SUMMONS - CIVIL STATE OF CONNECTICUT

JD-CV-1 Rev. 10-09 See page 2 for instructions
C.G.S. §§ 51-346, 51-347, 51-349, 51-350, 52-45a, SUPERIQR COURT
52-48, 52-258, P.B. Secs. 3-1 through 3-21, 8-1 www.jud.ct.gov

[ "x™if amount, legal interest or property in demand, not including interest and
costs is less than $2,500.

TO: Any proper officer; BY AUTHORITY OF THE
STATE OF CONNECTICUT, you are hereby

"X" if amount, legal interest or property in demand, not including interest and commanded to make due and legal service of
costs is $2,500 or more. this Summons and attached Complaint.

[ ] "X if claiming other relief in addition to or in lieu of money or damages.

Address of court clerk where writ and other papers shall be filed (Mumber, street, fown and zip code) | Telephone number of clerk Return Date (Must be a Tuesday)
(C.G.S. §§ 51-346, 51-350) (with area code) ’ )
. . December. 22 2015
95 Washington Sireet, Hartford, CT, 06106 - . |(860") 548-2700 Mo e -
[¥] Judicial District At (Town in which writ js returnable) (C.G.S. §§ 51-346, 51-349) Case type code (See list on page 2)
[ ] Housing Session L] Numben Hartford Major: T Minor: 90

For the Plaintiff(s) please enter the appearance of:

Name and address of attorney, law firm or plaintiff if self-represented (Number, street, town and zip code)

Paul Levin, Esq., Law Offices of Paul Levin, 40 Russ Sireet, Hartford, CT, 06106

Juris number (to be entered by atiorney only)

400797

Telephone number {with area code) Signature of Plaintiff (/f self-represented)

(860 ) 580-7226

Number of Plaintiffs: 2 Number of Defendants: 4 ["] Form JD-CV-2 attached for additional parties
Parties Name (Last, First, Middle Initial) and Address of Each party (Number; Street; P.O. Box; Town, State; Zip; Country, if not USA)
First Name:  Shawn Bell, Administrator for the Estate of Kevin Bell P-01
Plainti Address: 5 Andrew Lane, Windsor, CT 06095
aintiff
Additional Name: Wayatie Statham-Bell P-02
Plainti Address: 881 Garden Sireet, Hartford, CT 06112
intiff
First Name:  City of Hartford D-50
D Address: ¢/o Hartford Town & City Clerk, 550 Main St., Suite 105, Hartford, CT 06103
efendant
. Name: Carlos Huerias D-51
Additional |, cs: 115 Montrose Street, Hartford, CT 06106
Defendant
-~ Name: James Mcl.oughlin D-52
S:f;fl'g;‘st' Address: 168 Windbrook Drive, Windsor, CT, 06095
. Name: John Moree D-53
Add i
Def;::g::t Address: 62 Moniowese Street, Hartford, 06114

Notice to Each Defendant

1. YOU ARE BEING SUED. This paper is a Summons in a lfawsuit. The complaint attached to these papers states the claims that each plaintiff is making

against you in this lawsuit.

2. To be notified of further proceedings, you or your attorney must file a form called an "Appearance” with the clerk of the above-named Court at the above
Court address on or before the second day after the above Return Date. The Return Date is not a hearing date. You do not have to come to court on the

Return Date unless you receive a separate notice telling you to come to court.

3. Ifyou or your attorney do not file a written "Appearance” form on time, a judgment may be entered against you by default. The "Appearance” form may be

obtained at the Court address above or at www.jud.ct.gov under "Court Forms."

4. I you believe that you have insurance that may cover the claim that is being made against you in this lawsuit, you should immediately contact your
insurance representative. Other action you may have to take is described in the Connecticut Practice Book which may be found in a superior court law

library or on-line at www.jud.ct.gov under "Court Rules."

5. Ifyou have questions about the Summons and Complaint, you should talk to an attorney quickly. The Clerk of Court is not allowed to give advice on

legal questlons

Signed (Sign an Brb xﬁ/ gommlssgnerrtof the | Name of Person Signing at Left Date signed
uperior Cou )
[ ] Assistant Clerk Paul Levin 11/12/2015
For Court Use Only

if this Summons is signed by a Clerk: :

a. The signing has been done so that the Plaintiff(s) will not be denied access to the courts.

b. itis the responsibility of the Plaintiff(s) to see that service is made in the manner provided by law.

c. The Clerk is not permitted to give any legal advice in connection with any lawsuit.

d. The Clerk signing this Summons at the request of the Plaintiff(s) is not responsible in any way for any errors or
omissions in the Summons, any allegations contained in the Complaint, or the service of the Summons or Complaint.

File Date

| certify | have read and | Signed (Sel-Represented Plaintiff) Date
understand the above: 1112/2015

Name and address of person recognized to prosecute in the amount of $250

Jose Rojas, Esq., 40 Russ Street, Hariford, CT, 06106

Signed (Official taking recogn?ancm_"r mﬁe?box ) gogle?gsrsg)gfé of the | Date
u
‘ l—l Assistant Clerk 11/12/2015

Docket Number

(Page 1 of 2)




RETURN DATE: DECEMBER 22, 2015 : SUPERIOR COURT

SHAWN BELL, ADMINISTRATOR : J.D. OF HARTFORD
OF THE ESTATE OF KEVIN BELL :
V. : AT HARTFORD
CITY OF HARTFORD, ET AL. : NOVEMBER 12, 2015
COMPLAINT
General Allegations
1. The Plaintiff's Decedent, Kevin Bell, died intestate on October 7, 2014, a resident of the

Town of Hartford, within the Hartford Probate District, and the Court appointed Shawn Bell as the
administrator of the deceased's estate, and the Plaintiff is duly-qualified as such administrator and now

acting as such.

2. The Defendant, City of Hartford, is a municipal corporation organized and existing under

the laws of the State of Connecticut.

3. At all times relevant to this Complaint, the Defendant City of Hartford acted by and
through its officials and employees, members of the Hartford Fire Department, including but not limited

to the Defendants, Chief Carlos Huertas, Deputy Chief James McLaughlin, and Lieutenant John Moree.

4. At all relevant times hereto, it was the duty of the Defendant City of Hartford for the



administration, supervision, training and management of all Hartford Fire Department employees and
firefighters, including Defendant Chief Carlos Huertas, Defendant Deputy Chief James McLaughlin, and

Defendant Lieutenant John Moree.

5. At all relevant times hereto, it was the duty of the Defendant City of Hartford to be
responsible for the training of Hartford Firefighters, including Defendant Chief Carlos Huertas,
Defendant Deputy Chief James McLaughlin, and Defendant Lieutenant John Moree, on the policies and
procedures of the Hartford Fire Department, including but not limited to: emergency “mayday”
communications as promulgated in Department Directive No. 2.12, accounting for members, using the
Self-Contained Breathing Apparatus (“SCBA™) in teams of two (2) or more as promulgated in
Department Directive No. 2.43, responding to an emergency and/or hostile situation, supervision and/or
command of scene as promulgated in Department Directive No. 2.25, proper tactics for fighting fire,
daily testing of SCBA as promulgated in Department Directive No. 2.43, leaving emergency area with

partner when the SCBA breathing alarm sounds as promulgated in Department Directive No. 2.43.

6. At all relevant time hereto, the Defendants Chief Carlos Huertas, Deputy Chief James
McLaughlin and Lieutenant John Moree were agents, apparent agents, servants, and/or employees of the
Defendant City of Hartford and were acting within the course and scope of their employment and/or

agency and/or apparent agency with the Defendant City of Hartford.



7. On October 7, 2014, at approximately 6:38 PM, Engine Company 16 of the Hartford Fire

Department responded to a fire at 598 Blue Hills Avenue, Hartford, Connecticut.

8. On said date and at said time and place, the Plaintiff’s Decedent was a firefighter for
Engine Company 16 and responded to the fire with other firefighters, more particularly, Defendants

Lieutenant John Moree and Deputy Chief James McLaughlin.

9. On said date and at said time and place, Defendant Deputy Chief James McLaughlin was

in charge and/or command of the scene.

10. On said date and at said time and place, Defendant Deputy Chief James McLaughlin
ordered Engine Company 16 to fight the fire from the front of the house, and for Engine Company 14 to
fight the fire from the rear pursuant to which Command the Plaintiff’s Decedent was ordered to enter a

burning and smoke filled building .

11. On said date and at said time and place, the Plaintiff’s Decedent was equipped with his
SCBA and breached the front door with Defendant Lieutenant John Moree. Thereafter, the Plaintiff’s
Decedent and Defendant Lieutenant John Moree entered the building and went upstairs in search for the

fire.

12. On said date and at said time and place, the Plaintiff’s Decedent’s air pack alarm started



to go off, indicating that there was a shortage of air in the tank as reported after the fact by Defendant

Lieutenant John Moree.

13. On said date and at said time and place, Defendant Lieutenant John Moree’s air pack
alarm also went off whereupon Defendant Lieutenant Moree exited the house without the Plaintiff’s
Decedent who was left behind in the same room where he and Defendant Lieutenant Moree had been

paired together to ready a fire hose line for discharge.

14. On said date and at said time and place, Defendant Deputy Chief James McLaughlin was

the commander of the scene per Connecticut General Statutes § 7-313e .

15.  On said date and at said time and place, all firefighters at the scene were under the

command, order, direction and/or instruction of Defendant Deputy Chief James McLaughlin.

16.  On said date Hartford Fire Department policies required daily inspection of SCBA air
packs used for survival in smoke filled environments which firefighters are commanded to enter and

conduct their work.

17. On said date Hartford Fire Department policies required the prompt identification and
pulling out of service and/or fixing of sub-optimal or defective equipment and air tanks that fire fighters

rely on for survival in smoke filled environments which firefighters are commanded to enter and



conduct their work.

18. On said date, Hartford Fire Department policies in effect required regular face mask
testing and refitting as necessary so that the SCBA air tank oxygen supply is optimally maintained as

firefighters rely on same for survival when commanded to enter smoke filled environments.

19. On said date, the Hartford Fire Department, through those responsible members in
command, knew that untested and/or poorly functioning oxygen tanks (air packs), sub-standard
functioning of primary and secondary alarm low oxygen alert systems and ill-fitting face masks were
life safety issues and the risk of injury to firefighters commanded to enter into a burning and smoke
filled building with such issues present presented a substantial risk of injury or death in such

circumstances.

20. On said date, the Hartford Fire Department, through those responsible members in
command, knew that the Plaintiff’s Decedent’s engine company had such serious equipment function
issues present as these conditions had been brought directly to the attention of Defendant Chief Huertas

by Firefighter Nolan in the days prior to the fatal fire.

21. Firefighter Nolan’s responsibilities included such manner of oversight and an email was

dispatched to Defendant Chief Huertas, ostensibly intended to document his concerns. Notably, this was



outside the direct chain of command which suggests a high level of concern.

22.  Notwithstanding the fact that remediation had not yet occurred, Plaintiff’s Decedent and
others in his engine company were commanded to enter into a burning smoke filled building without

having the equipment checked, calibrated and validated for use beforehand.

23. Plaintiff’s Decedent’s low oxygen/passive secondary alarm system as tested by NIOSH
after his death failed to meet the minimum standard for triggering its loud piercing alert sound and was

significantly below the average range.

24. After Plaintiff’s Decedent had entered the relatively small second floor room together
with Defendant Lieutenant Moree, with whom he was paired on the fire hose line, Defendant Lieutenant
Moree subsequently reported that he had lost track of Plaintiff’s Decedent and was searching for him on
his hands and knees but could not find him (or hear his alarm) and so left the building himself due to his

tank’s low oxygen level.

25. On said date, the Hartford Fire Department, through those responsible members in
command, knew that poorly functioning radio equipment necessary to maintain critical communications
between outside command and firefighters commanded to enter a building was necessary for survival

and extraction in a live fire environment.



26. On said date, the Hartford Fire Department, through those responsible members in
command, knew that the radio equipment which Plaintiff’s Decedent and others in his company were
issued were not adequate for maintaining critical radio transmissions, for summoning immediate help
and status reports yet Plaintiff’s Decedent and others were commanded to enter a burning and smoke

filled environment with such poor equipment.

27. On said date, Defendant Lieutenant Moree called a “mayday” over an open transmission
radio line and he subsequently reported that he had lost contact with Plaintiff’s Decedent and could not
locate him in the room. Defendant Lieutenant Moree’s “mayday” call over the radio frequency they

were using was evidently unacknowledged or ignored.

28. Notwithstanding Defendant Lieutenant Moree’s “mayday” call more than eight minutes
elapsed prior to a rescue team (Tactical Team) being dispatched by the scene commander into the
building to search for Plaintiff’s Decedent who had gone missing at the time of Defendant Lieutenant

Moree’s “mayday” call.

29.  The Tactical Team readily located Plaintiff’s Decedent once dispatched within
approximately 30 seconds of elapsed time but Plaintiff’s Decedent was already out of air and apparently
in cardiac arrest when brought out of the building, thereafter attended to by EMTs and transported to the

hospital where he was unable to be fully revived and pronounced dead.



30. On said date, Hartford Fire Department policies in effect required a minimum mandatory
level of annual live fire and tactics training in order to assure that skill levels and decision making under

the stress of an actual fire were demonstrably present.

31.  On said date, the Hartford Fire Department, through those responsible members in
command, knew that a lack of enforcing such levels of training represented a clear and present danger to

all firefighters deployed and commanded to enter into active structural fires.

32. Prior to said date, the Hartford Fire Department union had repeatedly complained to the
responsible members in command of the Hartford Fire Department that such live fire training was not

being provided and that this presented a clear and present danger which should not be tolerated.

33. Prior to said date, the Hartford Fire Department’s union President, Vincent Fusco had
complained to responsible fire department members that during the 18 months immediately prior to
Plaintiff’s Decedent’s death, though the Hartford Fire Department had allotted 16,000 hours for such
essential life safety training, only 1,400 hours had actually been provided resulting in a serious shortfall
of life safety training that would predictably lead to poor decision making under actual fire incident

deployments.

34, On said date, the scene commander, Defendant Deputy Chief McLaughlin, had also not



received anything approaching the required recent live fire training and tactics instruction and did in
consequence make a multiple number of serious command errors that contributed to chaotic behavior
and decision making at the scene. Defendant Deputy Chief McLaughlin was responsible for the life and
safety of subordinate fire fighters including Plaintiff’s Decedent who he commanded to enter a burning

and smoke filled building.

35.  Upon information and belief, a member of the Tactical Team present and aware that
Plaintiff’s Decedent had been unaccounted for, had repeatedly requested permission from the scene
commander, Defendant Deputy Chief McLaughlin, to enter the building to locate Plaintiff’s Decedent

leading to the squandering of precious minutes.

36. On said date and time, given the knowledge that he had already ordered the building’s
evacuation many minutes earlier, and the Plaintiff’s Decedent was therefore left behind, Defendant
Deputy Chief McLaughlin’s delay in immediately sending in the Tactical Team, whose primary purpose
for being on scene is precisely for such circumstances, can fairly be characterized as a conscious and

intentional act which made injury or death substantially certain to occur.

37.  On said date, after Defendant Lieutenant Moree reportedly lost track of Plaintiff’s
Decedent and was unable to locate him in the burning room on the second floor after calling a “mayday”

alert that did not trigger the anticipated response for Tactical Team assistance, Defendant Lieutenant



Moree inexplicably failed to muster a prompt effort to alert fellow firefighters who had not responded to

his “mayday” call in an effort to bring about the Plaintiff Decedent’s rescue.

38. On said date, under such circumstances, Defendant Lieutenant Moree’s behavior, if not
actually intended to injure or kill the Plaintiff’s Decedent, may fairly be characterized as a conscious and

intentional act which made injury or death substantially certain to occur.

39. The Plaintiff’s Decedent had reported to family members and fellow firefighters that
some time prior to October 7, 2014 Defendant Lieutenant Moree had abandoned him in an active fire
situation where they had been paired together on a fire hose line and he had confronted Defendant
Lieutenant Moree about the inappropriateness of that behavior so personal animus towards Plaintiff’s
Decedent or a deliberate effort to undertake the same behavior may have motivated Defendant

Lieutenant Moree’s behavior at the scene of Plaintiff’s Decedent’s last firefighter effort.

40.  Notice of Intent to sue was served upon the Clerk for the Town of Hartford on or about

March 5, 2015 in accordance with CGS 7-465, CGS 52-557n, C.G.S 7-101a, without limitation.



FIRST COUNT - WRONGFUL DEATH ACTION FOR INTENTIONALLY CREATING A

DANGEROUS CONDITION SUBSTANTIALLY CERTAIN TO CAUSE INJURY ASTO CITY

OF HARTFORD

1-40. Paragraphs 1-40 of the General Allegations are hereby incorporated and hereby made

Paragraphs 1-40 of this First Count as if fully set forth herein.

41. The Plaintiff, Shawn Bell, was appointed Administrator of the Estate of Kevin Bell by the
Probate Court of Hartford, and acting as such Administrator brings this action for the death of Plaintiff’s
Decedent, Kevin Bell, pursuant to § 52-555 of the Connecticut General Statutes against the Defendant

City of Hartford.

42. The death of Plaintiff’s Decedent, Kevin Bell, was caused by the deliberate and/or
conscious intent to create a dangerous condition substantially certain to inflict injury and/or death by the
Defendant City of Hartford and/or its agents, apparent agents, servants, officers, and/or employees in
one or more of the following ways, in that by:

a) making a conscious and deliberate decision to not promptly service and/or fix

defective equipment created a dangerous condition substantially certain to inflict



b)

d)

injury and/or death in the context of ordering firefighters to enter a burning, smoke
filled building utilizing such equipment (See Attachment A);

making a conscious and deliberate decision to not administer testing and refitting of
face mask created a dangerous condition substantially certain to inflict injury and/or
death in the context of ordering firefighters to enter a burning, smoke filled building
utilizing such equipment (See Attachment A);

making a conscious and deliberate decision to ignore notification that the calibration
machine was inoperable and decided not to repair the calibration machine needed for
the fit testing created a dangerous condition substantially certain to inflict injury
and/or death in the context of ordering firefighters to enter a burning, smoke filled
building utilizing such equipment (See Attachment A);

making a conscious and deliberate decision to not follow and/or abide by the rules,
policies and procedures set forth and promulgated in the Hartford Fire Department
Directives created a dangerous condition substantially certain to inflict injury and/or
death in the context of ordering firefighters to enter a burning, smoke filled building;
making a conscious and deliberate decision to delay sending in the Tactical Team to

retrieve the decedent given the knowledge of how long the decedent had been in the



g)

h)

building with a SCBA tank with little or no air level remaining created a dangerous
condition substantially certain to inflict injury and/or death;

making a conscious and deliberate decision to not provide adequate training on the
Incident Command System, in violation of Hartford Fire Department Directive No.
2.25, created a dangerous condition substantially certain to inflict injury and/or death
in the context of ordering firefighters to enter a burning, smoke filled building
without such training;

making a conscious and deliberate decision to not provide adequate training in
communicating an emergency “mayday” situation, in violation of Hartford Fire
Department Directive No. 2.12, created a dangerous condition substantially certain to
inflict injury and/or death in the context of ordering firefighters to enter a burning,
smoke filled building utilizing such equipment;

making a conscious and deliberate decision to not provide training and enforcement
on the requirement of remaining with designated partner when in utilization of a
SCBA, in violation of Hartford Fire Department Directive No. 2.43, created a
dangerous condition substantially certain to inflict injury and/or death;

making a conscious and deliberate decision to not perform daily inspections, testing

and/or assessments of SCBA, in violation of Hartford Fire Department Directive No.



i)

k)

)

2.43, created a dangerous condition substantially certain to inflict injury and/or death
in the context of ordering firefighters to enter a burning, smoke filled building;
making a conscious and deliberate decision to not provide an Incident Safety Officer
to the scene in violation of Hartford Fire Department Directive No. 2.26, created a
dangerous condition substantially certain to inflict injury and/or death in the context
of ordering firefighters to enter a burning, smoke filled building;

making a conscious and deliberate decision to command the Plaintiff’s Decedent to
enter a burning and smoke filled building despite direct knowledge that its
employees, servants and/or agents, including the Plaintiff’s Decedent, Kevin Bell,
were utilizing inappropriate, improper, defective and unsafe SCBA’s for the
performance of their duties and responsibilities (See Attachment B [NIOSH]);
making a conscious and deliberate decision to command the Plaintiff’s Decedent to
enter a burning and smoke filled building despite its direct knowledge that the
mandatory daily inspections, assessment, and/or testing of SCBA were not performed
(See Attachment C [Nolan email]);

making a conscious and deliberate decision to command the Plaintiff’s Decedent to
enter a burning and smoke filled building despite its direct knowledge that all

firefighters of Engine 16 needed life safety retraining in the context of ordering



p)

engine 16 firefighters to enter a burning, smoke filled building when they lacked such
life safety skills;

making a conscious and deliberate decision to command the Plaintiff’s Decedent to
enter a burning and smoke filled building despite its knowledge that defective,
inoperable, and/or faulty SCBA, would create a condition substantially certain to
result in injury and/or death to its employees, including the Plaintiff’s Decedent;
making a conscious and deliberate decision to command the Plaintiff’s Decedent to
enter a burning and smoke filled building despite its knowledge that not performing
daily inspections, assessments, and/or testing of SCBA would create a condition
substantially certain to result in injury and/or death of its employees, including the
Plaintiff’s Decedent;

making a conscious and deliberate decision to command the Plaintiff’s Decedent to
enter a burning and smoke filled building despite its knowledge that inadequate
training, including but not limited to: fighting fires, leaving emergency area with
partner when the SCBA breathing alarm sounds, “mayday” radio communications,
having an Incident Safety Officer on scene, and the Incident Command System,
would create a condition substantially certain to result in injury and/or death of its

employees, including the Plaintiff’s Decedent;



q) making a conscious and deliberate decision to command the Plaintiff’s Decedent to

enter a burning and smoke filled building despite its knowledge that the scene
commander had no scene command experience and no recent live fire command
training necessary to safely direct and coordinate the activities on scene, making
critical and time sensitive decisions involving life and death of the firefighters inside
a burning smoke filled building;

making a conscious and deliberate decision to command the Plaintiff’s Decedent to
enter a burning and smoke filled building despite its knowledge that the scene
commander reportedly had a significant mental health condition which would
logically interfere with the ability to reliably make life safety decisions under stress in
a timely manner;

making a conscious and deliberate decision to command the Plaintiff’s Decedent to
enter a burning and smoke filled building despite its knowledge that the radio
communications equipment had been complained about and proved unreliable in
transmitting and enabling critical transmissions to be clearly heard. in the context of
ordering firefighters to enter a burning, smoke filled building utilizing such

equipment;



t) making a conscious and deliberate decision not to enforce hiring and supervision
standards as respecting Defendants Lieutenant John Moree and Deputy Chief James
McLaughlin in the context of the knowledge that the lives of other subordinate
firefighters, including the Plaintiff’s Decedent, would depend upon their actions for

survival in the context of responding to structural fires within the City of Hartford.

43. Taking into account the totality of the conscious and deliberate decisions to allow an
increasingly dangerous status quo and despite its knowledge of the risks involved the Defendant City of
Hartford was aware that injury and/or death to its employees, including the Plaintiff’s Decedent, were
substantially certain to follow from its aforementioned conduct. As a result of the deliberate and/or
consciously intended acts of misconduct of Defendant City of Hartford, the Plaintiff’s Decedent suffered

asphyxia that resulted in his untimely death.

44, The Defendant City of Hartford is vicariously liable for the actions and omissions of its
scene commander, Defendant Deputy Chief McLaughlin, which were carried out in the course and scope

of the scene commander’s employment.



45. As a result of the aforesaid deliberate and/or consciously intended acts of misconduct of
Defendant City of Hartford, the Plaintiff’s Decedent sustained a loss of earnings and the destruction of

his earning capacity.

46. As a further result of the aforesaid deliberate and/or consciously intended acts of
misconduct of Defendant City of Hartford, the Plaintiff’s Decedent incurred expenses for medical care

and treatment, funeral and burial expenses.

47. As a further result of the aforesaid deliberate and/or consciously intended acts of
misconduct of Defendant City of Hartford, the Plaintiff’s Decedent has been deprived of the ability to

carry on and enjoy life’s activities and pleasures.

48. The acts complained of were made by employees of the City of Hartford in the course
and scope of their employment and the City is liable for same pursuant to Connecticut General Statute

sections 52-557n., 7-465 and 7-101a.

49. Defendant Deputy Chief Commander James McClaughlin while acting as Incident Scene

Commander and Defendant Hartford Fire Department Chief Carlos Huertas were of such a rank that



their actions may be deemed the alter ego of the Defendant City of Hartford in so far as the

administration and activities of its Fire Department are concerned.

SECOND COUNT - LOSS OF CONSORTIUM AS TO DEFENDANT CITY OF HARTFORD

1-49. Paragraphs 1-49 of the First Count one are hereby incorporated and hereby made

Paragraphs 1-49 of this Second Count as if fully set forth herein.

50.  Atall times relevant to the complaint, Plaintiff Wayatte Bell was the wife of Plaintiff’s
Decedent, Kevin Bell and resided with Plaintiff’s Decedent until his death at the family home in

Hartford, Connecticut.

51. As a proximate result of the willful and/or serious conduct of the Defendant City of
Hartford, Plaintiff Wayatte Bell suffered the loss of the care, companionship, and consortium of her
husband, Plaintiff’s Decedent Kevin Bell, and will continue to suffer such losses and damages in the

future.

THIRD COUNT - WRONGFUL DEATH ACTION FOR INTENTIONALLY CREATING A

DANGEROUS CONDITION SUBSTANTIALLY CERTAIN TO CAUSE INJURY ASTO

CHIEF CARLOS HUERTAS




1-49. Paragraphs 1-49 of the allegations in the First Count are hereby incorporated and hereby

made Paragraphs 1-49 of this Third Count as if fully set forth herein.

50.  The Plaintiff, Shawn Bell, was appointed Administrator of the Estate of Kevin Bell by the
Probate Court of Hartford, and acting as such Administrator brings this action for the death of Plaintiff’s
Decedent, Kevin Bell pursuant to § 52-555 of the Connecticut General Statutes against the Defendant

Chief Carlos Huertas.

51. The death of Plaintiff’s Decedent was caused by the deliberate and/or conscious intent to
create a dangerous condition substantially certain to inflict injury and/or death by the Defendant Chief
Carlos Huertas and/or his agents, apparent agents, servants, officers, and/or employees in one or more of
the following ways, in that by:

a) making a conscious decision to not promptly service and/or fix defective equipment
created a dangerous condition substantially certain to inflict injury and/or death (See
Attachment A);

b) making a conscious decision to not administer testing and refitting of face mask
created a dangerous condition substantially certain to inflict injury and/or death (See

Attachment A);



d)

g)

making a conscious decision to ignore notification that the calibration machine was
inoperable and decided not to repair the calibration machine needed for the fit testing
created a dangerous condition substantially certain to inflict injury and/or death (See
Attachment A);

making a conscious decision to not follow and/or abide by the rules, policies and
procedures set forth and promulgated in the Hartford Fire Department Directives
created a dangerous condition substantially certain to inflict injury and/or death;
making a conscious decision to not provide adequate training on the Incident
Command System, in violation of Hartford Fire Department Directive No. 2.25,
created a dangerous condition substantially certain to inflict injury and/or death;
making a conscious decision to not provide adequate training in communicating an
emergency “mayday” situation, in violation of Hartford Fire Department Directive
No. 2.12, created a dangerous condition substantially certain to inflict injury and/or
death;

making a conscious decision to not provide adequate training on the requirement of
remaining with designated partner when in utilization of a SCBA, in violation of
Hartford Fire Department Directive No. 2.43, created a dangerous condition

substantially certain to inflict injury and/or death.



52. Prior to and on October 7, 2014, the Defendant Chief Carlos Huertas had knowledge to a
substantial certainty that the defective, inoperable, and/or faulty SCBA, would create a condition that

could result in injury and/or death to his employees, including the Plaintiff’s Decedent.

53. Prior to and on October 7, 2014, the Defendant Chief Carlos Huertas had knowledge to a
substantial certainty that not performing daily inspections, assessments, and/or testing of SCBA would
create a condition that could result in injury and/or death of his employees, including the Plaintiff’s

Decedent.

54. Prior to and on October 7, 2014, the Defendant Chief Carlos Huertas had knowledge to a
substantial certainty that inadequate training, including but not limited to: fighting fires, leaving
emergency area with partner when the SCBA breathing alarm sounds, “mayday” radio communications,
having an Incident Safety Officer on scene, and the Incident Command System, would create a

condition that could result in injury and/or death of his employees, including the Plaintiff’s Decedent.

55. The Defendant Chief Carlos Huertas was aware that injury and/or death to his employees,

including the Plaintiff’s Decedent, were substantially certain to follow from his aforementioned conduct.



56. As a result of the deliberate and/or consciously intended acts of misconduct of Defendant

Chief Carlos Huertas, the Plaintiff’s Decedent suffered asphyxia that resulted in his untimely death.

57.  Asaresult of the aforesaid deliberate and/or consciously intended acts of misconduct of
Defendant Chief Carlos Huertas, the Plaintiff’s Decedent sustained a loss of earnings and the destruction

of his earning capacity.

58. As a further result of the aforesaid deliberate and/or consciously intended acts of
misconduct of Defendant Chief Carlos Huertas, the Plaintiff’s Decedent incurred expenses for medical

care and treatment, funeral and burial expenses.

59.  Asa further result of the aforesaid deliberate and/or consciously intended acts of
misconduct of Defendant Chief Carlos Huertas, the Plaintiff’s Decedent has been deprived of the ability

to carry on and enjoy life’s activities and pleasures.

FOURTH COUNT - LOSS OF CONSORTIUM AS TO DEFENDANT CHIEF CARLOS

HUERTAS

1-59. Paragraphs 1-59 of the Allegations of the Third Count are hereby incorporated and

hereby made Paragraphs 1-59 of this Fourth Count as if fully set forth herein.



60. At all times relevant to the complaint, Plaintiff Wayatte Bell was the wife of Plaintiff’s
Decedent, Kevin Bell and resided with Plaintiff’s Decedent until his death at the family home in

Hartford, Connecticut.

61. As a proximate result of the misconduct of Defendant Chief Carlos Huertas, Plaintiff
Wayatte Bell suffered the loss of the care, companionship, and consortium of her husband, Plaintiff’s

Decedent, Kevin Bell and will continue to suffer such losses and damages in the future.

FIFTH COUNT - WRONGFUL DEATH ACTION FOR INTENTIONALLY CREATING A

DANGEROUS CONDITION SUBSTANTIALLY CERTAIN TO CAUSE INJURY AS TO

DEFENDANT DEPUTY CHIEF JAMES MCLAUGHLIN

1-61. Paragraphs 1-61 of the Allegations of Count Four are hereby incorporated and hereby

made Paragraphs 1-61 of this Fifth Count as if fully set forth herein.

62. The Plaintiff, Shawn Bell, was appointed Administrator of the Estate of Kevin Bell by the
Probate Court of Hartford, and acting as such Administrator brings this action for the death of Plaintiff’s
Decedent, Kevin Bell pursuant to § 52-555 of the Connecticut General Statutes against the Defendant

Deputy Chief James McLaughlin.



63. The death of Plaintiff’s Decedent was caused by the deliberate and/or conscious intent to

create a dangerous condition substantially certain to inflict injury and/or death by the Defendant Deputy

Chief James McLaughlin and/or his agents, apparent agents, servants, officers, and/or employees in one

or more of the following ways, in that by:

a)

b)

making a conscious and deliberate decision to not follow and/or abide by the rules,
policies and procedures set forth and promulgated in the Hartford Fire Department
Directives created a dangerous condition substantially certain to inflict injury and/or
death;

making a conscious and deliberate decision to delay sending in the Tactical Team to
retrieve the Plaintiff’s Decedent even though it was known that Plaintiff’s Decedent’s
air level was low or depleted and he had been left behind in the burning building for
many minutes after he had ordered the building to be evacuated by all firefighters
created a dangerous condition substantially certain to inflict injury and/or death;
making a conscious and deliberate decision to not provide or obtain adequate training
of the Incident Command System, in violation of Hartford Fire Department Directive
No. 2.25, created a dangerous condition substantially certain to inflict injury and/or
death in the event he was designated as incident commander and circumstances which

he was unprepared for arose;



d)

g)

h)

making a conscious and deliberate decision to not provide adequate training in
communicating, copying and responding to an emergency “mayday” situation, in
violation of Hartford Fire Department Directive No. 2.12, created a dangerous
condition substantially certain to inflict injury and/or death;

making a conscious and deliberate decision to not provide adequate direction and/or
instruction in combating a fire in a residential area created a dangerous condition
substantially certain to inflict injury and/or death;

making a conscious and deliberate decision to not provide adequate training and
enforcement of the requirement of firefighters pairing up and remaining with their
designated partner when in utilization of a SCBA, in violation of Hartford Fire
Department Directive No. 2.43, created a dangerous condition substantially certain to
inflict injury and/or death;

making a conscious and deliberate decision to not perform daily inspections, testing
and/or assessments of SCBA, in violation of Hartford Fire Department Directive No.
2.43, created a dangerous condition substantially certain to inflict injury and/or death;
making a conscious and deliberate decision to not provide and/or disable the function

of the Incident Safety Officer at the scene in violation of Hartford Fire Department



Directive No. 2.26, created a dangerous condition substantially certain to inflict injury
and/or death;

1) making a conscious and deliberate decision to not disclose to a more senior Hartford
Fire Department member who arrived at the scene shortly after he assumed command
that he did not have any incident command experience, had not had any recent live
fire exercise leadership and command tactics training resulting in the non-assumption
of such duties by the more senior and experienced member of the Hartford Fire
Department which by Hartford Fire Department policies is what should have occurred
in any event;

1) making a conscious and deliberate decision to not disclose to his more senior
Hartford Fire Department member who arrived on scene shortly after he assumed
incident command that he had a mental health history which under stress might result
in poor or delayed decision making impacting the safety of firefighters under his

command.

64. Prior to and on October 7, 2014, the Defendant Deputy Chief James McLaughlin had
knowledge to a substantial certainty that the defective, inoperable, and/or faulty SCBA, would create a

condition that could result in injury and/or death to his employees, including the Plaintiff’s Decedent.



65.  Prior to and on October 7, 2014, the Defendant Deputy Chief James McLaughlin had
knowledge to a substantial certainty that not performing daily inspections, assessments, and/or testing of
SCBA would create a condition that could result in injury and/or death of his employees, including the

Plaintiff’s Decedent.

66. Prior to and on October 7, 2014, the Defendant Deputy Chief James McLaughlin had
knowledge to a substantial certainty that inadequate training, including but not limited to: fighting fires,
leaving emergency area with partner when the SCBA breathing alarm sounds, “mayday” radio
communications, having an Incident Safety Officer on scene, and the Incident Command System, would
create a condition that could result in injury and/or death of his employees, including the Plaintiff’s

Decedent.

67. The Defendant Deputy Chief James McLaughlin was aware that injury and/or death to
his employees, including the Plaintiff’s Decedent, were substantially certain to follow from his

aforementioned conduct.



68.  Asaresult of the deliberate and/or consciously intended acts of misconduct of Defendant
Deputy Chief James McLaughlin, the Plaintiff’s Decedent suffered asphyxia that resulted in his

untimely death.

69.  As aresult of the aforesaid deliberate and/or consciously intended acts of misconduct of
Defendant Deputy Chief James McLaughlin, the Plaintiff’s Decedent sustained a loss of earnings and

the destruction of his earning capacity.

70.  As a further result of the aforesaid deliberate and/or consciously intended acts of
misconduct of Defendant Deputy Chief James McLaughlin, the Plaintiff’s Decedent incurred expenses
for medical care and treatment, funeral and burial expenses.

71.  As a further result of the aforesaid deliberate and/or consciously intended acts of
misconduct of Defendant Deputy Chief James McLaughlin, the Plaintiff’s Decedent has been deprived

of the ability to carry on and enjoy life’s activities and pleasures.

SIXTH COUNT - LOSS OF CONSORTIUM AS TO DEFENDANT DEPUTY CHIEF JAMES

MCLAUGHLIN




1-71. Paragraphs 1-71 of the Allegations of the Fifth Count are hereby incorporated and

hereby made Paragraphs 1-71 of this Sixth Count as if fully set forth herein.

72. At all times relevant to the complaint, Plaintiff Wayatte Bell was the wife of Plaintiff’s
Decedent, Kevin Bell and resided with Plaintiff’s Decedent until his death at the family home in

Hartford, Connecticut.
73.  Asaproximate result of the misconduct of Defendant Deputy Chief James McLaughlin,
Plaintiff Wayatte Bell suffered the loss of the care, companionship, and consortium of her husband,

Plaintiff’s Decedent, Kevin Bell and will continue to suffer such losses and damages in the future.

SEVENTH COUNT - WRONGFUL DEATH ACTION FOR INTENTIONALLY CREATING A

DANGEROUS CONDITION SUBSTANTIALLY CERTAIN TO CAUSE INJURY ASTO

DEFENDANT LIEUTENANT JOHN MOREE

1-40. Paragraphs 1-40 of the General Allegations are hereby incorporated and hereby made

Paragraphs 1-40 of this Seventh Count as if fully set forth herein.



41.  The Plaintiff, Shawn Bell, was appointed Administrator of the Estate of Kevin Bell by the
Probate Court of Hartford, and acting as such Administrator brings this action for the death of Plaintiff’s
Decedent, Kevin Bell pursuant to § 52-555 of the Connecticut General Statutes against the Defendant

Lieutenant John Moree.

42. The death of Plaintiff’s Decedent was caused by the deliberate and/or conscious intent to
create a dangerous condition substantially certain to inflict injury and/or death by the Defendant
Lieutenant John Moree and/or his agents, apparent agents, servants, officers, and/or employees in one or
more of the following ways, in that by:

a) making a conscious decision to abandon his partner, Plaintiff’s Decedent, while in the
burning structure and make an inadequate effort to locate him before exiting the
room;

b) making a conscious decision to refrain from repeating his faintly transmitted
“Mayday” call after not having his transmission acknowledged and instead leaving
Plaintiff’s Decedent inside the burning structure;

¢) making a conscious decision to delay communicating to the scene commander that he

could not find Plaintiff’s Decedent or notifying the Tactical Team or other nearby



firefighters immediately upon his exiting of the structure that the Plaintiff’s Decedent
was still inside and low on oxygen;

d) making a conscious decision to not follow and/or abide by the rules, policies and
procedures set forth and promulgated in the Hartford Fire Department Directives
created a dangerous condition substantially certain to inflict injury and/or death;

e) making a conscious decision to not effectively communicate an emergency “mayday”
situation, in violation of Hartford Fire Department Directive No. 2.12, created a
dangerous condition substantially certain to inflict injury and/or death;

f) making a conscious decision to not remain with designated partner when in utilization
of'a SCBA, in violation of Hartford Fire Department Directive No. 2.43, created a

dangerous condition substantially certain to inflict injury and/or death.

43. As a result of the deliberate and/or consciously intended acts of misconduct Defendant
Lieutenant John Moree, the Plaintiff’s Decedent suffered asphyxia leading to cardiac arrest that resulted

in his untimely death.



44.  As a further result of the aforesaid deliberate and/or consciously intended acts of
misconduct of Defendant Lieutenant John Moree, the Plaintiff’s Decedent sustained a loss of earnings

and the destruction of his earning capacity.

45.  As a further result of the aforesaid deliberate and/or consciously intended acts of
misconduct of Defendant Lieutenant John Moree, the Plaintiff’s Decedent incurred expenses for medical

care and treatment, funeral and burial expenses.

46.  As a further result of the aforesaid deliberate and/or consciously intended acts of
misconduct of Defendant Lieutenant John Moree, the Plaintiff’s Decedent has been deprived of the

ability to carry on and enjoy life’s activities and pleasures.

EIGHTH COUNT - LOSS OF CONSORTIUM AS TO DEFENDANT LIEUTENANT JOHN

MOREE

1-46. Paragraphs 1-46 of the Allegations of the Seventh Count are hereby incorporated and

hereby made Paragraphs 1-46 of this Eighth Count as if fully set forth herein.



47. At all times relevant to the complaint, Plaintiff Wayatte Bell was the wife of Plaintiff’s
Decedent, Kevin Bell and resided with Plaintiff’s Decedent until his death at the family home in

Hartford, Connecticut.

48. As a proximate result of the misconduct of Defendant Lieutenant John Moree, Plaintiff
Wayatte Bell suffered the loss of the care, companionship, and consortium of her husband, Plaintiff’s

Decedent and will continue to suffer such losses and damages in the future.

NINTH COUNT —NEGLIGENCE ASTO CITY OF HARTFORD

1-40. Paragraphs 1-40 of the General Allegations are hereby incorporated and hereby made

Paragraphs 1-40 of this Ninth Count as 1f fully set forth herein.

41. Well prior to the official release of the cause of death by the medical examiner’s findings as
to the Plaintiff Decedent’s cause of death, toxicology results from Plaintiff’s Decedent’s blood were
delivered to high ranking members of the Hartford Fire Department and based upon information and
belief this included the Defendants Chief Carlos Huertas and scene commander Defendant Deputy Chief
John McLaughlin. At or around this time, scandalous rumors began to circulate that the Plaintiff’s
Decedent had “cocaine in his blood” and “suffered a heart attack™ with an implication that it was the

Plaintiff Decedent’s level of fitness for duty which contributed to his death.



42. Said rumors were of a nature and variety that they were partially based upon distorted private
information shared with the Hartford Fire Department and either encouraged or allowed to circulate for

many months prior to the release of official information.

43. Said rumors were circulated throughout the community, other fire house stations throughout
the State of Connecticut and were heard by Plaintiff Decedent’s family members including the Plaintiff

Shawn Bell and the Plaintiff Wayatte Bell and were extremely hurtful and of course were untrue.

44. The responsible members of the Hartford Fire Department were also aware of same and who
in the Hartford Fire Department were the sources of said scandalous rumors and yet no private or public

effort to stop the defamatory information from continuing to circulate was undertaken.

45. In the meantime, the official Board of Inquiry that had been constituted in accordance with
Hartford Fire Department policy to explore the circumstances leading to the death of a firefighter in the
line of duty was upon information and belief deliberately denied information that had been requested by
the Board of Inquiry and in fact advised to stand down but not “tell the public” that this was going to

occur.

46. A member of the Board of Inquiry refused to obey what was viewed as an unlawful

command and to mislead the public by participating in such a charade.

47. Instead of rapidly enabling the Board of Inquiry to fulfill its function, senior members of the
Hartford Fire Department who knew that the Plaintiff’s Decedent did not have cocaine in his blood

system or suffer a heart attack due to his level of fitness chose to obstruct the investigation.



48. Both the encouragement and/or allowance of scandalous information concerning the death of
a firefighter occurring from personal misbehavior and conditioning, the failure to take steps to address
such hurtful information now circulating in the community and the decision to obstruct its own Board of

Inquiry stem from high level Hartford Fire Department members in a position to act and yet failed to do

S0.

49. Both the encouragement and/or allowance of scandalous information concerning the death of
a firefighter occurring from personal misbehavior and conditioning, the failure to take steps to address
such hurtful information now circulating in the community and the decision to obstruct its own Board of
Inquiry are consistent with the apparent goal of taking the focus off the embarrassing failures of
command structure, equipment maintenance irregularities and the lack of State of Connecticut mandated
training provided to their firefighters and instead allow the “blame” to impliedly fall upon the Plaintiff’s

Decedent as per the scandalous rumors continuing to circulate.

50. The City of Hartford is liable for the acts and omissions of its Hartford Fire Department
members who had a duty to secure private information about the Plaintiff Decedent’s toxicology and

medical examiner findings communicated to them and failed to do so in a competent manner.

51. The City of Hartford is liable for the acts and omissions of its Hartford Fire Department
members who had a duty to address and take actions to stop the scandalous rumors circulating based
upon certain factual distortions of the Plaintiff Decedent’s toxicology and medical examiner findings

communicated to them.



52. The City of Hartford is liable for the acts and omissions of its Hartford Fire Department
members who had a duty not to allow and encourage the scandalous untrue information circulating both
within and outside the department and the public domain based upon certain factual distortions of the

Plaintiff Decedent’s toxicology and medical examiner findings communicated to them.

53. The City of Hartford is liable for the acts and omissions of its Hartford Fire Department
members who had a duty to not delay and obstruct the work of its own Board of Inquiry while at the
same time taking active steps meant to deceive the public and instead allow the scandalous untrue
information about the Plaintiff’s Decedent to be the only information coming out of the Hartford Fire

Department about the fateful events leading to the unnecessary death of one of its members.

54. The City of Hartford is liable for the acts and omissions of its Hartford Fire Department
members who had a duty to have in place and/or observe communication and privacy policies about
members of its department and the role that any personal conduct, blood chemistry or personal health

/cause of death information.

55. The City of Hartford is liable to the wife of the Plaintiff’s Decedent, Plaintiff Wayatte Bell,
for the tremendous emotional and mental trauma that such has had on her, particularly when she had not

yet had time to begin to complete the grieving process.

56. The City of Hartford is liable to the Estate of the Plaintiff Decedent for the trampling of his
reputation and honor as a firefighter which cannot fully be recovered despite the Board of Inquiry and

every other report thus far released many months after the fateful event directing all criticism on the



actions and failures of the Hartford Fire Department for the various reasons recounted within the body of

this Complaint.

57. The responsible members of the Hartford Fire Department who committed these acts owed a

duty to both individuals affected and the general public to not engage in that behavior.

58. The responsible members of the Hartford Fire department who committed these acts were
violating ministerial duties to hold personnel related information, including medical information, from

those without authorization to receive it.

59. The responsible members of the Hartford Fire department who committed these acts were
committing what may be considered proprietary acts meant to help defend and/or shield their

Department from Civil liability for the death of the Plaintiff’s Decedent.

60. The actions and omissions complained of were made by employees of the City of Hartford in
the course and scope of their employment and the City is liable for same pursuant to Connecticut

General Statute sections 52-557n., 7-465 and 7-101a.

TENTH COUNT -~ DEFAMATION AS TO CITY OF HARTFORD
1-60. Paragraphs 1-60 of the Allegations of the Ninth Count are hereby incorporated and

hereby made Paragraphs 1-60 of this Tenth Count as if fully set forth herein.

61. At all relevant time hereto, Defendant City of Hartford, through its agents and employees,

knowingly made false statements to members of its own Hartford Fire Department who repeated them to



others outside the Hartford Fire Department stating that the Plaintiff’s Decedent was under the influence

of cocaine at the time of death and was physically unfit in some way relating to the health of his heart.

62. Said Medical Examiner Report details that cocaine was not in the Plaintiff’s Decedent’s
system at the time of death and that the Plaintiff’s Decedent died from asphyxia due to a lack of oxygen

leading to cardiac arrest.

63. Said actions of Defendant City of Hartford constitutes Defamation of Character in that
Defendant City of Hartford made statements which it knew to be false, malicious and injurious to the

Plaintiff’s Decedent’s reputation.

64. Defendant City of Hartford published the aforementioned statements with actual malice
in that neither (a) knew the statements were false, or (b) acted with reckless disregard for the truth of

such statements.

65. Because of the publication of such statements, as previously set forth, the Plaintiff’s

Decedent has suffered injuries and damages.

66. Because of the publication of such statements, as previously set forth, the Plaintiff
Wayatte Bell has been defamed as the memory of her late husband in the community is intricately bound

up with her own.

ELEVENTH COUNT-FALSE LIGHT ASTO DEFENDANT CITY OF HARTFORD




1-66. Paragraphs 1-66 of the Tenth Count are hereby incorporated and hereby made Paragraphs
1-66 of this Eleventh Count as if fully set forth herein.

67. Said statements are highly offensive to a reasonable person.

68. The Defendant City of Hartford knew or should have known, or acted in reckless
disregard, as to the falsity of the publicized statements and the false light in which the Plaintiff’s

Decedent would be placed.

69. Because of the publication of such statements, as previously set forth, the Plaintiff’s

Decedent has suffered injuries and damages

70. Because of the publication of such statements, as previously set forth, the Plaintiff Wayatte

Bell has sutfered injuries and damages.

TWELTH COUNT - NEGLIGENT INFLICTION OF EMOTIONAL DISTRESS AS TO

DEFENDANT CITY OF HARTFORD
1-70. Paragraphs 1-70 of the Eleventh Count are hereby incorporated and hereby made

Paragraphs 1-70 of this Twelfth Count as if fully set forth herein.

71. The Defendant City of Hartford engaged in conduct that it should have realized involved
an unreasonable risk of causing emotional distress and that distress, if it were caused, might result in

illness or bodily injury.



72. Said conduct caused emotional distress to the Plaintiff Wayette Bell.

THIRTEENTH COUNT - BREACH OF FIDUCIARY DUTY AS TO DEFENDANT CITY OF

HARTFORD
1-70. Paragraphs 1-70 of the Eleventh Count are hereby incorporated and hereby made

Paragraphs 1-70 of this Thirteenth Count as if fully set forth herein.

71.  Inregards to the reputational interests of the Plaintiff’s Decedent concerning his conduct,
fitness for duty and cause of death in the line of duty the Defendant City of Hartford was in a position of
a unique degree of trust and confidence to a level of duty which Connecticut law should recognize as a

fiduciary.

72.  The Plaintiff’s Decedent was unable to protect his own reputational interests and the

Defendant City of Hartford had a high degree of control over the subject matter complained of.

73.  Members of the Hartford Fire Department such as the Plaintiff’s Decedent reasonably
expect that should their death occur in the line of duty that the Defendant City of Hartford would
administer its policies and behavior in a manner reflecting the superior knowledge, skill and expertise
that commanding officers and members involved in the post event inquiry and communications about
same would possess and exercise on behalf of a fallen member of the Hartford Fire Department who
entrusted his personal safety and professional reputation as a firefighter to the Defendant City of

Hartford.



74.  For the afore referenced reasons the conduct of the Defendant City of Hartford, through
its responsible members has breached the fiduciary duty which was owed to the Plaintiff’s Decedent and

the Plaintiff’s Decedent has suffered damages.

FOURTEENTH COUNT —INDEMNIFICATION - CITY OF HARTFORD

1-49. Paragraphs 1-49 of the First Count are hereby incorporated and hereby made Paragraphs

1-49 of this Fourteenth Count as if fully set forth herein.

50-51. Paragraphs 48-49 of the Second Count are hereby incorporated and hereby made
Paragraphs 50-51 of this Fourteenth Count as if fully set forth herein.

52-110. Paragraphs 1-59 of the Third Count are hereby incorporated and hereby made
Paragraphs 52-110 of this Fourteenth Count as if fully set forth herein.

111-178. Paragraphs 1-69 of the Fifth Count are hereby incorporated and hereby made
Paragraphs 111- 178 of this Fourteenth Count as if fully set forth herein.

179-180. Paragraphs 58-59 of the Sixth Count are hereby made Paragraphs 179-180 of this

Fourteenth Count.

181-226. Paragraphs 1-46 of the Seventh Count are hereby made paragraphs 181-226 of this

Fourteenth Count.



227-228. Paragraphs 47-48 of the Eighth Count are hereby made Paragraphs 227-228 of this
Fourteenth Count.

229.  The Plaintiff’s injuries and damages were the direct and proximate result of the acts and
deliberate failures to act, by their officers, agent and employees, acting within the course and scope of
their official duties and the City of Hartford owes a duty to indemnify them pursuant to Connecticut

General Statutes Section 7-101a and 7-465.



PRAYER FOR RELIEF

WHEREFORE, the Plaintiffs prays for the following relief:

1. Money damages.

2. Punitive damages relative to Counts One, Two, Seven, Eight, Nine and Thirteen including
attorney’s fees, cost and interest.

3. Such other relief as to law or equity pertain.

PLAINTIFFS,

By

Paul S. Levin, Esq.

Law Offices of Paul S. Levin
40 Russ Street

Hartford, CT 06106

Tel. (860) 560-7226

Juris No. 400797

AP

Jeff Mer ent,

Rome Mchgan pP.C.
One State Street
Hartford, CT 06103
Tel. (860) 493-3522
Juris No. 027726




STATEMENT OF AMOUNT IN DEMAND

The amount in demand, exclusive of interest and costs, exceeds the sum of Fifteen Thousand

($15,000.00) Dollars.

PLAINTIFFS,

s

By S
Paul S. Levin. Esq.

Law Offices of Paul S. Levin
40 Russ Street

Hartford, CT 06106

Tel. (860) 560-7226

Juris No. 400797

Jeff Ment, Esq.

Rome McGuigan P.C.
One State Street
Hartford, CT 06103
Tel. (860) 493-3522
Juris No. 027726
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From: msmith@hariford.gov

Sentr Monday, March 16, 2015 247 PM
T FierR001L@hartford gov
Subject: Fwk:

Sent from my iPhone

. Begin forwarded message:

Frony: "Madden, Daniel J." <MADDDDOL Ghariford.gove
Date; March 16, 2015 at 2:03:39 PM EDT
To: "Smith, Michaal E." <msmith@hartiord. gov>

This email is In response to your comments you mads foxme on 3/1172045 in the lunch room at
12:50 in the afternoon. e

1- Yoru asked why you did not receive an email why-thatdhe fit testing machine is broken.

- Last summer the wick that is soaked in alcohol becams detached from the holder and has fo
be taken out manually to be stored rather than with thergftached handle. The unitis still
functional but Steve did contact the company and theyisaid they do not have parts available any
longer and were unsure if they would be able fo repalr, until looked at. The annual calibration
Wwas coiing up soon . They sentus a notlce for.8 discount if we upgraded o a new
unit.

2~ you asked why we haven't been doing fit testing.
in the fall when we were try to get ready 1o start fit testiiig'we did not have enough spare mask
to handle anficipated replacements due i lack of paris, 10/2/2014 You had also stated wheri
confronted about parts that we wers going 1o gefting ell i AV3000 face masks and that
everyone would need to be redone anyway and 1o holdvff

3-You stated that Steves dally log hasn't been done 4 a
anything.
© -Bteve-has been wriiting down his daily log and enteringin computer as time permits. You
came to me It January with the coneem that he hasn'fl been _entering them in Firehouse and {
immediately went fo hlm and requestad that he start ﬁIl[ng olit current week and working
backwards in the Firehouse database in an effort fo keep up fo date.

mplied that he hasn't been doing

4-You stated that if Steve hasn’t been doing fittest and &ir pack repairs, the threat was mads
that the Scolf room would be dosed down and repaus ahd fit testing would be confracted fo
Shipmans Fire Equipment. Steve would then bs put back on the shop floor doing maintenance
asthe other mechanics.
~Steve has been performing repairs to air packs and masks as needed and performing repairs
-and road work at fire houses at my direction. He also. pen‘orms repairs to apparalus as neaded
when company’s stop at shop with inguiries. Stevs has been keeping alr packs functional by
borrowing parts fram aut of service packs and and sparé ai .
Steve had requested $40,000 for alr pack and mask parigin July, in Qctober the department
recetved a $900,000 grant for breathing apparatus, Steve;then asked if we could get around
$5000 to make needsd repairs forfime being and agalf on 2-2-2015 you were asked for
minimum amount,

https://html2-f.scribdassets.com/7827zxb05c4fdabe/images/1-06cb10cf7b.jpg 4/24/2015



\

There has been a iofal lack of comimunication Between You and Steve in regards fo Scott room
neads especially in light of fast octobers events. When thers Is no communication with one or
mure members of this division and you spend large amounts of fime with other division
membars working with them is viewed as work place harassment and infimidation by the
training classes we all took from city afiorneys on Cily of Hariford personal policies

There are other issues that wa have been waiting fo be addressed. The NIOSH report that
came aul ¢ifing bolile hydmteshng and service life. Steve has been warning of the amount of
botiles coming out of service for many years with you and.with past Assistant Chiefs Milner,
Freeman, and Acling assistants Shapiro and Wailer. Sf""f/e has alse tried fo establish &
minimum needed amount of boiiles for the Hariford Fire: dept and has iried fo work with you
and Heslth and safety to defermine that number, We fave’not seen an agreement fo this and
Steve has determined that 412 fills all the spots we cuprently have. We currently have an
unacceptable number now that need a be removed from, semce per manufacturer
recommendations, | am fully aware that it is extremely dif dlfﬁcult to rectify this due fo budgetary
mafers and poliical budget cuts. We are cumrently trylng/,to keep past due bottles out of normal
circutation and reserve Tor drastic situations. 4

On 3/9/2015 Depariment Directive # DD 2.221 came out in regards to epparatus checks and
proceduras. Upon my retum to work on 3/16/2015 nothing was sald in regards fo that coming
out and you seemed to distance yourself from me in almore than usual fashion as well as the
outburst on 3/11/2015 in front of all EMD members, ! then learned on 3/15/2015 that PO

its. daily apparatus drivers chack list to one that | hadﬁsuggested to him. I did NOT condone this,
It was offered to him o look up on his own from the Conpécticut Fire Equipment Mechanics
Association and use at his discretion fo help him with ewn.daily checks. | also told him he had fo
continue with the current diivers checklist and not bypass.it. This check Iist that he obtained was
with the house captaing permission and halp in an effortto have better communication between
drivers and officers and better accountability of fruck and:equment

There have been mulfiple requests o ms over the last.year about carwash slips and
apparently there have mulfipls changes that 1 was neverinformed of. The only time you talked
to me of the issue was when ws were changing from usmg slips to the faciity having a list of
approved useérs. | has recelved several requests for s;tpsvas of late and am unaware of what our

policy is.

This budget year it appears to me that we have reached* an eptdemfc amount of venders thai

" have been calling on us abou past due invoices and pumng us oh COD, these include NAPA,
Flestpride GCR Firesfone tire and Shipmans Fire Equiipiient. Chips auto electric and
intemational Radiator have also only allowed us to pick/up repairs after they have been paid for
‘and not allowing us fo put on account. Again [ undersiand.that we have put under undo budget
restraints and ! am frying o work within-means. o

“of service for 3+ months without
:'ec!uie g tasting date hefore we took it

There Is also the matter of Ladder 6 arial test that sat
_ appoiniment due to 3 past due Invoices. T had frled fo
apart and you then fold me I'lt take eare of it )
It hras become a running joke among the shop members 4 Take Care Of It these include Scott
» parts, snowblower parts and car parts that we nesd t6Tse P-card for. (ie a vacuum solencid for
Dist 2 car on 1/6/2015 that Dave worked on, Ariens sfiowW blower bearing for Lloyd )

On Merch 26 2014 Ladder 4, car 40 came In for fue! feak and if was determined excessive
rusting has led fo leak and the possibility that there may be a crack under the weld as advised
by John Faylor from Suiphen that the Fusl Beam should be replaced and he then put together a
parts quots for us that I handed to you. 1 have asked for slatus updates on in the past but not as
of lately.
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This letfer Is In responsa fo asking why you were not polified by email about fif testing machine
being broken, so [ felt compelled to noiify you of these others Issues that are of equal
importance to the operation of fhis division.

Respeaotlly,

Dan Madden

Supervisor Hartford Fire Dept. EMT
38 Jenniugs d

Hartford Ct, 06120

Office 860-757-4592

Cell 860-761-4280

Fax 860-722-8324
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= Natfonal Institute for
Oc af nd Health

National Personal Protective Techinolpgy Laboratory

Techrology Evaluatfon Branch
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Self-Contained Breathing Apparatus
 Submitted by the
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Comnecticut Fire Departmernt
Harttord, CT

NIOSH Task Number 19908

December 4, 2014
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Disclaimer

The purpose of Respirator Status Investigations is to determipe the conformance |
of each rospirator to the NIOSH approval requirements found in Title 42, Code
of Federal Regulations, Part 84. A number of performance tests are relected
from the complete list of Part 84 requirements and each respirator is tested in Hs
“as received” condition 1o determine its conformsnee io those perlormance
requirements, Bach respirator Is also inspected to determine its conformance to
| the quality sssurance documentation on file at NIOSH. '

In order to gain additionsl information sbouwt its overall performance, esch
respiralor may alse be subjected to gther recognized test parameters, such as
National Fire Profection Associstion {(NFPA) consenstis standards, W hils the
test results give mn indicetion of the respirator’s conformance to the NFPA
- gpproval reguirements, NIOSH does not actively correlate fhe test results from
its NFPA test equipment with those of certtfication organizations which list

NFPA-compliant products. T hus, the NFPA test results are provided for
| information purpases only.

Selecied tests arc gemducted only after it has been determined that each
respirator is in a condition that is safe 16 be pressurized, bandled, and tosted,
Respirators whose condition has deteriorated to the point where the health und

safety of NIOSH personnel andior property is at risk will not be tested. '

Imvestigator Information

The BCRA performance tests were conducted by Mike Commodore, Engineering Technician,
atifl Jay Parker, Acting Labaratory Manager. The SCBA inspections wete performed and this
veport was written by Jay Tadey, Physicnl Scicatist. The investigators ars panl of the Pulicy and
Standards Development branch, National Persorial Protective Technology Laboratory, National
Instinzte for Occupational Safety and Health, located in Bruceton, Peonsylvania,
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Status Investigation Report of a
Self~Contained Breathing Apparatpes
' Submitted By the
NIOSH Division of Safety Research for the Hartford, Conneeticut Fire
Department

NIQSH Task Number 19908

Backerownd

As part of the Nusional Fustitute for Deonpasional Safely et Health (NFOSH) Fire Fighter
Fatality Tnvestigation and Prevention Program, the National Personal Pratective Technolopy
Laboratory (NPPTL) agreed to examine and evalvate two SCRA units identified s Scott Health
and Safety model AltPak 4.5, 4500 pai, 30-minute, selfcontained breathing apparatus (SCBA),

This 8CBA status mvestigation was assigned NIOSH Task Number 19908, The NIOSH Division
of Safety Rescarch (NIOSH/DSR) and the Hartford Fire Department were advised that NIQSH
NPPTL would provide a written report of the inspections and any applicable test resubts,

The SCBA units, contained within a plastic sldpping container, were delivered to the BIIOSH
facility in Morgantowii, WV on October, 28, 2014, The units were taken to the lower foor of lab

room 1513 Jor secured storage. The SCBA units were then transported to Pitrsburgh for inspection

on November 18, 2014 and weses taken to building 20 end stored ander lock unti] the time of the
evaluations on November 21, 2014, :

SCBA Inspection

Both ynits were infiially removed froem thefr packaging in the Communications Classtoomn, Room
115 (Building 40) and iaspected on Wovember 18, 2014 by Tom Pouchot, General Engineer, and
Jay Tarley, Physical Scientist, NPPTL. The two SCBAs were identiliad as the Hartord Fire
Department SCBA Unit #1 and Unit #2. These SCBA units were exionsively examined,
component by component, in $his condition received to determine the conformance of sach unit to
the NIOSH-approved configuration. The upits were identified as the Scott Health and Safety
Company model AlrPak 4.5, 30 minnte, 4500 psi units, NIOSH approval numbers TC-137-0076
and TC-13F-0076CBRN. The visual inspeciion process wus doeurnented photographically.

Algo on November 25, 2014 the SCBA data Jogger was downloaded by persounel from Scatt
Health and Safety with NIOSH personnel present. Once all the inspections were completed the
SCBA unit was repackaged and placed back in building 20 under lock.

The complete SCBA inspection 15 summarized in Appendix T The condition of gach major
component of the 5CBA that were phatographed with a digital camera is contained in Appendix

I
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It was judged that both SCBA uniis could not be safbly pressurized and fasted in the condition
recaived. The fire departmoent suppliad new air cylinders and a facepiecs for the evaluation, Enit
#I and Unit #2 were tested on November 21, 2014 with two representatives from the Hartford Fire
Department and & representative from NIOSH/DSR present,

SCBA Testing

The purpose of the testing was to determine the conformunce of each SCB4, to the approval
performance requirements of Title 42, Code of Federad Regulations, Part 84 (42 CFR. 84). Further
1esting was conducied to provide an indication of the confirmance of sach SUBA to the Natiopal
Fire Protection Association (NFPA) Afr Flow Performance requirements of NFPA 1981, Standard
on Open-Lircult Self-Contained Breathing Apporatus for the Fire Sarvice, 1997 Rditian,

NIOSH 5CBA Certification Tests (in socordance with the performance requirements of
42 CFR 84); ‘

i, Pogsitive Pressore Test [§ 84.70)2)GD]

2. Rated Service Tirme Test {duration) [§ 84.95]

3. Static Pressure Test [§ 84,91(d)]

4. Gas Flow Test [§ 84.93]

5. Exhalation Resistance Test [§ 84.91{c)]

6. Remaining Service Life Indicator Test (low-air alarm) [§ $4.83(8)]

Natienal Fire Probection Association (NFPA} Tests {m accordance with NEPA 1981,
1957 Edition):

7. Afi Flow Performance Test [Chapter 5, 3<1.1]

Unit #1 and Unit 2 both needed a veplacement air cylinder and facepiecs to be fested, These taiiis
were tested on November 21, 2014, A representative of the Hastford Fire Department snd
NIOSH/DSR were present for all the testing,

Appendix I contafna the complete NIOSH test report for the SCBA,. Tables ORE, TWO,
THREF and FOUR summarize the NJOSH and NFPA test resulis.

Semmarv and Conclugions

Two SCBA units were submitted to NIOSH/NPPTL by the NIGSHMDSR for the Hariford
Connecticut Fire Deprrtment for evaluation. The SCBA units wers delivered to NIOSH on
Ootober 28, 2014 and extensively inspected on November, 18, 2014, Both units were identified us
2 Scoff Mealth and Safsty nodel AicPak 4.5, 4300 psi, 30-minute, SCBA (NIOSH appraval
maabers, TC-13P-0076, Unit #1 and TC-13F-0076CBEN, Umit #2). Scott Heulth and Safety
performed n downloading of the Unit #2 duta Iogger on November 25, 2014, The units suffered
very slight amounts of damage but exhibited other gigns of wear and tear and the units were
glightly covered with general dirt. The cylinder valves, as received, on Unit #1 and Unit #2 were
In the closed position. The cylindet gauges showed no pressure. The cylinder valve hand-wheels

NIOSIDSR for Hartford, Connectiout Fire Department —Status Investigalion ﬁeporl —Page 3
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gonld be tirned on beth units, The regulator and faceplece mating and sealing ares oa hath wnits
were relatively clean, The units had only slight scratches on the lenses, Visibility through the
facepiece lenses of Units #] and #2 were good to [uiv with the Jenses having slight scratches, The
facepicce head hamess webbing on both wnits were In fair condition and were slightly dirty with
some fraying at the connection points. The NFPA approval label on Unit#1 and Unit #2 were
prosent and readable afler some dirt was wiped away. The personal alert safety system (PASS) on

both units finctioned.

The air cylinder on the Unit #1 had a manufaetured date of 01704, Under the applicable DOT
exemption, the air eylinder is required to be hydro tested every 5 years. For the air cylinder on
Unit #1, a retest date before the last day of D105 is required. The rotest lubel was readsble on Unit
#1 with a retest date of 4/13; therefore, the cylinder was within the hydro certification when last
wsed, The cylinder on Unit #1 was in fair fo goed condition with surface scraiches and gouge
repairs present on the outer coating, There was no air remaining in the eylinder. Although the
oylinder was within the hydro testing reguirements, it was delermined thar it may not be safe to
pressurize, Another eylinder and hoepiece was requested from the Hartford fire depariment.  The
SCBA Unit #1 was bested 85 it was received a8 no other maintenahce or repair work was performed

ot the unit at any time,

The gir cylinder on the Unit #2 had & menufactured date of 01/04. Under the applicable DOT
exemption, the air cylinder is required to be hydro tested every 3 years, For the afr cylinder on
Unit #2, a retest date before the last day of 0109 is reguired, The retest label was not present un
Unit #2 and could not be pressurized safely. The cylinder on Unit #2 was i fair to good condition
with surface scratches and gouge repairs present on the owter coating. There was no air remaining
i the cylinder, Awnother cylinder and facepiece was requested from the Hastford {ire department,
The SCBA Unit #2 was tested as it was received as no other maintenance or repair work was

perforimed ou the unit at any time,
SCBA Unit #1 did meet the n’:qmrements of the NIOSH Positive Pressure Test, &5 the mnit djdﬁ

of Taintain positive pressure ﬂlroughout 1he 30 minute pinimum dumuon iof the vt
passed all of the other NIOSH lests.

In light of the information obtained during (his investigation, NIOSH has proposed no firfher
action on s part at this Hime, The SCBA units were returned 1o storage pending retan to the
Hartford, Conniecticitt Fire Department,

If these units are to be placed back fit service, the SCBAs tmust be repaired, tested, cleaned and any
damaged components replaced and inspected by & qualified service technician, including such
testing and other tnaintenance activities as prescnibed by the schedule from the SCBA
manufaciurer. Typically a flow test 15 required on at least an apnual basis,

NIOSH/DSR for ﬁéﬁfbrd, Comnecticut Fire Departinent — Statas Tavesti gation Report —'_Page 4
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Appendix I

SCBA Inspection Report
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Matlonal Personsl Profecive Teehnology Leboratory / Policy and Standards Devefopment Branch

Respirnter Field Problam
Incoming Inspection Report Sunumary — Unit #1

Task Number: TN-19503 _ilequesmx'z NIOSH/DSR for the Hariford Fire
Depariment ‘
Tate Received: Ouotober 28, 2014
Daie Inspected: November 18, 2014 Description:  Fatality
Mapufaciarert Secoit Health and Safety  Inspected by:  Tom Pouchot, Jay Tarley
Approval Namber: TC-13F-076 SCBA Type: Open Circuit, Prassre-Demand

The SCBA was received in g plastic shipping box (refer 1o Figures 1 - 3 In Appendix HI). A
shipping Iabel was the only markings on the cutside of the sluppmu box The SCBA was placed

maxdc a paper bag localed inside the box.

Contaet Agency: NMIOSH/DSR for the Hariford, Commecticut Fire Repartment.

As recejved;
s Cylinder Gaope oo pressure showing

s By-Pass in the hall-way position

& Donning Switch Off, Regqulator Active

# Mask mounter regulator (MMR Yocked into Faceplecs
Cylinder Valve closed, no air remaining in cylinder

iins — Unit #1

Components and Observad

NOTE: Al refervnces to “right” or “lefi” are from the user’s perspective,

1. Facentece (Refer to Figures 4 -9 In Appendix IiI):

Fraceplece asseibly; /N None Large Model: AV2000 Lot: unknown
Facepiece Seal P/N: 10009779

MFG date: 4™ quarter 2004 :
Nosecup P/N: 31001256  MFG Date: 2% quarler 1998 Other markings: muknown

Head Hamess: 804177-01 replacos 802240-01
s (Qversll condition is fair
» Lot number [ibel present.,
e Lens is pood with some slight seratehes present, the visibilify is fair.

NIOSH/DSR for the Hartford, CT Fire Depurtment - SCBA Inspection Report — Page 1
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Habmet dirfy.
Haimet Siraps twisted, siraps move freely hold in place, held securely to facepiece,
slightly dinty,

Attachment points for straps are fayed,

The facepicce seal “mbber” portion is okay.

Regulator interface area s in good condition mwd clean.
Nose cup slightly dislodged from Tefi volcemitter.,
Wolvemitters deated

& & B g

]

X, Mask Mounter Regulator (Refer to Figures 1§ - 14 in Appendix HI):

EZ-Flo Regulator

Front Label: AirPak Plus, VibraAlert with City of Hartford sticker
Regulator assembly PAN: damaged Other markings: 027
B MFG Date:

= Overall condition, ks good to fair with some dirt

Donpning switch is in good conditien. Switch is off, regulator active, Has cut in it.
Secured to low pressure line

By Pass i the Half on.

By pass knob slightly dirty

Inside Flange bas some scratches.

Sealing area mostly clean and in decent shaps

s Regulalor can be sttached snd removed,

e Loocking assembly does funetion.

3. Low Pressure Bepulntor Hose  {Befer to Figures 15 and 16 in Appendiz 1)

Seott partial perd number: None present
s Overall condition is good fo fair
& Secured at all attachments peints.
s Cuick disconnect in falr to good condition and functions.
®  Ling runs through the shoulder strap to the reducer.

® & F W @

@

4, 4.8 Pressure Reducer Assembly (Refer o Figores 17 and 18 [n Appendix I11):

BN BO2220-03 Marking:
SIN; NDOIDZOO145881 MFG Date:
& SCOTT marking Is present
e  Overall condition is falr to good but dirty.
»  All airline conncotions are seeure,

NIOSH/DSR for the Hartford, €T Fire Tjr_:paﬂ'n;en'f ~ SCBA Tnspection Report — Page 3
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ylinder Attarhment (Hefer to Figures 19 - 21 in Appendix TT):

Cytinder Attachment AN not visible uther marking: nons
#  Orverall condition s good,
®  Qylinder attechments thread clean, threads on and off, *0 ting in place.

8. Console Assembly PASS {Refer to Figores 22 - 24 in Appendix II):
Comsole BN present but damaged 84 Mia date:

Ovwerall condifion is pood but slightly dirty

Lines good shape—pressure/el ectrical

Gruge lans is readable,

Pratective easing sliahnly diriy

Rubhber attachment strap present, sttached to the PASS corsole anid shoulder strap.
PASS did function

SEILahe! atiached NERS 1982, 1998 edition.

Console aggembly 805191-01

Semeor assembly 805193-51

o Pressure switch 80517701

e PASS controf cable and pressure pavge Hne sevurely attached o nonsole.
»  Fas Hartford police evidence tag :

# s o & B B oowm

4]

& B

7. PASS Control Module (Befer to Fignres 25, 26 In Appendix TID:
Part Number: 805193 200451-02-12 with PAK TRACKER
Idifg date; 03/01 SN 626111

e {verall condition is pood shape

¢ Held securely to backframe

& Wire connestion connected (o PASS device

& "Wire held securs fo backframe and mns to console assembly

8._Backframie Assembly (Refer to Fipures 27 - 30 in Appendix IT):

P/ panial 5-01 Other markings: A40Q08
SEI Label attached: NFPA [1981: 1997 sd. wieity of Hartford sticker. E16 w27 in matker.

&  Owvorsl] fafs 1o good condition, no bends/aradks in wire feame, but sonie dfe
. s Shonlder straps were attached to the frame

s Cylinder strap and lateh are dirty but funeticnal

& Cylinder strap lajeh is m fair condition dirty but functional,

& Cylinder sirap bracket is bent

WIOSH/DSR for the Hariford, CT Fire jjé.partme;fzt — SCBA Inspection ﬁe;port ~Pa g6 3
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s NIOSH label present, and readsble TC-13F-0076 for the unit
= Cylinder latch , marking, E-16 10009126

9, Bell alurm _(Refer to Figure 31 in Appendix TiIn
e Dirty w/ 2 screws present through eover

18, Sivaps and Buckiss (Refer to Flgures 32 - 33 in Appendie TID:

&

CQiverall strap condilion is {air to good but didy,

Both Shoulder staps attached at the top of the backframe

Hase lines and wires pass through shoulder straps.

AM adjustable huckles move and hold i place.

Waist area buckle latches and releases

Lumbar strap in fair condition with some dirt and fraying at attachment poinis on either
side of'the pad.

" 8 B B

5

-1l Compressed Alr Cylinder and Cvlinder Valve Assembly (Refer to Figares 34 - 38 in
Appendix I}

Some DOT and other information:
DOT-E-109]15-4500
TC-8U-5134-310
DKB1706
Scottlogo visible  Scott Parf mynber: 10009673 Lanxcfer REE 78
L34N-18 434033 Manufaclure date: 1/04 30 Minte, 4500 PRIG
Valve assembly part numiber Jebel present but not readable
e Overall condition it fair to good as thero are some surface seraiches and divt present
Gauge 13 veadable,
Threads vk —some corrosion
As recetved cylinder valve fully closed with no alr remaining:
Can open and close valve—no paint on hand wheel valve
Rubber bumper at hase on eylinder valve is in good to fair eondition, some warping.
» Rehydro label present; 0214 281-590-4311
= Marking on neck 50R49924
5 P/N for assembly/cylinder not readable
s Cylindor has been repaired for gouges up by eylinder valve assemhbly

B O m @ &

NOTE: This eylinder has a 5 year reftydro testing requirement. The rir cylinder on the Unit #1 had
a rnannfactured date of 01/04. For the air cylinder on Unit #1, & retest date before the last day of
01/09 is required, The retest label was readable on Unit# | with a retest dute of 4/13; therefore, the
cylinder wag within the hydro certification when last used. The cylinder on Unit #1 was in fair fo
goad comlitiun with surface scrarches and gouge repairs present on the outer coating. There waz

NIOSH/DSR for the Hartford, CT Fire ?japartm&nt ZSCBA Inspection Report —-f‘agc 4
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10 &ir was remaining fa the cylinder. Although the cylinder was within the hydro testing
requirements, it was determined that it may not be safe to prossurize,

12 Awxilinry Hose (Refer to Figures 39 apd 4 in Appendix 1D:

PN pwt vistbie
e Fitting varmection is clean
s Avtached 1o mounting block

» Abaches to intermedisle sida of presgure reducer

NIOSH/DSR for the Hartford, CT Firs Department — SCBA Inspectinn Repor — Page S
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Bespiratoy Field Problem
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Incoming Inspection Report Snmmary — Unit #2

Appreval Number:

Task Number: TN-19908 Reqﬁesmr:

Date Received: October 28, 2014

Dxate Imspected: November 18, 2014 Desription:
Maunufacturer: Scotl Health and Safety  Lospected by
TC-13F-0076CBRN SCBA Typer

NIQSHDSR for the Hartford Fire

Department

Near miss
Tom Pouchot, Yay Tarley
Open Cireult, Pressure-Domand

The BCBA was recefved in v plastie shipping bax (refer to Figures 1 ~ 2 in Appendix IV). A
shipping Iabel was the only markings on the outside of the shipping box. The SCBA. was placed
inside 2 paper bag inside the box.

Contact Agency: NIOSHTISR for the Hartford, Connectiout Fire Department.

As received:

v Cylinder Gange no pressurs showing

Donning Swi

wow B m

By-Pass in the halfway position

tch Off; Regulatar Active

Wask mounted Regulator (MMR) locked into Facepisco
Cylinder Valve closed, ne air remaining in eylinder

Componeats and Ohservations — Unki #2

NOTE: AMl references fo #raght™ or “left” are from the user’s perspective,

1. Facepiece (Refor to Figures 3 - 8 in Appendix TV);

Facepiece assembly; B/N Not visible Lerge

Facepiece Seal PAN; 10009779
MG date: 4% quarter 2004

Nosecup P/N: UKN

Model: AY2000 Lot unknown

MFG Date: 1" quarier 2008 Other markings: 7

Overall condition is fkir bt dirty
& Lot number label present.
®  Lens is dirty with some slight soratches present, the visibility is good. Some din
present near the regulator connection, right gide.

e Hairnet ditly.
Hat

t Siraps twisted, straps move freely hold in place, held securely io facepi

dirty, Some fraving

" NIOSH/DSR for the Hartford, €T Fire Department — SCEA Inspection Report — Page 6
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Attachment points f{or straps are frayed,

The facepiecs seal “rubber® portion is akay.

Regulator interface area is in degent condition and clean. .

A vary slight amnount of dirl s present inside nose cup, dirt is black i color.
e Volegmittars dented

B B ® B

2, Mask Mounted Repulator (Refer to Figures 9 - 11 in Appendix IV):

EZ-Flo Regulator with HUD, Front Label: AlrPak Plus CBRN, VibraAlen
with City Label

Regulator assembly PN Onher markings:

SN MFG Date;

» Overal] condition, is fajr with some dirt and slightly damaged

@ Domning switch is in geod condition, Switch is on, regulator notl active,
Securad to low prassure line

By Pass In the Half on.

By pass knob shightly dirty

Inside Flange has some scratches,

Some dirt Inside regulator. White powder,

Sealing area mostly clean with sealing gasket slightly damaged at bottowm,
s  Regulalor can be attached and removed.

w  Locking assembly does fimetion,

-

L A

3. Low Pressure Repulutor Hose (Refer s Figures 12 — 14 In Appendix TV):

Seott part mumbér; None present

& Cwerall condition 1s good to fair

& Secured gt all atachments points.

o {Jzck disconnect electrical connector clean and in good shape,
Iine runs through the shoulder strap to the reducer,

essure Reducer Assembly (Refer fo Figures 15 and 14 In Appendix 1¥):

PN 2004430-01 Marking:

SN 1591 1150061 03D010200145881 MFG Diate: 04414711
» SCOTT marking is prescit
= Overall eondifion is fafr to good bui disty.
& Alf airling connectioits afe secure—ao labels or P/N

NIUSH/DSR for the Hertford, CT Fire Department — SCBA Inspection Report — Page 7
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Cytinder Attechment P/N:  not visible other marking: none
= Overall condition is good.

e {ylinder attachments threads are somewhat clean with some corrpsion, threads on and

off, "0 ring in placs.

6. Console Assembly PASS (Refer to Figures 20 - 21 in Appendix V)

Consols PN RV Mifz date:
#  Overall copdition 18 good but slightly dirty
s Lines pood shape—pressure/elestrical
#  Ginge lens is readable.
2 Pmotective casing slightly dinty
= Rubber attachrnent strap present, attached fo the PASS consols bat not shonldér strap.
= PASE did function ‘
» SEILabel attached NFPA 1982, 1998 edition.
s {onsole assembly 805191-01
= Rengsor assembly 805193-01
& Pressure switch 805177-01
& PASS control ehle and pressure pauge line securely attached to console.
¢ Has Hartford police evidence tag

7. PASS Confrol Module (Refer fo Figures 21 - 23 in Appendix TV

BAK ALERT SE7 PASS DIEVICE (30 Sec)
Part Number: 200451-01-11 200431-02-12 with PAK. TRACKER
Mg date: Not present

s Overall condition i good with some dirl present

w  Held securély to backirama

& Wite connection connested to PASS device

& Wire held secure to backframe and runs to console assembly
= Lebel op back cover, HUUD US Patent narnber 5,097,826

B. Bacldrame Assembly {Refer to Figuras 24 - 29 in Appendix IY):

P/N: 2002275011 Other markings: A4Q08

SE! Label atached: MEPA 1981 2007 ed.
& Al labels covered with dirt
% Orverall fair in good condition, no bepds/cracks in wire frame, but some dirt
= Shoulder straps were attached o the frame

Page 1 of |

igh Pressure Hose and Cylinder Attachment (Refer to Figures 17 - 12 in Appendix TV):

WIOSHDSR for the Harlford, CT Fire Department — SCBA Inspection Report — Page 8
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Cylinder sttap and lateh are dirvty bt funetions!

Cylinder strap Iateh is in falr condition dirty bot funetional.

BBRN label present

NTOSH label present and gpadable, TC-13F-0076CBRN for the unit,
Cylinder bracket marking, TAC

Bottom frame marked with 3313

2 &% & %

L'

]

9, Stvpps and Buckles (Refer tp Figores 30 - 31 in Appeadiz TV}

v Owyerall strap condition Is fair to good but dirty.

Both Shoulder straps attached at the tap of the backframe
Hose lines smd wires pags through shoulder straps.

All adjustabls buckles move and hold in place.
Waist-area buckle latches and releases

Lagmbar strap in {uir condition with some dirt.

Polics tag attached

B8 W W B

10. Compressed Air Cyiinder snd Cylinder Vaive Assembly (Refer to Figures 32 — 36 in
Appendix T¥)

Some DOT and other information:
DOT-E-10%15-4500
TC-8U=-5134-310

OK81706
Seott Togo visible  Seott Part number: 10009671 Loxfer REE 78
T45h-18 Manufacrure dare: 1704 30 Minute, 4500 PSIG

Valve assembly part sumber label present buf not readable
& Overall condition s fair (o good as there are sarge surface scratches and dist present

Guuge is readable,

Thrends ok —some corrasion

As received eylinder valve fully closed with no afv remaining,

Crn open mxd close valve—iio paint on hand wheel valve

Kubber bumper at bass on cylinder valve is in good to fair condition, but lias some
darnsge.

¢ Ewvidence of & sticker present thet had been removed.

v Oylinder valve nuwber nof visible,

& Painted top of oylinder red

#  P/N for assembly/cylinder not rendable

s Uylinder has been repaired for gouges up by cylinder valve assembly

& o R @
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NOTE: This eylinder has a § year rebydro testing requirement. The air eylinder oo the Unit #2 had
amammfactured date of 01704, For the air cylinder on Unit #2, a retest date before the last day of
01/09 is required. A rebydio Isbel was not present; therefore, the eylinder could not be safely
pressurized.

o (Refer to Figures 37,38 in Appendiz TV):

BN not visible
e Overall condition is good with cover

e Fitting is clean
= Coveris in good condition.
RIC fitting relief valve good

12. Anxilisry Hose (Refer to Figures 39 and 40 in Appendix ¥V

BAY not visible
e Fiting cemncclion 1s ¢lean
= Attached 14 mounting block
= Atlaches to intermediate side of pressure reducer

NIOSH/DSR for tthamam, CT Fiee Departmcdl — SCEA Inspection Rep{)ﬁ‘:'?ége 16
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Metiongl Personal Profactive Technology Laborstory £ Polfcy snd Btenderds Branch

SCBA Test Report

Task Nomber;  TN-19308
Mawpufacturer;y  Scoil Health and Safety

RIOSH Approval Number:  Unit #1: TC-13F-0076 and Unit #2: TC-13F~
QUTECBRIN

Tests Performed by:  Miks Commoedore and Jay Parker
Report writien by:  Jay Tadey
Dote of Report:  December 4, 2014

L Background

On'Qatober 28, 2014, two SCBA units from the Hartford Conaectivut Fire Department were
delivered to the NIOBH facility in Morgantown, West Virgima. The units were taken to the lower
fleor of fab room 1513 for secured stornge. The SCBA units were then transported {0 Pittsburgh
for inspaction on Novemnber 18, 2014, Both units were Initialfy removed from their packaging in
the Cornmunications Classroem, Room 116 Building 40) and initially and extensively inspected
ait November 18, 2014, Unit #1 svas manufaciired by S¢olt Health and Safety Company under
WIOSH approval umsber TC-13F-0075 and was an NFPA 1981:1997 ed, Unit #1 was determined
to need a new cylinder and facepicee to safely pressurize and test, Unit #2 wag manufactured by
Saott Health and Safely Company under NIOSH approval sumber TC-13F-0076CBRN and was an
NFPA 1981:2007 ed. Unit #2 was determined 1o need a new cylinder and facepicce to safely
prsssurize and fest. :

A series of performance tests were conducted on Unit #1 and Unit #2 on November 23, 2014. In
addition, the SCBA data logger for Unit #2 was downloaded by Scott Health and Safety with
NIOSH persoine] present on November 25, 2014,

I, Test.Outlines

A, POSITIVE PRESSURE TEST — NIOSH Test Procedure No. 120
42 CFR Part 84 Reference: Subpart H, § 84.70 (0){2)(i1)

Reqguirement:
The pressure Inside the facepiese i relatlon to the fmmediate environment is positive
during both infulutivn umd exholution,

NIOSH/DSR for Hartford Fire Department — SCBA Test Report — Page 1
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Frocedure:
Unit #1 and Unit #2;
A breathing machine with a 622 kg.-m.Amin. com operating &t 24 RPM with a 40-[fter per
minute fow rate (113 Hiters per minute pesk flow) is eonnecled 1o an anthropometric head
for cycling. A presgure tap in the head is connected to a rransducer which in furm is
connected to a sitip chart recorder Tiw delvrmining the presswre in the facepiece, The
facepiece and cylinder were replaced on bath units prior to the testing.

Results — Both units were tested on November 21, 2014, the SCBA Unit #1 did mest the
test requirement. Unit #2 did not meet the {est requirements.

Udt 1:

The inhalation breathing resistance did not become negative during the test. The PASS
unit, secondary alarm and the donning switch functioned property. The facepiece and
¢ylinder were replaced prior to the testing,

Unit2:

The unit supplied air to the breathing machine for 34,30 mimses; however, the
inhalation partion of the breathing curve fli helow the requirernent throughout the test.
The PASS umit, the HUD alarm and the domning switch funetioned properly.

_ Trafi #1
Inhalation ﬁraat}ning Resistance; Q.20
(inches of water cohimn)
Pasy {Fail  PASS

I T Umem
" inhalatiox Breathing Hesistance: 0,10
{inches of water column) '
Pass fFaill  FAIL

B. RATED SERVICE TIME TEST ~ NIOSH Test Procedure No, 121
42 CFR Part 84 Reference: Subpart F, § 84,53 (2) and Subpart H, § 84.95 (a) and (b)

Heguirement:
Service time will be measurad whils the apparatus Is operated by a breathing machine as
descrlbed trn § 84.88. The open-cirenit apparatus will be classified aecording 1o the length
of Bme i supplies air or oxygen to he breathing maching, Classifications ave Hsted in
£84.53,

Procedure:
A Breathing machine with 5 622 kg -m fmdn. ears sperating at 24 RPA with a 40 liters per
minute flow rate is connected 10 an anthropormetrie head for oycling. A pressurs tap in the

NIOSI/DSR for Hartford Fire Dépastment — SCBA Test Report — Pags 2
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head is commetted to a transdocer which in tutn is connected to a steip chart recorder for
determiming the pressure in the facepiece, The breathing machine is rou until the inhalation:
portion of the breathing curve falls below the minimum requirement,

Regults - Tested on November 21, 2014 the SCBA Unit #1 met the test requirement and
Unijt #2 did not meat the test requirement. Unk #2 did not meet the test requirement due to
positive pressure not being maintained inside the facepiece during the inhalstion cycle of
the breathing machine throughou the tesr.

Test Notes: The measured service time (adjusted to correspond with the recorded
breathing eyeles) was more than the rated service time of 30 minuies for Unit #1.

The PASS unit and sacondary alorm funetivned during the test. The SCBA Jid nul go
negative on inhalation but maintained positive pressure in the facepicce at the same level.

The measured service time (adjusted to eorrespond with the recorded breathlng eycles) was
more than the tated service tme of 30 minutes for Unit #2. The HUD and PASS
functipned dudng the test. The SCBA did go negative on inhelation which did not meet

the test requirement.
A ) Unit#1
Measored Service Minutes Seconds
Time: 33 10
Pussz / Fail PARS
- Unit #2
[ dersured Service Minutes Seconds
Time: 34 30
- Pass / Fail Fail

€. STATIC PRESSURE TEST ~E‘]'OSH Test Procedure No, 122
42 CFR Part 84 Reference: Subpact H, § 84.91 ()

Requirement:
The staric préssuve (at zere flow) i the facepiece shall not exceed 38 mim, (1.5 nckes)

water-colunts height.

Procedure:
The facepicce J5 fitfed to an anthropometyic hend for testinip, A pressure tap in the head 1s
connecied to a calibrafed manometer. Full eylinder pressure is applied to the unit at zero
fow and a reading from the manomuter is recorded.

NIOSH/DSR for Hartford Fire Depmrtment — SCBA Test P;éport —Page 3
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Results — Tested on November 21, 2014, the SCBA Unit #1 and Unit #2 both met the feg

reguirement,
Unit #1
Farepicce Static Pressures{inches of water 1,15
cofumn)
Pays/Fail ~ Pass
Uit #2
Facepicce Static Pressures(inches of water 1,30
colomn)
Pass/Faill  Pass A

D, GAS FLOW TLST ~ NIOSH Test Procedure No, §23
42 CFIR Part 84 Reference: SubpartH, § 84.93 (b} and ()

Reguirement:
The flow from the apparatus shall be greater than 200 lers per mine when the presvure
In the facepivee of demand apparatus is lowered by 31 myn. (2 Inches} waver column Refght
when fll container pressure s upplied, Where pressure demand apparotus are rested, the
Jow will be measured o zevo gage pressupe in the facgpiecs.

Frocedure:
A pressure tap in the anthropometric head is connected to & manormcter for determining
svhen the pressure ingide the facepicoe is at zero. A mass flow meter is connected in line
between the anthropometric head and an adjustable vacuun source to measurs fov. The
SCBA evlinder is replaced by a test stand which is adjusted initially to full eylinder
pressurs. The vacuum source is adjusted during the test to maintain the desired pressure
inside the facepicce. Once the proper faccplece pressure has stabilized, a flow reading is
seoorded. The procedure is then repeated with the test stand adjusted {o 500 psig.

Results — Tested on November 21, 2014, the SCBA Unil #1 and Unit #2 both met the tost
sequirement,

Unit #1 Pass/Fail

Agpplied  Air Flow (liters per
pressure  minute)

4506 475,73 Pass
psig
500 psig 28034 Pass

NIOSH/DSR for Hartford Fice ch‘:aﬁmenl ~SCBA Test Reporl - P;agé'ti
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Unit #2 Pass/Fail

Applied ARy Flow (liters per
pressure minuie)

4300 438.95 Fass
psig
500 psig ) 280.34 Pass

E. EXHALATION RESISTANCE TEST — NIQSH Test Procedure No. 122
42 CFR Part 84 Reference: Subpari H, § 84.91 (v)

Reguirement:
The exhalation resistance of pressure-demand apparais shoil not exceed the staris
pressure in the facepioce by more than 31 wan. (2 Inches) water-volumn helghy,

Provedure: ]
The facepiece iz mourted on an anthropometric head form. A probe In the head form s
connected 1o a stant manometer for measuring exhalation breathing resistence. The air
{lowr through the apparatus is adjusted to a rate of 85 Hiers per minote and the exhalation
resistance is recorded. . -

Resuits ~ Tested on November 21, 2014, the 5CBA Unit#1 and Unit #2 both mef the test

requirement,
Uit #1
Exhalatien Breathing Resisiance; 2,03
{inches of waler column)
Btatic Pressure: (lnches of witer 1.15
B coliimin)
Difference: (inches of water eolnmn) 3.88
Piasy / Fail Pass
. Dnic#2
Exhalation Breathing Resistance: 2.07
 {inches of water column) )
Btatic Pressure: (inches of water 1.30
. colunn) v
Iiiff_ercnce: (inches of wateér column) 0.77
} Pass / Fall ~ Pass

NIOSH/DSR for Hartford Fire Department ~ SCBA Test Report — Page 5
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F. BREMAINENG SERVICE LIFE DNDICATOR TEST — NIOSH Test Frocedure No. 124
42 CFR Pari 84 Referencer Subpart H, § 54.83 (D) and Subpart G, § 84.63 ()

Reguirement:
Eael rEmammg service life indicator or warning device shall give an alarm when the
remaining service life of the apparatis is reduced within a range of 20 fo 23 percent of s
rated service Iinie oF pressure.

Thiz requirement is modiffed under § 84.63[cy as follows: For apparaius which do not
Fave a method of mamually turning aff remate gage in the evenr af o gage or goge line
Jutlure the remaining service N indicator is reguired to be ser ar 25% £ 2% of the rared
rervice Hme or pressure.

Preceduret
& calibrated pauge is connected in Tine between the air supply and the first-stags regulator,
The unil is then allowed 1o pradually bleed down. When the low-air alarm is activated, the
pressure on the gauge is recorded. This procedure is repeated six times, The average of
the six readings is calcwlated and recorded,

Results Tested on Novemtber 21, 2014, As these SCBA moedels do oot have a remota
-gauge shumﬂ the test requirement is 25% + 2%

Testing Nofes: -~
Unit #1: This SCBA unit contained two alarms—a Smndar; Bell and 4 vibr-alert type

alarm. The Secondary bell and Vibra alarro for Unit #1 did function, Required mmge is
between 1033 and 1215 psig. The Secondary bell funetionsd at an average of 1026 psig,
which did not mest the lest requirements,

Unit #2: This SCBA wnit conteined two alarms—a Heads-Up Display (HUD) - lght alarm
amd a vibra-alert type alarm, The HUD Hght alarm and Vibra alarm for Unit #2 did
function. Required range is between 10335 and 1215 psig.

NIGSH/DSR for Hartford Fire Dopatiment — SCBA Test Report — Page 6
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Run#| Unit#l Unit #1
Vibra Seeopdary
Alarm Rell
Pgint {psig) Polnt
{psig)
Lt 1140 1030
0 148 1030
3.0 1140 1030
) 1030
51 1135 1020
B s WS
Ave.] 1139 1026
?:iés/ Fall}  Pass - Fail
Ren#| Unit#2 | Unit#2
Yibra HUD
Alarm Alarm
Point {psig) | Point (pyig)
i 1040 1160
2.0 40 1430
3. 1035 1130
4.1 1035 1130
51 1p30 1130
6. 1030 1130
Avg. 1038 1135
P:L'ss_ .f }f?ail Fuss _ Pass

G. NFPA AIR FLOW PERFORMANCE TEST
MNFPA 1981 (1997 Edition) Reference: Chupter S Performance Requirements, Sec. 5-1.1

Regnirement:
SCBA shall be tested for alr flow performance as specificd i Sectlon 6-1, A Flow
Performance Test, and the SCBA facepicve pressure shall ot be fess than 0.0 #. (0.0 wing)
werter eolumn and RoF greater than 335 in, (89 mom) water colume above amblent pressure
Sroon the time the test begins unif the time the test ks conclyded.

NIOSH/DSR for Hartford Fire Department — SCBA Test Report — Page 7
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Procedure:
The required coquipment specified In the NFPA standards were used to conducl the fests on
hoth ufthese units. A pressure tap In the head is connected to a transducer which in tum is
goonected to & flatbed charl recorder Tor determining the pressure in the facepiece,

Remnlts —SCBA Unit] and Unil#2 were both tesied on November 21, 2014, Both units
passed this test. The NIFPA facepicce pressure tests were per{ormted initially on the units
and the units passed.

Test Noteg - Unit #1: The secondary afarn and PASS unit functioned normally. The
facepicce and cylinder were replaced prior to testing, Unit #2; The HUD alarm and PASS
unit functioned normally. Thes facepiece and cylinder wers replaced prior to testing,

| ) Unit #
Maximuom Facepicee Pressurs: 2.35
, (inches of water columin)
Minimum Facepjece Pressure: DS
{inches of water column}
Pass / Fail “Posy
Unit #2
Maxinnm Facepiece Prossure: 2.58
(nches of water column)
Minimum Facepiees Pressure: D.45
{inches of water colurmn) ‘
Pass / Fail Pass B

I Dispesition:

Following testing, the SCBA urils wore refurned fo the packages in which the units were shipped
to NIOSH and placed in storage pending a final disposition.

The vesults of all fests are summarized in Tables Owe, Twe, Thres and Four which fallow.,

NIOSH/DSR for Hartford Fire Department — SCBA Test Raport — Page 8
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Task Number: 19908
Manufacturer:  Soott Health and Safety
NIQSH Approval Number;  TC-13F-0076
Tests Performed By:  Mike Commodore, Jay Parleer
Irates of Tests: November 21, 2014
TEST/42 CFR PART 84 REFERENCE | STANDARD | UNIT# | RESULT | PASS | FALL
| A. POSITIVE PRESSURE TEST "
Reference: Subpart H, § 84.70 (a}{2){1) f 0.20 INWC x
=0.00 INWC
B. RATED SERVICE TIME TEST X
Reference: Subpart F, § 84.53 (), #! Bmin10s X
Subpart H, § 84,95 (a} and (b} > 30 min,
L. STATIC PRESSURE TEST
Reference: Subpart 11, § 84.91 (d) # LISINWC ¢
=150 NWC
1 D. GAS FLOW TEST (at Full Cylinder
Pressure) , ' # 475,73 %
Reference: Subpart H, § 84.93 (b} and () LPM
~ =200Ipm
D. GAS FLOW TEST (at 500 psig)
Reference: Subpart H, § 84.93 (b) und {c) #1 280341LPM | X
=200 Ipm
E. EXHALATION RESISTANCE TEST
Reference: Subpart H, § 84.91 () _ — _
Difforence #1 ¢.B8 INWC X
_ S200INWC ) '
F. REMAINING SERVICE LIFE
INDICATOR TEST (vibrafing alsrm)
Reference: Subpart H, § 84.83 (f) and #1 113@P8IG | X
Subpast G, § 84.63 (c)
Between 1035 and 12135 psig
F. REMAINING SERVICE LIFE
INDICATOR TEST (secondary alarm)
Reference: Subpart H, § 84.43 (1) and ! 1026 PSIG | X
Subpart G, § 84.63 (c)
Between 1035 and 1215 psip
NIOSH/DSR for Hariford Firc Department — SCBA Test Report— Page 9
4/14/2015
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NQTE: The Positive Pressure Test und Rated Service Life Test are run sismltancously,

TABLE TWQ — Summary of NFPA Test Results ~ Unit 41

TEST / REFERENCE STANDARD | UNIT# | RESULT | PASS | FAIL
G. NFPA AIR FLOW PERFORMANCE <350 INWC T
Reference: NFPA 1981 (1997 Edition), Exhalation #1 2B5INWC X
Seation 5-1,1 Resistance ’ »
| G. NFPA AIR FLOW PERFORMANCE >0.00 INWC ' )
Reference: NFPA 1981 (1997 Edition), Inhalation #1 0.65 INWC X
Section 5-1.1 ; Resistance
TABRLE THREE — Summary of NYOSH Test Results — Unit #2
Task Number: 19908
Manufacturer:  Scott Health and Safety .
NIOSH Approval Number:  TC-13F-0076CBRN
Tests Performed By;  Mike Commodore, Jay Parker
Dates of Tests:  November 21, 2074
TEST /42 CFR PART 84 REFERENCE | STANDARD | UNIT# | RESULT | PASS | FAIL
A, POSITIVE PRESSURE TEST i
Reference: Subpart H, § 84.70 ()(2)(31) ' LI TNWC X
= 0.00 INWC
B. RATED SERVICE TIME TEST o
Reference: Subpart F, § 84,53 (a), #2 34 min 30 5 b4
Subpart H, § £4.95 (8) and (b)=> 30 min,
C. STATIC PRESSURE TEST ., ,
Reference: Subpart H, § 84.91 () # I30INWC |
< 150 BNWC
D. GAS FLOW TEST (at Full Cylinder
Pressure) A 0 438,06 ¥
Reference: Subpart H, § 84.95 (b) and {c) LPM
=200 Ipm
D. GAS FLOW TEST (ut 560 psig)
Reference: Subpart H, § 84.93 (b) and (&) #2 280341PM | X
=200 lpm
- NIOSH/DSK for Hartford Fire szﬁrtﬁ'rent SCBA Test Report — Page 10
4/14/2015
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E. EXHALATION RESISTANCE TEST
Refersnce: Subpart H, § 84.91 ()

Difference 2 Q77T INWC X

<2.00 INWC

F. REMAINING SERVICE LIFE
INDICATQR TEST (vibrating alarm)
Reference: Subpuwt H, § 84.83 () and Y2 IISeSIG | X%
Subpart G, § 84.63 ()

Between 1035 and 1215 psig

F. REMAINING SERVICE LIFE
INDICATOR TEST (light alaxm HUB) ’ '
Referepce: Subpart H, § 84.83 {) and #2 TI33PSI3 | X
Subpart (3, § 84.03 (@)

Betwean 1035 and 1215 psig

TABLE FOUR — Summary of NFPA Test Resulis — Unit #2

Tusk Nember: 19508
" Manufactorer:s  Scoft Heslth and Safety
MIOSH Approevel Number:  TC-13F-0076CBRN
Tests Performed By: Mike Cotamodore, Jay Parker
Dates of Tesls:  Noveraber 21, 2014

TEST / REFERENCE STANDARD UNIT # BESULT | PASS | FATL
. NFPA AIR FLOW PERFORMANCE < 3.50 INWC
Reference: NFPA 1981 {1997 Edition), Exhalation A2 LIS INWC X
Section 5-1.1 A | Resistance
{3, NFPA AIR FLOW PERFORMANCE & .00 INWC
Referenico: NFPA 1981 (1997 Edition), Inhalation #2 045 INWC X
Section 5-1.1 Resistance ]

NOTE: The Positive Pressure Test and Rated Service Life Test are run simni{anaously'._ -

Also, BCBA Unit #2 was equipped with data logging device that measures seveml performance
patameters during a predetermined time period. This data was down Joaded from SCBA Unit#2
by Scott Health and Safety personne] and witnessed by members of NIOSH on November 25,
2014, The dats is included for informational purposes only.

NlOSﬁ'ﬁgR for Hartford Fire Department - SCBA Test Report - Page 11
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UNIT #2
DATA LOGGER
INFORMATION
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i
Fromy twaller@hartiord.gov
Sent: Monday, October 06, 2014 1:28 AM
To: HuerCOD1@hartford.gov
Subject Ret Fwd:

1wl handie this and give you a report ASAP,

Sent from.my iPhone

On Oct 5, 2014, at 8:52 AM, "Huertas, Catlos M." <HusrCD01® hartford.gov> Wrote:

Terry,

Please handle and ensure immediate measures are taken to correct this egregious behavior. The mere

‘fact that the driver on the opposita shifts states all the equipment was chieck is not scceptable.. i must

be documented for accountability purposes and salety concerns.

| require Fire Services from both shifts explaining what in the "Sam Hill " is going on.

Make those involve with not adhering to proper procedures aware they are subject to discipline up to
termination If [ discover blatant disrégands to safetyl

Respectfﬁ!ly submitted,

Cartos M. Huertas

Fire Chief

Hartford Fire Department
Emergency Management Director
Hartford Public Safety Complex
253 High Street

Hartford, Connecticut 06103

Office; {860}-757-4500
Fax: (860)-722-8205
Cell: (860) 761-4277
HuerC001 @hartford.gov

"Be impeccable with your word; Don't take amything perscnally; Don't make assumptions; Always do
Your Best”, Don Miguel Ruiz

Bagln forwarded message:

From: "Nolan, John F." <Nolal001@hartford.gov>
Date: October 5, 2014 at 8:32:44 AM EDT

To: Fire Service <FireService@hartfordschools.org>
Cez "Dalton, Thomas D.* <DALTTODZ @hartford,govs>

Department of Fire Service
Quarters of Engine Co. 16
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October 5, 2014

Carlos M. Huertas.
Chief of Department

Sir, This fire service Is to inforty you of &n ongoing problem at Engine 16. | have
-repeatedly spoken 1o Lt. Simon about the Company members on hils shift regarding daily
apparatus checks and house work not being completed on his shift. | have Informed:
Captain Dalton of this problemm and he has spaken ta L. Sirmon on numeraus

octcasions, Often times Captain Dalton came In on his off time to do this. Last tour |
came In to find out that the machine shop had droppéd off our apparatus after having a
PM performed. When my driver relleved Acting PO, F.F. James Eaton, he told PO
Gauvreau that he had checked out the apparatus thoroughly and it was all set. R.Q.
Gauvreat pulled the apparatus out on the ramp and bagan his checks. He found it was
25 galtons low on fiel, generator empty of fuel, gas can empty. The pump was not
primed even though F.F. Eaton sald he flowed water. The relief valve was set below
100, 2 empty Scott bottles. Just 2 tours before this the EMS bags on the apparatus were
not stocked and had no BYM which we needed for 2 medjcal call, House wark has not
been performett any where near satisfactoty, if at all. | strongly recommend that both
LE, Simon and F.F. Eaton ha sent for retraining. Life safety cannot be taken

iightly. Thank you for your attention to this matter.

Respectfully Submitted,

1t. John Nolan #624
Engine 16 Tour C
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