and when using webbing 

they have the ability, due to the extra space between themselves and the victim, to 

turn and face away from the victim.  This takes their focus off the safety of the 

victim and places it on moving faster (Figures 33, 34 and 35). 

 

 

 

  

Figure 33 

Figure 34 
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(g) Webbing also allows the victim’s head to stay on the ground as they are dragged.  

This puts the victim in a position more likely to incur injury (Figures 33, 34 and 

35). 

 

(h) Refer to Figure 36 below for one role player’s input on the use of webbing as a 

removal tool. 

 

Survey Question #7 

 

“While you were in the role of the UCFF which removal technique used on you 

was the most uncomfortable? 

 

 

 

 

 

 

Figure 35 

Figure 36 
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Figure 37 
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5. Drag Rescue Device (DRD) 

 

(a) The DRD placed the unconscious firefighter in a similar position to webbing, with 

approximately three feet of extra material. 

 

(b) The movers are frequently in a “grab and go” mindset and when using webbing 

they have the ability, due to the extra space between themselves and the victim, to 

turn and face away from the victim.  This takes their focus off the safety of the 

victim and places the focus on moving faster (Figures 34 and 35). 

 

(c) Remover could not maintain a protective posture of the unconscious firefighter.  

This could result in further injury. 

 

(d) DRD also allows the victim’s head to stay on the ground as they are dragged, like 

using webbing.  This puts the victim in a position with an increased risk of injury. 

 

(e) Harder to move the unconscious firefighter up and down stairs.  At the base of the 

stairs, the rescuer dragging the unconscious firefighter had to stop and change 

methods due to the inability to drag the unconscious firefighter up the stairs.  The 

technique frequently chosen to move the unconscious firefighter up the stairs was 

the SCBA shoulder straps.  However, at this point, crews did not take the time to 

convert the SCBA waist belt, leading to a more difficult move up the stairs. 

 

 

Figure 38 
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6. Shoulder Straps without Waist Belt Conversion (Second most frequently used 

method) 

 

(a) This option is initially the fastest, essentially being the “Grab N Go.”  

 

(b) Should only be used for short moves of less than five feet. 

 

(c) As the victim is moved, the SCBA tends to slide off.  As the SCBA slides off, it 

pulls the victim firefighter’s turnout coat with it, exposing the victim’s mid-

section.  

 

(d) Moving a victim up or down in elevation with no waist belt conversion had poor 

results.  

 

7. Shoulder Straps with Waist Belt Conversion (Most frequently used method) 

 

(a) Best results. 

 

(b) By using the shoulder straps the remover is inherently facing the victim, forcing 

them to move slower due to reverse move.  

 

(c) By lifting the shoulder straps, the victim’s head and back are raised off the ground 

and places the victim in a better position for spinal protection (Figure 39). 

 

(d) Based on survey feedback from role players, this is the most comfortable position 

to be moved in. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 39 
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PACKAGING AND REMOVAL RECOMMENDATIONS 
 

1. Removal crews who saw the most success followed the K.I.S. principle, “Keep It 

Simple.” 

 

2. Leadership, formal or informal, needs to take place on the inside upon discovery of the 

unconscious firefighter.  A plan must be developed quickly to assess, package and 

remove the unconscious firefighter.  A crew member on the inside must take charge of 

this effort, coordinate resources and communicate to the IC.  The ability to have foresight 

and plan for failed rescue attempts is vital.  

 

3. Reinforce packaging and removal best practices. 

 

(a) Removal times along with staff observations validated the SCBA shoulder straps 

along with converting the SCBA waist belt into a seat between the firefighter’s 

legs as a best practice. 

 

(b) Continue training on the waist belt conversion in a zero-visibility environment 

while wearing fire gloves to recreate a more realistic environment.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

4. Increase amount of zero visibility training on task appropriate skills to include operating 

waist belt and other SCBA components.  While packaging devices are not the best 

practice, if they remain an individual’s preferred method, more training with them in zero 

visibility is a must. 

 

5. Maintain PASS Alarm device discipline.  Good communication is a key to success on the 

fireground.  In an environment with zero or limited visibility, verbal communication 

becomes extremely important.  When communication is limited due to personnel not 

maintaining PASS Alarm device discipline, the stress level among rescuers rises.  

Understandably, it can be difficult in a group of firefighters to know whose PASS Alarm 

is activating.  Personnel should maintain situational awareness and attempt to reset their 

PASS Alarm anytime they hear a PASS Alarm go into pre-alarm or full alarm.  

Figure 40 
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6. Conduct RIT Technician level training. 

 

(a) This training would be tailored to Search, Assess, Package and Remove a downed 

firefighter. 

 

(b) AFD concluded in their 2015 RIT Operations Report, “As we found with 

‘Locate,’ technician level training is also a factor in extrication times” (Ashville 

Fire Department, 2015 p. 26).  In fact, AFD companies comprised of all RIT 

Technicians were more than 7 minutes faster in extricating the down firefighter 

than companies with even 50% RIT Technicians (Ashville Fire Department, 2015 

p. 27). 

 

7. Continue to stress Physical Fitness to FCFRD members and support the Well-Fit Center’s 

fitness initiatives.  

 

(a) The text below is an excerpt from a study done by the Indiana University 

Firefighter Health and Safety Research School of Health titled Physiological 

Stress Associated with Structural Freighting Observed in Professional 

Firefighters: 

 

Discovery of a victim and the subsequent removal of the victim 

resulted in the most severe level of stress observed during this 

study.  Both the physical and emotional components of stress 

combine to drive heart rates to more than 100% of what would be 

predicted as a firefighter’s maximum.  The physical demand of 

moving an unconscious person is enormous.  Near maximal effort 

from large muscle mass is required to move an unconscious adult 

victim.  This effort is generally executed in a crawling or squatted 

body position and can result in large increases in blood pressures.  

In addition to the physical effort, a large emotionally-driven 

sympathetic outflow of adrenaline is present which drives heart 

rates to extreme levels.  Most impressive however, is this level of 

stress may be maintained throughout a 20-30 minute rescue 

operation. (Indiana University, 2007-08 p. 66) 

  

In a separate section, the study concludes, “Our data indicate that older, more 

experienced firefighters and firefighters who possess better physical fitness have 

substantially lower heart rate… regardless of the circumstance” (Indiana 

University, 2007-08 p. 66).  This confirms that physical fitness is extremely 

important as it relates to maintaining heart health and the ability to handle both 

the physiological and emotional stresses of a Mayday event.  
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(b) Continue to support the Well-Fit Center’s Peer Fitness Program specifically 

instructional sessions.  The extrication of any victim, including a firefighter 

victim, is a strenuous task which requires moving an unstable load.  Proper lifting 

mechanics will not only increase the speed of the removal but will also help 

FCFRD members avoid injury.  Lifting heavy loads in a vertical plane and then 

changing to a horizontal position can produce significant back injuries.  The Peer 

Fitness Program helps to reduce these injuries by teaching proper mechanics and 

promoting exercises to strengthen the muscles involved in these complex 

movements.  Figure 41A is a FCFRD member who has not had instruction on 

proper lifting mechanics.  Figure 41B shows the same member being able to 

drastically improve their lifting mechanics in a short period after receiving proper 

instruction.  With continued practice, this program will help reduce firefighter 

injuries. 

 

 

 
 

  

Figure 41A Figure 41B 
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OBSERVATIONS AT THE HOLE 
 

1. Most removals took place via the interior stairs.  

 

2. Crew members entered the basement through the hole via a hose slide or an attic ladder.  

 

3. The few removals through the hole went well due to planning and resources above and 

below.  

 

4. Occasionally, firefighters would congregate around the hole for an extended period of 

time (Figure 42). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Figure 42 
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RECOMMENDATIONS AT THE HOLE 
 

1. When immediate removal of a downed firefighter through a hole in the floor cannot be 

accomplished, strongly consider sending a firefighter with a hose line down the hole to 

extinguish the fire.  Emphasis should be placed on extinguishing the fire instead of 

effecting a rescue.  Options for basement access include interior stairs, exterior doors or 

windows, utilizing the hole via a ladder or a hose slide.  

 

2. Personnel should be reminded and trained to place as few people as necessary close to the 

compromised area.  Unfortunately, the Class B Burn Building gives a false sense of 

security to floor stability. 

 

3. When the task at the hole has been completed, personnel should be minimized to reduce 

load on compromised area and the chance of a secondary collapse. 

 

4. Personnel should remove all doors from doorframes and place on the floor around the 

compromised area to help disperse weight. 

 

5. When using a rope or webbing to remove an unconscious firefighter up through a hole, 

the unconscious firefighter’s waist belt MUST be converted between the legs to ensure 

that they do not slip out of the SCBA harness.  
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COMMUNICATION OBSERVATIONS 

 
1. Changing and utilizing multiple tactical channels 

 

On many occasions command attempted to utilize more than one tactical channel, one for 

fire operations and one for the RIT operation.  This typically led to confusion among 

crews working in the IDLH.  

 

(a) Crews were unsure of what channel they were supposed to be on, did not hear the 

order to switch channels or failed to switch channels.  

 

(b) Crews operating in the same area of the IDLH were on separate channels and 

could not communicate. 

 

(c) The IC had a difficult time managing conversations on two channels at the same 

time. 

 

(d) Personal Accountability Reports (PAR) after the switch wasted valuable working 

time and air time.  

 

(e) In one occurrence, the Mayday crew was left on the original tactical channel 

alone. 

 

2. Disregarding Mayday firefighter’s requests 

 

The conscious firefighter role player’s script included terms and phrases like “burning, 

hot, high-heat, visible fire” which could key listeners into their situation in the basement.  

On many occasions, the IC heard and understood; however, interior crews did not.  These 

terms should have lead crews to decide to bring a hose line to the basement quickly, but 

this was not always the case. 

 

3. One order or task at a time 

 

The following excerpt was pulled from a recording of an OARs evolution.  The IC is 

arriving on the scene and the Mayday has already been transmitted by E407’s officer.  

E4XX and TL4XX are the only other units on the scene at this moment.  

 

E4XX:  “E4XX’s on the scene, second due engine”  

 

BC4XX: “Copy that E4XX, follow E407’s line in.  Identify where 

their Officer is and make sure he’s ok and I need for you to 

get a line into that basement, if we got a fire in the 

basement.” 
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E407’s RB transmits a second Mayday and BC4XX acknowledges.  BC4XX then arrives 

and establishes command. 

 

IC: “E4XX, you direct on your assignment?  Line through Side 

Alpha follow it through to E407’s line, grab their officer, 

send’em outside and advance that line into the basement.” 

 

E4XX: “E4XX’s direct, backup line, find the officer and get the 

officer out.” 

 

In this example, the IC orders E4XX to accomplish multiple tasks in different 

geographical locations in the building.  The first task is to advance a hose line to where 

E407’s officer is reporting to be, which is on the first floor.  The second task is to locate 

E407’s officer and send them outside.  The third task is to advance a line to the basement.  

This is overwhelming to E4XX’s officer as evidenced by their response.  Only the first 

two tasks are acknowledged.  Even if all tasks were acknowledged, it is highly unlikely 

they could all be accomplished in a timely manner.  

 

To put this in perspective, E407 was first to arrive at a fire occurring in a one story with a 

basement SFD.  E4XX was the second engine to arrive.  The IC understood what needed 

to be accomplished but did not prioritize and execute.  While E407’s officer called the 

Mayday, it was called for E407’s two firefighters who fell through the floor.  E407’s 

officer was still on the first floor and was not advised of being in a life-threatening 

situation.  They were transmitting the Mayday for the two firefighters who had fallen into 

the basement.  As mentioned previously in Extinguishment Observations, the 

firefighters in the basement are in more danger than the officer, who was on the first 

floor.  If prioritized correctly, the line into the basement would have been more 

important.  A line to the lowest point of fire would have done the most good at this point 

in the scenario.  

 

Additional special services could have been assigned to locate E407’s Officer. 

 

As E4XX advances a line into the first floor, they encounter a bedroom involved with 

fire. 

 

E4XXO: “E4XX, we’re on the first floor, located fire in a bedroom, 

quadrant Alpha. We’re attempting to make a knock on it.  

Still trying to push in.  Copy?” 

 

Command: “That’s a negative E4XX, pass it off to E4YY, I need for 

you to advance that line to the basement.” 

 

Command truly understands the importance of a hose line in the basement as clearly 

shown in the above statement.  However, ordering an Engine Company with a hose line 

to ignore and move past a fire is dangerous.  
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4. Terms used to refer to victims 

 

Consistently, interior crews and command personnel had trouble communicating 

regarding civilian victims and firefighter victims.  Using multiple terms like; “victim”, 

“civilian victim”, “firefighter victim”, and “patient” lead to mass confusion and 

heightened frustration levels.  Identifying a firefighter victim by name would alleviate 

much of this confusion. 

 

5. Announcing the names of the missing firefighters 

 

Although some names are harder to understand through verbal communication over the 

radio, it is much easier to identify a firefighter by name than by riding assignment.  In 

many evolutions, the IC requested the accountability tags from E407’s driver.  Once in 

hand, the IC would announce the names.  This helped interior units to locate and 

communicate with command.  Coats, new photo luminescent personal identification 

helmet shields (Figure 43) and name strips on facepieces or regulators (Figure 44) are all 

good ways to identify the victim firefighter.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  
Figure 43 

Figure 44 
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6. Misinterpretation of orders 

 

Some of the slower extinguishment times can be explained by what seemed to be a 

misunderstanding of orders.  The orders were to take a hose line to the basement.  In the 

series of captures below, Figure 45 shows the first hose line to the basement with a time 

stamp of 18 hours 10 minutes and 44 seconds.  Figure 46 shows the hose line in the same 

position two minutes later.  The engine officer had interpreted the orders to mean exactly 

that and the hose line was advanced to the basement where they remained waiting.  There 

was no attempt to find the basement fire which was being reported by the conscious 

Mayday firefighter.  Figure 47 is the scene 6 minutes later, where the first hose line has 

been abandoned by the crew as they help with the extrication of the unconscious 

firefighter.  Figure 48 shows the hose line finally moving towards the fire, 11 minutes 

from the time it first appeared in the basement.  11 minutes of delayed fire attack.  This is 

a clear example of both competing tasks and misinterpreting orders.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Figure 47 
Time: + 6 min. 

 

Figure 45 
Time: 0 

 

Figure 46 
Time: + 2 min. 

 

Figure 48 
Time: + 11 min. 
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7. Several IC’s communicated well with the Mayday conscious firefighter 

 

An important part of the FGS Program run by Field Training includes methods to reduce 

stress related physiological and psychological bodily responses.  These methods include 

Positive Self-Talk, Goal Setting and Segmenting, Visualization, and Controlled 

Breathing. Together these methods are referred to as the “Big 4”.  

 

Many ICs were able to communicate well with E407’s officer and the conscious 

firefighter.  The ICs reminded both personnel to control breathing (conservation of air 

was the purpose but it had an indirect positive result from the knowledge that help was on 

the way) and gave them short term goals to focus on. 

 

8. Personal Accountability Reports (PARs)  

 

As per the current NOVA RIT Command and Operational Procedures Manual, section 

Initial Actions upon Receiving a Mayday Call (Figure 49), some IC’s initiated a PAR 

check shortly after the Mayday was declared.  Typically, this resulted in increased 

confusion and a lack of free radio air time.  In fact, Henrico County Division of Fire’s 

Spring Evolutions 2014 Mayday study found it took an average of 6 minutes and 40 

seconds to complete a PAR after a Mayday was declared. 

 

 

From (Fire and Rescue Departments of Northern Virginia, 2013, p. 8) 

 

 

 

 

  

Figure 49 
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COMMUNICATION RECOMMENDATIONS 

 
1. Endorse announcing firefighters’ names   

 

Incorporate into the next version of RIT Command and Operations Procedure Manual the 

announcement of the Mayday or missing firefighter’s name in two sections: 

 

(a) Command Procedures Additional Actions after Receiving a Mayday Call; and 

 

(b) Emergency Communications Center Responsibilities Dispatch Procedures 

Following a Mayday. 

 

2. Procure photo luminescent name strips for facepieces and regulators 

 

3. One radio channel   
 

Endorse the use of one radio channel on the fireground for both the extinguishment and 

firefighter rescue objectives until a minimum of two chief officers are on scene and 

available to manage the second channel.  A RIT activation on the fireground can evolve 

and change rapidly.  The necessity of resources will be dictated by the actual event.  

 

4. Prioritize and Execute   
 

Assign only one task per unit.  Tasks will need to be prioritized by the IC and assigned to 

units.  Once that task is complete, another may be assigned.  Overwhelming units with 

multiple tasks will increase the likelihood of tasks being missed. 

   

5. Listen to the Mayday Traffic   
 

The Mayday traffic is vital to ensuring the correct resources are deployed to the correct 

location.  The Mayday firefighter who is screaming about being hot or encountering fire 

conditions does not necessarily require the same resources as a Mayday firefighter who is 

lost and almost out of air.  One needs water while the other needs air.  Taking the time to 

listen to the firefighter’s needs transmitted in the Mayday will improve the reaction time 

to mitigate their situation.  

 

6. More face-to-face communications   
 

As mentioned in Extinguishment Observations, visual communication makes up for 

approximately 55% of daily human interaction.  Using a radio to communicate 

assignment and tasks is unavoidable in some circumstances.  However, effort should be 

made to increase face-to-face communications on the fireground.  This can improve 

communications in two ways.  First, it reduces the amount of radio traffic and increases 

the availability of air time for priority traffic.  Second, it reduces the chance of  
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misinterpreting an order.  Being able to see facial expressions and hand gestures help 

eliminate confusion inherent in voice only communications.  

 

7. Continue to provide stress reduction methods to all operations personnel to include 

command staff   
 

The IC or designee communicating to the Mayday firefighter will have the opportunity to 

remind that firefighter to practice the Big 4 stress reduction techniques to stay calm and 

maintain composure.  Ensuring the communicator has the tools to do this is essential.  

 

8. Develop standard vocabulary for referring to firefighter victims vs. civilian victims   
 

The best practices approach when referring to a firefighter victim is to identify the name 

of that victim.  From that point on, always refer to that victim by name.  Not only is it 

nearly impossible to identify an unconscious victim’s riding location, as command begins 

to receive reports of firefighter victims in different locations, it can be extremely hard to 

track which victim is who, and what resources they may require.  Identifying all 

firefighter victims by name will help reduce confusion. 

 

9. Revise or remove the PAR check to be done immediately after receiving a Mayday   

 

All Maydays are not the same, so they should not all be treated the same.  While PARs 

may be needed after a catastrophic event like a building collapse, one is not needed for a 

member calling a Mayday because they are lost.  All personnel should be operating in a 

radio discipline mindset on every fireground, allowing as much free radio air time as 

possible.  This is especially true after a Mayday has been transmitted.  ICs need to 

recognize that a PAR check takes at minimum several minutes to complete.  This radio 

time could prevent the Mayday firefighter from making critical transmissions regarding 

their situation and needs. 
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OTHER TACTICAL OBSERVATIONS AND RECOMMENDATIONS 
 

1. Personnel who used the hose slide tactic typically reached the unconscious 

firefighter faster, and provided protection to that firefighter victim faster  
 

After studying many after action and LODD reports related to falls through a floor or 

stairwell, it was noted that events where a hose line was brought to the location and used 

had the best results.  In this specific scenario where a hose line is at the ready at the floor 

collapse location with no one except the Mayday firefighter in the basement, the stage 

was set to conduct a hose slide.  With a firefighter experiencing a fall through a floor, not 

only is it important to locate them but it is AS or MORE important to extinguish the fire 

where this firefighter is.  The hose slide is a tactic that allows for both tasks to be 

accomplished rapidly.  Rapid fire attack is the best way to protect and eventually 

extricate the victim firefighter.  Ideally, the steps would be:  

 

(a) Flow water into the hole to make an initial knockdown and cool the environment. 

 

(b) Push the hose and nozzle down into the hole.  This allows the victim firefighter to 

possibly utilize the hose for protection and to conduct fire attack.  

 

(c) Firefighter at the top of the hole slides down the hose into the hole. 

 

(d) Firefighter grabs the nozzle (if not being used by victim firefighter) and flows 

more water. 

 

2. Several members encountered situations where they should have called a Mayday 

but did not   

 

Clear guidelines need to be established on when an event is a true life threatening 

emergency (low air alarm activated and lost) vs. an inconvenience (separated from crew 

with adequate air and know a way to get out).  Currently, the RIT Command and 

Operations Procedure Manual is vague and advises only to call a Mayday “as soon as you 

realize that you are at risk or lost…” with no further specifics (Fire and Rescue 

Departments of Northern Virginia, 2013, p. 6).  The NFPA 1407 Standard for Training 

Fire Service Rapid Intervention Crews, Section A.7.4(1) along with the IAFF FGS 

program both give a specific set of conditions under which a firefighter should call a 

Mayday.  These conditions and directions should be researched and adopted. 

 

3. Secondary Maydays called   

 

While Field Training staff were not specifically recording this item, at least three 

secondary Maydays were transmitted from field personnel.  All three were transmitted to 

report a lost or missing crew member.  Two were declared by personnel who had lost 

communications with a crew member due to confusion in the zero visibility environment 

with multiple crews operating in a small area.  One was transmitted by a unit officer who  
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lost communication with a crew member who had left the fire building.  Crew integrity is 

important on any incident and is of extreme importance during a Mayday event.  

Personnel should maintain discipline and crew integrity.  

 

4. Members should recognize low air and PASS Alarms and determine who is in alarm   
 

There were several occurrences of low air and PASS Alarms in activation and the 

member in alarm was unaware it was theirs.  In many instances, personnel recognized the 

alarm and did nothing to investigate who, where or why an alarm has been activated.  

Members must maintain PASS Alarm discipline.  

 

5. Proper dressing and wearing of PPE  
 

Members were observed removing PPE in the simulated IDLH during evolutions (Figure 

50).  If witnessed real-time by a Field Training staff, the field member will be addressed 

immediately.  Regrettably, some of these occurrences were not identified until reviewing 

recorded TIC footage later.  All members operating on the training ground need to dress 

for the real incident.  Not wearing PPE properly and not treating the simulated IDLH as 

such, is negative conditioning of one’s mind and body.  “The brain does not differentiate 

between good performance and bad performance – it merely catalogs actions in response 

to stimuli” (Murray, 2006, p. 228).  In this case, the stimuli were the inability to operate 

the radio with fire gloves on.  The response of taking the glove off has been previously 

conditioned by lack of training with fire gloves on and a lack of realistic consequences of 

this action in a fire, causing a burn to the hand. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Engine officer has removed left glove and is holding it in right hand 
  

 

Figure 50 
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6. No crew attempted to use an “In-Line” air supply system for the unconscious 

firefighter   
 

An In-Line air supply system is usually not needed.  On most occasions, a RIT PAK III 

was brought to the basement rapidly.  However, the current RIT Pack Manual’s In-Line 

air system is no longer in service.  A simple method for In-Line air operations should be 

established and described in the next RIT Command and Operational Procedures edition. 

It is possible to run an In-Line air operation from two regular SCBAs and two RIT PAK 

IIIs.  

 

7. The importance of continued training in high level, complex scenarios 
 

In the training manual Training at the Speed of Life Vol. 1, Kenneth R. Murray (2006) 

spends chapters explaining this statement.  Essentially, it boils down to the need to 

replicate High Stress – Low Frequency events to train the crew to overcome the 

psychological and physiological response along with developing skill sets to the level of 

Unconscious Competence (Murray, 2006, p. 25).  Murray states “Ultimately, High-Level 

Scenarios are used to fuse theoretical learning with practical training so that the 

participant can emerge from the experience with an improved ability to respond to similar 

circumstances in the future” (Murray, 2006, p. 125). 

 

Murray (2006) lays out the four levels of developing any skill in the following order: 

 

Unconscious Incompetence:  No knowledge of the skill and completely 

incompetent in this skill. 

 

Conscious Incompetence:  Knowledgeable in the skill, but not able to 

reliably perform the skill. 

 

Conscious Competence:  Reliably able to perform the skill but must pay 

attention to fine motor skills. 

 

Unconscious Competence:  Skill has been integrated utilizing stress 

conditioning, making it useful under combat conditions. “UC is the level 

of proficiency where optimum performance of a motor skill can be 

delivered without the need for conscious resources being allocated to it” 

(Murray, 2006, p. 28). 
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He continues: 

 

…if your mind interprets the stimulating event (the Mayday) as fearful 

and you undergo sympathetic nervous system (SNS) activation, then the 

physiological arousal factors may have a negative (perhaps catastrophic) 

effect on performance. In the absence of training to counteract these 

factors, complete failure is common.  However, if your mind does not 

process the event as fearful and your SNS is not activated, then many of 

the detrimental physiological factors may either be inconsequential, or 

possibly not even present.  Time, distance, cover, superior skill, and 

confidence in your abilities (all of which can be quickly developed 

through the use of high-quality simulation training) will go a long way to 

ensure the SNS does not take a heavy toll on performance. (Murray, 2006, 

p. 31) 

 

OARs is pivotal in providing the high-quality simulation training that Murray speaks of.  

This training platform gives Field Training the ability to provide a level of training not 

available in any other model.  Utilizing full box alarm assignments to run full fire 

evolutions allows personnel to put all the pieces of the puzzle together on the training 

ground with the ability to make and correct mistakes with a smaller risk factor than on an 

actual call.  In fact, it is the recommendation of this office to increase the contact time for 

each unit from once to twice a year.   

 

8. Complacency Kills 
 

Because Maydays are low frequency events, the fire service is always at risk of becoming 

complacent.  Combining the data from Project Mayday (Abbott, 2016) career and 

volunteer sections, it was noted that falling through a roof (20%) and falling through a 

floor or stairwell (20%) are the number one reasons firefighters are calling Maydays, 

followed by becoming lost or separated from a hose line (19%).  In the 10-year period 

between 2000 and 2009, 138 firefighters died while operating inside a structure fire. 

Statistical analysis of this data by NFPA shows the number one reason firefighters die on 

the fireground, not including the events of September 11, 2001, is structural collapse 

(40%).  The next most frequent reason was a rapid fire event (33%) followed by being 

lost (18%) (Fire Analysis and Research Division, NFPA, 2010).  

 

Looking at this data along with information available from other studies, we can identify 

the leading causes of death and calls for help on the fireground.  Having this knowledge 

helps the fire service to prepare for the event and mitigate the risks.  
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STRATEGIC CONSIDERATIONS 
 

Statistically, who is rescuing the Mayday firefighter? 

 

According to two separate reports (Mitchell, 2011 and Abbott, 2016), the RIT is responsible for 

only 5% to 11% of Mayday finds.  90% of Mayday firefighters are either found by their own 

crew, another interior crew or self rescue (Figure 51).  The notion in the fire service that the RIT 

is the fast acting recon and rescue team is inaccurate.  This information is proof the RIT will 

most likely not be the first unit to find the firefighter, displaying how important it is for all 

personnel on the fireground to be ready for the Mayday, and not just the RIT. 

 

FCFRD should develop and deliver a RIT-Technician level program to all special service 

companies.  

 

AFD’s Report on Rapid Intervention Operations Analysis (2015) highlightthat personnel trained 

to a technician level in rapid intervention have significantly reduced locate, package and removal 

times.  By providing this training to all special service companies, FCFRD would have a 

minimum of 12 technician level members on every structure fire.  With many of these members 

actively performing searches in the structure, they are the most likely personnel to make first 

contact with the victim, thus improving the chances of a quick and efficient extrication. 

 

 

 

 

 

 

 

 

 

 

 

 

  

Figure 51 
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Fireground Survival Program 

 

FCFRD began teaching the IAFF FGS program to all recruit firefighters beginning with Recruit 

Class 139.  In order to ensure the greatest chance of survival in the Mayday scenario, FCFRD 

should continue to provide this program to all incoming firefighters.  Additionally, the FGS 

program should be delivered  to as many incumbent department members as possible.  

 

Revise the purpose and scope of the IRIT, changing the focus of initial actions   
 

1. The fourth engine, the IRIT, should be ready to engage the scene in a number of ways.  

 

2. Change the mentality of the fourth engine, IRIT, from one of Recon to that of a Quick 

Reaction Force.  An on-deck unit that can be used in a number of ways to include placing 

an additional hose line in service, replacing the compromised unit interior or assisting in 

the removal of the Mayday firefighter.  The option to use the IRIT as a recon element still 

exists but should not be the main effort. 

 

3. Future RIT training must include deploying the IRIT in the ways mentioned above.  To 

only conduct training evolutions in which the IRIT always acts as a recon element is 

setting FCFRD personnel up for a conditioned response. Training scenarios must include 

critical thinking components.  

 

The Main Effort: Extinguishing the fire while handling the Mayday 

 

As mentioned in the Extinguishment Recommendations section, according to maneuver warfare 

theory, at any one time there can be only one main effort on the fireground.  The difficult task is 

recognizing and deciding what that main effort should be.  In a typical structure fire in Fairfax 

County, the main effort is extinguishment, followed by search and rescue.  When the Mayday is 

transmitted, there is an intense and instinctual response to prioritize the rescue to be the main 

effort.  No crew member wants to be on the fireground during the loss of a firefighter.  There are 

times when this prioritization may be the right decision, but it may every time.  More times than 

not extinguishment should remain the main effort at all times.  In the simplest terms, if the fire 

goes out, all other problems become less complicated.  

 

Engines extinguishment the fire and special services conduct search and rescue.  However, 

FCFRD has adopted a mindset of having the fourth engine handle search and rescue tasks.  

When the fourth engine is dedicated to searching for a victim firefighter, 25% of extinguishment 

capability goes away.  Add in the high probability that the mayday will be transmitted by the first 

engine to go interior and now 50% of the extinguishment capability is lost!  According to Project 

Mayday and the Fire Department of the City of New York (FDNY) statistics, the IRIT is the first 

to find the Mayday firefighter only 5 to 11% of the time.  In most cases, the Mayday firefighter 

is found by another interior crew.  So why send the fourth engine interior and instantly lose 

firefighting ability?  
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Redeploying interior search crews to the reported Mayday firefighter’s location allows the IC to 

utilize the fourth engine to back them up with a hose line or replace an ineffectual engine 

company.  Revising the scope and purpose of the IRIT in the next version of the NOVA RIT 

Command and Operational Procedures Manual to require the fourth engine, the IRIT, to have a 

charged hose line at the ready will help ensure extinguishment remains a priority task. 

Furthermore, the concept of redeploying interior search crews immediately to the area of the 

Mayday firefighters should be adopted.  This redeployment will help minimize the number of 

firefighters in the IDLH and prevent overloading a small area with too many personnel. 

 

Because firefighters operate in every type of occupied structure, the job of the RIT will not 

always be the same.  In some cases, it may be tasked with extinguishing fire.  In others, it may be 

tasked with beginning to search for the Mayday firefighter(s).  However, what will always be 

present is the need for the RIT officers and firefighters to maintain a high level of situational 

awareness and demonstrate the ability to be fluid on the fireground.  The idea of RIT is a noble 

one.  However, if firefighters do not actively engage in keeping their mental and physical skills 

sharp, failure may become a reality.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



Fairfax County Fire and Rescue Department 

2016 OARs-A After Action Report 

   

Training Division 2016 Operational Academy Rotations, A-Session                  | P a g e 65 
 

 

References 

 

 

Abbott, D. (2016, February). The Mayday Project. Firehouse. Retrieved from 

 http://www.firehouse.com/article/12156553/the-mayday-project 

 

Abbot, D (2017) Project Mayday 2015-2016 [PowerPoint slides.] Retrieved from  

 http://projectmayday.net/public/res/pdf/2015MaydayProject_Career.pdf  

 

Asheville Fire Department. (2015). Report on Rapid Intervention Operations Analysis. Retrieved 

 from http://www.ashevillenc.gov/civicax/filebank/blobdload.aspx?blobid=26186  

 

Blake. (2011, August). How much of communication is really nonverbal? [Web log post]. 

 Retrieved from http://www.nonverbalgroup.com/2011/08/how-much-of-communication-

 is-reallynonverbal 

 

Brady, J. (1990) The Coldest War. New York, NY: St. Martin’s Press.  

 

Cahill Multimedia. (2015, November 30). 22nd Avenue Mayday Event. Retrieved October 02, 

 2017, from https://www.youtube.com/watch?v=lKdvWwri1lQ 

 

Fire Analysis and Research Division, National Fire Protection Association. (2010, June). U.S. 

 fire service fatalities in structure fires, 1977-2009. (NFPA Index No. 1531). Quincy, 

 MA: NFPA. Retrieved from http://www.nfpa.org/News-and-Research/Fire-statistics-and-

 reports/Fire-statistics/The-fire-service/Fatalities-and-injuries/Firefighter-fatalities-in-the-

 United-States  

 

Fire and Rescue Departments of Northern Virginia. (2013) Rapid intervention team (RIT) 

 command and  operational procedures [Regional firefighting and emergency operations 

 manual]. Fairfax, VA: AAW Publication Services. 

 

Grossman, D., & Christensen, L. W. (2008). On combat The psychology and physiology of 

 deadly conflict in war and peace. Millstadt, IL: Warrior Science. 

 

Hargrove, T. (2009, January 10). The SAID Principle. Retrieved September 28, 2017, Retrieved 

 from https://www.bettermovement.org/blog/2009/0110111  

 

Henrico County Division of Fire. (2014). Spring Evolutions 2014 “Mayday” After Action. 

 

Indiana University Firefighter Health and Safety Research; School of Health, Physical Education 

 & Recreation; Department of Kinesiology. (2007-08) Physiological Stress Associated 

 with Structural Freighting Observed in Professional Firefighters. Retrieved from 

 https://www.firescope.org/specialist-groups/safety/specialist-safety.php 

 

 

http://www.firehouse.com/article/12156553/the-mayday-project
http://projectmayday.net/public/res/pdf/2015MaydayProject_Career.pdf
http://www.ashevillenc.gov/civicax/filebank/blobdload.aspx?blobid=26186
http://www.nonverbalgroup.com/2011/08/how-much-of-communication-%09is-reallynonverbal
http://www.nonverbalgroup.com/2011/08/how-much-of-communication-%09is-reallynonverbal
https://www.youtube.com/watch?v=lKdvWwri1lQ
http://www.nfpa.org/News-and-Research/Fire-statistics-and-%09reports/Fire-statistics/The-fire-service/Fatalities-and-injuries/Firefighter-fatalities-in-the-%09United-States
http://www.nfpa.org/News-and-Research/Fire-statistics-and-%09reports/Fire-statistics/The-fire-service/Fatalities-and-injuries/Firefighter-fatalities-in-the-%09United-States
http://www.nfpa.org/News-and-Research/Fire-statistics-and-%09reports/Fire-statistics/The-fire-service/Fatalities-and-injuries/Firefighter-fatalities-in-the-%09United-States
https://www.bettermovement.org/blog/2009/0110111
https://www.firescope.org/specialist-groups/safety/specialist-safety.php


Fairfax County Fire and Rescue Department 

2016 OARs-A After Action Report 

   

Training Division 2016 Operational Academy Rotations, A-Session                  | P a g e 66 
 

 

International Association of Fire Fighters [IAFF]. (2010). Fire ground survival manual. 

 Washington, DC: IAFF. 

 

Kill the flashover. (2012, February 19). Retrieved September 28, 2017, from 

 https://www.youtube.com/watch?v=uYD8GQmwvcg 

 

Kreis, S. (2003, December) Rapid intervention isn’t rapid. Fire Engineering, 156(12) Retrieved 

 from http://www.fireengineering.com/articles/print/volume-156/issue-12/features/rapid-

 intervention-isnt-rapid.html 

 

Lind, William S. (1985) Maneuver warfare handbook. Boulder, CO: Westview Press. 

 

Mitchell, D. (2011, April 8). Stats…and RIT. [Web log post]. Retrieved from 

 http://community.fireengineering.com/profiles/blog/show?id=1219672%3ABlogPost%3

 A315920 

  

Murray, K. (2006) Training at the Speed of Life. Gotha, FL: Armiger.  

 

National Fire Protection Association. (2010). NFPA 1407 Standard for training fire service rapid 

 intervention crews 2010 edition. Quincy, MA: NFPA. 

 

National Institute for Occupational Safety and Health. (1999, November 23). Report #F99-21 

 Two fire fighters die and two are injured in townhouse fire – District of Columbia. 

 Retrieved from https://www.cdc.gov/niosh/fire/reports/face9921.html  

 

National Institute for Occupational Safety and Health. (2002, July 25). Report F2001-13 

 Supermarket fire claims the life of one caree fire fighter and critically injures another 

 career fire fighter – Arizona. Retrieved from 

 https://www.cdc.gov/niosh/fire/reports/face200113.html  

 

National Institute for Occupational Safety and Health. (2012, July 3). Report F2011-02 

 Volunteer fire  fighter caught in a rapid fire event during unprotected search, dies after 

 facepiece lens melts – Maryland. Retrieved from 

 https://www.cdc.gov/niosh/fire/pdfs/face201102.pdf  

 

Norwood, PJ. (2015, January 7) Ventilation factors we cannot control part 2. Retrieved from  

 http://modernfirebehavior.com/ventilation-factors-we-cannot-control-part-2-by-pj-

 norwood/ 

 

[SFPE]. (2013, November 16). ATF mayday/lodd fire modeling analysis with scene audio, ff 

 Mark Falkenhan, Baltimore County fd [Video File]. Retrieved from 

 https://www.youtube.com/watch?v=Wsa4mI0rO-o   

 

 

 

https://www.youtube.com/watch?v=uYD8GQmwvcg
http://www.fireengineering.com/articles/print/volume-156/issue-12/features/rapid-%09intervention-isnt-rapid.html
http://www.fireengineering.com/articles/print/volume-156/issue-12/features/rapid-%09intervention-isnt-rapid.html
http://community.fireengineering.com/profiles/blog/show?id=1219672%3ABlogPost%253%09A315920
http://community.fireengineering.com/profiles/blog/show?id=1219672%3ABlogPost%253%09A315920
https://www.cdc.gov/niosh/fire/reports/face9921.html
https://www.cdc.gov/niosh/fire/reports/face200113.html
https://www.cdc.gov/niosh/fire/pdfs/face201102.pdf
http://modernfirebehavior.com/ventilation-factors-we-cannot-control-part-2-by-pj-%09norwood/
http://modernfirebehavior.com/ventilation-factors-we-cannot-control-part-2-by-pj-%09norwood/
https://www.youtube.com/watch?v=Wsa4mI0rO-o


Fairfax County Fire and Rescue Department 

2016 OARs-A After Action Report 

   

Training Division 2016 Operational Academy Rotations, A-Session                  | P a g e 67 
 

 

Stroup, D. W., Bryner, N. P., Lee, J., McElroy, J., Roadarmel, G., Twilley, & W. H. (2004, 

 March). Structural Collapse Fire Tests: Single story, wood frame structures (NISTIR 

 7094). Gaithersburg, MD: NIST. Retrieved from 

 http://ws680.nist.gov/publication/get_pdf.cfm?pub_id=861279 

 

United States Marine Corps. (). Decision Making B2B2277 The Basic School: Student Handout. 

 Camp  Barrett, VA: Marine Corps Training Command. Retrieved from 

 http://www.trngcmd.marines.mil/Portals/207/Docs/TBS/B2B2277%20Decision%20Maki

 ng.pdf?ver=2015-06-15-093708-813 

  

3D Firefighting. (2007, April) SOG5050 Fire Growth & Flow-rate. Retrieved from 

 http://911ready.org/documents/emergency_preparedness_docs/Fire%20Growth%20and%

 20Flow%20Rate%20-%20Grimwood.pdf 

 

 

 

  

http://ws680.nist.gov/publication/get_pdf.cfm?pub_id=861279
http://www.trngcmd.marines.mil/Portals/207/Docs/TBS/B2B2277%20Decision%20Maki%09ng.pdf?ver=2015-06-15-093708-813
http://www.trngcmd.marines.mil/Portals/207/Docs/TBS/B2B2277%20Decision%20Maki%09ng.pdf?ver=2015-06-15-093708-813
http://911ready.org/documents/emergency_preparedness_docs/Fire%20Growth%20and%25%0920Flow%20Rate%20-%20Grimwood.pdf
http://911ready.org/documents/emergency_preparedness_docs/Fire%20Growth%20and%25%0920Flow%20Rate%20-%20Grimwood.pdf


Fairfax County Fire and Rescue Department 

2016 OARs-A After Action Report 

   

Training Division 2016 Operational Academy Rotations, A-Session                  | P a g e 68 
 

 

APPENDIX A 
 

Pretraining Briefing 

  

This will be done at 1830 hours with all participating units.  We will go over the plan of the day, 

buildings being used, type of scenarios and the use of Training Mayday’s and Real World 

Maydays.  Specifically, we will review the assessment, packaging and removal techniques of an 

unconscious firefighter.  This will include techniques that take into account a suspected spinal 

cord injury (firefighter fell through the floor and is now unconscious). 

 

Rules of Engagement 

 

1. Operating channels, Dispatch, Tactical, Command and any additional channels requested. 

 

2. Please move your radio over to the 46 Group and LOCK YOUR KEYPAD. 

 

3. There is Live Fire in this scenario. There are two gas fed fire props burning.  Treat them 

as such, a fully involved compartment – not a bed on fire.  

 

4. Wear your PPE properly! 

 

5. Staggered responses.  Units dispatched but stay in staging until told to “Come On In”. 

 

6. The structure – a single story SFD with a basement.  There is no exterior access to the 

basement, only interior.  

 

7. Cones are NO GO areas.  Use the reference pictures handed to unit officers to help 

distinguish where to operate in the structure.  

 

8. Bars on windows to for you to cut. 

 

• You can cut basement level but it will not give you access 

 

9. Ladder Placement – ladders to be placed to first floor (actual floor #2) 

 

• Right ladder for the right window, 20’ ladder to the second floor? 

 

10. Manage and run the incident as you would in real life.  You can utilize any tools you 

have on your apparatus.  

 

11. There are role players.  Listen to their radio traffic and what they tell you.  They will 

provide information. 
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12. ALL VICTIM FIREFIGHTERS ARE REAL PEOPLE – Please treat all victims as such.  

Take your time!  Do not cause further injury to the victims by hasty removal techniques.  

 

13. Why do we move victims quickly with less regard to their neck and back injury? 

 

• Threatened by fire? 

 

• No air? 

 

14. Any and all victims found (firefighter or civilian) must come out Division 1.  

 

15. Any witnessed action that would will injure or kill you in real life will result in a training 

“TIME OUT” – Training Time Out being a STOP ACTION for that person, holding them 

in place until another crew can pull them out.  Example: crew member rips facepiece off. 

 

16. If people run out of air, get lost etc., follow the correct procedures, i.e. call a Mayday. 

 

17. If there is a real emergency, call it.  Only the role players will be calling the training 

Maydays.  The instructors all know who and where they are along with the correct time 

they will be called.  The first training Mayday will be announced as “exercise, exercise, 

exercise…MAYDAY, MAYDAY, MAYDAY…”  
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APPENDIX B 
 

Critical Task Data 
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APPENDIX C 

 
Class B Burn Building Diagrams 

 
Side Alpha 
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Side Bravo 

 

 

 

 

 

 

 

 

 

 

 

 

  



Fairfax County Fire and Rescue Department 

2016 OARs-A After Action Report 

   

Training Division 2016 Operational Academy Rotations, A-Session                  | P a g e 73 
 

 

 
Side Charlie 
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APPENDIX D 

 

Floor Plans 
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APPENDIX E 
 
Description of Role Players and Cadre Positions 

 

E407 Officer 
 

E407’s Officer was placed on the first floor at the training hole.  They had two radios to monitor 

and communicate, both to cadre members and field units.  Once in place, they coordinated with 

the FTOIC on when to call Mayday.  This position did not leave the hole until crews made it into 

the room and are aware of the hole.  This role player functioned as an actor but also as an extra 

safety so the crews coming in would be alerted to the location of the hole in the floor.  

 

Unconscious Firefighter 
 

This role player took a position in the room directly under the hole.  They had one radio placed 

on 46-E to add a level of realism.  They remained there until removed by rescue crews.  This role 

player wore a swift-water style helmet over their hood and facepiece.  A Cairns 990 Metro was 

altered and the shell removed from the interior.  The shell was then placed over the swift-water 

helmet (see pictures to the right).  This allowed rescue crews to remove the helmet if desired but 

left a protective helmet on the victim to reduce potential injury.  An FTO or assigned adjunct was 

placed with this role player to remind the rescue crews of the potential injury to the Live Victim 

and stop any action that would cause them harm. 
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Conscious Firefighter 

 

This role player took a position inside the basement level away from the unconscious firefighter.  

They were allowed to move around between the kitchen prop room and the adjacent room.  This 

role player had two radios to monitor and communicate both to cadre members and field units.  

They communicated their situation to command via radio, reporting high heat and fire conditions 

in the basement.  They were capable of exiting the structure on their own at the direction of 

rescue crews. 

 

E407 Driver 

 

The driver maintained a position at E407 and played the role of the first-in engine driver.  They 

had two radios to monitor and communicate both to cadre members and field units.  E407 had its 

own water at the hydrant between the Class A burn building and Class B burn building.  This 

role player was allowed to assist the other companies with pulling and flaking lines and ladders, 

as well as play up the role of a driver whose whole crew is inside and in trouble (talk to 

command, take the passports to command, account for E407’s crew coming out of the building, 

etc.). 

 
FTO Cadre Positions 

 

FTOIC 

 

An FTO held the position of training Incident Commander.  The FTOIC is responsible for setting 

up all necessary “day of” paperwork, the pretraining briefing and generally the overall organizer 

for the entire iteration of the evolutions.  

 

First Floor Safety 

 

Alpha:  Located themselves in the room with the hole.  They will standby in place at the 

opening in the floor.  Their main role was to ensure crews coming into this area knew 

exactly where the open hole is located.  They closely monitored the actions of the crews 

coming in to affect the rescue of Mayday firefighter(s) and stopped any unsafe actions 

or maneuvers.  This role was filled by an FTO who had a thermal imager at all times.  

 

Bravo:  Monitored crews and actions on the rest of the first floor.  

 

Basement Safety 

 

Alpha:   Monitored crews and actions on the basement division. 

  

Bravo:   Located themselves with the unconscious firefighter victim.  Their job was to remind 

the rescue crews of the potential injury to the live victim.  This safety position will stop 

any unsafe action or maneuver that may cause harm to the unconscious firefighter 

victim role player.  
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Exterior Safety 

 

Moved between around training structure and maintained a situational awareness of exterior 

operations.  Noted, communicated and mitigated any unnecessary risks (unhealed ladders) during 

training evolutions.  Secondary responsibility was to track and communicate removal of any 

victims from the structure for recording purposes.   

 

Kitchen Burn Prop 

 

Two cadre members were assigned to this position.  Operated the “dead man” switch to fire the 

gas-fed fire prop.  Ensure safety is maintained. 

 

Bedroom Burn Prop 

 

Two cadre members were assigned to this position.  Operated the “dead man” switch to fire the 

gas-fed fire prop.  Ensure safety is maintained. 

 

 


