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Summary
• On March 23, 2021, a 35-year-old volunteer 

firefighter died after becoming trapped 
while rescuing occupants at a fire in an 
assisted living facility. 

• Two other firefighters were injured during 
fireground operations. 

• Fire Department 17 was dispatched to the 
assisted living facility at 00:53 hours with 
visible smoke showing. 

• Chief 17-1 arrived on-scene at 01:00 hours 
and assumed Command. 

• Chief 17-1 requested Fire Department 6 
respond with Tower 6-75. 

The collapse of Side Alpha/Side Bravo corner at 03:01 
hours of the assisted living facility.
(Photo courtesy of Kenneth Flynn)
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Summary
• Tanker 17 arrived on-scene at 01:12 hours 

and parked in the driveway on Side Alpha 
near the front awning. 

• Tanker 17’s officer (Tanker 17A) split his crew 
between rescue and firefighting. 

• The crew entered through the lobby. 

• The crew went into the hallway that led to 
the kitchen area, which was the older or 
original section of the facility. 

• They noticed the carpet was wet from the 
previously activated fire sprinkler system as 
they entered the kitchen area. 

• They found no victims and then went back 
down the hallway. 

Side Alpha of the assisted living facility. 
(Photo courtesy of the New York Post)
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Summary
• The 1st floor was clear of occupants. 

• Tanker 17D (deceased firefighter) and 
Tanker 17E were ordered to the 2nd floor and 
made several rescues, requiring at least two 
air cylinder changes. 

• The firefighters were “on-air” going to the 
2nd floor as occupants were being brought 
down to the lobby and then outside. 

• Tanker 17E went to the 2nd floor and found a 
victim, which he got down to the lobby and 
outside with another firefighter. 

• Tanker 17E went back to the 2nd floor and 
brought another victim down to the lobby 
and outside to emergency medical services 
(EMS). 

• Tanker 17D was also removing victims from 
the 2nd floor at this time with Captain 12. 

Photograph of smoke condition observed in 
the lobby. The 3-inch hoseline from Tanker 17 
was stretched up the stairwell to the 2nd floor. 

The time was approximately 01:12 hours. 
(Photograph courtesy of Kenneth Flynn)
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The site plan of the assisted living facility. The red line indicates the 
firewall between the 2½-story and 2-story buildings which prevented 
fire spread. (Photo courtesy of the NY Office of the State Fire Marshal)
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Summary
• Both firefighters then responded to the 

3rd floor using the exterior fire escape 
following a report of another victim in 
Room 306. 

• Tanker 17E changed cylinders at Tanker 17 
and then went to the 3rd floor with 
Assistant Chief 24-2 via the internal 
stairwell. 

• As they entered the lobby, the smoke was 
completely banked down to the floor with 
minimal visibility. 

• The smoke was also banked down on the 
3rd floor. 

• Tanker 17D, Captain 12, Tanker 17E, and 
Assistant Chief 24-2 were assigned to 
locate and rescue the occupant of Room 
306. 

Firefighters using a ground ladder and Quint 17 
trying to reach the occupant in Room 306. The 

time was approximately 01:51 hours. (Photo 
courtesy of Kenneth Flynn)
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Summary
• Tanker 17D and Captain 12 got the male 

occupant to the doorway. 

• The time was approximately 01:24 hours.

• The firefighters went into the hallway and 
moved towards the fire escape on Side Bravo. 

• Between 01:27 and 01:45 hours, their End-of-
Service Time Indicator (EOSTI) alarms began 
to sound starting with Assistant Chief 24-2 
who left via the internal stairwell to get a new 
cylinder. 

• Captain 12 moved towards the exterior fire 
escape to gauge their distance from the exit 
while Tanker 17E moved the male occupant 
down the hallway until he ran completely out 
of air. 

• He was approximately 30 feet from the exit on 
Side Bravo. 

Firefighters on dairy kitchen roof using a hoseline to 
protect firefighters coming down from fire escape, 

02:00 hours. (Photo Courtesy of Kenneth Flynn)
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Summary
• At the same time, Tanker 17D called a 

Mayday from Room 306 indicating he was 
out of air. 

• The time was approximately 01:46 hours. 
The evacuation tones were sounded. 

• Tanker 17E did not call a Mayday due to 
Tanker 17D’s Mayday. 

• A Firefighter Assist and Search Team (FAST) 
got Tanker 17E outside at approximately 
01:53 hours with Command receiving 
notification minutes later that Tanker 17E 
was not the Mayday. 

• The civilian victim was taken outside at 01:59 
hours. 

• Another FAST tried to reenter the 3rd floor to 
find Tanker 17D. 

The cantilever collapse of Side Bravo/Side 
Charlie corner of the original building. The 

time was approximately 02:08 hours. 
(Photo Courtesy of Kenneth Flynn)
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Summary
• Due to fire conditions, they were unable to enter the structure, which 

collapsed minutes later. 

• At 02:17 hours, Command changed the strategy to defensive operations. 

• The incident action plan was to knock down the fire from exterior locations. 

• Defensive operations were continued until Command declared the fire 
under control at 10:00 hours. 

• At 23:50 hours, Tanker 17D was located in the basement and pronounced 
deceased at 00:20 hours on March 24. 

• He was removed from the structure and transported to the county medical 
examiner’s office at 01:40 hours. All fire departments cleared the scene at 
16:07 hours on March 24. 
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Contributing Factors
• Cultural cleansing ceremony conducted in the dairy kitchen

• Building fire alarm system was off-line to the county dispatch center

• Inadequate… 
• personnel accountability system
• tactical and task level management
• FAST operations

• Lack of…
• A fire sprinkler system throughout the facility
• Enforcement of fire and building safety codes
• Available water supply for the sprinkler system and fire suppression
• Pre-incident planning
• Crew integrity
• Command Safety and Mayday management
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Recommendations
• Fire departments should:

• Develop a pre-incident plan for high-risk occupancies, 
including low frequency/high risk scenarios such as 
assisted living facilities, that is supported by national 
standards.

• Ensure that company officers and firefighters maintain 
crew integrity when operating in the hazard zone.

• Use a functional personnel accountability system, requiring 
a designated accountability officer or resource status 
officer.

• Ensure that the ICS general staff functions are expanded 
during Type IV incidents when they extend to multiple 
operational periods. 
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Recommendations
• Fire departments should:

• Establish divisions/groups to provide an effective incident 
management organizational framework for the expansion 
of the IAP.

• Incorporate the principles of command safety into the 
incident management system during the initial 
assumption of command. 

• Ensure that a rapid intervention crew (RIC) or FAST is 
dedicated, assigned, and in place before interior 
firefighting operations begin and throughout an incident.

• Ensure that all firefighters and fire officers are trained in 
fireground survival procedures and Mayday operations.
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Recommendations
• Fire departments should:

• Provide a Mayday tactical worksheet for ICs in the event of 
a Mayday.

• Ensure that all members engaged in emergency 
operations receive annual proficiency training and 
evaluation on fireground operations, including live fire 
training.

• Ensure adequate incident scene rehabilitation is 
established in accordance with NFPA 1584, Standard on 
the Rehabilitation Process for Members During Emergency 
Operations and Training Exercises.
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Recommendations
• Fire departments should:

• Have Standard Operating Procedure (SOP)/Standard 
Operating Guidelines (SOG) to ensure that water supply is 
established during initial fireground operations, 
particularly in areas with limited water pressure, limited 
hydrants, or no hydrants

• Consider maintaining resources and protocols to address 
occupational exposure to potentially traumatic events for 
their members.
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Recommendations
• Additionally, governing municipalities should:

• Ensure that when the applicable fire code is not enforced 
by the fire department, the delegated authority shares 
information with the fire department which may affect fire 
department operations.

• Ensure the water agency/authority responsible for 
municipal water supply shares information on hydrant 
testing and flow capabilities with the local fire 
departments.

• Have an operational procedure when cultural cleansing 
ceremonies with live fire are performed inside a structure 
or facility.

• Ensure that facilities have operational procedures when 
the facility’s fire alarm system cannot transmit an alarm to 
a designated fire alarm monitoring service.
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Contact Us
Fire Fighter Fatality Investigation and Prevention Program

Surveillance and Field Investigations Branch

Division of Safety Research

NIOSH 1000 Frederick Lane, MS 1808

Morgantown, West Virginia 26505-2888

FFFIPP Webpage

Download the full report

https://www.cdc.gov/niosh/firefighters/fffipp/index.html
https://www.cdc.gov/niosh/firefighters/programs/pdfs/face202110.pdf
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