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[bookmark: _Toc301855533]Michele Drive Line-of-duty Deaths Case Study
Activity 2-2

Format:  Group

Timeframe:  1:00

Description
This activity provides the students the opportunity to review and analyze a "routine" fire that resulted in two line-of-duty deaths.

Materials
· Excerpts from the Contra Costa County Fire Protection District Investigation Report: Michele Drive Line of Duty Deaths
· Michele Drive Worksheet
· Pen or pencil

Instructions
1. Individually review the investigation report.
2. As a group, answer the questions on the Michele Drive Worksheet.
3. You have 15 minutes to complete this part of the activity.
4. Select a spokesperson to present the group's answer to one of the questions as determined by the instructor.
5. Be prepared to provide feedback on other group's presentation.

Instructor Notes
1. Divide the class into groups.
2. Distribute the Michele Drive Line-of-duty Deaths Case Study and Worksheet to each student.
3. Have each group select a spokesperson.
4. Call on the groups to present their conclusions.

Answer Key
· None
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Michele Drive Worksheet
	1.
	How was the location of the fire in the structure determined during the initial size-up? 

	
	

	
	

	
	

	
	

	2.
	What building construction features and fireground operations contributed to the sudden fire activity in the area the crew of E70 was searching?

	
	

	
	

	
	

	
	

	3.
	At what type of incident would require the existing T-Card system? Could first alarm units go missing prior to an incident progressing to a multi-alarm?

	
	

	
	

	
	

	
	

	4.
	How could the initial IC have obtained feedback when he attempted to pass command?

	
	

	
	

	
	

	5.
	What fireground emergency procedures should have been initiated when Michele IC could not locate or account for the Captain and Fire Fighter 70?

	
	

	
	

	
	

	
	




Excerpts from the Contra Costa County Fire Protection District Investigation Report: Michele Drive Line of Duty Deaths
Executive Summary
On Saturday, July 21, 2007, two Contra Costa County Fire Protection District firefighters perished while making a heroic rescue attempt at a residential structure fire. The incident began as an automatic fire alarm, quickly developed into a structure fire with a reported rescue, and ended tragically with the deaths of Captain Matthew Burton and Engineer Scott Desmond. The elderly couple whom they were attempting to rescue also perished in the fire. 
At 01:36 hours, the Contra Costa Regional Fire Communications Center (CCRFCC) received a call from an alarm monitoring company reporting a residential fire alarm at 149 Michele Drive, San Pablo, California. Shortly after Engine 70 was dispatched to the fire alarm, CCRFCC received a call from the resident confirming a fire in her home and reporting that her husband was still inside. The incident was upgraded to a residential structure fire and additional units were dispatched. 
On arrival, Engine 70 reported heavy smoke and fire showing from a single-story residential structure and established incident command. Less than a minute after arrival, Captain 70 reported that there were two people inside and they were entering the house with a hoseline. He then reported by radio that he was passing command to "Engine 74," which had just arrived on scene. 
Immediately after reporting a knockdown of the fire and requesting rooftop ventilation, Captain Burton and Engineer Desmond initiated a primary search of the bedrooms. They were followed by Captain 73 and Firefighter 73 who began a search in the opposite direction, where the crew from E73 quickly located an unresponsive female in the kitchen. As they carried her to the front door, interior conditions began to deteriorate rapidly. 
Digital video captured at approximately 02:00 hours documented a sudden and significant increase in fire activity that occurred in the hallway and bedroom areas where Captain Burton and Engineer Desmond were searching. The rapid change in conditions is believed to have been a fire gas ignition that caused critical injuries and resulted in their deaths. 
A search was conducted and both firefighters were located and removed from the center bedroom (Bedroom #2). The male resident was subsequently found deceased in the kitchen, a short distance from where his wife had been found by Engine 73's crew. 
The fire investigation determined the probable point of origin to be in Bedroom #2, on or about the east end of the bed. Based on the absence of physical evidence of intentional or accidental sources of ignition, coupled with the fact that both occupants smoked cigarettes, improper discard of smoking materials was an ignition source that could not be eliminated as the cause of the fire. 
Immediately following the incident, a Line of Duty Death Investigation Team was formed. The Team was directed to investigate all aspects of the Michele Drive incident resulting in deaths of Captain Burton and Engineer Desmond and to report to the Fire Chief. 
The investigation identified a failure of the alarm monitoring company to report the fire. In addition, it revealed deficiencies in operations, incident command, training, communications, staffing, and personnel accountability. 
The alarm monitoring company received the alarm and contacted the resident who reported a fire. The alarm company representative then called the Fire District and reported an automatic fire alarm. A high volume of activity in the CCRFCC and the failure to activate additional, available dispatchers delayed the dispatch for the incident. 
A breakdown in the transfer of command led to independent action that resulted in the initiation of positive pressure ventilation without proper exhaust openings or notification to the Incident Commander or interior crews. 
Ineffective fireground communications and lack of personnel accountability contributed to a failure to recognize that there was no Incident Commander and to rapidly identify that personnel were missing. Following the discovery of missing firefighters, emergency fireground procedures were not implemented effectively. 
The Investigation Team examined every facet of the incident during the past eight months. The primary objective of the Team's investigation and subsequent report was to identify the facts surrounding the incident, particularly actions or inactions that contributed to the deaths of Captain Burton and Engineer Desmond. This report contains the Team's findings and recommendations, which are intended to correct the identified deficiencies and to prevent other firefighter injuries or fatalities at structure fires. 
The Investigation Team recognizes and respects that crews encountered a challenging incident. On-scene personnel made split-second decisions and took action based on a reported rescue. Furthermore, on-scene personnel were not aware of the system, communication, and incident organization failures that are identified in this Report until after the catastrophic fire gas ignition occurred. In identifying and reporting findings and recommendations, the Team's intent is not to place blame or point fingers at personnel who were attempting to aggressively stabilize the incident and rescue the trapped occupants. We ask every person who reads this Report to have the same degree of respect, appreciation, and consideration for all of the personnel who responded to this incident.
Incident Command 
Overview
The first-in company officer at any multi-company incident is responsible for establishing and using the Incident Command System (ICS). This responsibility includes providing an initial on-scene condition report, establishing command, conducting a size-up, and developing an incident action plan. The Incident Command System helps to establish organization, bring control to the incident, and eliminate freelancing. 
When there are extraordinary circumstances, such as a viable rescue, and the first-in company officer is unable to develop and maintain command perspective of the incident, that officer may pass command to the second-in company officer. 
Finding: There was a failed attempt to pass command from the first-in Company Officer to the second-in Company Officer. 
Discussion
Captain 70 established incident command on arrival. Shortly thereafter, when it was determined that two occupants could be inside, he attempted to pass command by radio to the Captain on the second arriving unit (Engine 73). (Note: Captain 70 referred to the second arriving unit as "Engine 74.") Captain 73 did not hear the radio transmission from Captain 70, and as a result, did not know that the first-in Captain had passed command. 
When passing incident command from the first-in company officer to the second-in company officer, existing policy requires the first-in officer to notify the Communications Center (CCRFCC dispatch). The Communications Center is required to repeat the transmission for all responding units.
The first-in company officer is expected to maintain incident command until the second-in company officer arrives on scene and notifies the Communications Center that s/he is assuming incident command. The Communications Center is required to repeat the transmission so that all personnel assigned to the incident know that there has been a change in command. Personnel did not follow this policy. 
Upon their arrival, both Engine 70 and Engine 73 began search and rescue operations. It appears that neither company was aware that a breakdown of incident command had occurred. Following the attempt to pass command, Captain 70 acknowledged radio traffic directed to Michele IC one time. This may have contributed to confusion of who was in command. 
Over ten (10) minutes elapsed from when Captain 70 passed command until the arrival of Battalion 7. During this time, Captain 70 may have believed that another officer had assumed command. Some personnel on scene believed that Captain 70 was still the Incident Commander. As a result, there was no one making important strategic and tactical decisions, coordinating the actions of on-scene personnel, or tracking personnel accountability. 
Finding: Personnel engaged in independent action. 
Discussion
Independent action or "freelancing" occurs when companies or individuals perform tasks separate from the incident command structure and from the overall strategic and tactical plan. Independent action compromises safety and personnel accountability. Although often well intentioned, it has been identified and documented as a contributing factor in a number of firefighter injuries and fatalities. 
With the exception of Engine 70, all of the first alarm companies initiated independent action when they failed to check-in with the Incident Commander. Independent actions included fire attack, ventilation, and water supply. These actions resulted in an operation that lacked personnel accountability and proper coordination. 
The passing of command from Captain 70 to Captain 73 was incomplete. The failure of crews to check-in and provide radio updates to the Incident Commander was a factor in personnel not recognizing the breakdown in transfer of command and not recognizing that there was no one in command prior to the arrival of Battalion 7. The independent action also occurred at the command level. Although well intentioned, Battalion 64 requested additional resources independent from the Incident Commander and the CCRFCC. 
Finding: There was no radio announcement from Battalion 7 to CCRFCC when he assumed incident command. 
Discussion
While responding to the incident, Battalion 7 did not hear Captain 70's radio transmission when he attempted to pass command to Captain 73 ("Engine 74"). On arrival, Battalion 7 attempted to locate Captain 70, whom he believed was the Incident Commander. During the first few minutes, Battalion 7 requested additional resources using the radio identifier of "Battalion 7." Shortly thereafter, he started identifying himself as "Michele IC," without making a formal declaration that he was assuming the role of Incident Commander. A change in command without a formal announcement can lead to confusion for dispatchers and personnel assigned to the incident.
Strategy and Tactics 
Overview
Strategy is the overall plan that the Incident Commander develops to control the incident with personnel and equipment on scene. Tactics are task-oriented, measurable objectives used to accomplish the strategy. Typically, there are multiple tactics occurring simultaneously during an emergency incident. A continual evaluation of strategy and tactics should occur throughout the incident to determine their effectiveness. 
The unsuccessful transfer of command led to a breakdown of the Incident Command System. As a result, a strategic plan was neither developed nor communicated at the Michelle Drive incident. Although crews performed tactics, they were not coordinated with an overall strategy.
Finding: The first-in Company Officer did not conduct a complete size-up. 
Discussion
Size-up is the mental process of evaluating an emergency incident taking into consideration critical fire ground factors that are used for developing strategy and tactical priorities. It is a continual process used throughout the incident to evaluate and adjust the strategy and tactics. Conducting a size-up and formulating a strategy and tactical objectives based on incomplete information can have serious consequences. 
Captain 70 conducted the initial size-up and condition report after observing the "A" and "D" sides of the structure. The urgency of the reported rescue appears to have contributed to the crews instinctively taking action prior to completing a 360° size-up. The incomplete size-up did not allow crews to determine the location of the fire, area of involvement, or presence of security bars. 
Finding: Basic principles were not followed for a structure fire with rescue. 
Discussion
A structure fire with rescue is the one of the most stressful and demanding calls any firefighter will encounter. Teamwork, coordination, and quick action all play a part in successful rescues. Firefighters must address critical tactics during a rescue situation. "Basic principles" and essential components to manage a structure fire with rescue typically include: 
· Cooling the atmosphere, removing toxic gases, and increasing the interior oxygen supply to improve conditions for victims and rescuers. 
· Facilitating and supporting the primary search efforts to locate occupants, using hoselines to extinguish the fire and to protect both rescuers and occupants. 
· Facilitating and supporting search efforts and fire attack efforts with back-up hoselines to assist with extinguishment and protect avenues of egress. 
· Providing quick and effective ventilation of the interior atmosphere. The most expedient way to ventilate and remove heat, smoke, and gases is to break out windows. 
· Coordinating any use of positive pressure ventilation with IC, Operations, and particularly, with interior crews. 
· Recognizing the need for additional fire suppression and EMS resources early in the incident, as part of the overall strategy. 
· Determining the tactics necessary to accomplish the rescue. 
· Conducting a risk/benefit analysis when determining appropriate strategy and tactics. 
· Including an assessment of victim viability/survivability as part of the risk/benefit analysis, the rescue plan, and the overall incident action plan. 
· Communicating clearly the strategy and tactics to be used. 
Finding: A charged hoseline was not used to protect the search teams. 
Discussion
After the initial knockdown, both E70 and E73 began an immediate search for the missing occupants. During the search, no one was assigned to the initial attack hoseline to protect the search teams, nor was a backup line deployed. 
The lack of incident command contributed to the failure to coordinate the search with fire extinguishment, eliminating protection for the search crews and victims. The absence of written policies and standard operating procedures adequately addressing the use of back-up lines during search and rescue situations also contributed to this failure. 
Finding: Failure to properly implement and coordinate positive pressure ventilation (PPV). 


Discussion
After the initial knockdown, Captain 73 asked Engineer 70 to set up a gas-powered blower at the front door for ventilation. Engineer 70 confirmed with Captain 69 that positive pressure ventilation was appropriate. Engineer 70 started the blower shortly after personnel from Engine 70 and Engine 73 entered to conduct a primary search. (Note: Personnel on scene thought the fire had been knocked down.) The blower was a Tempest, 21" direct-drive, gas-powered unit with a 5.5 HP engine. The rated capacity for the blower is 16,200 cubic feet per minute. Due to a small wall along the front of the porch, the blower was positioned approximately three feet from the front door. 
The lack of command and control contributed to the implementation of positive pressure ventilation without consideration to the overall incident strategy or tactics. Adequate exhaust openings are a key element of positive pressure ventilation. There were no personnel assigned to this important task. The window adjacent to the front door had failed prior to arrival. However, all the windows on the rear of the structure were intact. Additionally, while the windows in bedrooms #1 and #2 had failed partially, portions of the windows were still intact. (Note: The conclusion that they had partially failed is based on video captured at the time of the fire gas ignition.) Overall, the exhaust openings were inadequate for positive pressure ventilation. It is imperative that communication with interior personnel occurs prior to starting positive pressure ventilation. Radio notification to interior personnel did not occur.
Radio Communications
Overview
Clear and concise radio communications combined with good radio discipline are key elements of safe and efficient emergency operations. Improper use of mobile and portable radios can negatively affect the safety and efficiency of personnel operating at the incident. Poor fireground communications are frequently identified as a contributing factor in firefighter fatality incidents. 
In March 2007, Contra Costa County Fire Protection District upgraded its existing inventory of portable radios with new Motorola XTS2500 Model III digital portable radios. A radio is provided for each suppression position. The radios are equipped with a lapel microphone and have an emergency button on both the radio and lapel microphone. When either button is depressed, it transmits a distress signal to the CCRFCC alerting the dispatchers to a potential firefighter emergency. The signal is transmitted on the primary dispatch channel, while the radio remains on the selected channel. The other agencies involved in this incident also provide a portable radio for each suppression position. 
Finding: Personnel did not communicate significant information to the Incident Commander. 
Discussion
The Incident Commander (IC) is responsible for making strategic and tactical decisions throughout the emergency incident. Timely updates from personnel identifying conditions, actions and needs are a key component to the decision making process. Personnel operating at an incident can provide invaluable updates to the IC. Without these updates, the IC could be making decisions based on incomplete information. 
Although all personnel operating on the incident had a portable radio, updates to the Incident Commander on the tactical channel were limited. Personnel stated that the majority of the fireground communications occurred face-to-face. Some of the significant information that should have been immediately transmitted on the radio included: 
· Civilian victims located 
· Initiation of positive pressure ventilation 
· Deteriorating fire conditions 
· Inability to complete the roof top ventilation 
· Presence of security bars 
· Windows broken out for horizontal ventilation 
· Emergency traffic 
· Missing firefighters 
· Missing firefighters located 
· Operational retreat 
Finding: The radio system infrastructure lacks the capability to monitor, transmit, or record tactical channels at the central dispatch center (CCRFCC). 
Discussion
CCRFCC utilizes a conventional VHF simulcast system for three regional dispatch channels, which are recorded digitally. There are four fireground tactical channels (designated A, B, C, and D) which can be assigned for incidents. There is limited capability to monitor, transmit, and record Tactical Channel A. The radio system infrastructure lacks the capability for CCRFCC to monitor, transmit, or record Tactical Channels B, C, or D, which are limited to line-of-sight transmission and reception. 
Finding: The radio system infrastructure prohibits the effective use of an incident dispatcher. 
Discussion
Utilizing an incident dispatcher to monitor the tactical channel can enhance fireground safety by reducing the potential for missed radio traffic. There is a real possibility for the Incident Commander to become distracted and to miss important radio traffic when involved with multiple radios or channels, face-to-face communications, and cellular phone calls. In addition, the noisy fireground environment is often a factor that contributes to missed radio traffic. Working in a controlled environment, an incident dispatcher can monitor and relay important radio traffic that may be unheard by the Incident Commander or other personnel on the fireground. The inability to monitor and transmit tactical radio traffic between the incident and CCRFCC precludes having an assigned incident dispatcher to monitor the tactical channel.


Personnel Accountability 
Overview
Personnel accountability is a critical component of safe and efficient fireground operations and is an integral part of incident management. Overall responsibility for maintaining accountability at the incident rests with the Incident Commander. 
A personnel accountability system can help the Incident Commander with tracking personnel and discouraging freelancing. Independent action or freelancing occurs when companies or individuals perform tasks separate from the incident command structure and overall strategic and tactical plan. Independent action compromises safety and personnel accountability. Although these actions are often well intentioned, they are frequently a contributing factor in firefighter injuries and fatalities. 
The Contra Costa County Fire Chiefs Association has adopted Contra Costa County Fire Service Information Bulletin No. 19, Personnel Accountability System. This system identifies use of the T-Card system for "Level 1 accountability" and Personnel Accountability Tags for "Level 2 accountability." 
To facilitate Level I accountability, the company officer is responsible to ensure each apparatus is equipped with a T-card accurately identifying the assigned personnel. Standard T-card holder placement is on the inside of the Captain's door. At all multiple alarm incidents, the Incident Commander is responsible to designate someone to gather the T-cards from apparatus that have already arrived on scene and begun operations. Units arriving on subsequent alarms are expected to report to the established Staging Area or Base with completed, accurate T-cards. 
To facilitate Level 2 accountability, Personnel Accountability Tags (PATs) are used to track firefighters in the hazard zone(s). The hazard zone is defined as any area requiring an SCBA, or in which a firefighter is at risk of becoming lost, trapped, or injured by the environment. 
Crew integrity is an important component of personnel accountability. Company Officers are responsible for the safety of their assigned personnel and should maintain an awareness of their location at all times. Company Officers should make every effort to keep the personnel together and function as a crew whenever possible.
Finding: Crew integrity was not maintained at the incident. 
Discussion
Maintaining crew integrity and personnel accountability is essential to the overall safety of the incident. Companies were split up and operating independently of each other at numerous times throughout this incident. At one point during the incident, Captain 73 reentered the structure alone to attack the fire. These actions occurred without notifying the Incident Commander. 
According to the Contra Costa County Fire Service Informational Bulletin #19, all fire and rescue personnel in Contra Costa County fire agencies are responsible for their own personal safety and the safety of their assigned personnel. This directive applies to volunteer, paid-on-call, and reserve personnel. Each member is expected to maintain a constant awareness of the position and function of all personnel working with him or her. 
Finding: There was no personnel accountability system used at the incident. 
Discussion
The T-card accountability system adopted by the Contra Costa County Fire Chiefs Association is designed for use on major incidents. At all multiple alarm incidents, the IC is expected to designate someone to gather the T-cards from the apparatus or vehicles that have already arrived on scene and begun operations. Subsequent alarm units reporting to an established staging area or base will provide T-cards to the Staging or Base Manager. Accountability systems should be simple and easy to use. Ideally, it should be a system in use by all fire agencies in the County. For personnel to be familiar and competent with the system, it should be implemented on all multi-company incidents. Waiting to put the accountability system into operation until a multi-alarm incident is a reactive effort rather than proactive effort. The current T-card system is ineffective and rarely used. 
Finding: There is no system for developing a Battalion 7 daily roster. 
Discussion
CCCFPD utilizes a computer software program (Telestaff) to manage personnel and create a daily roster. A copy of the roster can be carried on the apparatus and used as a tool to help maintain personnel accountability. The other Battalion 7 partner agencies utilize different systems for personnel management that do not integrate with CCCFPD's system. As a result, there is no common roster for the entire battalion. This hinders personnel accountability.
Building Construction
Overview
The incident occurred at 149 Michelle Drive, San Pablo, an unincorporated area of Contra Costa County. The neighborhood is known as Montalvin Manor and consists primarily of single-family dwellings constructed in the 1950's. The homes were originally built with flat, tar-and-gravel roofs. A few of the homes have been modified by adding a "rain roof" or a second story addition over the original flat roof.
The single-story home has wood-frame construction with stucco exterior (Type V) built in 1953. The house is approximately 1,224 square feet, including the attached one-car garage. The original flat roof was constructed with 2" X 6" tongue-and-groove planking with a tar-and-gravel overlay. In 1991, the home was modified with the addition of a pitched rain roof placed over the original roof. The rain roof was constructed of 2" X 6" wood trusses covered with plywood and asphalt composite shingles. For aesthetic purposes, the ridge of the rain roof was laid out parallel to the street and to the front of the house, running from the "B" side to the "D" side of the structure. The gable ends of the roof on the "B" and "D" sides of the house consisted of unfinished plywood siding and included a small attic vent. The homeowners used the attic space created by the rain roof for storage. Access to the attic space was from a pull-down ladder installed in the garage ceiling. 
Security bars covered all of the windows of the home, with the exception of the living room and bedroom #1. Local ordinance prohibits bars on windows that face the street. The front door was the primary exit to the exterior. An additional exit door led from the kitchen into the garage. There was a security door leading from the garage to the exterior on the "D" side. The garage was used primarily for storage. 
The interior walls in the structure were covered with gypsum board. Wood veneer paneling was added to some of the rooms. The ceilings were exposed 2" X 6" tongue-and-groove wood planks with an interior height of 8'. The kitchen was the only ceiling that had been covered with gypsum board. 
Finding: The rain roof constructed over the original flat roof made vertical ventilation ineffective. 
Discussion
The roof modification prevented effective vertical ventilation of the living space. The hole cut in the roof only provided ventilation of the attic space. The ventilation crew was unsuccessful in the effort to breach the flat roof. The ventilation crew failed to identify the addition of the rain roof. The ventilation tactics employed for this type of roof construction were ineffective. Rain Roof (Built 1991)
Original Roof

Finding: The interior construction materials contributed to an increased rate and extent of fire spread. 
Discussion
The majority of residential structures in the Fire District have walls and ceilings covered with either gypsum board or lath and plaster. These materials possess heat-absorbing qualities that do not readily produce combustible fire gases. In addition, they inhibit fire spread and limit involvement of the structural members. In contrast, tongue-and-groove ceilings and wood veneer paneling generate combustible gases, which produce rapid-fire spread and increased temperatures.


Fireground Emergency Procedures
Overview
Battalion 7 did not hear Captain 70's radio transmission passing command to "Captain 74." Therefore, while en route to the fire and immediately after arrival, Battalion 7 believed that Captain 70 was the Incident Commander. Battalion 7 proceeded to attempt to locate Captain 70 to initiate a transfer of command after arriving on scene. 
Michele IC (Battalion 7) did not locate and was unable to account for Captain 70 or Firefighter 70 during the first four minutes after Battalion 7 arrived on scene. The Incident Commander was unable to physically locate personnel or contact them by radio after several attempts on both the primary and tactical channels. He then notified CCRFCC that there was the possibility of a missing firefighter. 
The inability of Command Officers to make radio contact with personnel operating at the incident should be considered a firefighter emergency until proven otherwise. Locating and rescuing lost, trapped, or missing firefighters is a time critical operation. Overall, the existing policies and procedures for addressing fireground emergencies were not properly implemented. 
Finding: There was no Two-Out Team or Rapid Intervention Company established during the incident. 
Discussion
Although the imminent rescue situation at this incident allowed for a deviation from the Two-In/Two-Out requirement, the establishment of a rapid intervention company (RIC) should have been a higher priority when additional companies arrived at the incident. 
District policies address the suspension of the Two-In/Two-Out requirement when an imminent life-threatening situation exists where immediate rescue activities may prevent the loss of life or serious injury. These same policies do not adequately address the need and/or requirement for implementing a fully staffed RIC when a rescue situation exists and the incident is beyond the initial stages. 
Both NFPA Standards 1500, Standard on Fire Department Occupational Safety and Health Program, and 1561, Standard on Emergency Services Incident Management System, address the requirement for standby members during the initial stages of an incident. The NFPA standards also address the establishment of a RIC for subsequent stages of the incident and/or once a second crew is assigned or operating in the hazardous area. A rapid intervention company should have been established and deployed as soon as it was determined that personnel were missing. 
Finding: Emergency Traffic procedures were not implemented. 
Discussion
Contra Costa County Fire Service Information Bulletin Number 18 identifies specific guidelines for the use of "Emergency Traffic." This standardized terminology is consistent with the FIRESCOPE Field Operations Guide and is used to clear the designated radio channels at an incident to make way for important radio traffic for a firefighter emergency or change in tactical operations. 
Any member in serious peril or who is aware of an emergency (firefighter down, missing or trapped) shall immediately request "Emergency Traffic" on their radio. The Incident Commander, dispatchers, and personnel assigned to the incident failed to initiate emergency traffic procedures during this incident. This resulted in the transmission of routine radio traffic and status changes during the fireground emergency. 
Finding: Personnel accountability reports were not properly conducted. 
Discussion
Contra Costa County Fire Service Bulletin Number 19 identifies specific situations that require a personnel accountability report (PAR). One such situation is the report of missing firefighters. The Incident Commander requested the CCRFCC to conduct a "head-count" approximately twelve (12) minutes after the firefighters were first reported missing. The term "head-count" is not standard terminology. 
Furthermore, the CCRFCC could not effectively conduct a PAR since dispatchers could not monitor or transmit on the assigned tactical channel. The Incident Commander or his designee should have conducted the PAR at the incident. 
Finding: Operational retreat procedures were not properly implemented or followed. 
Discussion
Contra Costa County Fire Service Bulletin Number 19 identifies guidelines for an operational retreat, a procedure used to provide for an orderly evacuation of an emergency scene work area. It includes a standardized air horn signal used to indicate evacuation and is used in conjunction with emergency traffic procedures. The policy requires all personnel to immediately evacuate the hazard area when the signal is activated. 
The Incident Commander directed personnel to sound an apparatus air horn approximately sixteen (16) minutes after the first report of missing firefighters. One of the interior crews acknowledged in the post-incident interview that they did not evacuate immediately, based upon the conditions that they saw inside the structure.
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