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No fireground commander ever responds to a call, telling him or 

herself: “I’m going to lose my situation awareness on this call… 

make some bad decisions… and jeopardize the safety of my 

firefighters.” Yet it happens. 
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USER NOTE 
 

The program you are attending today may vary slightly from the contents contained in 

this workbook. The length of time allotted for the presentation is the main factor in 

determining the contents of each presentation. 

 

If you would prefer not to take notes, the back of this workbook contains the entire 

contents of the slide show.
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Understanding Fireground 
Command Decision Making 

 

 

Decision (defined):  

 

How researchers developed the traditional decision making 

process. 

 

Steps to traditional decision-making Process 

1.  

2.  

3.  

4.  

5. 

6.  

7.   

Why does this not work on the fireground? 
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Subject Matter Experts use Naturalistic Decision Making 

 

Gary Klein, PhD (Klein & Associates)  www.decisionmaking.com 

 

The results of Klein’s research: 

 

 

Naturalistic Decision Making (NDM) 

The Fireground Decision-Making Environment 

- Conditions:  

- Time:  

- Information:  

- Ambiguity:  

- Frequency of event: 

- Situation: 

- Action:  

- Risk: 
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The stress reaction 

1. Heart Rate:  

2. Respirations: 

3. Pupils: 

4. Glucose: 

5. Endorphins: 

6. Blood Supply: 

7. Bowels and Bladder: 

8. Attention:  

9. Judgment: 

10. Primitive Instincts: 

 

This is known as the ________________________ Syndrome. 

 

Primitive instincts tell you to use your __________________.
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Recognition-Primed Decision Making Process 

1.    

2.   

3.   

4.   

5.   

6.   

7.   

8.   

 

Recognition-primed decision making under stress requires: 

1.  

 

2.  

 

3.  

 

4.  



 

 

 

 

11 

Understanding Situation Awareness 

 

Situation Awareness is about your ability to pay attention. 

 

Two highly trained experts… Looking at the same thing… 

At the same time…From the same angle…With all other things 

being equal…Should see the same thing. Hypothetically speaking: 

 

A simple exercise will test this hypothesis. 

 

How many times: ______________ 

 

____________________________________________________ 

 

http://www.viscog.com 
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3 Levels of Situation Awareness (SA) 

 

Level 1:  

 

 

Level 2:  

 

 

Level 3:  

 

 

Commanders must be a competent subject matter expert. 

Competency Progression 

–Unconscious Incompetence 

–Conscious Incompetence 

–Conscious Competence 

–Unconscious Competence 
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Fifty Ways to Kill a First Responder© 

 

Why do some commanders NOT see that big, hairy,  

500 pound gorilla in the room? 

 

Staffing 

 

1. Under staffing 

2. Unpredictable staffing 

3. Response time delays 

4. Lack of experience 

- Over staffing 

- Quality of staffing 

- Inadequately levels of training 
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Communications 

 

5. Missed radio communications 

6. Updates or progress reports 

7. Misunderstood words or phrases 

8. Incomplete communications loop 

9. Too much radio traffic 

- Radio equipment problems 

- Non-compatible radios 

- Multiple radio channels 

- Crews unable/unwilling to communicate by radio 
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Physical and/or mental stress. 

 

10. Overloaded 

11. Overwhelmed 

12. Frustrated 

13. Anxious 

14. Angry 

15. Excited 

- Pressure 

- Under-whelmed (bored) 

- Afraid 

- Physically ill 

- Worried 
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Workload management 

 

16. Multitasking 

17. Setting tasks aside to do something else 

18. Performing non-command tasks 

19. Falling behind the incident 

20. Assuming multiple command roles 

- Complexity of the incident 

- Lost span of control 

- Mental workload exceeded capacity 
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Human factors 

 

21. Lost focus 

22. Poor assumptions 

23. Over confident / ego 

24. Perception of reality 

25. Organizational culture 

26. Complacency 

27. Not paying attention 

28. Attitude 

- Personality traits 

- Fatigue 

- Personal biases 

- Lack of command presence 

- Over analyzed 

- Under confident 
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Attention management 

 

29. Distractions 

30. Interruptions 

31. Selective listening 

32. Tunnel Vision 

33. Task fixation 

- Time distortion 

- Pre-occupied 

- Lack of vigilance 

- Hyper vigilance 
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Command support 

 

34. No command aide/assistant 

- No command advisor 

- Did not have/use/set-up a command board or worksheet 
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Data/information management 

 

35. Information overload 

36. Incomplete size-up 

37. Unable to collect useful data/info 

38. Inaccurate information 

39. Lost accountability 

- Unexpected data/info 

- Unable to determine importance of data/info 

- Disoriented 

- Unable to process what is observed 

- Physical act of sharing data/info 
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Goals and mission 

 

40. Goal fixation 

41. Failing to continually assess goals 

42. Lack of SOP/SOG 

43. Did not follow SOP/SOG 

44. Independent goal setting (freelancing) 

45. Error creep 

- Unclear goals 

- Poorly communicated goals 

- Lack of benchmarks 

- Defiance of SOP/SOG 

- Passing of command 

- Conflicting goals 
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Mental modeling 

 

46. Presence/absence of a gut feeling 

47. Dismissing cues that “don’t fit” the mental model 

48. Improper mental model formed prior to arrival  

49. Unexpected situation found 

- Unable/unwilling to accept bizarre cues 

- Having to change mental models 
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Commander location 

 

50. Located too close to the incident 

51. Performing fireground tasks 

52. Engaged in the firefight 

53. Environmental elements 

- Moving around too much 

- Pumping/assisting pump operator 



 

 

 

 

24 

 

Team coordination 

 

54. Lack of shared mental model 

55. Lack of shared sense-making 
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Ten Lessons from the literature 

 

1. A commander with ________________can still make a 

good decision, if only ___________. 

2. A decision made with good SA can still have 

_____________________. 

3. Maintaining SA requires a physical, mental and 

emotional commitment to ____________________. 

4. What to pay attention to is NOT always  

_________________________________. 

5. Your attention is drawn to things that are  

a.  

b.   

c.   

d.   
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6. Commanders rarely realize they are losing their SA... 

Until ______________________________. 

7. You can only remember ________________unrelated 

pieces of information. 

8. Putting the puzzle pieces together: 

– What has happened ____________________________? 

– What is happening__________________? 

– How fast _______________________? 

– What is                                             ? 

9. You must be able to 

mentally_________________________ …to think 

_________________________. 

10. Ask yourself: ______________________________ 

_________________________________________? 
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Five Critical Command Mistakes 

 

1.  

 

2.  

 

3. 

 

4. 

 

 5. 
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(blank page)
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Ten Commander Best Practices 

 

1 
 

Prioritize incoming information. 

 

a.   

 

  

b.   

 

  

c.   

 

  

d.   
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2 
 

Set strategy and tactics based on the  

quality and quantity of staffing. 

 

a. The size-up must be __________________ 

 

 

b. Do not lock on to a strategy or tactics until 

___________________________________________. 

 

 

c. Consider the __________ to the _____________. 
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3 
 

Stay focused on the big picture incident. 

Command from ____________ or from a location that allows you 

to maintain a ___________________ on the incident. 
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4 
 

Do not perform firefighting duties. 

 

You cannot be _______________________ and 

_______________________ at the same time. 
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5 
 

Never miss communications from your most at-risk companies. 

 

a. Commanders cannot effectively 

_____________________________________. 

 

 

 

b. The stimulus closest to the commander will 

_____________________________________. 
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6 
 

Control distractions and interruptions.  

 

Call a personal  ________________________ 

 

Don’t be a _____________________ target. 
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7 
 

Support the commander. 

 

Use command _____________,  _______________, and _______. 

 

Use _____________________ and ____________________. 
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8 
 

Establish and maintain a strong command presence. 

 

a. Control your _______________________. 

  

b. Control your___________________. 

 

c. Be clear and concise with your _____________. 

 

d.  Keep track of your people and what they are doing. 

 

1.   

2.   

3.  

e. Develop Meta-Awareness. 
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9 
 

Accelerate command knowledge and expertise. 

 

a. Training that is ____________ and _____________. 

 

b. ____________________ 

 

c. ____________________ 

 

d. ____________________ 

 

e. ____________________ 

 

f. ____________________ 

 

g. ____________________ 
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10 
 

Conduct a pre-incident safety audit to identify and correct 

error creep. 

 
An independent evaluation of: 

 

_____________________ 

 

_____________________ 

 

_____________________ 

 

_____________________ 

 

_____________________ 

 

_____________________ 

 

_____________________ 

 

Identify and correct problems _______________ a  

 

_________________________ occurs. 
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Fireground Command Health Check-up© 

 
 

Rules for completing the check-up. 

 

1. Give some thought to each question and answer honestly. 

2. It’s not about fixing blame. It’s about fixing the problem. 

3. The outcome of the fire incident is not a factor (i.e., you 

made a mistake or took a short-cut, but got away with it). 

4. The check-up should be completed by everyone involved in 

the incident (or as many as possible). 

5. The check-up should be completed as soon as practical after 

the incident. 

6. There is no right or wrong answer and discrepancies in 

responses should be explored and understood. 

7. If you used mutual aid, have them complete an evaluation 

also. 

8. Avoid trying to justify your shortcomings away. Denial is a 

dangerous trap. 

9. Complete the check-up after every fire incident because some 

errors only arise periodically. 

10. Don’t let a good outcome lead you to believe that you did 

everything right. You may have just been lucky. 

11. Don’t let a bad outcome lead you believe you did anything 

wrong. Sometimes unpredictable things happen. 

 
Answer Key:  Y= Yes (or true) 

S= Sometimes (or sometimes true) 

N= No (or false) 



 

 

 

 

40 

U= Unsure (or unknown) 

Circle the response on the checklist for each item 

IC= Incident command(er) or their aide/assistant 
 

Check-up item 
    

1. There was one, clearly defined IC at all times during the fire. Y S N U 

2. IC was passed only when necessary and only after a briefing. Y S N U 

3.  IC (or a designee) completed a 360 degree size-up of the incident. Y S N U 

4. IC refrained from performing firefighting duties. Y S N U 

5. IC was far enough from the building that ensured a big picture view. Y S N U 

6. IC developed and communicated a strategy. Y S N U 

7. IC directed the activities of arriving companies. Y S N U 

8. IC maintained accountability of personnel (location, crew size, actions). Y S N U 

9. Communications were clear and concise. Y S N U 

10. Mutual aid was called using a pre-established system of notification. Y S N U 

11. Tactics were properly matched to the fire (i.e., big fire = big water) Y S N U 

12. IC remained focused in the big picture. Y S N U 

13. IC was able to think ahead of the fire (predict where the fire was going) Y S N U 

14. Radio traffic was disciplined and manageable. Y S N U 

15. Someone was assigned to monitor every radio channel (talkgroup) in use. Y S N U 

16. IC heard every transmission from interior crews the first time transmitted. Y S N U 

17. There was adequate staffing to carry out the strategy safely and effectively. Y S N U 

18. As fire conditions changed, so do the strategy and tactics. Y S N U 

19. Progress reports were clear, concise, accurate and informative. Y S N U 

20. There were no conflicting orders given. Y S N U 

21. Organizational culture did not influence the strategy, tactics or operations. Y S N U 

22. The incident had a safety officer assigned. Y S N U 

23. There was sufficient water to accomplish the tactics. Y S N U 

24. Firefighters were adequately trained to perform their assignments. Y S N U 

25. Established policies and procedures were always followed. Y S N U 

Write down the number and description of each item you rated as 

“No” or “False” followed by an explanation as to why you rated it 

was “no” or “false.” 
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# Explanation 

  

  

  

  

  

  

  

  

 
 

 

Write down the number and description of each item you rated as 

“sometimes” or “sometimes true” followed by an explanation as to 

why you rated it was “sometimes” or “sometimes true.” 

 

# Explanation 
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Write down the number and description of each item you rated as 

“unsure” or “unknown” followed by a explanation as to why you 

rated it as “unsure” or “unknown.” 

 

# Explanation 

  

  

  

  

  

  

  

  

 
ACTION PLAN 

 

For each item listed above, develop an action plan for the things 

you can do to prevent these problems from happening again. Each 

action item should include: 

a. The problem to be solved. 

b. The steps that need to be taken (including training that needs 

done and/or purchases that need made). 

c. A timeline (deadline) for each step. 

d. A plan for how to pay for items that have a financial impact. 

e. A follow-up date to ensure the action plan, once 

implemented, actually solved the problem. 

 
When you establish your action plan, consider following the steps 

to S.M.A.R.T. goal setting 

S= Specific 

M= Measurable 

A= Attainable 

R= Realistic 

T= Time Dimensional 
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The Fire Service Perfect Storm© 

 
A case study of the  

Charleston Sofa Super Store Incident 
 

 

 

On June 18, 2007, the City of Charleston, South Carolina, and the nation’s 

fire service, suffered a devastating loss. Within 20 minutes of arriving at a 

fire in the Sofa Super Store the lives of nine firefighters would be in grave 

jeopardy. A thorough post fire incident analysis was completed and revealed 

numerous issues.  

 

This program is not designed to place blame for what happened. Rather, we 

will examine flaws in the department’s command, operations, equipment, 

training, communications, policies and procedures. Each of these issues, 

individually, might not lead to a catastrophic event. But when they all came 

together on that fateful evening, it produced the Perfect Storm.  

 

We will extract the lessons learned from this tragic event using the 25 Point 

Fireground Command Health Check-Up
©
 self-assessment instrument. I am 

hopeful that applying this tool to the Sofa Super Store incident will help you 

learn valuable lessons and help your department avoid riding a wave toward 

disaster. 
 

 

 

 

 

 

Presented by: 

Dr. Richard B. Gasaway 

Gasaway Consulting Group, LLC 

www.RichGasaway.com 
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Instructions 

 
1. Program participants will be assigned to a team. 

 

2. The facilitator will provide a brief overview of the Charleston Sofa Super Store 

Incident. 

 

3. The facilitator will present and discuss the 25 Point Fireground Command Health 

Check-up. 

 

4. Each team should take a few minutes to ensure they understand the contents of the 

Check-up form. 

 

5. In addition to the Check-up form, each participant will be provided with a 

document that lists 92 statements of fact from the Charleston Sofa Super Store 

post-incident evaluation report. 

 

6. One member from each team should be assigned to read the statements aloud to 

the entire group. 

 

7. Team members evaluate each statement based on the 25 points on the Check-up. 

 

8. If the team determines the answer to any of the 25 point check-up  is “No” for the 

statement being evaluated, document the number(s) from the Check-up on the line 

under the statement.  

 

9. If class time is limited, each team may be assigned a group of statements to 

evaluate (example: statements 1-15). 

 

10. The exercise will be most valuable when each team member actively participates 

in the discussion. 

 

 

 

 



THE INCIDENT SUMMARY 
 

1. The parapet wall on the front of the building created a visual obstruction; the roof line 

could not be observed from the ground in front of the building. P. 41 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

2. A hydrant that was previously located on the east side of Wappoo Road, north of 

Savannah Highway, had been removed before the fire occurred. P. 44 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

3. The Charleston Fire Department (by policy) did not use greater alarms to bring additional 

resources to the scene of an incident. The chief officer in command of the incident would 

specifically request additional companies through the dispatcher. P. 47 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

4. The Charleston and Saint Andrews Fire Departments’ apparatus, equipment, staffing and 

standard operating procedures were not compatible… each agency would operate under 

their own command structure with “loose coordination” between the two departments. P. 

50 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

5. Battalion 4 observed a column of smoke and reported “heavy smoke coming from that 

direction” as he pulled out of the fire station and turned toward the fire. P. 54 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

6. The Assistant Chief (serving as the IC) indicated that he would go inside the store and 

check for fire extension into the building, while Battalion 4 should go to the west side of 

the building and direct operations in that area. P. 55 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 
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7. Captain 11 transmitted the message “I need an inch-and-a-half inside this building.”  The 

message was not specifically directed to anyone. P. 56 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

8. Captain 10 pulled a booster line (1-inch diameter, rubber hose on a reel)… while 

Firefighter 10 and Engineer 10 deployed a 1-1/2” preconnected line. P. 56 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

9. Ladder 5 then began advancing a 250 foot preconnected 1-1/2 inch attack line from 

Engine 11 into the building. P. 56 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

10. The Assistant Chief advised Battalion Chief 4 that the fire on the loading dock was 

advancing toward the retail area. He reported “I’ve got fire inside the rear of the building 

and it’s walking its way right on into the showroom.” The Assistant Chief believed that 

the wall between the loading dock and the west showroom was brick construction and 

that the firefighters would be able to stop the progress of the fire at the double doors. P. 

57 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

11. (REF: Issues with getting Engine 11 to pump water) Engine 11’s apparatus had an 

idiosyncrasy that required the pump panel throttle control to be fully retracted when the 

apparatus was placed into pump gear. P. 59 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

12. When the Fire Chief arrived he pointed the way to the hydrant and secured the hose as 

Engine 12 laid the supply line to the hydrant. P. 61 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 
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13. The Fire Chief indicated that he would direct operations at the rear of the building… 

while the Assistant Chief should continue to direct operations at the front of the building. 

P. 62 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

14. Captain 10 and Firefighter 10 operated their 1-1/2 inch line inside the loading dock for 3-

4 minutes before the fire intensified, forcing them to crouch down and then begin to back 

out. At that moment the fire burned through their hose line, causing it to rupture near the 

doorway where they entered… When they reached the exterior, Firefighter 10 realized 

that the lens of his SCBA face piece was deformed from the heat exposure. (They never 

reported these conditions to anyone). P. 62 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

15. Captain 10 noted that while they were inside, there was indications that another line was 

operating on the fire from the opposite side of the loading dock. P. 62 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

16. Captain 16 called for a 2-1/2 inch attack line that had been taken into the showroom to be 

charged. The Assistant Chief advised Engineer 11 not to charge the 2-1/2” line until the 

supply line from Engine 16 was charged. Captain 16 was not advised of the delay in 

charging the line. P. 62 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

17. After waiting additional time for the line to be charged, Captain 11 went back outside to 

Engine 11 to find out if there was a problem. Smoke was banked down in the main 

showroom and he noted that the temperature was increasing. Captain 11 had to follow the 

hose line to find his way out. (These conditions were not reported to anyone.) P. 63 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

 

 

 

 

 

 

 



 

 

 

 

48 

18. After their arrival on the scene, Captain 15, Firefighters 15A and 15B went directly to the 

front entrance and followed the two hose lines into the building. They encountered smoke 

approximately halfway back into the showroom and stopped to don their SCBA face 

pieces. P. 64 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

19. After advancing farther into the store, Captain 15 directed Firefighter 15B to go back 

outside (alone) and get a hose line and bring it inside. When he returned with the booster 

line from Engine 11, Firefighter 15B was unable to find his Captain or Firefighter 15A in 

the smoke-filled interior. Engineer 15 entered the showroom after the other members of 

Engine 15 but was unable to locate them in the smoke. P. 64 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

20. Engine 6 was directed to respond to the fire scene by the Fire Chief. P. 64 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

21. After reporting on the scene… Captain 6 and Firefighter 6 followed the hose lines 

through the front door into the showroom. Heavy smoke was banked down to the floor a 

few feet inside the showroom; they had to use SCBA and feel their way along the hose 

lines to find their way to the back of the store. (These conditions were not reported to 

anyone). P. 64 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

22. Engineer 6 donned his protective gear and entered the showroom one minute behind 

Captain 6 and Firefighter 6. He noted that the atmosphere was clear for a few feet inside 

the front door, before he encountered a wall of dark smoke from floor to ceiling. (These 

conditions were not reported to anyone). P. 65 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

23. At 1925 hours, all of the firefighters who were inside the showrooms were operating in 

zero visibility conditions. (These conditions were not reported to anyone). P. 65 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 
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24. Firefighter 15B had obtained a booster line from Engine 11 and was looking for his 

Captain in the main showroom. He was alone inside the showroom for several minutes, 

while encountering increasing heat… He observed a red glow overhead and began to 

flow water from the booster line toward the ceiling. P. 65 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

25. The Assistant Chief from Saint Andrews met the Charleston Fire Chief on the west side 

of the fire building and offered to provide assistance. He reported that the offer was 

initially declined. P. 66 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

26. Engine 3 was ordered to respond to the fire scene by the Fire Chief. P. 70 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

27. The recorded radio traffic included 16 distress messages that were transmitted by 

firefighters inside of the Sofa Super Store… None of the messages were heard by a 

command officer on the scene. P. 70 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

28. The first person outside the building to become aware that firefighters were in trouble 

inside was an off-duty Battalion Chief (Car 303) who was enroute to the scene in his 

personal vehicle. He heard traffic on his portable radio that indicated a firefighter was 

lost and unable to find his way out of the building. The radio traffic was not heard by 

anyone at the fire scene. P. 74 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

 

29. Car 303 attempted to contact the Fire Chief to advise him of the situation, but was unable 

to establish contact on the busy radio channel. P. 74 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 
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30. The Assistant Chief noted that conditions inside the showroom had deteriorated radically 

since he had left to go around to the rear of the building. The interior was now filled with 

smoke down to the floor and smoke was issuing from the front door. (These conditions 

were not reported to anyone.) P. 74 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

31. There was an immediate realization that one or more firefighters were missing inside the 

Sofa Super Store, although several individuals stated that they assumed, or at least hoped, 

that the missing individuals had found other exits and managed to escape. There was no 

command board or accountability system in place to indentify the crews that had gone 

inside or who had come out. P. 79 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

32. The first arriving unit at the Sofa Super Store fire was Battalion Chief 4. He performed a 

rapid visual size-up of the situation on the west side of the building and directed the 

positioning of the first arriving engine company. He did not formally assume command. 

P. 96 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

33. According the Charleston Fire Department practice, the Assistant Chief became the 

Incident Commander upon arrival, by virtue of his rank. He did not formally assume 

command of the incident or establish a fixed command post…. He went inside the 

building to perform personal reconnaissance. P. 96 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

34. The Assistant Chief supervised tactical operations at the front of the building and inside 

the showrooms. He reported that he entered the showroom on two or three occasions to 

observe the situation. He abandoned his post at the front of the building to become 

personally involved in the rescue of a civilian at the rear. P. 96 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

35. According the Charleston Fire Department practice, the Fire Chief becomes the Incident 

Commander by virtue of his rank from the time of his arrival. He did not formally assume 

command or establish a fixed command post. He took personal responsibility for the 

operations on the west side of the building. P. 96 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 
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36. No chief took overall command of the entire incident scene. The Fire Chief operated at 

the tactical level, directly supervising task level work. P. 96 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

37. The Fire Chief was not in a position to view or to manage the overall incident. P. 96 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

38. The Fire Chief and Assistant Chief were operating independently, supervising operations 

in different areas. There was no effective coordination between them. P. 96 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

39. There was no systematic size-up of the situation (360 degree view) and no one was in a 

position to view the overall incident scene. P. 97 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

40. There was no overall strategy for attacking the fire. Operations were conducted 

independently from two different sides of the incident. P. 97 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

41. There was no accountability system in place to keep track of the position, function, and 

status of companies and members operating in different areas. P. 97 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

42. The communications process was not controlled. The Fire Chief, the Assistant Chief, and 

Battalion 4 were all issuing orders and providing direction independently, using a single, 

overloaded radio channel. Critical messages, including distress messages from 

firefighters inside the structure, were not heard. P. 97 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 
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43. The companies that were working inside the showroom had only one operating hose line 

with a very limited water flow capability. P. 98 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

44. There was visual evidence that the fire had extended into the void space directly above 

the area where the firefighters were operating. (This was not reported by any firefighter 

or officer). P. 98 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

45. There was no Rapid Intervention Team in place and no back-up resources were available 

at the fire scene. Resources were committed to tactical operations as quickly as they 

arrived. P. 99 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

46. The decision to switch from offensive to defensive strategy should have been made early 

enough to allow the firefighters who were operating inside the showrooms to withdraw 

safely. This critical decision was not made, because there was no effective Incident 

Commander coordinating the operation, continually re-evaluating the situation, and 

providing overall direction. P. 99 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

47. The Fire Chief and Assistant Chief were operating independently. Neither command 

officer was aware that the situation inside the showrooms had changed and the risk 

factors had become critical. The factors that should have caused them to switch to a 

defensive strategy were not recognized and the critical information was not 

communicated. P. 104 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

48. The Assistant Chief neither conducted an overall size-up when he arrived on the scene 

nor assumed an effective command position that would have allowed him to observe the 

overall situation and manage resources. He went inside the building to personally 

evaluate conditions and became personally involved in tactical operations. P. 104 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 
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49. When the trapped civilian was reported, the Assistant Chief left his position at the front 

of the building and went around to the rear to personally supervise the rescue operations. 

He only became aware of the changing conditions inside the showrooms when he 

returned to the front door after the civilian had been rescued. The situation inside the 

building had changed radically during his absence. P. 104 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

50. The Fire Chief became the Incident Commander within the first 8 minutes of the incident. 

He had a brief view of the front of the building when he arrived and conferred with the 

Assistant Chief before assigning himself to direct tactical operations on the west side of 

the fire. P. 104 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

51. The Fire Chief’s position on the west side of the building, directly in front of the loading 

dock, afforded a very little view of the fire scene and he became preoccupied with 

supervising tactical operations within that limited area. P. 105 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

52. The Fire Chief became distracted by water supply issues involving Engine 10 and Engine 

12, and later with providing a water supply to Ladder 5. P. 105 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

53. The Fire Chief did not become aware of the critical situation occurring inside the 

showrooms until off-duty Battalion Chief 303 arrived at the scene and told him what he 

had heard on the radio. P. 105 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

54. Miscommunications between the Fire Chief and the Assistant Chief contributed to the 

lack of situational awareness…. The Fire Chief asked “Alright Larry, how we looking 

inside the store?” and the Assistant Chief replied, “I’m trying to get back to it now.” This 

message was interpreted (by the Fire Chief) as “We’re getting to it now” which caused 

the Fire Chief to believe that the risk of fire extension into the showrooms had been 

alleviated. P. 105 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 
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55. The single radio channel used during the fire was severely overloaded and the 

communications process was not controlled at the command level. P. 111 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

56. The recorded radio traffic includes numerous messages that were either missed or 

misunderstood due to the volume of traffic and the lack of control over the 

communication process. The most critical messages that were not successfully 

communicated were the transmissions from firefighters who were in distress inside the 

building. P. 111 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

57. In most cases the response to an assignment (given over the radio) was either “copy” or 

“10-4” and several instructions were not acknowledged. P. 111 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

58. In most cases the companies determined the specific action to be taken based on their 

own perceptions of the situation (they were not given assignments from a command 

officer). P. 111 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

 

59. The radio traffic during the critical period jumped back and forth from one subject to 

another, with numerous interruptions and incomplete exchanges. P. 112 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

60. Many messages and fragments of messages that were not heard at the time were captured 

by the recording system. All of the transmissions from firefighters inside the building 

indicating that they were in distress were included among the messages that were not 

heard or understood at the time of the incident. P. 112 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 
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61. There were very little radio communications involving the members who were 

conducting interior fire fighting operations, other than the fragmented distress messages. 

P. 113 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

62. No progress or condition reports were transmitted by company officers during the period 

of offensive interior operations. P. 113 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

63. The command officers who were on the scene did not transmit any specific instructions to 

the companies inside the building or request any progress reports from them. P. 113 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

64. Company officers and firefighters were not in the habit of using their portable radios for 

tactical communications while conducting interior operations. The portable radios were 

normally carried in an exterior pouch attached to the firefighter’s turnout coat; most 

radios were not provided with extension microphones and speakers. Several members 

indicated that they usually could not hear their radios when they were working inside 

buildings and tended not to use them. P. 113 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

65. Fragmented communications from lost and disoriented firefighters continued for 

approximately 7 minutes. The recording system captured at least 16 such messages or 

fragments of messages. P. 113 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

66. The radio messages indicating that firefighters were in distress were not heard by anyone 

at the incident scene, although some of those messages were heard by other companies in 

fire stations and by individuals monitoring the incident on scanners. P. 113 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 
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67. Several factors contributed to the failure to hear or understand the messages from 

firefighters in distress, including heavy radio traffic, ambient noise at the fire scene, and 

the absence of a fixed command post. P. 114 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

68. No one at the incident scene was specifically assigned to monitor the tactical radio 

channel to listen for indications of problems, including mayday messages. P. 114 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

69. Analysis of the recorded radio traffic indicates that the deceased members did not attempt 

to call for assistance until they were on critical distress. All of the recorded messages 

indicated that the firefighters are lost, disoriented, and either running out of air or already 

out of air. The firefighters were already in imminent danger, deep inside the building, 

when they began to call for assistance. P. 115 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

70. At least two of the surviving firefighters were either out of air or very close to running 

out of air. None of them used their radios to report they were in distress or requested 

assistance. P. 115 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

71. The single use of the term “mayday” was not heard by the incident commander or anyone 

else at the fire scene. P. 116 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

72. There was no designated Safety Officer at the scene of the Sofa Super Store fire. The role 

of an Incident Safety Officer had not been integrated into the Charleston Fire Department 

standard operating procedures and no members had been trained to perform this role. P. 

117 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 
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73. At the time of the Sofa Super Store incident, the Charleston Fire Department had not 

adopted a personnel accountability system to keep track of individual firefighters, 

companies, or crews that were operating on the scene of an incident. P. 122 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

74. The Department did not make use of status boards, tactical worksheets, accountability 

tracking devices or personnel accountability reports (PAR). Command officers relied on 

memory to keep track of company locations and assignments. P. 122 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

75. The Charleston Fire Department did not utilize multiple alarm assignments, grouped 

resources, or staging. Companies that responded after the initial alarm were requested and 

dispatched individually and were given assignments enroute or as they arrived. P. 123 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

76. The six additional engine companies that were dispatched during the first 20 minutes of 

the incident all went directly to work without reporting to a command officer (and 

without receiving assignments from a command officer). P. 123 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

77. As a routine practice, if a firefighter lost track of their assigned officer (got separated), 

they would take direction from any other officer who was present or became involved in 

whatever task caught their attention. P. 123 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

78. It was reported by firefighters during post incident interviews that it was typical (a 

normal practice) to work in IDLH environments until low air alarms sounded. P. 123 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 
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79. The routine and institutionalized practice of off-duty firefighters showing up at working 

fires, and spontaneously volunteering to assist (i.e. freelancing) further complicated the 

accountability problem…. A written policy requiring off-duty members to report-in to the 

officer in command of an incident was often overlooked. P. 123 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

80. The situation became chaotic after the firefighters were reported to be missing. Dozens of 

firefighters from Charleston and neighboring fire departments responded (self-

dispatched) and became involved in the operation (without receiving orders from a 

command officer). P. 124 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

81. In most cases a fire attack was initiated using 1-inch booster lines, with 1-1/2 inch 

preconnected lines as an option. P. 124 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

82. The Charleston Fire Department did not use large diameter hose for supply lines; the 

standard hose load on engine companies provided only a single bed of 2-1/2 inch hose 

that could be used as a supply line. P. 124 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

83. The standard attack lines were configured to deliver very limited flows. The nozzles on 

the 1-1/2 inch preconnected lines were set to delivery 60 gallons per minute. P. 125 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

84. Large (2-1/2 inch) attack lines were rarely used inside structures. Engine companies were 

not equipped with pre-piped master stream devices. P. 125 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 
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85. The operational policy of the Charleston Fire Department at the time of the Sofa Super 

Store incident was to assign four crew members to each company on each shift; however, 

companies routinely operated with only three members on duty. All three companies that 

were initially dispatched operated with three crew members and only two of the first nine 

companies were staffed with four members. P. 130 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

86. The inadequate company level staffing meant that each individual unit was operating 

with limited capacities and could not be expected to perform as an efficient and effective 

company at a working structure fire. The inadequate company staffing compromised the 

effectiveness of the overall operation. P. 130 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

87. The initial dispatch provided only 10 firefighters, including one command officer. P. 130 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

88. The Charleston Fire Department was inadequately staffed, inadequately trained, 

insufficiently equipped and organizationally unprepared to conduct an operation of this 

complexity in a large commercial occupancy. P. 134 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

89. The Department attempted to compensate for the limited resources and organizational 

inadequacies by engaging in dangerously aggressive and uncoordinated fire fighting 

operations. P. 134 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

90. The Charleston Fire Department took pride in conducting aggressive interior fire attack 

using small hose lines with very limited water flows. The organizational culture 

emphasized fast attack and independent action. The Department operated with a “Default 

Offensive Strategy” based on a general expectation that firefighters could to inside and 

conduct an aggressive offensive attack that would control most any fire they were likely 

to encounter. P. 134 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 
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91. The offensive attack orientation was not balanced by alternative strategies that would 

have been more appropriate for a major fire in a large and complicated commercial 

occupancy. P. 135 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 

 

 

92. The strategy and tactics attempted by the Department members were inappropriate for the 

situation and exposed the firefighters to extreme and unnecessary risks. P. 135 

 

Check-up #: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 
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25 Point Fireground Command Health Check-up© 
 

 

 

1. There was one, clearly defined IC at all times during the fire. Yes No 

2. IC was passed only when necessary and only after a briefing. Yes No 

3.  IC (or a designee) completed a 360 degree size-up of the incident. Yes No 

4. IC refrained from performing firefighting/tactical duties. Yes No 

5. IC remained far enough from the building that ensured a big picture view. Yes No 

6. IC developed and communicated an appropriate strategy. Yes No 

7. IC gave assignments to companies and coordinated fireground activities. Yes No 

8. IC maintained accountability of personnel (location, crew size, actions). Yes No 

9. Incident communications were clear and concise. Yes No 

10. Additional resources were called using a pre-established system of notification. Yes No 

11. Tactics were properly matched to the size of the fire (i.e., big fire=big water) Yes No 

12. IC maintained a broad perspective of the overall incident. Yes No 

13. IC was able to think ahead of the fire (predict where the fire was going). Yes No 

14. Radio traffic was disciplined and manageable. Yes No 

15. Someone was assigned to monitor every radio channel (talkgroup) in use. Yes No 

16. Every communication from interior crews was heard the first time transmitted. Yes No 

17. There was adequate staffing to carry out the strategy safely and effectively. Yes No 

18. As fire conditions changed, so did the strategy and tactics. Yes No 

19. Progress reports were clear, concise, accurate, timely and informative. Yes No 

20. There were no conflicting orders or conflicting tactics. Yes No 

21. Organizational culture did not influence the strategy, tactics or operations. Yes No 

22. An Incident Safety Officer was assigned and performed duties appropriately. Yes No 

23. There was sufficient water (hand lines and supply lines) to accomplish the tactics. Yes No 

24. Firefighters were adequately trained to perform their assignments. Yes No 

25. Proper SOPs/SOGs were established, implemented, communicated and followed. Yes No 
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The signs and symptoms of unhealthy incident command 

that may contribute to a catastrophic event. 

 
 

Communications 

1 Verbal communications are confusing or misunderstood. 

2 Nonverbal communications are confusing or misunderstood. 

3 Progress/update reports are not clear, concise, accurate and informative. 

4 Words and/or phrases are misunderstood or misinterpreted. 

5 There is an incomplete communications loop. 

6 There is missed radio communications. 

7 There are radio equipment problems. 

8 There is non-compatible radio equipment. 

9 The incident uses multiple radio channels (including cell phones). 

10 There is too much radio traffic (including cell phones). 

11 Crews are not willing or not able to communicate by radio. 

 

Data and Information Management 

12 The IC is unable to collect useful data/information. 

13 Information is inaccurate. 

14 The IC loses accountability of personnel. 

15 The IC does not complete a size-up. 

16 The IC becomes disoriented to surroundings. 

17 The IC is unable to process the data/information observed. 

18 The IC is surprised by unexpected data/information 
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Data and information management (continued) 

19 The IC is unable to determine the importance of data/information. 

20 The IC is hampered by the physical act of sharing data/information. 

21 The IC and crews interpret data/information differently. 

22 There is too much information (including information overload). 

 

Physical and Mental Stress 

23 The IC is feeling stress. 

24 The IC is feeling pressured to take action. 

25 The IC has conflicting feelings. 

26 The IC is feeling overloaded. 

27 The IC is feeling overwhelmed. 

28 The IC is feeling underwhelmed (including feeling bored). 

29 The IC feels afraid. 

30 The IC is feeling worried. 

31 The IC is feeling anxious. 

32 The IC is feeling ill. 

33 The IC is feeling angry. 

34 The IC is feeling frustrated. 

35 The IC is feeling excited. 
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Workload management 

36 The IC has to multitask. 

37 The IC has to set tasks aside to take care of something unexpected. 

38 The IC performs non-command tasks. 

39 The IC has a mental workload that exceeds his/her abilities. 

40 The IC falls behind and has to play catch-up. 

41 The IC has to assume multiple command roles. 

42 The IC is impacted by the complexity of the incident. 

43 The IC loses his or her span of control. 

 

Attention management 

44 The IC is distracted. 

45 The IC is interrupted. 

46 The IC is preoccupied. 

47 The IC has tunnel vision. 

48 The IC is fixated on one task or concern. 

49 The IC lacks vigilance (not being watchful). 

50 The IC is hyper vigilance (being overly watchful). 

51 The IC is practicing selective listening. 

52 The IC loses track of time. 
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Staffing 

53 The incident is understaffed to accomplish the strategy and tactics. 

54 The incident is overstaffed to accomplish the strategy and tactics. 

55 The incident staffing levels are unpredictable. 

56 The quality of the staffing is a concern. 

57 Response time delays impact the incident. 

58 There is a lack of experience among the staffing. 

59 The staffing are not adequately trained. 

 

 Mission and goal 

60 There is a lack of clarity in the mission/goals. 

61 The mission/goals are poorly communicated. 

62 There is a lack of benchmarks for mission/goal success. 

63 The IC is not continually assessing the changing conditions. 

63 There is a lack of pre-scripted SOPs/SOGs. 

65 There is a failure to follow pre-scripted SOPs/SOGs. 

66 There is purposeful defiance of SOPs/SOGs or the direct orders of a superior officer. 

67 The pre-scripted SOPs/SOGs are misunderstood. 

68 The IC misses critical cues. 

69 Personnel are practicing independent goal setting (freelancing). 

70 Command is passed during the incident. 

71 There are conflicting and/or multiple goals. 
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Mental models 

72 The IC forms an incorrect mental model prior to arrival. 

73 The IC’s findings do not fit his or her mental model. 

74 There is the presence or absence of a gut feeling from the IC. 

75 The IC has to change his or her mental model after arrival. 

76 The IC arrives to find unexpected or unpredicted conditions. 

77 The IC is confused. 

78 The IC is surprised. 

79 The IC is influenced by past incidents that are too similar to this one. 

 

Human factors 

80 The IC is influenced by his or her personality traits (including ego). 

81 The IC has a distorted perception of reality. 

82 The IC is suffering from fatigue. 

83 The IC is impacted by his or her own attitude. 

84 The organizational culture influences the IC. 

85 The IC is impacted by his or her own personal awareness. 

86 The IC feels out of the loop (including out of touch with what is going on). 

87 The IC is complacent. 

88 The IC feels invulnerability (including excessive risk taking). 

89 The IC is not paying attention. 

90 The IC loses his or her focus. 



 

 

 

 

68 

 
 

Human factors (continued) 

91 The IC is influenced by personal biases (including personality conflicts). 

92 The IC makes poor assumptions. 

93 The IC lacks a command presence. 

94 The IC over analyzes. 

95 The IC is over confident. 

96 The IC is under confident. 

 

Command location 

97 The IC is located too close to the incident. 

98 The IC is located too far away from the incident. 

99 The IC is commanding on the street or in the yard. 

100 The IC is in a command vehicle and cannot see the incident. 

101 The IC is moving around the fireground too much. 

102 The IC is performing fireground tasks. 

103 The IC is impacted by environmental elements (weather, wind, lighting, noise, vibration, etc). 

104 The IC is engaged in the firefight. 

105 The IC is pumping the fire engine or assisting the pump operator. 
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Command support 

106 The IC is impacted from using a command worksheet/checklist. 

107 The IC impacted from not using a command worksheet/checklist. 

108 The IC is impacted from using automated command support (computers). 

109 The IC is impacted from not using automated command support (computers). 

110 The IC is impacted by the presence of command support. 

111 The IC is impacted by the absence of command support. 

 

Team Coordination 

112 The IC and firefighters lack a shared mental model. 

113 The IC and firefighters lack shared sense-making. 
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Helpful web resources 

 

 

 
Gasaway Consulting Group, LLC 

 www.RichGasaway.com 

 

National Firefighter Near-Miss Reporting System 

www.firefighternearmiss.com/fire.do 

 

National Institute for Occupational Safety and Health 

www.cdc.gov/niosh/firehome.html 

 

National Institute of Standards and Technology 

www.bfrl.nist.gov/866/frd.htm 

 

National Interagency Fire Center 

www.nifc/gov 

 

National Safety Council 

www.nsc.org/index.htm 

 

Navy Safety Center 

www.safetycenter.navy.mil/wess/default.htm 

 
The CRM Advocate 

http://s92270093.onlinehome.us/CRM-Devel/resources/crmadvocate/ 

 

University of Texas Human Factors Research Project 

http://homepage.psy.utexas.edu/homepage/group/HelmreichLAB/
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Understanding Fireground Command Situation Awareness 
& 

 50 Ways To Kill A First Responder 

 

 

Dr. Richard B. Gasaway 

Gasaway Consulting Group, LLC 

RBG3100@aol.com 

www.RichGasaway.com 

 
Steps in a traditional decision making process 

1. Define the problem 

2. Identify decision criteria 

3. Allocate weights to the criteria 

4. Develop the alternatives 

5. Evaluate the alternatives 

6. Select the best alternative 

7. Evaluate effectiveness of the action 

 

The Fireground Decision-Making Environment 

• Conditions: Uncontrolled and continually changing 

• Time: Constrained 

• Information: Degrading, too much, not enough 

• Ambiguity: High, with unknown cause and effect 

• Frequency of event: Low 

• Situation: Unusual and unfamiliar 

• Action: Rapid and necessary 

• Risk: High 

 

The physical reaction to stress 

• Heart rate increases. 

• Respirations increase. 

• Pupils dilate. 

• Glucose released for instant energy. 

• Endorphins are released. 

• Blood supply to the kidneys and digestive track is restricted. 

• The bowels and bladder may release their content. 

• Natural judgment systems shut down and more primitive instincts take over. 
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The cognitive reaction to stress 

• Your “rational” judgment system shuts down. 

• Your “intuitive” judgment system kicks in. 

• Hereditary instincts engage (fight or flight) 

• Your decision making becomes intuitive. 

• Your attention is narrowed. 

• You can become hyper vigilant. 

• You will struggle to understand/process complex information and details. 

• You revert back to behaviors that are routine, comfortable, or habit. 

 

Recognition-Primed Decision Making Process 

1. Size-up situation quickly 

2. Recognize “typical” ways of reacting 

3. Mentally game out the options 

4. Focus on most relevant information 

5. Form expectations 

6. Detect unusual things and problems 

7. Seek explanations for unusual events 

8. Make a decision and put it into action 

 

Recognition-primed decision making under stress requires 

1. Situation Awareness 

a. (Paying attention) 

2. Tacit Knowledge 

a. (Unconscious knowledge) 

3. Ability to conduct mental simulations 

a. (Predicting future events through modeling) 

4. Self-Confidence 

a. (Be able to trust your gut… your intuition) 

 

3 Levels of Situation Awareness (SA) 

Level 1: 

Capturing the cues and clues in the current situation 

• Paying Attention 

• “Perception” 

• “What’s going on right now?” 

Level 2:  

Comprehending the current situation 
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• Making sense of it 

• “Comprehension” 

• “What does this mean?” 

Level 3:  

Predicting the future situation 

• Story Building 

• “Projection” 

• “Where is this going?” 

 

Commanders must be a competent subject matter expert. 

Competency Progression 

• Unconscious Incompetence 

o “I didn’t even see that.” 

• Conscious Incompetence 

o “I saw it, but I didn’t know what it meant.” 

• Conscious Competence 

o “I saw it, and I knew what it meant.” 

• Unconscious Competence 

o “Something inside told me that was important.” 

 

50 Ways toKill Your Brother
© 

Research that identified 50+ barriers that challenge  

fireground commander situation awareness. 

 

Staffing Issues 

 

1. Under staffing 

2. Unpredictable staffing 

3. Response time delays 

4. Lack of experience 

• Over staffing 

• Quality of staffing 

• Inadequately levels of training 

 



 

 

 

 

84 

Poor communications 

 
5. Missed radio communications 

6. Updates or progress reports 

7. Misunderstood words or phrases 

8. Incomplete communications loop 

9. Too much radio traffic 

• Radio equipment problems 

• Non-compatible radios 

• Multiple radio channels 

• Crews unable/unwilling to communicate by radio 

 

Physical and/or mental stress 

 
10. Overloaded 

11. Overwhelmed 

12. Frustrated 

13. Anxious 

14. Angry 

15. Excited 

• Pressure 

• Under-whelmed (bored) 

• Afraid 

• Physically ill 

• Worried 

 

Excessive workload or poor workload management 
 

16. Multi-tasking 

17. Setting tasks aside to do something else 

18. Performing non-command tasks 

19. Falling behind the incident 

20. Assuming multiple command roles 

• Complexity of the incident 

• Lost span of control 

• Mental workload exceeded capacity 
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Human factors 

 
21. Lost focus 

22. Poor assumptions 

23. Over confident / Ego 

24. Perception of reality 

25. Org. Culture 

26. Complacency 

27. Not paying attention 

28. Attitude 

• Personality traits 

• Fatigue 

• Personal biases 

• Lack of command presence 

• Over analyzed 

• Under confident 

 

Poor attention management 

 
29. Distractions 

30. Interruptions 

31. Selective listening 

32. Tunnel Vision 

33. Task fixation 

• Time distortion 

• Pre-occupied 

• Lack of vigilance 

• Hyper vigilance 

 

Lack of help at the command level 

 
34. No command aide/assistant 

• No command advisor 

• Did not have/use/set-up a command board or worksheet 
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Poor data/information management 

 
35. Information overload 

36. Incomplete size-up 

37. Unable to collect useful data/info 

38. Inaccurate information 

39. Lost accountability 

• Unexpected data/info 

• Unable to determine importance of data/info 

• Disoriented 

• Unable to process what is observed 

• Physical act of sharing data/info 

 

Unclear or unfocused on most important goals & Mission 

 
40. Goal fixation 

41. Failing to continually assess goals 

42. Lack of SOP/SOG 

43. Did not follow SOP/SOG 

44. Independent goal setting (freelancing) 

45. Error creep 

• Unclear goals 

• Poorly communicated goals 

• Lack of benchmarks 

• Defiance of SOP/SOG 

• Passing of command 

• Conflicting goals 

 

Flawed mental modeling 

 
46. Presence/absence of a gut feeling 

47. Dismissing cues that “don’t fit” the mental model 

48. Improper mental model formed prior to arrival  

49. Unexpected situation found 

• Unable/unwilling to accept bizarre cues 

• Having to change mental models 
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Poorly situated (located) commander 
 

50. Located too close to the incident 

51. Performing fireground tasks 

52. Engaged in the firefight 

53. Environmental elements 

• Moving around too much 

• Pumping/assisting pump operator 

 

All personnel were not on the same page 

 
54. Lack of shared mental model 

55. Lack of shared sense-making 

_______________________________ 

 

Lessons from the literature 

 

• A commander with poor SA can still make a good decision, if only by luck. 

• A decision made with good SA can still have a bad outcome. 

• Maintaining SA requires a physical, mental and emotional commitment to pay 

attention. 

• What to pay attention to… is NOT always intuitive or obvious. 

• Your attention is drawn to things that are loud, bright, moving, or in close 

proximity to you. 

• Commanders rarely realize they are losing their SA... Until it’s too late. 

• You can only remember 7 (+/- 2) unrelated pieces of information. 

 

Putting the puzzle pieces together 
 

• What has happened prior to my arrival? 

• What is happening right NOW? 

o How fast are things changing? 

• What is going to happen next? 

o You must be able to mentally get out ahead of the fire… to think beyond 

the current situation. 

o Ask yourself: Can I accomplish my goals with the resources I have to 

work with? 

 

Commanders get into trouble because they: 
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• Don’t read the smoke properly. 

• Underestimate the speed of the incident. 

• Overestimate the abilities of their crews. 

• Feel pressured to take “heroic” actions without conducting a risk-benefit 

assessment. 

• Focus on the wrong things or on too many things. 

__________________________________ 

 

Commander Best Practices 
Commander Best Practices 

 

1. Prioritize incoming information. 

Smoke (fire) condition. 

Construction / decomposition of structure. 

Speed the incident is moving. 

Realistic assessment of savable lives. 

 

2. Set strategy and tactics based on the quality and quantity of staffing. 

The size-up must be constant. 

Do not lock on to a strategy or tactics until adequate help arrives. 

Consider the risk to your personnel versus the benefit of their actions. 

Commander Best Practices 

 

3. Stay focused on the big picture incident. 

Command from a vehicle or a remote location but maintain a visual 

fix on the incident. 

 

4. Do not perform firefighter duties. 

You cannot be in command and hands-on at the same time. 

 

5. Never miss communications from your most at-risk companies. 

Commanders cannot effectively listen to, and comprehend, multiple 

conversations simultaneously. 

The stimulus closest to the commander will occupy his or her 

attention. 
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6. Control distractions and interruptions. 

Call a personal time out 

Don’t be a high-profile target 

 

7. Support the commander. 

Command Advisors, teams, aides. 

Use worksheets and checklists 

 

 

8. Establish and maintain a strong command presence. 

Control your emotions (excitement, frustration, anger, ego). 

Control your people. 

Be clear and concise with your orders. 

Keep track of your people and what they are doing. 

Keep track of the passage of time and the speed of the incident. 

Develop “meta-awareness.” 

 

9. Accelerate command knowledge and expertise. 

Training that is realistic and repetitive. 

Simulation. 

Near-Miss Reports. 

Case Studies 

LODD Reports. 

Mentorship program. 

Post-incident evaluations. 

 

10. Commander Best Practices 

Conduct a pre-incident safety audit to identify and correct error creep. 

Independent evaluation of your: 

Operations 

Training program 

Policies and procedures 

Equipment 

Communications 

Inspections program 

Organizational culture 

Identify and correct problems BEFORE a catastrophic incident 

occurs. 
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The research has been published  

and is available on my website: 

www.RichGasaway.com 
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25 Point Fireground Command Health Check-up© 
 

 

 

1. There was one, clearly defined IC at all times during the fire. Yes No 

2. IC was passed only when necessary and only after a briefing. Yes No 

3.  IC (or a designee) completed a 360 degree size-up of the incident. Yes No 

4. IC refrained from performing firefighting/tactical duties. Yes No 

5. IC remained far enough from the building that ensured a big picture view. Yes No 

6. IC developed and communicated an appropriate strategy. Yes No 

7. IC gave assignments to companies and coordinated fireground activities. Yes No 

8. IC maintained accountability of personnel (location, crew size, actions). Yes No 

9. Incident communications were clear and concise. Yes No 

10. Additional resources were called using a pre-established system of notification. Yes No 

11. Tactics were properly matched to the size of the fire (i.e., big fire=big water) Yes No 

12. IC maintained a broad perspective of the overall incident. Yes No 

13. IC was able to think ahead of the fire (predict where the fire was going). Yes No 

14. Radio traffic was disciplined and manageable. Yes No 

15. Someone was assigned to monitor every radio channel (talkgroup) in use. Yes No 

16. Every communication from interior crews was heard the first time transmitted. Yes No 

17. There was adequate staffing to carry out the strategy safely and effectively. Yes No 

18. As fire conditions changed, so did the strategy and tactics. Yes No 

19. Progress reports were clear, concise, accurate, timely and informative. Yes No 

20. There were no conflicting orders or conflicting tactics. Yes No 

21. Organizational culture did not influence the strategy, tactics or operations. Yes No 

22. An Incident Safety Officer was assigned and performed duties appropriately. Yes No 

23. There was sufficient water (hand lines and supply lines) to accomplish the tactics. Yes No 

24. Firefighters were adequately trained to perform their assignments. Yes No 

25. Proper SOPs/SOGs were established, implemented, communicated and followed. Yes No 

 


