Fi ndi ngs of Contributing Factors and Recommendati ons

A. Fire Behavi or and Envi ronnental Factors

B

fuel s

Due to a wet winter and spring, the fuel loading in northern Nevada was
abnormal |y heavy. Throughout the 1999 season, nornal tactics were found
to be ineffective. |In particular, direct attack and burni ng operations
during the heat of the day had failed repeatedly on previous fires. The
I nci dent Managerent Team (I MI) operations section was aware of this
condition - they had been briefed on it by the Elko Field Ofice and
encountered the conditions on previous fires this season in the G eat
Basi n.

weat her

The weat her and fire behavior forecasts for August 9 predicted extrene
burning conditions. A Red Flag Warning had been issued for that day for
hi gh wi nds, single digit hunmidity, and a Haines Index of 6. The
backfire operation began at approximately 1515. The nost current

weat her observations were taken at 1400 by the GNP#3 crew boss at the
west end of the dozer line, 1.3 nmiles away fromthe starting point. The
tenmperature was 85 degrees F and the relative hunidity was 13%

At 1511, the nearby Crane Springs RAW site recorded a tenperature of 84
degrees, 7% RH, and a wi nd speed of 16 nph out of the southeast At

1611, the tenperature was 84, RH was 8% and wi nd speed was 13 nph from

t he sout h.

t opogr aphy

The topography at the entrapment site was relatively gentle, open
rolling terrain. The aspect was north-facing, with several north-south
trendi ng shall ow drai nages and | ow ridges. The dozer |ine where the
entraprment took place was | ocated on the break between hilly country
covered with dense grass and pi non-juni per woodl ands and an open, |ess
densely vegetated flat.

predi cted versus observed fire behavior

The forecast for fire behavior on August 9 called for extrenme fire
behavior with high rates of spread. Dry conditions wth increasing
southerly winds were expected in the afternoon. The nmi ni mum RH was
expected to be 6 to 12% and a Haines Index of 6 was forecast. The fire
behavi or forecast called for fine fuel noisture of 3%

The observed fire behavior was consistent with the forecast. On 8/9,

t he observed rates of spread were 140 to 160 chains per hour, which was
close to the predicted rates of spread of 156 to 211 chains per hour
The observed flanes |l engths were 10 to 20 feet, which was close to the
predicted flane | engths of 13 to 15 feet.

snoke

Snoke was not a factor in the conditions leading to the entrapnent.
visibility

The visibility was adequate, except where bl ocked by terrain, and the
snoke at the tinme of the entrapnent.

I nci dent Managenent



Air medical transport into Incident Command Post (I1CP) and anbul ance
transport into El ko was quickly arranged for two of the injured
crewnenbers. The rest of the crew followed by ground transportation. A
Critical Incident Stress Debriefing Team (Cl SD) was ordered.
Notification by the Incident Conmander (1C) to the NDF and BLM Agency
Adm nistrators and fire staff took around 4 hours.

obj ectives

The objectives listed on the Incident Action Plan were 1) Firefighter
and public Safety, 2) Protection of structures, 3) Suppression of the
fire in the nost cost-effective nmanner, 4) Protection of historic
cultural sites, 5) Protect archeological sites in A ken Canyon and
Mneral Hill, 6) Protect l|ivestock

There was consi derabl e pressure fromlocal ranchers and el ected
officials to do nore on the Sadler Fire; this was a contributing factor
to the strong sense of urgency on the line the day of the entrapnent.

strat egy

The strategy devel oped on August 9 for Branch 11, Division Q was

i nappropriate. The dozer |ine across the head of the fire was | ocated
so that the view of the main fire was obstructed by hills. The dozer
line was al so | ocated between the nain fire and a flat area with lighter
fuel |oading where conditions would have been much | ess hazardous. The
flat area with the lighter fuels was still approximately two niles away
fromthe Lucky Nugget Subdivi sion

The initial plan called for two Hotshot crews, Snokey Bear and Dalton
to backfire the 3.3 nmile unsecured dozer line along the northeast flank
and across the head of the fire, supported by the Colden Gate #3 Crew.
The Hotshot crews declined that assignnent and instead stated that
approxi mately 2+ mles along the east flank to the south of the 'Y
shoul d be anchored before backfiring the dozer line.

tactics

Backfiring the head of a 170,000+ acre fire in the afternoon during Red
Fl ag Warni ng and extrene fire behavior conditi ons was a hazardous
tactic. A squad from an untested Type 2 crew supported by a single
engi ne was a poor choice of forces for that action. Anchoring and
flanking with dozers, handcrews, engine support and aerial supervision
was the only viable tactic on a day when extrenme fire behavi or was
expected. The line that was backfired was unsecured behind the firing
squad, and the operation was not directly supervised by either the

Di vi si on Supervi sor or Branch Director

safety briefings and maj or concerns

The weat her forecast and fire behavior forecast was not given adequate
consi deration in strategic or tactical planning for the shift, or during
t he day.

The briefing held prior to lighting the backfire was inadequate, and
failed to address | ookouts, conmunications, and chain of comrand
adequately. Though escape routes and safety zones were established and
identified, the safety zones were too far apart for forecasted and
observed burni ng conditions.

i nstructions given

The Incident Action Plan (1 AP) for August 9 was inconplete, contained a
nunber of errors, and was not distributed to all of the crews and



overhead on Division Q The Branch Directors were not naned, Division O
and Division Qwere listed with Division Supervisors assigned, but on
the line there was only Division Q No instructions were given under
the “~“Control Operations'' section of any of the Division Assignments -
the only coment was '"will be announced at briefing.'' This mght be
expected on the first day a teamwas on a fire, but the Type 1 | MI had
taken over the fire froma Type 2 teamthat had put out a conplete | AP
for the previous shift.

There were insufficient | APs available for Iine overhead and crew
supervisors. The Branch Director received only four | APs for the August
9 day shift. The Division Supervisor and GNP#3 did not receive an | AP.
The people on the line that day reported persistent confusion throughout
t he day over division |ocations and designations, resource nunbers, and
assi gnment s.

The norning operational briefing for the forces on the east side of the
fire was conducted at Jiggs around 0600. No announcerment was nade prior
to commencing the briefing and sone |ine personnel missed all or part of
it. The investigation teamgot conflicting statenents on the |length and
content of that norning's briefing. Because of the shortage of |APs,
some line personnel did not read the weather and fire behavior forecast
for the day.

The Operations Section Chiefs gave the Branch Directors responsibility
for maki ng the operational assignments and tactical decisions. The
Operations Section Chiefs did not nake an operational plan for August 9
and were not supervising operations on the branch at the tine of the
entrapnent.

The Operations Section Chiefs and the Planning Section Chief failed to
i nsure that adequate instructions were given and that critica
i nfornati on was available to all the people that needed it.

See Recommendati ons bel ow.
C. Control Mechani sns
span of control

Nuner ous resources arrived on Division Q throughout the day, some of
whi ch had not been given an assignnent or briefing. Sone checked in
with the Division Supervisor, sone with the Branch Director, and sone
did not check in with any overhead. By the tine of the entrapment,
there were far too nany resources for one Division Supervisor to track
or utilize. The Division Supervisor reported being overwhel med trying
to |l ocate, track, and nake assignments for all the resources on the

di vi sion. The Division Supervisor's unit log for Division Q on August 9
shows 14 engi nes, 2 water tenders, 3 handcrews, 4 dozers, 5 dozer
bosses, 2 other Division Supervisors, 1 Division Supervisor trainee, 1
Field hserver, and 1 Safety Oficer

The Operations Section Chiefs told the investigation teamthat during
the first shift on a fire, their practice is to send whatever resources
t hey found unassigned in canp out to the line. This contributed to the
overwhel mi ng wor kl oad experienced by the Division Supervisor

radi o conmuni cati ons

At the tinme of the entrapnent, there were two burnout operations and one
backfire operation being conducted on the sane tactical frequency. The
tactical channel was grossly overl oaded and the command channel was
clogged with logistics traffic. 1In the mnutes before being overrun

the GNP#3 crew boss did not hear repeated radio calls directing the



squad to nove to a safety zone. This was due in part to heavy radio
traffic.

ongoi ng eval uati ons

On August 9 on Branch Il there was confusion throughout the shift over
di vision | ocations, division assignnents, and chain of comrand.
Operational coordinati on between Branch Il and Division Q was poor. The

Qperations Section Chiefs were not supervising operations on Branch |1
Command and control was conpronised on this part of the fire

The two Hotshot crews, Dalton and Snokey Bear, recognized the hazard
i nherent in backfiring the north dozer line and insisted on securing the
east flank of the fire before they would proceed with the backfire.

During the backfiring operation, the fire forced the firing crew to nove
so fast that they could not bring the black with them This should have
been a warning that the operation was becon ng dangerous.

10 & 18/ LCES

Most of the Ten Standard Firefighting Orders and the Ei ghteen Watch Qut
Situations were conprom sed. See the acconpanyi ng Appendi x 10 & 18.

LCES was i nadequately addressed prior to lighting. Though there were
several m scellaneous overhead in the area, none participated directly
in the backfire and none were clearly designated to serve as | ookouts.
The safety areas were too far apart for the burning conditions. The
over| oaded tactical radio frequency nmade communi cation difficult.

D. Invol ved Personne
trai ning/qualifications/physical fitness

Though fitness was not a direct influence on the entrapnent, the
physical fitness |level of several nmenbers of the G\P#3 crew was
guesti onabl e. The GNP#3 Crew Boss elected to | eave themin a safety
zone during the firing operation, which dimnished the firing squad's
capability.

experience | evels
Overall, there was a notable |lack of experience on the GNP#3 crew,

especially for the backfiring assignnent. The crew boss had been
working for the National Park Service for only three nonths and had not

previously served as a crew boss for an NPS Type Il crew. O the 20
crewnenbers, seventeen were qualified only as Firefighter (FFT2), only
three were qualified as squad boss (FFT1). It was the first wildland

fire for at least 5 of the crewrenbers. No one on the crew was highly
experi enced, and the crew boss was only noderately experienced. A
nunmber of the GNP#3 crewnenbers did not have a realistic i dea of what
woul d be encountered or expected on fire assignnents.

A nunber of the GNP#3 crewnenbers believed that their prescribed fire
experi ence equated to fire suppression experience. This is not the
case, as denonstrated when one of the entrapped crewrenbers wasted
precious tinme trying to extinguish a drip torch as the fire was
overrunning the firing squad.

The | ack of experience and fitness nade the GNP#3 crew vul nerable to an
accident. The G\P#3 crew boss over-represented his crew s experience to
the Branch Director and Division Supervisor, who in turn gave the crew a
difficult and hazardous assignnent. Few of the crewrenbers recognized
the hazards facing them and | ack of experience contributed to m stakes



and pani c.

operational period |ength/fatigue

This was not a factor at the tinme of the entrapment.
attitudes

There was an overwhel mi ng sense of urgency on the part of the Branch
Director and Division Supervisor to conplete the backfire before any
nmore line was lost. Several key factors were overl ooked or ignored in
the rush to conplete the |ine:

- The GNP#3 crew was not highly experienced.

- The fire had been exhi biting extreme behavi or, the weather was
wor seni ng, and the backfiring operation took place at the height
of burning conditions during a Red Fl ag Warni ng.

- The dozer |ine was unsecured on the east.

- The terrain and fuels farther to the north of the dozer line were
nore conducive to fighting the fire. As it turned out, after the
fire overran the dozer line it was flanked and pinched off in the
evening at least two miles fromthe closest structures in the
Lucky Nugget Subdi vi sion

- There was i nadequate support (Il ookouts, engines, and aviation) for
the firing squad.

- No one involved with the backfire could see the main fire's
| ocati on.

The Branch Director displayed mninmal concern for the firing squad's
wel |l being. Imrediately after the entrapnment, he had them provide for
their own nedical care and transportation to the helispot, while he saw
to the conpletion of the firing.

The Operations Section Chiefs did not give appropriate consideration to
pl anni ng or oversight for line operations given the extreme conditions
forecast for the day. They instructed the Branch Directors to devel op
the plan for the shift, and did not oversee fireline operations in
Branch I1

The Safety Chief did not instigate an effective inqu y into the
entrapnent, overlooked the injuries, and downpl ayed the incident in his
report and to the investigation team

The I nci dent Commrander approved, and the Pl anning Section Chief issued
an i nadequate and i nconplete |Incident action Plan

In sunmary, several key nenbers of the IMI did not have adequate concern
for the existing conditions, and this was a contributing factor in the
entrapnent.

| eader shi p

The G\P#3 crew boss made a nunber of nistakes:
He tol d the Division Supervisor and Branch Director that his crew

had “~ "l ots of burning experience,'' yet he left 15 crewnenbers in
a safety zone during the firing operation because of their |ack of
experience and training and low fitness level. He overestinated

the capabilities of his crew, and over-represented the crew s
capabilities to the fireline overhead.

- He becane so engrossed in the firing operation that he conprom sed
several basic safety procedures. He did not provide for the
safety of his crew, had no communication with [ookouts, and was
unaware of the location of the main fire. He should have been
nonitoring radio traffic, weather, and fire behavior, rather than
actively participating in lighting.



- He disregarded the conditions the firing squad encountered during
the firing operation which nade the avail abl e safety zones
i nadequat e.

The GNP#3 crew boss needs a better understanding of the role and
responsibilities of a crew boss before he takes another crew out.

The experience and capabilities of GNP#3 were not consistent with the
assi gnment they were given by the Branch Director and Division

Supervi sor. The Crew Boss did not accurately communicate the crew s

| evel of experience to the Division Supervisor or the Branch Director
Nei t her the Division Supervisor nor Branch Director did an accurate job
of assessing the capabilities and experience of the GNP #3 crew.

I mredi ately after the entrapnment, the Branch Director turned over
responsi bility for assessment and first aid to the injured (one of the

i nvol ved crewnenbers) and returned to firing out the control line. This
crewnenber was later admtted to the El ko hospital and renai ned
overnight. Imediately after this incident, he was not physically or

mentally ready to take responsibility for others.

The Safety Chief overlooked the extent of the injuries, did follow up at
the hospital or instigate an investigation. There was no docunentation
inthe final fire package dealing with his section's role in the

i nci dent .

The Division Q Supervisor made a substantial effort to assist and
confort the G\P#3 crew after the entrapment. He net with the crewin
town that night to give what help he could. Late the night of the
entraprment, he felt deeply stressed over the event, and contacted the
IMI to tell themthat he wanted to stay in town the next day to assist
with the Critical Incident Stress Debriefing. The Planning Section
Chi ef, the Operations Section Chief, the IC, and others fromthe I MM
contacted himand told himto report to the Iine the next day. This

i ndicates a lack of concern on the part of the | M.

See Reconmendati ons bel ow.
E. Equi prment
avail ability

The GNP#3 crewnenbers had Nomex shrouds attached to their hardhats. The
shrouds were not in use at the tinme of the entrapment. Use of the
shrouds woul d have prevented nost of the burns incurred by crewnenbers.

per f or mance

At | east two GNP#3 crewrenbers had difficulty renoving their fire
shelters fromtheir packs as they ran. One crewnenber broke the red
ring off the vinyl fire shelter case while trying to open it. The
design of the field pack fire shelter pocket and the vinyl case both
contributed to the difficulty crewrenbers had depl oyi ng shelters.

The bus used to nobilize the crew had nunerous mechanical probl ens,
culmnating in a breakdown less than a mle fromthe fireline on the day
of the entrapnment. The crew told the investigation teamthat the driver
nmenti oned he had probl ens seeing at night, yet he drove through the
night fromcCalifornia to Nevada during the nobilization. After driving
all night, the driver worked through the next day driving the crewto
its fireline assignnent.

See Reconmendati ons bel ow.



F. Managenent Support

The nobilization procedures followed by the NPS Pacific West Region for
this Type Il crew contributed to problenms with crew cohesion

conmuni cati on, chain of command, and overall |evel of experience. n
this assignnent, 21 firefighters fromeight different park units were
assenbl ed at CGol den Gate NRA and di spatched to Nevada. This led to a
situation where inexperienced personnel from several parks were led by a
noderately experienced crew boss. Several of the GNP#3 crew had no

wi ldland fire experience or only sone prescribed fire experience.

Additionally, sone of the personnel on the GNP#3 crew were marginally
fit, the Crew Boss trainee did not work well with the Crew Boss, and the
Crew Boss expectation of the crew s capabilities was unrealistic

These factors all conpromi sed the safety and perfornance of the crew

See Recommendati ons bel ow.

Recomrendat i ons

I nci dent Managenent

The IMI failed to watch out for the safety of the firefighters on the
line, and did not work under the prem se that safety is the highest
priority. The Incident Conmander, Operations Section Chiefs, Planning
Section Chief, Safety Chief, and the Branch Director were all deficient
on this assignment in regards to firefighter safety.

Recommendat i on: The Incident Conmander, the Operations Section Chiefs,

t he Pl anning Section Chief, the Branch Director, and the Safety Chief
shoul d not be allowed to performin those positions until they have been
recertified. The recertification should be overseen by qualified
trainers with knowl edge of this entrapnment report.

I nvol ved Personne
training/qualifications/physical fitness

Recomendati on: The NPS Pacific West Region should insure that training
is given to fire crewnenbers that presents an accurate picture of the
conditions and situations that can be expected on fire assignnents.

This is especially inportant for people that are not on fire suppression
crews at their home unit. A nunber of people on the GNP#3 crew di d not
have a realistic idea of what would be encountered on fire assignnents.

Recomendat i on: The NPS Pacific West Region should stress to the units
the inmportance of fitness for fireline assignnents, and insure that
personnel available for fire assignnents have maintained their fitness
since being tested.

experience |evels

Recomendati on: The NPS Pacific West Regi on shoul d eval uate the crew
nobi | i zati on procedures and i npl ement changes designed to provide
sufficient experience and | eadership on each crew for wildfire
assignments. The crew boss and squad bosses shoul d be wel | -experienced,
and have denonstrated | eadership ability. The nunber of people on each
crew with no previous fire suppression experience should be linted to
two. It should be stressed that prescribed fire experience does not
equate directly to suppressi on experience.

| eader shi p



Reconmendati on: The Division Supervisor was overwhel ned by the nunber of
resources on his division, but did not take steps to del ay operations
until he gained control and could assure the safety of the peopl e under
his command. His qualification as Division Supervisor should be
suspended until he is recertified by an experienced trainer that has
know edge of this entrapnment report.

Recommendat i on: The GNP#3 Crew Boss' qualification as Crew Boss be
suspended until he is recertified by an experienced trai ner that has
know edge of this entrapment report.

Recomendati on: The NPS Pacific West Region should stress that Type 2
crew | eaders nmust make realistic assessnments of their crew s
capabilities, and that they have a responsibility to accurately
conmuni cate that capability to fireline overhead.

Recommendati on: The GNP#3 crew went through a very stressful incident,
made nore so for many of themby their relative |ack of experience. The
NPS shoul d i nsure that the crewnenbers are be provided conplete critica
i nci dent stress counselling services and conprehensive foll ow up care.

- Equi prent

Recomendat i on: The vinyl packaging on GSA fire shelters should be
redesi gned to prevent difficulty when renoving the shelter under
stressful conditions or while running.

Recomendation: Al wildland fire agencies should stress the critical

i mportance of using all appropriate personal protective equi pment during
hazar dous assignnments. Had the GNP#3 crew been using their Nonex
shrouds, the second degree burns mi ght have been avoi ded.

Recomendation; Al wildland fire agencies should evaluate the |Iine
packs used by their firefighters to ensure that it is possible to pull a
fire shelter for depl oynment while running.

Reconmendati on: The NPS Pacific West Region should devel op and i npl enent
gui del i nes for bus inspection, operator capability, and driver duty
hour s.

- Managenment Support

Recomendat i on: NPS nobilization procedures (see Recomrmendati on above
under Experience Levels)

Reconmendati on: A periodic review process for Type 1 Incident Managenent
Teans should be established. The National WIldfire Coordinating G oup
shoul d be tasked with establishing teans and review procedures for
assessing the perfornance of Type | IMIs in the field on a regular
basis, especially as it relates to safety. Each Type I I MI should be
reviewed and critiqued at | east once every 2 or 3 years.

THE 10 AND 18

The Ten Standard Firefighting Orders and 18 Watch Qut Situations are desi gned
to help firefighters to be aware of dangerous circunstances and reduce
firefighting risks. They also serve as an analytical tool to help assess what
errors nmight have occurred during an incident. Federal wildland firefighters
are instructed in the 10 Standard Orders and 18 Watch Qut Situations and are
expected to recogni ze and know t hem

TEN STANDARD ORDERS



Fight fire aggressively, but provide for safety first.

The backfire conducted by GNP#3 was too aggressive a tactic for the
exi sting conditions. The Branch Director and Division Supervisor did
not adequately provide for safety - no | ookouts, safety areas too far
apart, the line behind the firing squad was unsecured.

The Dalton Hotshots and Snmokey Bear Hotshots Superintendents
denonstrated strict adherence to this fire order

Initiate all action based on current and expected fire behavior

The I nci dent Commander, the Pl anning Section Chief, and the Operations
Section Chiefs did not give sufficient enphasis to the observed and
expected fire behavi or when planning for the day operational period or
during the briefing on August 9.

The Branch Director, Division Supervisor, and G\NP#3 Crew Boss di d not
appropriately consider observed and expected fire behavi or when pl anni ng
and initiating the backfire operation

Distribution of the fire behavior forecast for August 9 to line
personnel was inconpl ete.

Recogni ze current weat her conditions and obtain forecasts

The Branch Director, Division Supervisor, and GNP#3 Crew Boss di d not
take into account changing fire behavior when planning and initiating
t he backfire operation.

The Branch Director and Division Supervisor did not take the current
weat her into account when planning and initiating the backfire.

Ensure instructions are given and under st ood

There were no operational assignnents in the |AP.

The Operations Section Chiefs did not give adequate instructions to the
i ne overhead.

The briefing given on August 9 in Jiggs was i nadequate and was not
attended by all operations resources.

The briefing prior to initiation of the backfire did not address LCES
adequately or clearly.

Obtain current information on fire status

The Branch Director, the Division Supervisor, and the G\NP#3 Crew Boss

conprom sed this order. No one involved with the backfire had current
information on the status or actual location of the main fire when the
backfire was begun

Remai n in communi cation with crewnenbers, your supervisor, and adjoi ni ng
forces

Al'l operations supervisors involved in this entrapnent conprom sed this
order. The QOperations Section Chiefs were not nonitoring operations on
Branch Il and were unaware of the backfire plan or its initiation.
During the backfire, the Branch Director and Division Supervisor were
not in contact with each other and they did not nmaintain contact with
GN\P#3 as they burned. The GNP#3 Crew Boss did not maintain
conmuni cati ons with his supervisors.

Determ ne safety zones and escape routes

Al t hough safety zones and escape routes had been established and
identified, the bulldozed safety zones were too far apart for weather
and fire behavior conditions. The backfire was nmoving too quickly al ong
the Iine for the crewto use the black as a safety area.



Establ i sh | ookouts in potentially hazardous conditions

The Branch Director, Division Supervisor, and GNP#3 Crew Boss di d not
clearly designate or post |ookouts during the backfire operation

Retain control at all tines

The Operations Section Chiefs were not supervising tactical operations
in Branch 11

The Division Supervisor did not exercise sufficient control of tactica
operations on his division.

Stay alert, keep calm think clearly, act decisively

A strong focus on the tactical m ssion caused key personnel to negl ect
calm clear deliberation of the proposed tactics. In the face of

nuner ous warni ng signs, no one acted decisively to interrupt the urgent,
" head-down'' focus on the tactical mssion

The Branch Director made poor decisions regarding tactical operations.

Ei ghteen Watch Qut Situations

1

?

The fire is not scouted and sized up

The main fire was not scouted and sized up prior to initiating the
backfire. |Its exact |ocation was unknown by the people on the north
dozer line.

You are in country not seen in daylight.
This was not an issue.
Saf ety zones and escape routes are not identified.

Saf ety zones and escape routes were identified. Safety zones were too
far apart for observed and predicted weather and fire behavior

You are unfamliar with weather and |l ocal factors influencing fire
behavi or .

This was not an issue
You are not informed of tactics, strategy, and hazards.

There were no instructions on the Incident Action Plan, and the
Operations Section Chiefs had the Branch Directors devel op the plan and
tactics for the day. During the course of the day there was extensive
confusi on about tactics, and insufficient information and discussion
concer ni ng hazards.

Instructions and assignment are not clear.

During the course of the day, instructions and assignnents were uncl ear
fromthe Operations Section Chief [evel down to the Crew Boss and
crewnenber |evel.

No communi cation |ink has been established with crewnenbers or your
supervi sor.

The GNP#3 Crew Boss did not have conmunications with the Branch Director
or Division Supervisor at the time of this entrapnent. This was because
the tactical frequency was overl oaded and the Crew Boss was too actively
i nvol ved in the burn operation



You are constructing line without a safe anchor point.

The ""Y'' safety zone used as the anchor point for the backfire was not
tied into cold black or natural barriers. 1t was not capabl e of
stopping the fire's spread or preventing flanking of the east-west dozer
line.

You are building fireline with fire bel ow.

This was not an issue.

You are attenpting a frontal assault on the fire.

This backfire was an indirect attack across the head of the fire.

There is unburned fuel between you and the fire.

When the backfire was initiated, there was approxi mately 1/4 to 1/2 nile
of unburned fuel between personnel on the dozer line and the head of the
main fire.

You cannot see the main fire and are not in contact wi th soneone who
can.

As the backfire was begun, no one on the dozer line could see the main
fire. There was no air support overhead. Because of intense radio
traffic, nost personnel on Division Qwere not in contact with anyone
who could see the main fire.

You are on a hillside where rolling material can ignite fuel bel ow you.
This was not an issue.

The weat her is becom ng hotter and drier.

Virtually all Iine overhead involved in the entrapnent ignored warning
signs that the weather was becom ng hotter, drier, and very unstable.

The wind is increasing and/ or changing direction

The Branch Director, Division Supervisor and GNP#3 Crew Boss al

observed that the wind was shifting direction and changi ng speed
regularly as they prepared to initiate the backfire.

You are getting frequent spot fires across the line.

This was not an issue until the tine of the entrapnent.

The terrain and fuel s nake escape to safety zones difficult.

Extrene fire behavior in the light, flashy fuels involved nade escape to
the safety zones difficult, and for a brief time inpossible. Only a
fortuitous wind shift allowed the GNP#3 firing squad to escape the fire.
You are taking a nap near the fireline.

This was not an i ssue.

SADLER FI RE ENTRAPNMENT
Tal ki ng Points



On August 9, 1999, six nenber of the Colden Gate park #3 (GNP #3) Type 2
fire crew were overrun by flanmes while conducting operations on the head
of a BLMincident, Sadler Fire, southeast of Elko, NV. At least two
fire shelters were pulled fromthe cases.

Al six crew nenbers were treated at the hospital in El ko for snoke

i nhal ation. Two were also treated for second degree burns on their face
and neck. Three crew nenbers were kept overnight for observation and
rel eased the next day.

An acci dent investigation teamwas chartered by the NB BLM The fi nal
report is being issued by National BLMFire Director, Les Rosenkrance.

The report surfaced several significant violations of standard safe
practices and operating procedures by five nenber of the conmand and
general staff of Ed Storey's National Type 1 incident nanagenent team
(I'MI and three other persons assigned to the Sadler incident.
Specifically named in the report were the follow ng positions: a)

I nci dent Conmander; b) Safety O ficer; «c¢) Planning Section Chief; d)
both Operation Section Chiefs; e) Operations Branch Director; f)
Division "~ Q"' Supervisor; and; g) Crew Boss GNP #3.

Actions and om ssions by the eight persons named in the report viol ated
all ten of the Standard Fire Fighting Orders and conproni se thirteen of
the 18 Situation that Shout Watch-out.

The Great Basin Coordinating Goup (GBCG net with the command and gener al
staff of Storey's Teamand |istened to their account of the accident.
Based on this neeting and the findings and reconmendati on contained in
the draft report, reaffirmng firefighter safety as the highest

priority, the GBCG has dissolved Ed Storey's national Type | |ncident
Management Team effective i mediately.

This action in no way inplies performance viol ati ons by team nenbers not
specifically mentioned in the report.

In deliberating this action, the GBCG considered sinply replacing the
cul pabl e individuals and revitalizing the current teamwth new

| eadershi p. The chosen course of action was considered better in that
it allows for a whole new team structure to be established by the new

| eadership. This action will honor the Great Basin comitment to field
two Type | national incident managenent teans. Current team nenbers not
inmplicated in the report will be encouraged to apply to the new team

The GBCG strongly advi ses actions be taken by affected agency
repl acenent recomrendations for renedial action with the nanmed
i ndi vidual s per the report of the accident investigation team

The GBBCG will review all safety and operational procedures wth all

I nci dent Managerment Teans, both Type 1 and 2, in the G eat Basin as well
as review and clarity incident managenment ream gui delines and
expectation for the year 2000.

Six of the eight individuals named in the report are R-4 USFS enpl oyees.
The other two are State of Utah and National Park Service enpl oyees.

The Great Basin Coordinating Goup (GBCG is an interagency group
chartered by the National WIdfire Coordinating G oup to manage and
oversee Type 1 and 2 incident nanagenent teans within the Great Basin.
The GBCG consists of representatives from: States of 1D, NV and UT,
Bureau of Land Managenent; National Park Service; U S. Fish and Wldlife
Servi ce; Bureau of Indian Affairs; U S. Forest Service.



The GBCG will rewiw all sagety and operatioal procedure with

Sadl er Entrapment Key Personnel
Posi tion

I nci dent Comander

Pl anni ng Secti on Chi ef

Qperations Section Chief

Operations Section Chief

Branch Director

Safety O ficer

Di vi si on Supervi sor

Gol den Gate Crew #3
Crew Boss (fs*)
Crew Boss Trai nee
Squad Boss
Squad Boss
Squad Boss Trai nee (fs)
Firefighter
Firefighter

Firefighter
Firefighter
Firefighter
Firefighter
Firefighter
Firefighter
Firefighter
Firefighter
Firefighter
Firefighter
Firefighter
Firefighter
Firefighter
* fs - firing squad

I nvesti gati on Team
Lead

Chi ef | nvestigator
Oper ations Speci al i st
NDF Rep/ Fi re Behavi or
Fi re Behavi or

NPS Representative

Saf ety Speciali st

Nane
Ed Storey
Jeff Luff
Buz Vanski ke
Skip Hurt
Dan Hut er

Dee Sessions
Tom Shepard

Ti m Hort on
(fs) Al ex Naar
Chris Bradl ey
Don Bowen
Keren Chri stensen

(fs) Pet er G anpaol
(fs) David (Ty) Deaton
Firefighter (fs) Der ek Hyde
Brian Garrett
Janes Davi s
Randy Larson
WIliam Pi ckard
Ji my Verescagin
M ke Seynour
Angel a Hawk
Kevin Fitzgerald
St even \West er man
Nel i da Navarrete
Lydia M ngo
Ri chard Hunt sberry
Rex Jenni ngs

Bob Lee BLM
New Mexi co SFMO

Vi nce Mazzi er Al aska Fire
Service, Safety Chief

Tom Boat ner BLM Mont ana,

SFMO

Rob Ruffridge Nevada Di v

of Forestry, Region Mr.
Bill Wallis BLM
Col orado, SFMO
John Kraushaar
West Regi on Asst FMO
Stan Pal mer BLM
NI FC Safety

NPS Pacific



