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CHIEF OF DEPARTMENT LETTER 
 
On Thursday, June 2, 2011 at 10:45 a.m., the San Francisco Fire Department responded to Box 
8155, at 133 Berkeley Way.  What was seemingly a routine working fire in a single family 
residence quickly transformed into a fierce and unrelenting incident with ultimately tragic 
results.  When we answered the call to a career in the Fire Service and took our Oath of 
Allegiance, we were aware of the inherent danger of our occupation.  Despite this awareness, 
we do not expect to encounter a line of duty death of a brother or sister, especially not in our 
very own Department. The profound loss of Lieutenant Vincent Perez and 
Firefighter/Paramedic Anthony Valerio has left an indelible impression in our hearts and will 
forever be remembered in the annals of SFFD history.   
 
Even as we mourned our fallen brothers in the early days after the tragedy, our Department 
began the painful and difficult, but necessary, steps of a Line of Duty Death investigation. 
We were resolute in understanding what occurred during those fateful minutes and 
compelled to uncover any recommendations for improvement that may arise to future 
operations so that their passing will not have been in vain. For over six months, the 
Investigative Team worked tirelessly, scrutinizing every piece of evidence in order to 
produce a comprehensive report. 
 
The attached Line of Duty Death Safety Investigation Report has been compiled through this 
extensive examination and analysis. I would like to acknowledge and express my gratitude 
and appreciation to the Safety Investigation Team who spent countless hours, weeks and 
months, to ensure that no piece of evidence, no matter how small, was overlooked. The 
members of the Safety Investigation Team included, retired Assistant Deputy Chief Frank 
Cardinale, Assistant Deputy Chief Jose Velo, Assistant Chief David Franklin, Lieutenant 
Richard Slattery, and Firefighter Shon Buford, as well as staff from the Division of Training 
who assisted with the compilation of research data.  Completing this report was not an easy 
task for the Safety Investigation Team. Each phase of the process was an emotional challenge 
as every interview conducted and every piece of evidence examined relived and solidified 
the loss of Vince and Tony. The constant reminder of Vince and Tony’s ultimate sacrifice and 
the desire to honor their memories kept the Safety Investigation Team strong and determined 
in their efforts.  
 
I would like to dedicate this report to Vince and Tony, their families, and all of the men and 
women who were involved in the 133 Berkeley Way incident. We take to heart all the 
findings and recommendations in this report and will vow to do everything within our 
power to ensure a similar tragedy does not occur again in our Department.  
 
Once again, I would like to again express my deepest sympathies to Mrs. Irene Perez, Mr. 
and Mrs. Frank Valerio and the all of members of the Perez and Valerio families. We will 
forever be grateful and blessed to have worked with and known Vince and Tony. 
 

Respectfully, 
 

 
Joanne Hayes‐White 
Chief of Department 

 
 
 
 
 

 
 

LT. VINCENT A. PEREZ 
4/09/1963 – 6/02/2011 

FF/PM ANTHONY M.  VALERIO  
8/14/1957 – 6/04/2011 
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DEDICATION 

 
On the morning of June 2nd, 2011 Lt. Vincent Perez and Firefighter/Paramedic Anthony 

Valerio made the ultimate sacrifice.  Both men died in the line of duty while making a  

valiant effort to extinguish a horrific blaze.  Their tragic deaths have left behind many 

broken hearts, both in the San Francisco Fire Department and in their respective families.  

There are no words that can describe the pain and hurt that we all feel…no words that 

can even begin to do justice to the loss that we are left with.   

 

Vincent and Tony were two men who had every gift but length of years.  They were men 

who had dedicated their lives to serving others.  Most importantly, Vincent and Tony 

were two men who were role models, not in how they died, but in how they lived every 

day. 

 

While there is nothing we can do to change the outcome of that fateful day, we can learn 

lessons from this tragedy and make every effort to ensure that this does not happen 

again.  By heeding the words of this report and by promising to implement the lessons 

learned, we pay the greatest tribute to Vince and Tony.  By implementing the 

recommendations from this report, the San Francisco Fire Department will honor the 

courage, dedication and sacrifice that these men exhibited on that tragic day, and every 

day. 

   

We dedicate this report to the Perez and Valerio families and we thank them for sharing 

two men who will not be forgotten. 

 

 

Thomas P. O’Connor, President,  

San Francisco Firefighters Local 798 
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SAN FRANCISCO FIRE DEPARTMENT OVERVIEW 
 
 
The City and County of San Francisco is 49 square miles with an approximate population 
of 825,000 residents.  The weekday population increases to over 1.2 million people.  San 
Francisco sits at the tip of a peninsula with the San Francisco Bay on two sides and the 
Pacific Ocean on the third side. San Francisco has two major freeways entering the City 
from the South, with the Golden Gate Bridge on the North and the San Francisco 
Oakland Bay Bridge on the East.  
 

The San Francisco Fire Department (SFFD) is a paid department with a staff of 
approximately 1400 uniform members. The Department has 43 stations, which house 43 
Engine Companies, 19 Truck Companies, 2 Heavy Rescue Squads and 2 Fire Boats. The 
Fire Operations for the City is divided into two Divisions that oversee nine Battalion 
Districts. The daily staffing for the Department is 294 on duty suppression members. The 
Fire Department also provides Emergency Medical Services and transport which is a 
separate Division within the Department. The Fire Department also provides fire 
protection services to San Francisco International Airport.  
 

The SFFD utilizes the following response plan for all reports of for either smoke or fire in 
the building. A full box will be dispatched with a single phone call reporting either one. 
A full box consists of the following Companies and the staffing for each. 
 

3 Engine Companies – each with 1 Officer and 3 Firefighters 
2 Truck Companies – each with 1 Officer and 4 Firefighters 
1 Heavy Rescue Squad – 1 Officer and 3 Firefighters 
1 Division Chief – 1 Assistant Chief and 1 Incident Support Specialist 
2 Battalion Chiefs – 1 Battalion Chief (3 out of 9 Battalion Chiefs have an Incident Support 
Specialist) 
1 Medic Unit – 1 Paramedic and 1 EMT 
 

Total personnel responding to a 1st alarm is 35 members. 
 

Once a working fire has been confirmed by on‐scene units, the response is upgraded to 
add the next due Engine Company as a RIC (Rapid Intervention Crew) and a Rescue 
Captain (as Medical Group Supervisor). 
 

The average response time for the Department is approximately 3:30 minutes from the 
time of dispatch. 
 

The Department of Emergency Management (DEM) is a separate department within the 
City. Within the DEM is the Division of Emergency Communications (DEC). The DEC 
handles all 911 calls plus dispatches for both the Police and Fire Departments. The SFFD 
has line Officers assigned to the DEC to oversee Fire Department dispatch operations, 
along with assisting the civilian Dispatchers during major incidents. 
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SAFETY INVESTIGATION TEAM 
 

 

The Chief of the Department directed the Department Safety Officer to conduct a Safety 

Investigation of this incident.  The Safety Investigation Team of the San Francisco Fire 

Department consisted of Assistant Deputy Chief Frank Cardinale, Assistant Chief David 

Franklin, Battalion Chief Jose Velo, Lieutenant Richard Slattery and Firefighter Shon 

Buford. The Safety Investigation Team began gathering evidence, conducting interviews 

and sketching diagrams immediately. All of this information has been analyzed to assist 

in providing recommendations to the Department. 

 

The primary purpose of this investigation is to identify and analyze the contributing 

factors that led to this incident as well as to create situational awareness to prevent future 

occurrences. The Safety Investigation Team has examined the details of the incident over 

the past months. The main objective of the Team’s investigation and subsequent report is 

to discover the key factor that led to the fatal outcome of two Firefighters. This report 

contains the findings and recommendations to help prevent Firefighter injuries or 

fatalities in the future.  

 

In analyzing and recording these events, the Investigation Team acknowledges and 

respects that members confronted a challenging situation. On‐scene personnel reacted 

quickly to the changing conditions at this incident. We request that every person who 

reads this report show respect, appreciation and consideration for all personnel who 

responded to this incident. 

 

As is a common industry practice, for this report Lieutenant Vincent Perez will be 

referred to as Victim 1 and Firefighter Paramedic Anthony Valerio will be referred to as 

Victim 2, with the exception of the Rescue Events Section. 
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EXECUTIVE SUMMARY 
 

 

On June 2, 2011 at 10:45 hours, the San Francisco Fire Department was dispatched to a 

report of a fire in the building at 133 Berkeley Way in the City’s Diamond Heights 

neighborhood.  The first unit arriving on the scene, Engine 26, observed light smoke 

showing from the garage of the 4 story (2 above grade, 2 below grade) wood framed 

building, detached on the Bravo side. An aggressive interior fire attack was initiated 

through the front door, which is on a level between the ground level and second floor.  

After investigating the garage (ground level), Engine 24, the second Engine on the scene, 

led a small line through the garage to the interior door to back up the first Company.   

Battalion 9 was assigned Fire Attack by Battalion 6, who had assumed Command. 

Battalion 9 entered the fire building and, after conferring face to face with Engine 26 on 

the first floor (ground level), concluded that the fire was below them. 

Battalion 9 exited the building and proceeded to the Bravo side to check for an entrance 

leading directly to the fire floor.  

 

Engine 11 led a large line wye to the driveway with the intention of leading a 1 ¾ inch 

line through the garage.  They were redirected by Battalion 6 to make their lead down the 

Bravo side of the building to Sublevel 1 (one floor below grade) to assist Battalion 9. The 

Division Chief, upon arrival, assumed Command. He assigned Battalion 6 to Division 3 

(ground floor).  Truck 15 was assigned Roof Division. Truck 11 split their crew, two 

members to the roof and three members to search and ventilate the top floor of the fire 

building.  The Rescue Squad was ordered to conduct a search.  Two members initially 

attempted to make entry through the garage but, due to extreme heat conditions, 

redeployed and entered through Sublevel 1 on the Bravo side.  The other two members of 

the Rescue Squad made entry through the front door, were pushed back by the heat and 

then made a successful second effort and conducted a search of the top floor.   

 

In the course of fireground operations, members of several Companies came upon the 

stricken members on the first level and removed them from the building.  All possible 

efforts were employed to revive the members and they were transported to San Francisco 

General Hospital (SFGH).  One member (Victim 1) succumbed to his injuries that day 

and the second member (Victim 2) succumbed to his injuries two days later.  Two other 

Firefighters were treated at SFGH for various injuries and released that day.  

 

The Medical Examiner determined the cause of death for both members was due to 

complications from external and internal thermal injuries. Both victims suffered burns to 

40% of their body surface. 
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This fire was determined to be accidental by the SFFD Fire Investigative Unit. The fire 

originated on Sublevel 1, on the West side of the family room, near the large floor to 

ceiling windows. The ignition was a non‐specific electrical sequence in the electrical 

wiring or appliance (handheld vacuum cleaner) in this area. There was a delay in 

reporting the fire due to the occupants’ attempting to extinguish it on their own. (SFFD 

Fire Investigation Report 11‐0500532) 

 

The investigation identified that the failing of the window on Sublevel 1, located near the 

seat of the fire and directly across the stairwell leading to the ground floor, led to the 

extreme fire behavior which ultimately caused the death of two Firefighters. This fire was 

in a stage of deprived oxygen when the window failed, causing a rapid extreme high 

heat event to occur. The extreme heat followed the natural flow path up the interior stairs 

where Victims 1 and 2 were located.  

 

The Safety Investigation Team found no conclusive evidence that the members were 

exposed to direct flame impingement during this rapid extreme heat event. However, 

Victims 1 and 2 received varying degree of burns up to 40% of their body. The 

investigation concluded that this was caused by the rapid extreme heat conditions that 

radiated through their Personal Protective Equipment (PPE) to their bodies. These 

temperatures exceed the ability for human survival regardless of PPE.  

 

The PPE was inspected and evaluated by NIOSH and the manufacturer. Both reviewing 

parties concluded that the PPE performed to its specifications and design. The 

manufacturer concluded that the PPE was exposed to temperatures in the range of 550‐

700°F. These extreme temperatures were short in duration which caused limited damage 

to the outer shell of the PPE.  

 

The Safety Investigation Team noticed severe heat damage to the portable radios remote 

speaker/microphones on Victims 1 and 2 and had the radios tested. The testing indicated 

that the remote speaker/microphones failed to operate correctly due to heat damage. The 

Safety Investigation Team was not able to determine, after testing, exactly when the 

remote speaker/microphones failed. The investigation has shown that multiple attempts 

were made to contact Engine 26 with no response. The investigation also found that no 

radio transmissions of distress were received from Victims 1 or 2. 
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Command and Control of any incident in the San Francisco Fire Department is acquired 

and maintained through the use of the Incident Command System (ICS).  The Incident 

Command System provides the tools for clear objectives, a single action plan, clear and 

acknowledged communications, and accountability for all members assigned to an 

incident.  At this incident, some of the components of Incident Command System that 

were not followed include: 

 

- Single action plan 

- Fireground Accountability 

 

From these findings, this report makes recommendations for several areas of the 

Department, including: 

 

 Training 

 Equipment 

 Policy Development 

 Policy Enforcement 

 

The Safety Investigation Team gathered and analyzed many facts and conducted 

interviews of members directly involved in this incident.  The Team identified several 

factors that occurred that contributed to the deaths at this incident. 

 

These factors include: 

 

 Extreme heat conditions accelerated by the failure of a window on the fire 

floor. 

 Layout of building 

 Excessive live fuel load which contributed to the growth of the fire 
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Conclusion 

 

This incident appeared from the onset to be a routine “room and contents” fire that the 

SFFD encounters on a regular basis. As the Companies were performing standard 

fireground operations, the incident rapidly deteriorated due to a hostile fire event. The 

failure of a window in the fire room allowed fresh oxygen to enter the room, providing a 

fire that was deprived of one of the key elements of combustion to rapidly intensify. Due 

to the growth of the fire, the room flashed, causing extreme and rapid heat conditions 

which traveled up the interior stairs (the flow path) to the location which our members 

were operating. Our members were caught in this high heat, causing the injuries that 

ultimately claimed their lives. Due to this fire event, other Companies attempting to 

conduct fireground support operations were prevented from making entry into the 

structure from street level (through garage) to back up Engine 26. These Companies were 

forced to regroup and find an alternate point of entry.  In the process of doing so, crews 

made entry from the Bravo side directly into the fire room and extinguished the fire. This 

allowed members to make entry from above which led to the discovery and rescue of our 

members. These events happened in a time frame of less than fourteen minutes.  

 

During the course of this investigation, the Safety Investigation Team recognized that no 

matter how experienced or properly prepared we are, we must always approach all 

incidents with the utmost awareness. This incident showed that a simple failure of a 

piece of glass/window caused unforeseeable and fatal consequences. 

 

We, as a Department, need to gain further knowledge and understanding of the 

following: 

 

 Having Situational Awareness prior to taking action, this would 

include the ongoing process when conditions change 

 How Risk Management must be used when making all decisions 

 Limitations of the PPE (turnouts, SCBA, and equipment)  

 Building construction, including layout and how fire/smoke will 

move within the structure 

 Ventilation practices and how they affect fire conditions  

 Importance of Communications for all members operating on the 

scene 

 Companies must use strict discipline when assigned task/locations 
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 INTRODUCTION 
 
 

Safety Investigation of 2/2 Box 8155 
133 Berkeley Way 

June 2, 2011 
10:45 hours 

Incident #1150532 
 

 
On June 2, 2011, at 10:45 hours, four Firefighters were injured in an occupied, single 
family 4 story, type 5, wood framed building, at a first alarm fire. Two Firefighters 
succumbed to their injuries. Two other Firefighters were treated and released from the 
hospital. 
 
 
The Safety Investigation Team identified the following areas of focus, including: 
 

Fireground Operations  
Fireground Communications 
Fireground Accountability including Personnel Accountability Reports (PAR) 
Procedures 
Personal Protective Equipment (PPE) 
Rapid Intervention Crew (RIC) procedures 
Portable Radios and their accessories 
Division of Emergency Communications 

 
 
The Safety Investigation Team would like to acknowledge the following outside 
resources that assisted in reviewing and analyzing the information that was gathered 
during the investigation:  San Francisco Department of Public Health, Dr. Ellen Moffatt 
(Office of the Medical Examiner), San Francisco Police Department including the Crime 
Lab and Arson Task Force, San Francisco City and County Department of Technology, 
Lion Apparel, Lieutenant John Ceriello (FDNY), Chief Rick Kolomay (Carol Stream, 
Illinois), Dan Madrzykowski (NIST),  Chief (ret.) Bruce Varner (Santa Rosa, California), 
Chief (ret.) Alan Brunacini (Phoenix, Arizona), Angie Shepperd  (NIOSH),  Mike 
McKenna, (McKenna and Associates). 
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STRUCTURE DESCRIPTION 
 
 
Site overview:  Steep downhill slope adjacent to Glen Canyon 
 
Date of Construction:   1975 
 
Building overview:      

 Attached garage located in the front of the house. Main structure is 
2 stories above grade and 2 stories below grade 

 
Type of Construction:  
 

 Four story, Type 5 wood framed, single family home, detached on   
three sides 

 Approximate square footage: 4,000 sq ft. 
 Four stories of living space  

o First Floor (Ground floor): garage, 3 bedrooms, 2 bathrooms 
o Second floor: dining room, living room, kitchen, bathroom 

and family room  
o Sublevel 1: large family room (origin of fire), mechanical 

room, bathroom, bedroom, balcony, side entrance on Bravo 
side 

o Sublevel 2: enclosed finished storage area, bathroom (no 
windows) 

 Construction features: 
o Roof type: Flat roof, bitumen roofing membrane, normal 

dimensional lumber 
o Exterior: siding T1-11 plywood, 5/8” 
o Interior: drywall over normal insulated framing 

 Note: Fire origin room had decorative plywood 
veneer panels over drywall 

o Steel I beams wrapped in drywall were used as structural 
supports  
 Note: Fire origin room had a steel I beam that spanned 

horizontally from Bravo to Delta side  
o Rear of structure had extensive use of glass to capture views, 

including windows and sliding doors 
o Second floor and Sublevel 1 (fire origin) had large balconies 
o Flooring consisted of tile, carpet and sheet vinyl throughout 

the house 
o Dual glazed windows throughout, installed in 2003 
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o Ground level had a two car garage with access to residence 
 Note: Two large vehicles occupying garage at time of 

fire 
o Main entrance was accessed by ascending a flight of stairs 

adjacent to the garage 
 Note:  Main entrance stairs led to an interior landing 

which allowed access to top floor (5 stairs up) or 
grade level (7 stairs down) 

o Sublevel 1 had an access door from the exterior Bravo side 
along with access from interior stairs 

o Sublevel 2 had access door from exterior Bravo side. (no 
interior access) 
 Note: Access through the Bravo side was difficult due 

to unfinished terrain and poor housekeeping 
 

 
Aerial view of 133 Berkeley Way (Courtesy of Google maps) 
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ALPHA SIDE 
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BRAVO SIDE 
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BRAVO SIDE (rear view) 
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CHARLIE SIDE 
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CHARLIE SIDE 



 

26 

 

 
 
 
 
 
 



 

27 

 
 
 
 

 

 



 

28 

 
 
 



 

29 

 
 

 
 



 

30 

 
 

 
Sublevel 1 (Fire Room) with steel I beam. 

 
  

 
Sublevel 1 (Fire Room) Charlie/Delta corner with arrow on point of origin 

Steel I‐Beam 
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Sublevel 2 access door 

 

 
Sublevel 2 looking from door 

 

Door to fire room
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TIME OF DAY AND WEATHER 
 
10:45 hours, Temperature 57 degrees (F), wind speed, 5.7 mph (South) 
See Attachment B – Weather Report 
 
 
 
DISPATCH TIMELINE 
 
See Attachment C – CAD  
 
 
Initial Dispatch 
 
10:45:01   E26, E11, E24, T11, T15, B06, B09, B10, RS1, M74  

(D3 replaces B10) 
 
Working Fire 
  
10:50:50   E32 (RIC), RC3 
 
Replacement RIC 
 
11:01:44  E20  
 
Additional personnel:  
11:09:09    M95, M57             
11:09:18    CD2                        
11:10:33    B2 RIC                  
11:11:24    RC2                       
 
(B2 self dispatched to assist in RIC operation) 
 
Second Alarm 
11:11:50  E39, E06, E07, E09, T12, AR1, MA1, BE1 
 
Additional personnel 
E15, RS2, B8, D2 
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INITIAL ACTIONS 

 
 

The following is a summary of initial actions taken by Fire Department units prior to 
the rescue of two Firefighters: 

 
 

ENGINE 26 
 

Engine 26 responded staffed with one Officer and two Firefighters. Engine 26 arrived on 

scene at 10:47:58.  The Officer (Victim 1) reported “light smoke coming from garage, more to 

follow”.  Initial actions were to bring a CO2 extinguisher and a water extinguisher (initial 

dispatch indicated electrical fire). After conferring with the resident, Victim 1 directed 

crew to stretch 200 ft. ready line. Victim 1 updated Battalion 6, “this is a working fire, looks 

like at the third level of this three story wood frame house”.  Victim 1 reported to Battalion 6 

that they were making a lead from top down to the fire that was below grade. 

 

Engine 26 (Victims 1 & 2) advanced the 200 ft. 1 ¾ inch ready line up the front exterior 

stairs and down the interior stairs to the bedroom level (ground level). Victim 1 gave 

another report to Battalion 6 “We’re still looking for it. Zero visibility, more to 

follow”(10:52:40) (last radio transmission by Engine 26). (See Diagram 1) 

 

FINDINGS 

 

Engine 26 responded with one Firefighter understaffed due to a Self‐Contained Breathing 

Apparatus (SCBA) mask fitting test. Victim 1 met face to face with Battalion 9 (Fire 

Attack) and stated that the fire was below them. Battalion 9 replied that they were going 

to attack the fire from the side. Engine 26 did not exit the building with Battalion 9. 

Engine 26 did not respond to seven attempts to contact them by radio. Based on 

measurements, the amount of the 200 ft. 1 ¾ ready line that was deployed into the 

building was approximately 30 feet. This would have allowed Victims 1 and 2 to advance 

to the set of five stairs leading down to the laundry area. Both Victims were found in full 

PPE, including SCBA masks and hoods.   
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ENGINE 11 

 

Engine 11 responded staffed with one Officer and three Firefighters. Engine 11 supplied 

Engine 26 from the corner of Crags Court, North of the fire building, at Berkeley Way. 

Engine 11 pulled a 3 inch line with a wye and layed it out in front of the garage and 

proceeded to attach a 1 ¾ bundle to it. Engine 11’s initial actions were intended to lead 

the 1 ¾ line through the garage and enter the house through the doorway leading from 

the garage to the house, however Engine 11 was redirected by the Incident Commander 

(IC) (Battalion 6) to advance the line down the Bravo side and assist Fire Attack 

(Battalion 9). Engine 11 advanced their 1 ¾  line down the Bravo side and met with Fire 

Attack (Battalion 9) who forced entry on the Sublevel 1 door. Engine 11 then proceeded 

to attack and extinguish the fire in Sublevel 1. (See Diagram 1) 

 

FINDINGS 
 

Engine 11 had to reconnect the wye due to an Engine 24 Firefighter attempting to connect 

a 2 ½ inch hoseline to the 3 inch line. During Engine 11 fire attack, they encountered 

heavy smoke from the Sublevel 1 door and, after opening the nozzle, heavy fire rolled 

above them, forcing one member back, and causing 1st degree burns to the neck. The fire 

room was fully involved. With a second effort, Engine 11 was able to advance the 

hoseline and extinguish the fire. The injured Firefighter was transported to San Francisco 

General Hospital and released after treatment. 

 

 

ENGINE 24 

 

Engine 24 responded staffed with one Officer and two Firefighters. Engine 24 supplied 

Engine 26 from a low pressure hydrant midblock on Berkeley Way. Engine 24 Officer 

entered the garage and located the door leading from the garage into house. Engine 24 

Officer ordered the Firefighter/Paramedic to “get a large line” (member proceeded to 

Engine 26 apparatus and got a 2 ½ inch hose bundle).  Engine 24 Officer opened the door 

and encountered heavy smoke conditions, floor to ceiling, with light heat conditions. 

Engine 24 Officer heard movement of people inside the vestibule area, and assumed this 

was the crew of Engine 26. Engine 24 Officer determined that leading a line through this 

door would be the easiest way to provide back up. Engine 24 Officer exited the garage, 

proceeded to Engine 26 apparatus and deployed the 150 ft 1 ¾ inch ready line. Engine 24 

Officer returned to the doorway in the garage that led into the house, opened the door 

again and encountered heavy smoke and extreme heat conditions, which prevented them 

from making entry. Engine 24 Officer did not hear any movement of people inside the 

doorway at this time. Engine 24 Officer opened the nozzle briefly to try to cool down 

heat conditions, but shut the hoseline down out of concern that it would force heat/fire 

onto the crew of Engine 26.  
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After a couple of attempts, Engine 24 was unable to make entry through garage door due 

to extreme heat conditions. Engine 24 redeployed the 150 ft. 1 ¾ inch ready line through 

the front door and down the interior stairs, following Engine 26’s initial ready line. 

Battalion 6 simultaneously gave the order to back up Engine 26 through the front door. 

While entering the front door, Engine 24 encountered heavy smoke conditions but 

moderate to light heat conditions. Engine 24 Officer, while advancing the line, came 

across Victim 1. Victim 1 was located at the top of the stairs in the vestibule, face down, 

unconscious, unresponsive with SCBA on (see Rescue Event Section). 

Firefighter/Paramedic of Engine 24 discovered Victim 2. Victim 2 was located in the 

hallway, just outside bedroom 1 and the bathroom, face down, unconscious and 

unresponsive, with SCBA on (see Rescue Event Section). Engine 24 Officer attempted to 

make a radio report of “Firefighter down” but was unable, due to radio traffic. Engine 24 

Officer located the door leading to garage and proceeded to move Victim 1. Engine 24 

Officer was notified by Engine 24 Firefighter/Paramedic that he located Victim 2.  Engine 

24 Firefighter/Paramedic brought Victim 2 partially to doorway but was blocked by the 

Engine 24 Officer who was attempting to move Victim 1. Engine 24 

Firefighter/Paramedic exited the garage and verbally notified (via line of sight) the 

Incident Commander (Division 3) of two Firefighters down and the need for assistance. 

Engine 24 Officer received assistance from Rescue Squad 1 Officer (Team 1A) and Engine 

24 Firefighter/Paramedic in carrying Victim 1. Victim 2 was carried by a Rescue Squad 1 

Firefighter (Team 1A) and a Firefighter from Truck 11. Engine 24 Officer and Engine 24 

Firefighter/Paramedic assisted with the medical care of Victim 1. (See Diagram 1) 

 

FINDINGS 
 

Engine 24 responded with one Firefighter understaffed due to member being authorized 

to obtain meal supplies for the Company. There was also a misunderstanding of 

terminology of hoseline selection. Engine 24 Firefighter/Paramedic thought his Officer 

was requesting a large line (2 ½ inch attack line), while Engine 24 Officer was actually 

requesting a 3 inch line with a wye. After hearing members of Engine 26 inside the door 

to the vestibule on the ground floor, Engine 24 Officer decided to lead a 150 ft. ready line 

through the garage to back up Engine 26. Aware that this line was 50 feet shorter, Engine 

24 Officer felt he could reach them quicker this way.  Engine 24 Officer was positioned on 

the nozzle. Engine 24 Officer does not recall hearing a Personal Alert Safety System 

(PASS) alarm until Victim 1 was moved. Engine 24 Officer does remember seeing strobe 

light from PASS device while moving Victim 1. Engine 24 Officer indicated that he 

attempted to radio “Mayday” but was unable to, due to radio traffic. Engine 24 

Firefighter/Paramedic, concerned about Victim 2 suffocating, quickly removed the 

Victim’s SCBA and checked for any signs of breathing. Engine 24 Driver secured the 

garage door by placing visegrips on the door channel. Engine 24 Officer received a burn 

to his ear and was later transported to San Francisco General Hospital and released after 

treatment. 
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     Diagram 1 
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TRUCK 11 
 
Truck 11 responded staffed with one Officer and four Firefighters. Truck 11 parked 
apparatus in front of Exposure Bravo 2 and Bravo 3. Truck 11 laddered Bravo building 
and sent two members with saws to conduct roof operations. Two members on the roof 
reported to Truck 11 Officer that the building was detached. The members then bridged 
across the buildings with a 22 ft. fire escape ladder and assisted Truck 15 with 
ventilation. Truck 11 Officer and two Firefighters checked with Command (Division 3). 
Truck 11 Officer was assigned interior with Battalion 6. Truck 11 proceeded to the top 
floor and conducted primary search and ventilation operations. Truck 11 Driver followed 
the hoseline down to the ground floor where he discovered Victim 2 in the doorway to 
the vestibule. He joined Firefighter from Rescue 1 Team A in removing Victim 2 through 
the garage. Truck 11 Officer, upon hearing Command requesting assistance in front of 
the building, ordered his crew off of the roof and assisted with airway management and 
CPR of both victims.  
  
FINDINGS 
 

Truck 11 Officer laddered the Bravo building because Truck 15 had just laddered the fire 
building. Truck 11 Officer was notified by the crew that the Bravo exposure was 
detached. Upon receiving this information, Truck 11 roof crew bridged from the Bravo 
building to the Fire building (see picture next page). Officers should thoroughly size up a 
structure before committing to a course of action to ensure safe and effective ladder 
placement.  Bridging the buildings was not the proper course of action for this situation. 
A safer alternative would have been to ladder the Delta exposure which is connected to 
the fire building and is similar in height. Truck 11 Driver became separated from the 
Officer and proceeded to go down the stairs instead of up the stairs.  Truck 11 Driver 
stated that he did not know who he was with.  
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Truck 11 bridging between Bravo and the Fire Building. Bridging is an extremely 
dangerous maneuver and should only be used in an emergency/life saving situation. 

 
 
 

TRUCK 15 
 
Truck 15 responded staffed with one Officer and four Firefighters.  Truck 15 parked in 
front of exposure Delta 5. Truck 15’s crew proceeded to ladder the fire building with a 35 
ft. ladder on the Bravo side to the garage roof.  They opened the sliding doors on the top 
floor and heavy smoke came out of those doors. Truck 15 laddered the roof with a ridge 
ladder from Truck 11.  The Incident Commander assigned Truck 15 as Roof Division. 
Two Firefighters from Truck 15 entered the top floor from the garage roof to initiate a 
search. The Officer and two Firefighters proceeded to the roof and joined two Firefighters 
from Truck 11 and opened a ventilation hole in the roof. 
 
FINDINGS 
 

Truck 15 split their crew but did not inform the Incident Commander of this fact and 
therefore, the Incident Commander did not have a true account of where personnel were 
on the fireground. This caused a duplication of efforts on the top floor with multiple 
Companies searching the same floor. 
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RESCUE SQUAD 1 
 
Rescue Squad 1 responded staffed with one Officer and three Firefighters. Rescue Squad 
1 parked in front of Bravo 4. Rescue Squad 1 Officer split his crew into Rescue 1 Team A 
(RS1A) and Rescue 1 Team B (RS1B). RS1A was comprised of the Officer and a 
Firefighter. RS1B was comprised of the Driver and a Firefighter.  RS1A entered through 
the garage, meeting up with Engine 24 at the door to vestibule. RS1A, along with Engine 
24, made two attempts to gain entry into the building (residence) through the garage 
door and was confronted with an extreme heat condition emanating through the entry 
door into the garage. Due to these conditions, RS1A decided to withdraw and look for an 
alternative way of entry. Visibility was very low at this time, to the point that the 
Firefighter of RS1A believed someone closed the garage door.  RS1A Officer signaled by 
hand gestures to Division 3 from the edge of the garage that RS1A would go to the Bravo 
Side and RS1B would go above the fire, to the second floor.  
 
RS1A then proceeded down the Bravo side, checked the rear of building, and then the 
Sublevel 2. RS1A then followed Battalion 9 and Engine 11 into the fire room. Upon 
entering the fire room, RS1A split into a Left hand and Right hand search and proceeded 
to perform a primary search on the fire room. They met up at the stairs that led up to 
ground level. RS1A proceeded upstairs, and the RS1A Officer found Engine 24 
Lieutenant moving Victim 1 to the door leading into garage and assisted him. RS1A 
Firefighter arrived at top of stairs, encountered Victim 2 (who was discovered by Engine 
24 Firefighter/Paramedic) and proceeded to move him out of the residence with 
assistance of the Firefighter from Truck 11. RS1A assisted with CPR to the Victims.  
  
After positioning the apparatus, the RS1B Driver located his designated partner, RS1B 
Firefighter, in front of the structure. Upon attempting to enter the structure through the 
front door, they were confronted with heavy black smoke and extreme heat conditions. 
RS1B returned to the street, regrouped and reentered behind the crew of Engine 24 who 
was leading a 1 ¾ hoseline. Upon reentering the building, they proceeded to the top floor 
and performed a primary search. Upon completion, they made their way to the ground 
level and performed a primary search of the bedroom area.  
 
FINDINGS 
 

Members of RS1A were not wearing full PPE (hood) when making initial entry attempts.  
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BATTALION 6 
 
Battalion 6 responded from the Division of Training. Engine 26 declared on the Tactical 
Channel that this was a working fire, below grade. Division 3 reported this on the 
Dispatch Channel for Battalion 6.  Battalion 6 parked his vehicle close to Engine 11 and 
away from the street in a driveway.  Battalion 6 requested a progress report from Engine 
26 upon arrival. Engine 26 reported as follows “zero visibility, we’re looking for it”.  
Battalion 6 radioed to Engine 26 to look for an alternate means of egress as he was 
considering “attacking it from the side” but received no reply.  
 
Battalion 6 received a report from Battalion 9, that Battalion 9 was going inside, Battalion 
6 assigned him (Battalion 9) as Fire Attack. Battalion 6 positioned himself across the street 
from the fire building to establish the Command Post. He requested a progress report 
from Engine 26 but there was no response.  Battalion 6 saw Engine 11 assembling a 3 inch 
hoseline with a wye, and ordered them to go down the Bravo side. Battalion 9 exited the 
building, and signaled to Battalion 6 that he was going to go down the Bravo Side. 
Battalion 6 then ordered Rescue Squad 1 to split his crew and send one team through the 
garage door (RS1A) and one team (RS1B) through the front door. Battalion 6 again asked 
Engine 26 for another progress report with no reply. Battalion 6 ordered Engine 24 to 
back up Engine 26. 
 
Battalion 6 transferred Command to Division 3 following a face to face meeting. Division 
3 ordered Battalion 6 to obtain a layout of the building. Battalion 6 then conferred with 
the resident, gathered information, and relayed it to Command.  Battalion 6 was then 
assigned as Division 3 by the Incident Commander. At the front door, Battalion 6 
encountered Engine 24, Rescue Squad Team B (RS1B) and Truck 11. Battalion 6 assigned 
RS1B to conduct a search on the top floor. He assigned Truck 11 to assist in advancing 
Engine 24’s hoseline. Battalion 6 followed Engine 24 through the front door.  
 
As Battalion 6 proceeded downstairs, smoke was banked down to ground level and was 
“hot but not unbearable” heat.  Battalion 6 heard a PASS alarm and received an oral report 
that they found a “man down”.  Battalion 6 transmitted a “Mayday” over the Tactical 
Channel, this Mayday was stepped on by other radio traffic and was not heard by the 
Incident Commander. Battalion 6 was then ordered outside by Command. Once at the 
Command Post, he was assigned to supervise the RIC Operation. Battalion 6 assisted 
with the care of the Victims and kept track of members departing with the Medic Units. 
 
FINDINGS 
 

Battalion 6 initially did not have a clear understanding of the exact location and extent of 
the fire. Battalion 6 believed that Engine 26 was on the fire floor based on 
communications from Engine 26. Battalion 6 requested Engine 26 to locate another means 
of egress but received no confirmation from Engine 26 of this transmission.   
Battalion 6 made several requests to Engine 26 to obtain their location in the fire building.  
However, Battalion 9 did not inform Battalion 6 that Battalion 9 had met Engine 26 at the 
ground floor level or the conditions in that area. Once the plan of attack was to make 
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entry from the Bravo Side, Command (Battalion 6) did not notify all Companies 
operating on the fireground that the point of entry to attack the fire had changed. During 
transfer of Command, Battalion 6 informed Division 3 that the exact location and status 
of Engine 26 was unknown.  Once Battalion 6 was assigned Division 3 (ground floor), 
Battalion 6 tried to use the Thermal Imaging Camera but could not get a clear image due 
to sooting on his mask and the high temperatures. Battalion 6’s initial Mayday 
transmission was not received by the Incident Commander due to radio traffic. 
 

 
BATTALION 9 
 
Battalion 9 responded staffed with one Battalion Chief and one Incident Support 

Specialist (ISS).  Battalion 9 responded from Station 39.  Battalion 9 parked in front of 93 

Berkeley Way, South of the fire building.  As he approached the fire building, he 

reported in to Battalion 6 (via radio) and was assigned Fire Attack.  Battalion 9 proceeded 

into the fire building, while the Incident Support Specialist reported to the Command 

Post to assist the Incident Commander. 

 

Battalion 9 followed the initial hoseline from Engine 26 into the building through the 

front door and met with Victim 1, who was located on the landing at the bottom of the 

stairs.  The area was fully charged with smoke but very little heat.  Victim 1 told Battalion 

9 that he believed the fire was on the floor below.  Battalion 9 agreed with his assessment 

and told Victim 1 that they would attack the fire from the side.  Victim 1 and Victim 2 

began to proceed through the hallway door leading into the vestibule area which had an 

opened door that led into the garage. Battalion 9 reported that he could see the street 

from the doorway and that he had intended to exit through that door, but because the 

passage way through the garage was narrow, he turned around and followed the 

hoseline back up the stairs and out the front door to the street.   

 

Once outside in front of the building, Battalion 9 informed Battalion 6 that the fire was on 

a lower floor and that he was going to look for a side entrance and attack the fire from 

there.  Battalion 6 said that he would send Companies down to assist. 

 

Battalion 9 proceeded down the Bravo side of the building and immediately noticed two 

doors.  The door on the Sublevel 1 had a security gate.  Battalion 9 then called Command 

and requested that a Chicago Door Opener be sent down.  Battalion 9 stated that there 

was no sign of smoke or fire along the Bravo side of the building at this time.  Battalion 9 

forced the door to Sublevel 2 to check for fire and found only light smoke in the room.  

Battalion 9 reported to Command that the floor was clear.   

 

Battalion 9 then exited the building and went up the exterior staircase to the landing of 

Sublevel 1, where he found that the door was hot to the touch.  At this time, he was 
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joined by the crew of Engine 11. Battalion 9 radioed Command and informed Command 

that he had “located the fire on the second floor” (Sublevel 1) and was making entry.  

Battalion 9 also requested a second line.  Battalion 9 forced the door and heavy black 

smoke immediately came out of the doorway.  Engine 11 then began to flow water and 

make entry to the fire room. Heavy fire then appeared in the doorway pushing Engine 11 

back out onto the landing.  Battalion 9 was informed by the Firefighter/Paramedic from 

Engine 11 of the heavy fire that was showing from the back of the building.  Battalion 9 

reported conditions to Command and recommended that units be sent to the floors 

above to check for auto exposure.  Additionally, Battalion 9 recommended a Second 

Alarm.  

 

Approximately 4 minutes later, Battalion 9 reports “we got it knocked down here in the 

second level,”(Sublevel 1). Engine 32 then reported to Battalion 9 and was ordered to bring 

the second line into the fire room.  Moments later Battalion 9 heard a RIC operation 

announced over A16, at which time Battalion 9 switched his radio to A1 as per 

Department’s RIC protocol. After hearing normal radio traffic on A1, Battalion 9 

switched his radio back to A16. Battalion 9 then heard a call from the Incident 

Commander for any Battalion Chief to respond to the Command Post.  Battalion 9 

assigned Engine 32’s Officer in charge of fire attack and reported to the Command Post.  

Battalion 9 was directed to assist in the efforts to provide care for the victims.   

 

Battalion 9 Incident Support Specialist monitored the Control Channel, interviewed 

residents and assisted the Incident Commander’s Incident Support Specialist with the 

Incident Command Worksheet. 
 
FINDINGS 
 

Battalion 9 had a face to face meeting with a member of Engine 26 Officer (Victim 1) in 
zero visibility with no remarkable heat conditions.  Engine 26 reported that the fire was 
below them. Battalion 9 then relayed to Victim 1 that they were going to see if they could 
get it from the side. Because of the smoke conditions, Battalion 9 did not see the stairs 
leading to the fire floor. Battalion 9 exited through the interior stairs and assumed Engine 
26 was going to exit through the garage “because it looked like they were going that way”. 
 
As Battalion 9 exited the building, he did not inform Battalion 6 that he had met Engine 
26 at the ground floor level or the conditions in that area. 
 
Battalion 9’s Incident Support Specialist did not respond in Full PPE (did not have 
SCBA). He did not start an SFFD Incident Command Worksheet.  
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ENGINE 32   
 
Engine 32 responded staffed with one Officer and three Firefighters.  Engine 32 was 
designated and dispatched as the Rapid Intervention Crew (RIC), which is Standard 
Operating Procedure when a working fire was declared. Engine 32 arrived on the scene 
and was immediately reassigned by Command to assist Battalion 9 and Engine 11 on the 
Bravo Side of the building.  Engine 32 dragged a large line with a wye and brought a 1 ¾ 
hose bundle in order to deploy another attack line. Engine 32 assisted in extinguishment 
and checked for extension of the fire room. (See Diagram 1) 
 
FINDINGS 
 

No significant findings of the actions of Engine 32 were found. 
 

 
ENGINE 20 
 
Engine 20 responded staffed with 1 Officer and 3 Firefighters. Engine 20 was dispatched 
as the replacement RIC team, as requested by the Incident Commander, due to Engine 32 
being reassigned to assist with Fire Attack. Engine 20 extinguished hot spots on the fire 
floor and stood fire watch. 
 
FINDINGS 
 

Engine 20 did not acknowledge response via Mobile Data Terminal (MDT) or radio. The 
Division of Emergency Communications (DEC) attempted to contact Engine 20 (via radio 
and landline for approximately 5 minutes) to verify response along with the activation of 
the emergency button in a portable radio. A member of Engine 20 accidentally pressed 
their emergency button on a portable radio. When Engine 20 did not respond to the DEC 
about their response and the emergency button activation, the DEC. alerted the Incident 
Commander on the Tactical Channel with the following message “Engine 20 has activated 
their emergency alarm and has not confirmed a response for 5 minutes”. This message 
congested radio traffic and caused confusion. Eventually Engine 20 responded to the 
DEC that they were on the Tactical Channel. 

 
 
DIVISION 3 
 
Division 3 responded staffed with one Division Chief and one Incident Support 
Specialist. Division 3 was out of service at Headquarters when the incident was 
dispatched. Division 3 placed himself on the incident and recalled the last Battalion Chief 
(Battalion 10). Division 3 monitored the Tactical Channel and heard Engine 26 give a 
progress report to Battalion 6 of a working fire, below grade. Division 3 advised Battalion 
6 that he would update the DEC on the Control Channel. Upon arrival, Division 3 parked 
behind Truck 15, North of the fire building.  
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Division 3 performed a size up of the incident.  Truck 15 reported in and they were 
assigned Roof Division.  Division 3 observed “lightly pushing black smoke at the top of the 
garage door”. Division 3 asked for the location of all Companies on the scene and a 
transfer of Command from Battalion 6 took place. He ordered Battalion 6 to get a general 
layout of the building and locate the fire. The Incident Commander (Division 3) observed 
a rapid increase in the volume and velocity of the smoke to the point that it covered the 
Command Post causing him to step aside to the Alpha/Bravo corner.  
 
After Battalion 9 had cleared Sublevel 2 for fire, the Incident Commander asked him 
which Companies he had with him, Battalion 9 replied he had Engine 11. After receiving 
a report from Battalion 9 that they had located the fire and a request for a second 
hoseline, the Incident Commander reassigned Engine 32 (RIC) to assist Battalion 9. The 
Incident Commander then immediately asked via radio for another RIC Company. The 
Incident Commander asked Battalion 9 if Engine 26 was with them, but the reply was 
unintelligible. The Incident Commander and Battalion 6 tried calling Engine 26 several 
times but did not receive an answer. At this point, Incident Command received a 
transmission from the DEC on the Tactical Channel, stating that Engine 20 had activated 
their emergency alarm and had not confirmed their response for 5 minutes. The Incident 
Commander acknowledged the transmission, and responded “I copy that, I’m going to look 
for them right now.” At which point the Incident Commander looked down the street and 
saw Engine 20 walking up to the Command Post. 
 
Immediately following this transmission, the Incident Commander observed a Firefighter 
exiting the garage and reporting that he had “two guys down”.  Command reported on the 
Tactical Channel that he had a RIC operation in progress and requested 2 additional 
Medical Units. He reassigned a Battalion Chief to assume Command of the RIC 
Operation and two Companies on the fireground to assist. He directed Companies not 
assigned to the RIC operation to continue firefighting operations.  The Incident 
Commander requested Division 2 to respond and oversaw that medical care was given to 
the downed Firefighters. Recognizing the magnitude of the incident, the Incident 
Commander ensured that the scene was preserved for both the fire investigation and the 
serious injury investigation. Once Division 2 arrived on the scene, a transfer of Command 
took place and Division 3 responded to San Francisco General Hospital. 
 
Division 3 Incident Support Specialist placed obstructions in the doorway of the garage 
door to prevent it from coming down and tracked Companies on the fireground using 
the SFFD Incident Command Worksheet. 
 
FINDINGS 
 

There was not a clear transfer of Command with an understanding of the location of the 
fire and all Companies on the fireground. Based on hoseline placement, initial reports of 
Engine 26 and the assignment of Battalion 9 as Fire Attack, Division 3 presumed that 
Engine 26 was with Fire Attack. On the transfer of Command, Battalion 6 reported to 
Division 3 that “he had not heard from Engine 26 in a while.” Division 3 attempted to 
locate Engine 26 several times. 
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Just prior to receiving a report from the DEC regarding Engine 20, the Incident 
Commander attempted to locate Engine 26 once more and this time traffic was received 
but the Safety Investigation Team could not determine who made that transmission. On 
two occasions there were transmissions that Division 3 believed to be Engine 26 
answering his call, however, one of them was Battalion 6 looking for Engine 26 and the 
other remains undetermined.  
 
Division 3 did not feel it was necessary to switch radio channels, as per RIC Standard 
Operating Procedure, due to the members already being extricated from the garage. Due 
to Division 3 not notifying Companies, Companies operating on the fireground switched 
to Channel A1, as per RIC Standard Operating Procedure.  Companies reverted back to 
the original Tactical Channel when they recognized that there was normal Channel A1 
traffic and no fireground traffic.  
 
Division 3 saw two Firefighters being removed from the garage, but did not know if any 
other Firefighters were missing. A Personnel Accountability Report was not conducted 
immediately to account for any other possible missing Firefighters. 
 
Division 3 recognized the need to preserve the fire scene and to call for another Division 
Chief to assume Command. Division 3 immediately notified a Lieutenant from the 
Division of Training, present at the scene, to contact the Department’s Safety Officer and 
initiate the investigation of this incident. 
 
Division 3 and Division 3 Incident Support Specialist did not respond in Full PPE 
(turnout pants). 
 
 
RESCUE CAPTAIN 3  
 
Rescue Captain 3 (RC3) responded when a working fire was declared, as is Standard 
Operating Procedure.  RC3 reported to the Command Post and observed nothing 
unusual.  The crew of Medic 74 reported in to RC3, where they reviewed the multiple O2 
valve.  While reviewing the equipment, large volumes of smoke engulfed their location 
across the street.  Upon hearing of Firefighters down, RC 3 proceeded to the front of the 
garage and supervised crews in medical care of the victims. 
 
FINDINGS 
 

RC3 was preparing for possible injury to civilians and/or Firefighters by reviewing 
procedures for multiple victims with Medic 74. 
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MEDIC 74 
 
Medic 74 responded on the first alarm assignment staffed with one Paramedic and one 
Emergency Medical Technician (EMT).  Medic 74 positioned their apparatus out of the 
way and ready for transport.  Medic 74 reported in to RC3 where they reviewed the use 
of the multiple O2 valve.  While reviewing the equipment, large volumes of smoke 
engulfed their location across the street.  Upon hearing of Firefighters down, Medic 74 
immediately reported to the front of the garage and started medical care on Victim 1.  
Medic 74 provided ALS treatment and transported Victim 1 to San Francisco General 
Hospital.  
 
FINDINGS 
 

Medic 74 was well prepared to start immediate medical care to the downed Firefighters, 
and provided proper Advanced Life Support (ALS) care to Victim 1.   
 
 
MEDIC 95 
 
Medic 95 was special called as one of two Ambulances requested by the Incident 
Commander.  Medic 95 responded staffed with one Paramedic and one Emergency 
Medical Technician and they transported Victim 2 to San Francisco General Hospital. 
 
FINDINGS 
 

Medic 95 provided proper Advanced Life Support (ALS) care to Victim 2. 
 
 
DEPUTY CHIEF OPERATIONS  
 
The Deputy Chief of Operations (CD2) responded to the fire upon hearing of the RIC 
operation. He checked in with the Incident Commander and ensured that the downed 
members were receiving medical attention. The Deputy Chief made notification to the 
Chief of Department and Deputy Chief of Administration on the circumstances and the 
destination of the injured members. He responded with Division 3 to San Francisco 
General Hospital, where he met with the Chief of Department and the Deputy Chief of 
Administration.  
 
FINDINGS 
 

No significant findings on the actions of the Deputy Chief Operations were found.  
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DIVISION OF EMERGENCY COMMUNICATIONS 
 
The Division of Emergency Communications (DEC) received a 911 phone call reporting a 
fire in the building at 133 Berkeley Way. DEC dispatched a full first alarm assignment. 
DEC received additional information regarding the incident and notified responding 
units, which included that the fire had spread to the drapes and the building had been 
evacuated.  DEC followed current RIC procedures when notified of a RIC Operation 
which included upgrading to a Greater Alarm. DEC kept the Command Staff updated on 
the incident through the use of the paging system. DEC helped coordinate the request for 
outside agencies (San Francisco Police Department, San Francisco Municipal 
Transportation Agency [Parking and Traffic], American Red Cross – Bay Area Chapter). 
 
FINDINGS  
 

DEC recognized an issue with Engine 20 not acknowledging their response to their 
dispatch. DEC attempted to reach Engine 20 via radio and phone call to Station 20 with 
no response. When Engine 20 activated their emergency button on a portable radio, DEC 
notified Command via the Tactical Channel that “Engine 20 has activated their emergency 
alarm and has not confirmed a response for 5 minutes” By using the Tactical Channel instead 
of the Control Channel, the DEC was stepping over units that were attempting to 
transmit an Emergency Traffic/Mayday of the two Firefighters down. 
 
During the course of the investigation, the Safety Investigation Team found that the 
safety feature of the radio system which logs all push to talk transmissions was turned 
off. DEC advised that this feature had not been turned back on after the breakdown of 
the mobile data communications portion of the radio system on May 12, 2011 (See 
Recommendation #9). The Safety Investigation Team has verified that this feature has 
been restored at the time of this report.  
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Apparatus placement diagram (not to scale)
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THE FIRE EVENT 
 
 

This fire was determined to be accidental by the SFFD Fire Investigative Unit (Arson). 

The fire originated on Sublevel 1 on the West side of the family room near the large floor 

to ceiling windows. The ignition was a non‐specific electrical sequence in the electrical 

wiring or appliance (handheld vacuum cleaner) in this area. There was a delay in 

reporting the fire due to the occupants attempting to extinguish it. (SFFD Fire 

Investigation Report 11‐0500532). 
 
A resident noticed the drapery for the windows on fire on the Charlie Side. The resident 
stated that she went upstairs to obtain an extinguisher and returned to the location of the 
fire in an attempt to discharge the extinguisher.  Unable to extinguish the fire, the 
resident left the fire area, notified other occupants and exited the building. At 
approximately 10:44 hours, Division of Emergency Communications received a phone 
call from the resident reporting the fire.  
 
The resident stated that she spoke with the first arriving unit (Engine 26) regarding the 
location and materials on fire.   
 
Upon Engine 26’s arrival, Victim 1 reported light smoke showing from the garage. An 
additional report to Battalion 6 was communicated that it was a working fire, below 
grade. 
  
Several minutes later, Engine 26 reported “we’re still looking for it, zero visibility, more to 
follow.”  
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10:52:28 Officer of Engine 24, Engine 26’s 200 ft. ready line deployed. Resident 

standing by car (0853) 
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10:53:52 Battalion 9 in front doorway, prior to descending stairs to meet with Engine 26.  
 
In this picture, Engine 11 has deployed large line and a member from Engine 11 is 
breaking a hose bundle to connect to the wye. Engine 24 Officer is in rear of garage near 
the front right corner at the door leading into the house checking conditions and access. 
Resident is standing next to car. (0855)  
 
Battalion 9 informed the Safety Investigation Team that when he met with Engine 26 
inside the fire building that the conditions were heavy smoke with little heat. Engine 26 
and Battalion 9 discussed the fire being below them and possibly attacking it from the 
side. Battalion 9 exited the building and proceeded down the Bravo side, and assumed 
Engine 26 was going to exit through the garage. 
 
 

 
 
 
 
 
 
 
 

Batt. 9 

E24 Officer at door 

leading into house

Resident  

Engine 11 FF  
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In this series of pictures, note how quickly the fire and smoke conditions progress from 
light smoke, with no fire visible, to heavy black smoke and the entire fire room involved.  
These pictures were taken from a resident on the other side of Glen Canyon over a ten 
minute time span. Note pictures from the front will be inserted when available and the 
time frame corresponds. 

 

 
10:57:09 Battalion 6 as initial IC (857 S.B.) 

  
10:57:11 First picture showing conditions from the rear of the building. Note Battalion 9 
coming down the hill side on the Bravo side. Noticing a metal gate on the door to 
Sublevel 1, Battalion 9 requests a forcible entry tool.   (6565) 
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10:57:18 Battalion 9 forcing entry into Sublevel 2. Note fire in lower right hand window 

(6567) 

 
10:57:45 Battalion 9 has entered Sublevel 2 to check for fire (6568) 
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10:58:21 Battalion 9 is checking door to Sublevel 1. Note fire in window is growing (6572) 

 

 
10:58:21 Division 3 assumes Command from Battalion 6 (858 S.B.) 
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10:58:42 Window in the rear of Charlie Side fails.  Battalion 9 and Engine 11 at  

door of Sublevel 1. Crews have not made entry into Sublevel 1. Note smoke conditions 
change in the front of the building and IC has moved due to smoke obscuring the 

Command Post. (6574) 
      

Div. 3 
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10:58:49 (6575) 

 

 
10:58:50 (860) 

These two pictures were taken one second apart. Top picture shows rapid fire spread in 
Charlie/Delta corner. Note Engine 11 and Battalion 9 have not yet breached door. Bottom 
picture shows Battalion 6 conferring with the Incident Commander (not in frame). At this 
time, Engine 24 and Rescue 1 Team A are inside garage attempting to gain entry through 
access door from garage. During the post incident interviews, both crews reported that 

they confronted extreme heat conditions  
(See Rescue Squad 1 Findings). 

Div 3 ISS & Bat 9 ISS RC3Bat 6 
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10:58:54 Note fire growth on Sublevel 1. Crews have not yet made entry. (6576) 

 

 
10:59:23 Engine 11 and Battalion 9 make entry to Sublevel 1. Battalion 9 requests 

additional hoseline to assist. Note the smoke change on the Bravo side along with the 
change in the front. (6577) 
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10:59:25 (6578) 

 
10:59:27 (6579) 
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10:59:54 Note change of smoke color coming front Sublevel 1 door (Bravo Side) due to 

water application (6580) 
 

 
10:59:58 Note second window from the left has failed. Smoke conditions continue to 

change, due to application of water. (6582) 
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11:00:00 (6583) 

 
11:00:06 (6584) 
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11:00:20 (6585) 

 
11:00:25 (6586) 
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11:00:30 (6587) 

 

 
11:00:31 Bottom picture shows a still image from a cell phone video taken from the 
building across the street. The image is not clear due to being shot through a glass 

window. Rescue 1 Team A is coming out of the garage and Team B is preparing to make 
entry through front door. (Still from video.) 

Rescue 1 Team B

Rescue 1 Team A
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11:00:33 (6588) 

 
11:00:58 (6589) 
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11:01:00 (6590) 

 
11:01:39 (6592) 
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11:01:40 (6593) 

 
11:01:58 (6594) 
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11:02:01 (6595) 

 
11:02:21 Note bulk of fire has been knocked down (6596) 
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11:02:34 (6598) 

 
11:03:33 (6600) 



 

70 

 
11:04:08 Engine 32 on hill and Rescue 1 Team A on stairs to fire room (6602) 

 
11:04:44 Engine 32 at the bottom of stairs (6604) 
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11:04:51 Battalion 9 reported in this time frame that fire was knocked down (6605) 

 
11:05:07 (6608) 
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Note Truck 15 and Truck 11 crews on roof and Battalion 9 on the balcony (6620) 

 
 
 

 
Looking up the stairs from the fire room, note the heat damage on the walls 
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Color of the smoke being generated, indicates a hot and  

high carbon based fire 

 
Top of stairs leading down to fire room, note amount of carbon material deposited on 

the surfaces 
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Note amount of carbon material that has been baked onto the SCBA of Victim 1 

 

 
Note heat damage to helmet and the carbon material on the helmet 
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Note Engine 24 Officer’s gear (clean) 

 
Note Engine 24 Officer’s gear (sooted after attempting to make entry through the 

garage) 
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Looking from the bottom of the stairs out the windows and the room of origin 

 

 
In the fire room looking out towards the door on the Bravo side,  
this is the door that Engine 11 and Battalion 9 made entry from. 

1st window to fail 
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From the front door area looking down the stairs.  

Engine 26 and Engine 24 1 3/4” hose leads down the stairs to ground level 

 
Looking left from the bottom of the stairs to the left. 

Hoselines are Engine 26 and Engine 24 location after the fire. 

E26 ‐ 200’ ready line

E24 lead (E26 ‐ 150’ 

ready line) 

Door leading to fire room 

and garage 
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RESCUE EVENTS 
 
 
Multiple Companies and Department members assisted in the rescue of Lieutenant 
Vincent Perez and Firefighter/Paramedic Anthony Valerio.  
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Lieutenant Perez was found in the vestibule area on the ground floor, located just inside 
the garage door leading into the house.  He was found unconscious, unresponsive, face 
down on or near the stairs leading up from laundry area by Engine 24 Officer 
(Approximate location indicated by arrow). 
 
 
 
 
 
 

Door leading  

out to garage 



 

81 

 
 
Engine 24 Officer and Engine 24 Firefighter/Paramedic, with the assistance of Rescue 
Squad 1 Officer, carried Lt. Perez, exiting through the garage door. While moving Lt. 
Perez, members encountered obstacles due to homeowner’s contents, which hampered 
the rescue. In the process of the rescue, Lt. Perez’s SCBA mask got caught under a car 
tire, which required the members to cut the air hose to the mask. Once Lt. Perez was 
brought outside the building, members performed CPR.  
 
 
 
 
 
 

Door leading into house

Area where Victim 1 SCBA 

mask got wedged under tire
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FF/PM Valerio was located in the hallway outside the bedroom/bathroom on the 
ground floor. He was found unconscious and unresponsive, face down, by Engine 24 
Firefighter/Paramedic who moved him to the doorway leading to the vestibule 
(Approximate location indicated by arrow).  
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Rescue Squad 1 Firefighter along with Truck 11 Firefighter carried FF/PM Valerio by 
exiting through the garage, following behind the crew that was carrying Lt. Perez. Once 
FF/PM Valerio was brought out of the building, members performed CPR and provided 
medical care. This picture shows the door that both Lt. Perez and FF/PM Valerio were 
carried out of, through the garage during the rescue. 
 

Door leading into house 
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Crews caring for Lt Perez and FF/PM Valerio 

 
 
 
 
 
Lt. Perez and FF/PM Valerio were transported to San Francisco General Hospital (SFGH) 
with a San Francisco Police Department escort. Upon arrival at SFGH, Emergency Room 
Staff, including Trauma and Burn Specialists worked on both members. After all possible 
efforts and medical intervention, Lt. Perez succumbed to his injuries and was 
pronounced deceased in the Emergency Room. FF/PM Valerio was stabilized in the 
Emergency Room and then moved to the ICU for further care. FF/PM Valerio 
succumbed to his injuries two days later, on June 4, 2011.  
 
The Safety Investigation Team recognizes that the members of the San Francisco Fire 
Department and San Francisco General Hospital did everything possible to care for and 
treat both Lt. Perez and FF/PM Valerio.   
 
 
 



 

85 

KEY EVENTS / TIMELINE 
 
 

(A) = Audio tape , (C) = CAD record, (P) = Photograph  
 
10:44:22 (A) Resident calls 911 and reports fire (resident delayed calling 911 in an 

attempt to extinguish fire herself) 
10:45:22 (A) Box 8155 dispatched. E26, E11, E24, T11, T15, B6, B9, B10, RS1, M74, 

Dispatched (Div 3 recalls B10 and responds immediately) 
10:47:58 (C) E26 arrives on scene (via MDT) 
10:48:09 (A) E26 Officer gives on scene report to Communications Center “Three Story 

wood frame, light smoke showing from garage, more to follow” 
10:49:20 (A) E26 Updates Battalion 6 on the Tac Channel “working fire, below grade, 

making a lead from top down” 
10:50:50 (C) Division of Emergency Communications upgrades Box to Working Fire, 

calling E32 as RIC and Rescue Captain 3 
10:51:00 (C)    Engine 24 on scene 
10:51:09 (C)    Engine 11 on scene. E11 Officer pressed on scene button after arriving on 

scene 
10:51:51(C) Battalion 6 on scene (via MDT) 
10:52:40 (A) Last transmission from E26 (to Battalion 6), “we’re still looking for it, zero 

visibility, more to follow”. Battalion 6 replies “copy that, see if you got a 
second egress off that lower floor, if we could attack it from the bottom as 
well from the outside” (this transmission was not acknowledged). 

10:53:50 (A) Battalion 9 assigned Fire Attack by Battalion 6. Battalion 9 goes inside, 
meets with E26 and has a face to face. E26 reports that the fire is below 
them and Battalion 9 replies that they are going to try to get it from the side. 
Battalion 9 exits the building and proceeds to the Bravo side. 

10:56:00 (A) Division 3 arrives on scene  
10:56:33 (A)    Battalion 6 attempts to contact E26 with no reply 
10:57:20 (A)    Battalion 6 orders E24 to back up E26. Battalion 6 asks E26 for their 

location with no reply. 
10:57:40 (A) Battalion 9 requests a forcible entry tool and checks Sublevel 2. Battalion 6 

attempts to contact E26 to get an update but receives no response. 
10:58:20 (A) Division 3 assumes Command via radio 
10:58:42 (P) Window fails in Charlie side on basement. Seconds after this, Rescue 1 

Team A and Engine 24 report untenable conditions in the garage door to 
house that forces them to look for an alternate way to enter the structure. 

10:59:20 (A) Battalion 9 reports that Engine 11 is making entry in Sublevel 1 with a 
hoseline and requests an additional hoseline. 

11:01:44  (C) E20 dispatched as back up RIC to replace E32 that was reassigned to assist 
Fire Attack. 

11:02:00  (A)  Division 3 asks Battalion 9 if Engine 26 is with them. 
11:03:00 (A)   Battalion 6, inside the building, asks E26 for their location with no reply 
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11:04:00 (A)   Division 3 believes E26 had made a transmission and attempts to get an 
update from them. (“Engine 26, slow down your traffic and let me know 
where you’re located”). This was Battalion 6 attempting to transmit. 

11:05:40 (A) Battalion 9 reports “fire knocked down in the basement” 
11:07:20 (A) Communications Center reports on Tac Channel that E20 has activated 

their emergency alarm and has not responded for 5 minutes. Command 
acknowledges this and observes that E20 is not on scene yet. (At 
approximately this time Battalion 6 attempted to broadcast a Mayday but 
was stepped on by Dispatcher).  

11:08:00 (A) Command reports on Tac Channel that there is a RIC operation in progress. 
Lt. Perez and FF/PM Valerio were removed from the building and EMS care 
given. 

11:12:50 (C) Second Alarm upgraded by Division of Emergency Communications at the 
request of Division 3 Command. 

 
11:23:00 Victim #1 arrives at San Francisco General Hospital  
11:34:00 Victim #2 arrives at San Francisco General Hospital 
 
Victim #1 pronounced deceased on June 2, 2011 at 11:55 hours 
Victim #2 pronounced deceased on June 4, 2011 at 07:37 hours. 
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PERSONAL PROTECTIVE EQUIPMENT FINDINGS 
 
 
Victims 1 and 2 were wearing full PPE which included Coat, Helmet, Pants, Hood and 
Gloves. Victim 1 was wearing the following items under his PPE: Wool Station pants,  
t-shirt, socks, undergarments. Victim 2 was wearing the following items under his PPE: 
t-shirt, socks and undergarments. 
 
NIOSH  
 
The complete PPE garments of Victim 1 and Victim 2, along with several additional items 
from members that suffered other injuries, were shipped to the National Institute for 
Occupational Safety and Health (NIOSH) facility in Morgantown, West Virginia for 
inspection and review. 
 
NIOSH completed visual inspections of all garments provided by the San Francisco Fire 
Department.  
 
On December 9, 2011, the Safety Investigation Team met with the NIOSH representative 
who inspected the PPE garments. The NIOSH representative indicated that her findings 
were that the PPE performed as it was intended. The conclusions were that the PPE worn 
by Victims 1 and 2 were exposed to temperatures of approximately 500ºF.  
 
At the time of the writing of this report, the final report from NIOSH has not been 
completed. 
 
LION Apparel (PPE manufacturer) 
 
A representative from LION Apparel traveled to the NIOSH facility in Morgantown, 
West Virginia on July 19, 2011 to conduct a review and inspection of the PPE.  
 
Lion Apparel’s conclusion is as follows: 
 
The turnout gear coat of Victim 1 showed dye sublimation from high levels of heat 

exposure, indicating extreme levels of heat exposure in those areas. The pants of Victim 1 

and the coat and pants of Victim 2 do not indicate any dye sublimation. In both cases, 

although the heat may have been at severe emergency levels, the materials used in the 

gear did not reach extreme temperatures to have destroyed the fabrics. The degradation 

temperature of the high heat and flame resistant fibers used in the various outer shells of 

the garment are approximately 800ºF to 1000ºF for the Fusion (Nomex and Kevlar) outer 

shell and 1000ºF‐1200ºF for the PBI Matrix (PBI and Kevlar) outer shell. 
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Based on the condition of the materials, the surface temperature of the garment fabrics 

did not reach degradation temperature, otherwise heavy charring or break open would 

have occurred. Flashover conditions can expose Firefighters to air temperatures of 

approximately 1800ºF. In these extreme conditions, in less than 45 seconds, enough heat 

can transfer through the protective clothing system to cause severe injury or death to a 

Firefighter wearing full protective clothing, however, depending on the conditions, the 

exposure may not be high enough and long enough to cause the garment materials to 

reach degradation temperature. 

 

Compared to existing samples of new outer shell materials exposed to various thermal 

conditions for 5 minutes, it is estimated that the surface temperature of the gear reached 

the 550ºF ‐700ºF range. The critical thermal protection components such as the outer 

shell, thermal liner, moisture barrier, reinforcements and major A seams appeared to 

have been in good condition prior to the incident, and were not worn out or damaged. 

The garments performed as intended. 
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SELF CONTAINED BREATHING APPARATUS (SCBA)  
REPORT FROM NIOSH 
 
SCBAs were collected from Victims 1 and 2 at the scene and held in a secure location. The 
San Francisco Police Department Crime Lab photographed the units in the presence of a 
SFFD Safety Investigation Team member. The units were secured in Police Custody to 
await NIOSH Investigators. 
 
After consultation with the NIOSH On-Scene Investigation Team, the SCBAs were 
packaged and shipped to the NIOSH Facility in Bruceton, PA. The SCBAs arrived on 
June 22, 2011 at the NIOSH facility.  
 
A general inspection of the SCBAs was conducted on August 24 and 25, 2011.  The main 
findings of the inspection were: 
 

 Both units exhibited minimal heat damage  
 Both units exhibited signs of wear and tear 
 Both units had the cylinder valves in the closed position and empty 
 Visibility through both lenses was poor as the lenses were black and 

covered in soot  
 The backpack harnesses on both units were in good condition with no 

fraying or tears. 
 The mask head harness on both units were dirty 
 Both PASS devices functioned properly when activated manually and Unit 

#2 functioned properly when activated automatically. (Not tested against 
NFPA 1982, Standard on Personal Alert Safety System (PASS), 1998 
Edition). 

 
On September 18 and 26, 2011, Unit #2 was operationally checked in accordance with 
NFPA 1981 Standards, 1997 Edition. The SCBA Unit passed all testing.  
 
SCBA Unit #1 was not tested by NIOSH due to the damage level of the SCBA (low 
pressure air hose to regulator was cut, NIOSH is not certified to conduct repairs to 
equipment). Upon arrival back at the SFFD, Unit #1 was tested by a certified technician 
(SFFD member). Technician replaced low pressure air hose and duplicated the same test 
that NIOSH conducted on Unit #2. Unit #1 passed all tests. 
 
Neither NIOSH, nor the SFFD technician, tested SCBA mask on Unit #1 due to missing 
voice emitters. 
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Unit #1 and Unit #2 SCBAs were manufactured and put into service in 2001.  In 2005, the 
NFPA issued an alert notice entitled “PASS alarms signals can fail at high temperatures”.  
According to this report, high temperature exposures can cause the volume of PASS 
alarm signals to be reduced. While there are no reports of SCOTT SCBA with this 
problem, the Investigation Team through interviews, has concerns regarding the PASS 
audible operations.  Several members interviewed reported not hearing any, or hearing 
low volume PASS alarms, at this incident. The new 2007 edition of NFPA 1982 addressed 
this issue along with water ingress in the electronic and power supply compartments. 
The SFFD’s current SCBA do not meet the 2007 edition.   
 
 
 
 
 
 
 
 
 
 

 
Victim 1’s SCBA note the heavy sooting 
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Victim 1’s SCBA low pressure hose.  This hose was cut during rescue operation 

 (hose/mask was wedged under vehicle’s tire in garage). 

 
 

Victim 2’s SCBA with Helmet, note the heavy sooting. 
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PORTABLE RADIOS 
 
All members operating on the fireground were equipped with an 800 Mhz Fire 
Department issued portable radio.  All Firefighter’s radios were equipped with remote 
speaker/microphones.  Victim 1 and 2’s radios showed extreme heat damage. 
 
 

 
Victim 1 had a portable radio located in the large lower left coat pocket with the remote 

speaker/microphone running along the outside of the coat to the collar area. 
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Victim 1’s radio 

  
Victim 1’s radio 
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Victim 2 had a portable radio. The Safety Investigation Team was unable to determine 
the location to which the portable radio was carried (picture of radio in coat pocket not 
available). 
 

 
Victim 2’s portable radio at the scene (on driveway) 

 
Victim 2’s portable radio 
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Engine 24 Officer had a portable radio located in the upper radio pocket on the left side 
of the coat with the remote speaker/microphone attached to the radio 
speaker/microphone tab on left side of coat. 

 
 
  
Findings of the radio test were:  
 
The portable radios were tested on July 14, 2011 by a technician at the City and County of 
San Francisco’s Radio Shop. The report is included as Attachment I. For this report, 
Victim 1’s radio is the second radio tested, Victim 2’s radio is the third radio tested and 
Engine 24 Officer’s radio is the first radio tested. 
 
Victim 1’s remote speaker/microphone failed due to high heat/fire, causing constant 
transmit condition. This disabled the radio from transmitting or receiving after 60 
seconds. 
 
Victim 2’s remote speaker/microphone failed due to high heat/fire, causing no transmit 
or receive functions.  
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Engine 24 Officer’s radio and remote speaker/microphone functioned normally.  
 
The test results showed that when the remote speakers/microphones on Victim 1 and 2’s 
portable radios were removed, the radios operated correctly. 
 
The test also showed that even with the damage that the remote speaker/microphone 
cord received, the Emergency Button on Victim 1 and 2’s portable radios still operated 
correctly. 
 
After testing, the Safety Investigation Team was unable to determine when the remote 
speaker/microphone’s failed. The Safety Investigation Team does know that 7 attempts 
were made to contact Engine 26 via the radio, with no response. The Safety Investigation 
Team has found no information that an Emergency Traffic or Mayday transmission was 
received from either Victim 1 or 2.  The Investigation Team has found no record of either 
Victim 1 or 2 activating their emergency button on their portable radio. 
 
The Safety Investigation Team has determined, through manufacturer’s specifications, 
that the remote speaker/microphone has an operating temperature of -30ºC to +60ºC 
(22ºF to +140ºF).  The manufacturer testing of the system is for a Thermal Shock level of  
-57ºC to +80ºC (-71ºF to +176ºF) (See Attachment K).   
 
At the time of writing this report, the National Fire Protection Association (NFPA) has no 
standard that manufacturers must meet regarding portable radios for firefighting use. 
The Chief of Department sent a letter on November 3, 2011 to NFPA requesting a 
standard to be adopted (See Attachment M). 
 
The Safety Investigation Team spoke with members from the National Institute of 
Standards and Technology (NIST) regarding NIST Technical Report 1477 “Testing of 
Portable Radios in a Fire Fighting Environment” published August 2006. The findings in 
this report indicated that portable radio remote speaker/microphone were subject to heat 
damage under fire fighting conditions. A finding noted in this report is that, since 
Firefighter turnout gear is designed to protect Firefighters exposed to thermal Class III 
conditions*, handheld radios should be constructed to handle these conditions. NIST also 
recommended that the NFPA develop a radio standard that would include requirements 
for the thermal testing of handheld radios. 
 
The Safety Investigation Team met with representatives from Motorola regarding the 
portable radios (See Attachment J). 
 
 
 
 
*NIST defines Thermal III Class as a maximum exposure of 5 minutes with Maximum 
temperatures of 260ºC/500ºF. 
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RECOMMENDATIONS       
 
 

1.   Incident Commanders should ensure that when a Company/(and/or) personnel 
has not responded to several radio attempts, immediate steps shall be taken to 
deploy resources to locate the Company/personnel.  
 
Engine 26 was called via radio multiple times with no response. At one time, the 
Incident Commander thought Engine 26 responded, however this could not be 
verified. The Safety Investigation Team, after carefully reviewing audio tapes, 
discovered that it was Battalion 6 looking for Engine 26 (See Recommendation 9). 
 
ICS Manual Section 2‐6:  Should a situation occur where a later arriving Company 

or Chief Officer cannot locate or communicate with Command (after several radio 

attempts), they will assume and announce their assumption of Command and 

initiate whatever actions are necessary to confirm the safety of the missing crew. 
 
 

2.  Incident Support Specialist shall initiate an Incident Command Worksheet 
immediately and begin the tracking of all resources. An accurately completed 
fireground Incident Command Worksheet should assist in the transfer of 
Command. 
 
The Investigation found that the initial Incident Support Specialist’s Incident 
Command Worksheet did not have the location and assignments of all assigned 
resources.  
 
 

3.  All Companies operating on the incident scene must keep the Incident 
Commander updated when changing from one location to another. The ISS 
tracking resources on the SFFD Incident Command Worksheet must ensure 
this information is documented (i.e. Engine 65 moving from second floor up to 
third floor). 
 
Battalion 9 (Fire Attack) changed point of entry for Fire Attack from Interior stairs 
to making entry from Bravo Side. This was not reflected on the Incident 
Command Worksheet.  
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4. The Incident Commander should use all available resources to increase his/her 

situational awareness during an incident.  
 
The Safety Investigation Team found that the Incident Commanders were 
presented with significant challenges in gaining critical information, such as the 
building layout, and location/extent of fire. The Incident Commanders made 
several attempts to acquire this information by contacting the building occupant, 
as well as attempting to contact the Companies operating at the scene. The use of 
all available resources, including Incident Support Specialists if available, should 
assist in the gathering of information to increase situational awareness. 
 
 

5.  Crews on the fireground should update the Incident Commander when they 
are unable to complete an assignment due to a change in conditions/events. 
 
Engine 24 and Rescue Squad 1 were unable to make entry through the garage due 
to extreme heat and smoke conditions. While the Incident Commander was able 
to see Engine 24 and Rescue 1 exiting from the garage, the Incident Commander 
was never informed of the conditions that prevented Engine 24 and Rescue 1 
from entering the house through the garage.  
 
ICS Manual Section 3‐9: Command must be advised immediately of significant 

changes, particularly those involving the ability or inability to complete an 

objective, hazardous conditions, accidents, structural collapse, etc. 
 
 

6. Second due Engine Companies should ensure that the first due Engine 
Company’s hoseline is in position and operating correctly.  
 
Multiple Engine companies on the scene proceeded to deploy and advance 
hoselines prior to confirming that Engine 26’s hoseline was in the proper location 
and operating correctly. 
 
 

7. Truck and Rescue Squad Companies should notify Command when they split 
their crews with the assignment/location of each team, so that they are 
accurately accounted for in the Incident Command Worksheet.     
 
Truck 11 and Rescue Squad 1 appropriately split their crews to conduct various 
tasks which were not accurately documented on the Incident Worksheet.  
 



 

101 

 
8.  The Department should reinforce that Officers are not to be on the nozzle. 

 
The Investigation found that Officers were on the nozzle instead of being in the 
position to function as the Company Officer. The Company Officer has the 
responsibility for the actions of their entire crew. Officers need to be in a position 
to observe conditions and monitor the radio. Company Officers need to stay 
aware of changes in conditions that may influence their situational awareness. 
 
 

9. The Division of Emergency Communications shall ensure that all features of 
the radio system are available and functioning.  
 
The Division of Emergency Communications experienced a breakdown of the 
mobile data communications portion of the radio system on May 12, 2011. After 
the system was restored, a secondary component of the Fire Communications 
was not reactivated. This component allows the Division of Emergency (DEC) to 
track the Push to Talk buttons of every radio on the fireground and is able to 
create a report that would allow Investigators and Dispatchers to monitor which 
radio transmitted, at what time, and for how long. This would have allowed the 
Investigation Team to identify any unintelligible transmissions.  At the time of 
the writing of this report the Investigation Team has confirmed that this feature 
has been restored in the radio system, however, it is recommended that a 
checklist be developed to ensure full functionality of this feature in the event of a 
future breakdown. 
 
 

10.  The Department shall work with the DEC to develop policy and protocols 
regarding critical communications between DEC and the Incident Command 
Post. The policy should clarify the roles of the Department and DEC in the 
coverage and monitoring of the Control Command and Tactical Channels (if 
activated). 
  
Engine 20 accidentally activated their emergency alarm while en route to the 
incident. DEC communicated over the Tactical Channel this information to the 
Command Post while fireground units were attempting to relay Emergency 
Traffic/Mayday information to the Incident Commander. 
 
When the Incident Commander became aware of a Firefighter emergency, he 
notified the DEC via the Tactical Channel that a RIC operation was in effect and 
requested additional resources.  This could have stepped over other 
transmissions on the fireground and/or could have been missed by the DEC. 
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11. The Department should research and determine feasibility of purchasing radio 
systems to enhance verbal and radio communications in conjunction with 
properly worn SCBA. 
 
The Department should research and determine feasibility of purchasing 
integrated systems that will allow Firefighters to communicate more clearly while 
wearing their SCBA. 
 
 

12. The Department should work with manufacturers in order to research radio 
equipment that can sustain heat conditions which Firefighters experience. 
 
The damage on the radios of Victims 1 and 2 was to the coiled cord between the 
radio attachment and the remote speaker/microphone. According to 
manufacturer’s specifications the maximum operating temperature of the remote 
speaker/microphones is +140 ºF with a thermal shock of +176ºF. (As of the writing 
of this report the Department is working with Lion Apparel to develop a protective sleeve 
for the remote speaker/microphone cords.) 
 
 

13.  The Department should make a request to the NFPA to develop a standard on 
the use of Portable radios under firefighting conditions. 
 
At the time of this report, the NFPA does not have a standard for portable radios 
used under firefighting conditions. In 2006, NIST recommended that a standard 
be developed regarding the use of portable radios for Firefighters. The Chief of 
Department sent a letter on November 3, 2011 to NFPA making this request (See 
Attachment M). 
 
 

14. The Department should review and update a standardized location and type of 
name identification for the Personal Protective Equipment (PPE). 
 
At the scene of this incident, members were unable to readily identify who the 
victims were inside or outside the building. Also during the investigation, while 
analyzing photographic evidence, the names of members on a 
uniformed/designated location on the turnouts would have allowed for a quicker 
identification of members located on the fireground.  
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15.  The Department should work toward updating SCBA to the current NFPA 

standard. 
 
The SFFD should purchase SCBA that meet the 2007 edition of the NFPA 1982 
Standard. The SFFD has applied for a grant to purchase the new SCBA and 
replace all the units in the Department. (See Self Contained Breathing Apparatus 
Report from NIOSH, page 91.)  Current SCBA meet the 1997 edition of the NFPA 
1982 Standard. 
 
 

16.  The Department should establish a Line of Duty Death/Serious Injury 
Investigation policy, including on scene procedures for the Incident 
Commander. 
 
At the current time, the Chief of the Department, following a serious event, 
evaluates and determines if an investigation is warranted.  If it is determined that 
an investigation will be conducted, the Chief will assign a Safety Investigation 
Team. (At the time of this report, the Department is reviewing a draft Line of Duty 
Death/Serious Injury Investigation Policy.) 
 
 

17. The Department should develop an all Risk Management Policy.  
 
Members should be able to use a procedure which includes a risk/benefit 
analysis in order to choose the appropriate action plan. (At the time of this report, 
the Department is reviewing a draft Risk Management Policy.) 
 
 

18.  The Department should develop a standardized transfer of command 
procedure for all incidents that would include situational status and complete 
accountability report. 
 
During the transfer of command, there was not a clear understanding on the 
location and extent of the fire.  In addition, all assigned resources were not 
accurately accounted for, nor was their location and assignment. The 
investigation found that the building description was inconsistent with ICS 
terminology as to the location of the fire and the assignment of resources (At the 
time of the writing of this report the Department is reviewing a draft policy for Command 
Post Operations). 
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19. The Department should develop a Standard Operating Guideline (SOG) for 

fighting fires in residences built on downhill slopes. 
 
First arriving units started initial attack as they would with any normal single 
family residence. Buildings of this type, with large windows and with limited or 
no Fire Department access to the Charlie side, present a unique situation. Fires on 
lower levels of these buildings could place our members in extremely dangerous 
positions while conducting standard fireground operations. 
 

 
20. The Department should develop a policy and procedure for coordinating 

ventilation operations.  
 
At this incident, a window in Sublevel 1 failed (due to heat conditions), 
influencing the fire and causing the rapid extreme heat conditions to travel up the 
stairwell. All members operating on the fireground must understand how 
ventilation will influence the fire including the intensity and path. Ventilation 
must be coordinated with interior crews to ensure that members will not be 
placed in the “flow path”.  
 
 

21.  The Department should update their communications protocols to include 
Company acknowledgment of new assignments and critical information via 
radio. 
 
At this incident, Command made multiple transmissions with critical information 
that was not acknowledged by multiple units. All Companies that received 
critical information or are assigned a task/assignment from Command via radio 
should acknowledge it by repeating it (i.e. “Fire Attack, this is Command, be advised 
you have heavy fire in the attic space; Command, Fire attack copies, heavy fire in the 
attic”). 
 
 

22.  The Department should develop a procedure in which Companies that are due 
for administrative duties (i.e. hearing, mask fitting, etc.) shall do so as a 
Company, in order to minimize understaffing of crews.  
 
At this incident, two Engine Companies responded understaffed by one member. 
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23.  The Department should develop a policy in which Companies will notify the 

responding Chief Officer/s when responding understaffed. 
 
At this incident, the first two Engine Companies were responding understaffed 
and the Incident Commanders were not aware of this until late in the incident. 
 
 

24. The Department shall ensure that all members wear appropriate Personal 
Protective Equipment (PPE) at incidents. 
 
At this incident, not all members responding to the fire were in complete Personal 
Protective Equipment (PPE).  

 
 
25. The Department should reinforce to the public the importance of calling 911 

immediately in the event of an emergency. 
 

The resident at the incident attempted to extinguish the fire prior to calling 911. 
 

 
 
 
The Safety Investigation Team identified a need for a comprehensive and 
continuous training program that encompasses many of the recommendations 
that were listed above. The training program would include simulations that 
would enhance our members’ knowledge and skills in the following areas: 
 

 Situational Awareness 
 Risk Management 
 Command Post Operations 
 Fireground Tactics including Engine and Truck Operations 
 Safety  
 ICS Terminology 
 Mayday/Emergency Traffic/RIC  
 Communications 
 Building Construction 
 Fire Behavior 
 Single Action Plan 
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ATTACHMENT LIST 
 
Attachment A - Green Sheet 
 
Attachment B - Weather report 
 
Attachment C - CAD printout 
 
Attachment D - SFFD Incident Command Worksheet 
 
Attachment E - SCBA Report from NIOSH 
 
Attachment F - SCBA Report from SFFD 
 
Attachment G - Mask Fit Reports 
 
Attachment H - Personal Protective Equipment report from NIOSH 
 
Attachment I - Portable Radios Report 
 
Attachment J - Motorola Response to SFFD 
 
Attachment K - Remote Speaker Microphone Fact Sheet 
 
Attachment L - Bureau of Equipment E26 Pump test 
 
Attachment M - NFPA request for Portable Radio Standard by Chief Hayes-White 
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ATTACHMENT A - GREEN SHEET 
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ATTACHMENT B - WEATHER REPORT 
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ATTACHMENT C – CAD 

 

 

 
 
Personal information and protected health information contained in the records has been redacted based on the privacy 
considerations expressed in the Federal Health Insurance Portability and Accountability Act (45 CFR §164), the Confidentiality of 
Medical Information Act (California Civil Code §56.20), the Public Records Act (California Government Code §6254(c)), and the 
San Francisco Sunshine Ordinance (SF Administrative Code §67.20 & §67.1(g)).  Some of the information has been widely 
publicized in the media and has therefore become public domain.  This information was therefore not redacted. 
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ATTACHMENT D ‐ SFFD Incident Command Worksheet 
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ATTACHMENT E ‐ SCBA REPORT FROM NIOSH 

 
This report is a summary of the findings from the NIOSH investigative report for the 

SCBA for both victims. Victim 1’s SCBA was inspected but not functionally tested due to 

the low pressure regulator hose damage (the hose was cut during the removal of 

Victim 1).  Victim 2’s SCBA met all the requirements and was fully tested. 
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ATTACHMENT F ‐ SCBA TEST REPORT FROM SFFD 
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 ATTACHMENT G  ‐  MASK FIT REPORTS 
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137 

ATTACHMENT H ‐ PERSONAL PROTECTIVE EQUIPMENT REPORT 

FROM LION APPAREL 
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ATTACHMENT I ‐ PORTABLE RADIOS REPORT 
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ATTACHMENT J – MOTOROLA RESPONSE TO SFFD 
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ATTACHMENT K ‐ REMOTE SPEAKER MICROPHONE FACT SHEET 
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Note: on the column environmental specifications the temperatures are in Celsius (C). 

The range of ‐30°C to 60°C is ‐22°F to 140°F. However as seen in the previous letter from 

Motorola the thermal shock test for the remote microphones is 80°C ( 176°F) 
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ATTACHMENT L ‐ BUREAU OF EQUIPMENT E26 PUMP TEST 
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ATTACHMENT M ‐ LETTER TO NFPA REQUESTING A STANDARD 

FOR PORTABLE RADIOS 
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