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15 Büyük Yangın – I 

Giriş. 

Bu inceleme, Mayıs 2008'den Temmuz 2020'ye kadar geçen 12 yıllık süre zarfında yangın veya 
yangın emniyeti ile ilgili 15 ayrı olayın analizini içeren “Major Fires Review.Commander ,U.S. Fleet 
Forces Command and, Commander,U.S. Pasific Fleet July 15 2022 raporuna istinaden 
hazırlanmıştır. Bu 15 olayın tahmini toplam zararı 4 milyar dolardan fazladır. Bu toplamın USS 
Miami ve USS Bonhomme Richard'ın kaybını tam olarak yansıtmadığını belirtmek gerekir. Bu iki 
geminin gelecekteki görev kayıplarına ek olarak, diğer gemilerdeki büyük yangınlar da yıllarca 
harekatlarda kullanılabilirlik kaybına neden olmuştur.12 Temmuz 2020 Pazar günü, San Diego 
Deniz Üssü'nde, USS Bonhomme Richard (LHD 6) (BHR) gemisinde alt araç depolama bölmesinde 
bir yangın çıktı. Yangın beş gün boyunca devam etmiş, 14 güverteden 11'ine yayılmış ve 760oC 
dereceyi aşan sıcaklıklara ulaşmıştır. Yangın 3 milyar dolardan fazla zarara yol açmış ve daha 
sonra ABD Donanması'nın savaş kabiliyeti en yüksek amfibi hücum gemilerinden birinin hizmet 
dışı bırakılmasına karar verilmiştir. 

BHR yangınının ardından ABD Deniz Kuvvetleri derhal düzeltici önlemler alınması talimatını 
vermiştir. Buna ek olarak, Deniz Kuvvetleri Güvenlik Merkezi (NSC)1 ABD Donanması gemilerinde 
meydana gelen büyük yangınların kapsamlı bir tarihsel analizini yapmaya başlamıştır. NSC yaptığı 
analizde, BHR yangını ile doruğa ulaşan 12 yıllık süre zarfında gemilerde meydana gelen 15 büyük 
yangınla ilgili olayın sebepleri arasında tekrar eden çok sayıda unsur tespit etmiştir. NSC yangın 
önleme, tespit ve müdahale ilkeleri ve prosedürlerine uyulmamasının filo genelinde yaygın olduğu 
sonucuna varmıştır  

Bahse konu yapılan çalışmalar binlerce sayfa dokümantasyon incelenmesi binlerce personel ile 
görüşme ülkede yangınla ilgili tüm sivil ve kamu kurumları ile yardımlaşma ve toplantıları 
içermektedir. İma Akademi olarak 15 büyük yangına ilişkin yapılan çalışmanın buzdağının görülen 
tarafı olduğu ve en kılcal damarlara kadar inclenerek yangın biliminin ülkemizdeki hem sivil hem 
de kamu kurumlarınca ve coğrafyadaki diğer ülkelere de ışık tutması ve durumsal farkındalığı en 
üst seviyeye çıkartılması hedeflenmektedir. Çalışma altı yazı dizisi olarak planlanmıştır. İlk yazı 
giriş seviyesinde ve 15 büyük yangın hakkında yapılmış inceleme sonuç raporunda belirtilen 
konulara detaylara girilmeden ilgi rapor EK’e de konularak özellikle Türk Deniz Kuvvetleri 
personelinin kullandığı jargona uygun olarak sunulacaktır. Bu ilk yazıda çözüm önerilerine yer 
verilmeyecektir. 

Tarkan TURAN 
 İMA Akademi Makine, Hasar Kontrol ve KBRN Eğitim Tim Lideri 

 

 

 

 

                                                           
1  Naval Safety Center (Deniz Kuvvetleri Güvenlik Merkezi), Amerika Birleşik Devletleri Donanması'nın 
merkezi güvenlik kuruluşlarından biridir. Bu merkezin temel görevi, deniz operasyonlarında emniyeti 
artırmak ve deniz kazalarını önlemek için çalışmaktır. 
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ABD Deniz Kuvvetlerinin çalışma hakkında tespitleri ve kapsamı  

ABD Deniz Kuvvetleri Komutanı tüm filolara aşağıdaki hususları önemle vurgulamıştır. 

 

 Yapılan kontrollere rağmen devam eden tehlikeler 

 Raporların gerçek durumu yansıtmaması ve eksik bilgiler içermesi 

 Daha küçük veya daha az önemli gibi görünen olayların veya problemlerin ciddiye 
alınmaması ve göz ardı edilmesi  

 Geçmişte yaşanan olayların veya problemlerin nedenlerini ve sonuçlarını 
anlanmasının önemi, 

 ABD Deniz Kuvvetleri Komutanı, Filo Komutanlarını 15 büyük yangın olayını 

inceleyerek aşağıdaki sorulara yanıt vermekle görevlendirmiştir: 

 Büyük gemi yangınlarının ardından başlatılan işlemler, (örneğin NAVSEA Teknik Yayını 
S0570-AC-CCM-010/8010 kapsamında onarıma giren gemilere 2 emniyet açısından 
yapılan işlemler) , sonrası niçin istenilen sonuca ulaşılamadı? 

 Malzeme kontrolü, temizlik ve yangına müdahale hazırlığı ile ilgili standartların neden 
istikrarlı bir şekilde sürdürülemediği 

 Geminin komuta heyeti neden personelinin performans eksikliklerini ve 
uyumsuzluklarını tespit edip düzeltmemiştir? 

 Raporlama mekanizmaları gerçek risk durumunu yeterince göstermede neden etkili 
olmamıştır. 

 Daha önce yaşanılan olaylarından çıkarılan dersler neden yangın doktrinine ve 
yangına müdahaleye ivme kazandırmamıştır? 

 NSC gibi bağımsız denetleme kurumları Filo'nun harekete geçmesi için sorunların 
tespit edilmesinde neden etkili olamadı? 

  
ABD Deniz Kuvvetleri Komutanının spesifik sorularına öncelik veren Büyük Yangın İnceleme 
Kurulu (MFR), depolama ve temizlik konusunda disiplinsizliğe yol açan standartlar, kültür ve 
ortamla ilgili sistemik3 sorunları; yürürlükteki yönetmeliklere uyulmamasını veya yangın emniyetine 
hazırlık düzeyinin yetersizliğini tespit etmek üzere yola çıkmıştır.  
 
MFR ekibi incelemeyi tarihi olaylarla sınırlı tutmamış, aynı zamanda yangın emniyeti gerekliliklerine 
uyumun mevcut durumunu ve filonun genel duruşunu değerlendirmek amacıyla bir dizi saha 
ziyareti ve birlik değerlendirmesi gerçekleştirmiştir. 
 

Büyük Yangın İnceleme Kurulu (MFR) tespitleri 

İnceleme sırasında MFR, aşağıdakileri de içeren çeşitli temel sorunlar tespit etmiştir: 

                                                           
2 Tersaneye onarıma giren gemilerin yangın ve her türlü emniyetini düzenleyen doküman 
3 Sistemik yaklaşım, bir sistemi oluşturan bileşenlerin ve süreçlerin birbirleriyle nasıl etkileşimde olduğunu 
ve bir değişikliğin sistemin nasıl etkilenebileceğini anlamayı amaçlar. Bu yaklaşım, karmaşık sorunların 
anlaşılmasında, çözülmesinde ve yönetilmesinde yardımcı olabilir. 
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 Alınan dersler verimli bir şekilde toplanmamakta ve gemide emniyet denetlemeleri 
yürütme sürecini de içerecek şekilde kritik bilgilerin ve düzeltici önlemlerin toplanmasına, 
analiz edilmesine, dağıtılmasına ve yürürlüğe konulmasına yönelik etkin olmayan ve 
istikrarsız bir süreç nedeniyle zaman içinde kaybolmaktadır  

 Etkin olmayan Hasar Kontrol Yönetim Kurulu (DCBoD) işlemleri ve yangın emniyeti 
önleme, tespit ve müdahale zinciri boyunca hasar kontrol iyileştirmelerine yönelik 
süreçler 

 Gemi yaşamına ilişkin büyük değişikliklerde özellikle bakım dönemleri ile ilişkili tehlikelerin 
yeterince öngörülememesi ve ilgili risklerin yeterince yönetilmemesi 

 Başta kundaklama olmak üzere tehditler ve güvenlik açıkları 

 Tehlikeli ve yanıcı malzemelerin taşınması ve depolanması 

 Denetleme standartlarının düşmesi ve eksikliklerin zamanında ve etkili bir şekilde 
eleştirel olarak değerlendirilip ele alınmaması 

 Yetersiz derinlemesine savunma 

 NAVSEA Teknik Yayını S0570-AC-CCM-010/8010 Yangın Önleme ve Müdahale için 
Bakımda/Tersanede bulunan Gemi Emniyeti El Kitabı (8010) ve NAVSEA Standart 
(NSI)4 gereksinimlerinin yeterince anlaşılamaması, denetlenmemesi ve bu nedenle 
sürekli olarak uyumsuzluk sorunlarının yaşanması 

 “Comprehensive and Strategic Readiness Reviews (CSRR and SRR)5” İncelemelerinde 
ortaya çıkanlara benzer sistemsel zayıflıkların altında yatan nedenler 

 Etkin olmayan günlük eğitim ve kapsamlı birbirine entegre edilmiş eğitim senaryo 
setlerinin eksikliği 

 İskelede yangın emniyeti ve hasar kontrol hazırlığına yönelik ilgisizlik ve yetersiz 
malzeme vb. kullanımı, riskin önemli ölçüde artmasının yanı sıra yangınların geç tespit 
edilmesine ve etkisiz müdahaleye neden olmaktadır 

 Donanma tesislerinde bakım için kullanılan iskele ve rıhtımların büyük çoğunluğu, 
8010'da tanımlanan ve onarım iskeleleri için NAVFAC6 Birleşik Tesisler Kriterlerinden 
türetilen depot düzeyinde7 bakımların gerçekleştirilmesine yönelik gereklilikleri 
karşılamamaktadır 

 MFR ayrıca, seçilen 15 olayın incelenmesi sonucunda, geçmiş güvenlik soruşturma 
süreçlerinin, öğrenilen derslerin zaman içinde kaybolması ve düzeltici eylemlerin sınırlı 
hayata geçirilmesi nedeniyle etkili bir iyileştirme yaklaşımını içermediğini tespit etmiştir. 

                                                           
4 Standard Item (NSI) requirements," NAVSEA tarafından belirlenen ve bir ürünün veya sistemin belirli 
standartlara uygun olarak tasarlanması, üretilmesi ve sürdürülmesi için gereken spesifik talimatları ifade 
eder. 
5 Kapsamlı ve Stratejik Hazırlık İncelemeleri (CSRR ve SRR) Birleşik Devletler Donanması tarafından 
Donanmanın hazır olma durumunu değerlendirmek üzere yürütülen bağımsız incelemelerdir. CSRR, 
Donanmanın hazır olma durumunun tüm yönlerini inceleyen daha kapsamlı bir incelemedir, SRR ise 
filonun stratejik hazır olma durumuna odaklanır. 
6 NAVFAC Birleşik Tesis Kriterleri, bakım amaçlı iskelelerin ve rıhtımların tasarımı ve inşası konusunda 
rehberlik sağlayan bir dokümandır. 
7 Depot-level" ifadesi, yüksek düzeyde teknik bilgi ve uzmanlığın gerektiği, genellikle daha büyük ve 
karmaşık sistemlerin veya donanımların bakımını ifade eder. 
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15 Yangın Olayın Karşılaştırmalı Analizinin Bulguları 

 
MFR olay özetlerini Güvenlik Soruşturma Raporlarından, Komutanlık Soruşturmalarından, Arıza 
İnceleme Kurullarından ve MFR'nin elindeki diğer materyallerden elde etmiştir. Bazı durumlarda, 
öncelikli olan kolluk soruşturmaları, tamamlanmamış güvenlik soruşturmaları veya münferit 
soruşturmalardaki sonuçsuz bulgular nedeniyle bilgiler sınırlı kalmıştır. 

 
İnceleme sırasında MFR ekibi, güvenlik soruşturmalarının en az üçünün kolluk kuvvetleri 

soruşturmaları nedeniyle durdurulduğunu tespit etmiştir (USS Miami, USS Iwo Jima ve BHR). MFR 

bu uygulamanın OPNAVINST 5102.1D8 ve Deniz Kriminal Soruşturma Servisi (NCIS)9 ile yapılan 

bir Anlaşma Memorandumuna dayandığını değerlendirmiştir.  

 
Yukarıda atıfta bulunulan üç incelemede, soruşturma kurulu, güvenlik soruşturma kurulu dışındaki 

gruplar şüpheli suç faaliyetleri nedeniyle yasal soruşturmaları tamamlayana kadar durdurulmuştur. 

USS Miami vakasında ise soruşturma raporu hiçbir zaman tamamlanmamıştır. 

Bulgu #1 Güvenlik soruşturmaları ve raporların yayınlanması, kolluk kuvvetleri soruşturması 
yapılmasını gerektiren durumlarda önemli gecikmelere maruz kalabilir. 

Bulgu #2:Yangın sonrası kaza inceleme kıdemli üyesinin rütbesi için gereklilikler olsa da, gemideki 
yangın soruşturmaları Sertifikalı Yangın Araştırmacısı (CFI) veya Sertifikalı Yangın Soruşturma 
Teknisyeni (IAAI-FIT) gibi resmi olarak eğitilmiş veya nitelikli bir araştırmacı gerektirmemektedir ve 
bunun yerine kıdemli üyenin deneyimine, bilgisine ve yetkinliğine aşırı güvenmektedir 

Bulgu #3: Kaza İnceleme kayıt formatı, alınacak en önemli dersleri aktarmada etkisizdir ve hızlı 
bir öğrenme sürecinin veya etkili bir sorun çözme yaklaşımının göstergesi değildir. 

Bulgu #4: Donanmanın şu anda malum yangın vb. nedenlerle hem öğrenilen yangın emniyeti 
derslerinin toplanmasından ve yayılmasından hem de düzeltici önlemlere uygunluğunun 
doğrulanmasından sorumlu tek bir organizasyon yoktur. 

Bulgu #5: 15 olayın incelenmesi, ilgili birimlerden 11'inin temel uygulamalara yaygın İncelenen 
yangın vakalarının 11’inde daha geniş sorunları gösterebileceği ve temel uygulamalara 
uyumsuzluğun bu sorunların belirtisi olduğu ortaya konmuştur. MFR, Aynı zamanda güvenlik 
inceleme raporlarının altta yatan sorunları belirlemekte bazen yetersiz kaldığını, ancak bu 
sorunların yine de incelenen en önemli olaylara etki ettiği tespit etmiştir. 

Bulgu #6: 15 olayın incelenmesi, amfibi platformlarda yangınlarda daha yüksek bir eğilim ve yangın 
şiddetinde artış olduğunu ortaya koymuştur.  

Bulgu #7: 15 olayın incelenmesi, yalnızca vardiya personelinin bulunduğu saatlerde meydana 
gelen yangınların, tespit ve müdahale kabiliyeti ve kapasitesinin önemli ölçüde azalmasıyla birlikte 

                                                           
8 OPNAVINST 5102.1D, ABD Donanması'nın güvenlik ve iş sağlığı ve emniyeti (İSG) programı için 
prosedürleri ve gereksinimleri belirleyen bir talimattır. 
 
9 NCIS, ABD Deniz Kuvvetleri ve Deniz Piyadeleri'ne ait bir federal kolluk ve istihbarat ajansıdır. Temel 
görevi, Deniz Kuvvetleri ve Deniz Piyadeleri personeli, tesisleri ve operasyonlarını içeren geniş bir 
yelpazede suçları ve suçlamaları incelemek, araştırmak ve çözmektir. Bu daire, suçlar, casusluk, 
terörizm, sahtekarlık, cinayet ve diğer ciddi suçlar dahil olmak üzere geniş bir yelpazede faaliyet gösterir. 
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en yüksek yıkıcı hasar riskini oluşturduğunu ortaya koymuştur. Vardiya personeli, özellikle sabit 
yangın söndürme sistemleri çevrimdışıyken büyük bir yangını önlemek için müdahale edememiştir. 

Bulgu #8: 8010'un geliştirilmesi ve müteakip revizyonlarını da içeren ve kapsamlı soruşturma 
faaliyetlerinin ardından alınan yangın emniyeti derslerinin yayınlanmasına rağmen, 15 olayın 
analizi, gemilerin yangın riskinin en yüksek olduğu aşama olan bakım ortamına tam olarak hazırlıklı 
olmamaya devam ettiğini ortaya koymuştur. Bir gemi ne kadar uzun süre bakımda kalırsa ve 
personelin en son eğitiminden bu yana ne kadar çok zaman geçerse kaza riski de o kadar artar. 

Bulgu #9: İncelenen 15 olaydan altısı, önemli geçiş aşamalarında (Overhol periyodundan görev 
periyoduna geçiş vb.) kapsamlı bir risk değerlendirmesi yapılmadığını ve yeni veya standart 
olmayan bir yapılandırmaya veya faaliyete geçişe eşlik eden emniyet eksikliklerinin tespit 
edilmediğini göstermiştir. 

Bulgu #10: Kundakçılık ve dikkatsiz ya da izinsiz sigara içilmesi gibi ağır ihmallerin önlenmesi son 
derece zordur ancak özellikle tespit ve müdahale kabiliyetinin ve kapasitesinin önemli ölçüde 
azaldığı saatlerde önemli bir sorun teşkil etmektedir. Donanma şu anda bu özel iç tehdidi ele almak 
için resmi bir yaklaşımdan yoksundur. 

Bulgu #11: Sıcak iş gerekliliklerinin ihlali, incelenen 15 yangın olayında yansıtılandan çok daha 
yaygındır. Bu belgelenmiş ve yaygın ihmal, bu faaliyetle ilişkili riskin yeterince değerlendirilmediğini 
göstermektedir. 

Bulgu #12: 2008 yılında USS George Washington'da meydana gelen yangından alınan derslere 
rağmen personel tehlikeli ve yanıcı maddelerin gemide depolanmasıyla ilgili risklerin azaltılmasına 
veya geminin genel temizliğine yeterince önem vermemiştir. 

Bulgu #13: Daha önce tamamlanan hazırlık ve güvenlik incelemelerinde de tespit edildiği üzere, 

büyük yangınların çoğundan önce bir veya daha fazla alt düzey öncül olay meydana geldiği ve 

temel nöbet ilkelerine uyulmadığı kanıtlanmıştır. 

"Bulgu #14: Personel, birden fazla kritik alanda risklerin zaman içinde birikmesine izin vermiştir. 

Bu durum, sıcak iş eksikliklerinin düzeltilmediği veya kabul edilmediği Bulgu #11 ile benzerlik 

göstermektedir. Nihayetinde bu durum büyük bir yangına yol açmıştır." 

"Bulgu #15: Olay gemileri dışarıdan alınan eğitimlere çok fazla bel bağlamış ve güçlü bir sürekli 

öğrenme ve iyileştirme kültürüne sahip olmamıştır. Bu durum hazır olma konusunda önemli 

zayıflıklara yol açmıştır ve çoğu durumda sorunları tespit etme ve ele alma konusunda proaktif 

olmayan bir komutanlığı yansıtmaktadır. Bu da yaygın bir temel bilgi eksikliğine, az gelişmiş genç 

personele ve hazırlıksız vardiya personeline yol açmıştır." 

Bulgu #16: Gemi konfigürasyonunun yönetilmesindeki zafiyet, istenilen Yara savunma Hazırlık 

durumunun tesis edilememesine neden olduğu tespit edilmiştir. Bu da yangın riskini artırmış ve 

yangının kontrol edilebilmesini zorlaştırmıştır." 

Bulgu #17: Önceki yangınlarda, MFR, derinlemesine savunmanın kurulması ve sürdürülmesi 

konusunda çeşitli başarısızlıklar tespit etmiştir. Bu katmanlı koruma eksikliği, gemileri tek noktadan 

kaynaklanan arızalara/hasarlara karşı savunmasız bırakmış, bu da basamaklı sorunlara ve son 

derece önemli sonuçlara yol açmıştır. 
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Bulgu #18: Malzeme taşıma ve depolama, büyük yangınların en az beşine neden olan veya önemli 

katkıda bulunan bir faktördür. Bu faktörler arasında yanıcı ve tehlikeli maddelerin uygunsuz şekilde 

depolanması büyük miktarlarda yanıcı maddenin gemiye getirilmesi (gerekenin ötesinde) ve 

yetkisiz alanlarda veya yangından korunma sistemleri arızalı alanlarda depolama yer almaktadır. 

Bulgu #19: Birçok önceki güvenlik soruşturması raporları (SIR), uygulanabilir veya gerçekçi 

olmayan düzeltici önlemler önermiştir ve bu önlemler, sorunun temel nedenlerine doğrudan 

odaklanan en önemli adımlardan uzaklaşılmasına neden olmuştur. 

Bulgu #20: USS Miami soruşturmasının ardından en önemli ve anlamlı düzeltici önlem 8010'un 

geliştirilmesi, yayınlanması ve uygulanması olmuştur. Ancak, USS Miami'deki yangından dokuz yıl 

sonra bile, ABD Donanması bakım ile ilgili 8010'un gerekliliklerine bağlı kalmamış, bu da özellikle 

bakımdaki su üstü gemilerinde önlenebilir yangınların devam etmesine yol açmıştır. 

Bulgu #21: X gemisinde çıkan yangın, 30 yıllık bir süre içinde aynı yerde meydana gelen üçüncü 

büyük yangındı. MFR, filonun X tarihindeki X raporundaki iki önemli tavsiyeyi uygulamadığını 

değerlendirdi. İncelenen SIR'lerin (güvenlik soruşturma raporları) çoğunluğu, OPNAVINST 5102.1 

tarafından zorunlu kılınan raporlama sürecine uyulmamasının yanı sıra, düzeltici faaliyetlerin 

tamamlanmasının raporlanması, izlenmesi ve doğrulanması için herhangi bir resmi bir mekanizma 

belirtmedi. 

Bulgu #22: Mesaj yolu ile iletilen SIR düzeltici önlemlerin uygulanması doktrinel veya 

kurumsallaşmış değişikliklere göre daha az etki ettiği tespit edilmiştir., Çünkü öğrenilen dersler 

genellikle zaman içinde kaybolur. (Not: RMI  yakın zamanda mesaj formatını değiştirmiştir, ancak 

bu değişikliğin etkinliği halen değerlendirilmemiştir.). 

Bulgu #23: MFR, Bonhomme Richard yangınından sonra komutanlara ve amirlere zamanında ve 

bilgilendirici mesaj gönderilmesinin yanı sıra Hasar Kontrol Yönetim Kurulu'nun süreci takip etmesi 

ve raporlamasının filonun acil yangın emniyeti duruşunu iyileştirdiğini tespit etmiştir. Ancak, verilen 

görevlerin ve çıkarılan derslerin zaman içinde kaybolmamasını sağlamak için daha fazla önleme 

ihtiyaç vardır. 

Bulgu #24: Donanmanın güncellenmiş kılavuzlara, talimatlara ve doktrine uyumu yetersizdi çünkü 

değişiklikler zamanında yayınlanmıyordu, denetleme yetersizdi, düzenlemeler çelişkiliydi. ve 

düzenlemeleri uygulayanlar yeterli bilgiye sahip değildi. 

Bulgu #25: 15 kazanın incelenmesi, gemi içi eğitim eksikliklerinin, özellikle de vardiya personelinin 

yangının tespiti, önlenmesi ve müdahalesinde yeterliliği konusunda eğitiminin önemli bir faktör 

olduğunu ortaya koymuştur. Birçok yangın çıkan geminin, Liman Tamirci partilerinin yetkin ve 

yetenekli bir şekilde oluşturulması ve sürdürülmesi konusunda büyük eksiklikler mevcuttu. Eğitim 

eksikliklerinin olduğu alanlar arasında temel ve ileri yangınla mücadele becerileri, , tersane 

ortamında da yangınla mücadele ve 8010'un uygulanması ve uyumluluğu yer almaktadır. 

Bulgu #26: İncelenen geçmiş güvenlik soruşturması raporlarının (SIR) çoğunluğu, OPNAVINST 

5102.1 kapsamında raporlama sürecine ilişkin düzeltici işlemin tamamlandığının raporlanması, 

izlenmesi ve doğrulanması için resmi bir mekanizma belirtmemiştir. MFR, USS Miami düzeltici 

işlemlerine yönelik gelişmelere dikkat çekmiştir. 2014 yılında USS McCampbell olayı ile başlayan 
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SIR'lar Donanma Güvenlik Merkezine raporlama yapılmasını zorunlu kılmıştır Ancak, resmi 

raporlar için bu gereklilik tüm düzeltici işlemler ve tüm SIR'ler arasında uyumlu değildi. 

Bulgu #27: Birkaç istisna dışında, NSI'lardaki gereklilikler 8010'daki gerekliliklerle eşdeğerdir, 

ancak gemi personeli NSI'ları tam olarak anlamamaktadır ve birden fazla yangın emniyeti 

referansının varlığı, anlayış ve uyum eksikliğine katkıda bulunmaktadır. 

Bulgu #28: RMC10'ler yüklenicilerin NSI gerekliliklerine uymalarını sağlamamakta ve 

uyumsuzlukları resmi olarak belgelemek için düzeltici işlem talepleri yazmamaktadır. Bakım 

projeleri, yangın güvenlik planı veya geçici yangından korunma planı bulunmadığında veya mevcut 

planlar NSI gereklilikleriyle uyumlu olmadığında bile sıcak çalışmaya izin vermektedir. Bu 

denetleme ve yaptırım eksikliği gemiler ve personel için önemli bir yangın emniyeti riskidir. 

Bulgu #29: Su üstü gemisi ve uçak gemisi personelinin Donanma gemilerinde yangın emniyetini 

düzenleyen bir dizi yönetmelik olan 8010/NSI gereklilikleri konusunda yeterince eğitilmemiştir. Bu 

eğitim eksikliği, bir yangın durumunda gemileri ve personellerini risk altına sokabilir 

Bulgu #30: Denizdeki kadroları doldurmak için, gemilerin onarım ve bakım için hizmet dışı 

bırakıldığı süre olan Bakım Aşaması sırasında gemilerin personel seviyelerinin olması gerekenden 

daha düşük tutulmaktadır. 

Bulgu #31: MFR, yangın önleme konusunda savunmacı bir zihniyetin eksikliğini ve bakım 

dönemlerinde yangın emniyetine öncelik verilmediğini ortaya koymuştur. 

Bulgu #32: Yükleniciler tüm NSI gerekliliklerini yerine getirmemektedir ve uygunluğu kontrol için 

yeterli denetim mevcut değildir. Donanma, NSI'ye uyulmaması konusunda yüklenicileri sorumlu 

tutmamaktadır NAVSEA/CNRMC karargahında 8010 veya ilgili NSI'lara uyulmaması veya 

uyulmaması durumlarını karara bağlayacak resmi bir süreç bulunmamaktadır 

Bulgu #33: Seyrek, yüzeysel ve tekrarlayan(aynı senaryo ile) eğitimler birden fazla gemide ve 

yerde yoğun olarak rastlanmıştır. Büyük oranda, eğitimler vardiyadaki personelin tamamına 

uygulamamaktadır. Bu uygulama, yangından korunma sisteminin tüm yönlerini uygulamakta 

başarısız olmakta ve derinlemesine savunma eksikliğine işaret etmektedir. Ayrıca, 8010 

gerekliliklerine rağmen, filo personeli FEMA Ulusal Olay Yönetim Sistemi hakkında yeterli bilgiye 

sahip değildir ve sonuç olarak olay yönetimi için ülke çapındaki sisteme hızla entegre olma 

yeteneğinden yoksundur. 

Bulgu #34: Eksik raporlama tüm lokasyonlarda yaygın olduğu tespit edilmiştir. Yangın raporları 

genellikle hatalıdır ve anlamlı bir trend analizi ya da çıkarılan derslerin bir araya getirilmesinden 

yoksundur. 

Bulgu #35: Özel bir tersanede yürütülen bakım faaliyetleri sırasında NSI'lerin sözleşmeye 

bağlanması, yürütülmesi ve denetlenmesi süreci zahmetlidir ve RMC/SUPSHIP'nin uygunluğu 

                                                           
10 CONUS RMC," "Continental United States Regional Medical Command" kısaltmasıdır. Bu terim, 
Amerika Birleşik Devletleri'nin anakarasında bulunan askeri sağlık birimlerinin organizasyonunu ifade 
eder. 
"FDRMC," "Fleet and Family Readiness Regional Management Command" ifadesinin kısaltmasıdır. Bu 
terim, Amerika Birleşik Devletleri Donanması'nda bulunan bir komuta yapısını ifade eder. FDRMC, 
askeri personel ve ailelerine yönelik hizmetleri yönetme ve koordine etme amacı taşır. 
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sağlamak için birden fazla dokümana başvurmasını gerektirir. Bu durum, sadece tek bir belge olan 

8010 manualini kullanan kamu tersanelerinin aksine bir durumdur. 

Bulgu #36: Donanma tesislerinde rıhtımların yeterliliklerini düzenleyen resmi bir Donanma 

politikası yoktur ve 8010 Bakım Rıhtımı Yangın Emniyeti gereklilikleri, kamu tersaneleri dışında 

bakım rıhtımlarının yeterliliklerine ilişkin temel husus değildir. 

Bulgu #37: Kamu tersanelerinin yanı sıra, Donanma tesislerindeki mevcut 119 rıhtımdan sadece 

22'si su üstü gemi bakım kullanılabilirliği için 8010 gerekliliklerini karşılamaktadır. 

Bulgu #38: Bakım Safhası için hazırlıkta ve Bakım Safhası sırasında yangın emniyetine hazırlık 

açısından İyileştirilmiş Filo Müdahale Planının diğer safhalarına kıyasla önemli ölçüde daha az ilgi 

ve kaynak kullanımı söz konusudur. 

Bulgu 39: Üst düzey komutanlar (filo komutanları vb.) ve dış destek kuruluşları (okullar vb.), 

yetersiz eğitim ve denetleme eksikliği nedeniyle 8010 veya NSI'lerin tam olarak uygulanmasında 

komutanları tam olarak desteklememektedir. 

Bulgu #40: Donanma, tersane ortamında gemi yangınlarını başarılı bir şekilde önlemek, tespit 

etmek ve müdahale etmek için özel bir yaklaşıma duyulan ihtiyacı tam olarak takdir etmemektedir; 

bu durum da sadece denizde hasar kontrolüne odaklanan bir eğitim sürecine atfedilebilir. 

Bulgu #41: MFR, riskin (maliyet ve program) üst kademelere aktarılması yerine birim düzeyinde 

üstlenilmesinin, Kapsamlı ve Stratejik Hazırlık İncelemeleri tarafından ortaya konan benzer bir 

sorunla neredeyse aynı olduğunu değerlendirmiştir. 

Bulgu #42: Hasar Kontrol Yönetim Kurulu (DCBoD), yangın emniyeti önleme, tespit ve müdahale 

zinciri boyunca hasar kontrol iyileştirmelerini yürürlüğe koymada etkisiz kalmıştır 

Bulgu #43: Öğrenme ve planlama için kaza raporları hazırlamak ve faaliyetle ilgili kaza raporlarını 

almak için birim düzeyinde aşırı zaman gerekmektedir. 

Özetle, MFR, kalıcı değişimin önünde engel oluşturan temel yaklaşım ve uygulamalarda 

aşağıdaki sorunları tespit etmiştir: 

 En İyi Hale Getirilmiş Filo Müdahale Planının diğer aşamalarına kıyasla, yangın 
emniyetine hazırlık açısından Bakım Aşamasına hazırlıkta ve Bakım Aşaması sırasında 
önemli ölçüde daha dikkatsiz ve kaynak kullanımı söz konusudur 

 Tersane ortamında gemi yangınlarını başarılı bir şekilde önlemek, tespit etmek ve 
müdahale etmek için gerekli olan farklı bir yaklaşım ihtiyacını doğuran risklerin tam olarak 
anlaşılmaması ve değerlendirilmemesi, neredeyse sadece denizde hasar kontrolüne 
odaklanan bir eğitim sürekliliğinden kaynaklanmaktadır 

 Eğitim, Konuşlandırma ve Sürdürme Aşamalarında komutanların faaliyetleri durdurma ve 
yardım talep etme yetkisine sahip oldukları, Bakım Aşamasında ise onarım programı ve 
maliyet baskıları karşısında aynı yetkiyi takdir etmelerinin düşük olduğu 

 Komutanlar, program ve maliyet konusundaki taşıdıkları riskleri üst kademelere 
aktarmakta tereddüt etmekte ve bunun yerine tüm yangın güvenlik gerekliliklerini tam 
olarak uygulamayarak birim düzeyinde ek riskleri kabul etmektedirler 
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 Yetersiz eğitim ve denetim eksikliği nedeniyle komutanlar 8010 veya NSI'ların tam olarak 
uygulanması konusunda tam olarak desteklenmemektedir 

 Kaza gemilerinin tümü, ekibin etkisiz müdahalesine neden olacak öncü göstergeler veya 
öncü olaylar sergilemiş ancak bunları tanımamıştır 

 Alınan derslerin ve zamanında, özel yangın emniyeti tehdit bilgilerinin toplanması, analizi 
ve dağıtımı birbiriyle uyumsuzdur ve genellikle mevcut değildir 

 Önemli düzeyde eksik raporlama 

 İyileştirmelerin zamanında yapılmaması  

 Alınan dersler etkin bir şekilde toplanmamakta ve gemide emniyet denetlemeleri yürütme 
sürecini de içerecek şekilde kritik bilgilerin ve düzeltici adımların toplanmasına, analiz 
edilmesine, dağıtılmasına ve yürürlüğe konulmasına yönelik etkin olmayan ve çelişkili 
süreçler nedeniyle zaman içinde kaybolmaktadır 

 Etkin olmayan Hasar Kontrol Yönetim Kurulu (DCBoD) faaliyetleri ve yangın emniyeti 
önleme, tespit ve müdahale zinciri boyunca hasar kontrol iyileştirmelerine yönelik süreçler 

 Özellikle bakım dönemlerinde önemli periyotlara ilişkili tehlikelerin yeterince takdir 
edilmemesi ve ilgili risklerin yeterince yönetilmemesi 

 Kundaklama başta olmak üzere yüksek öncelikli tehditler ve güvenlik açıkları 

 Tehlikeli ve yanıcı maddelerin uygun olmayan şekilde taşınması ve depolanması 

 Nöbet tutma standartlarının düşmesi ve eksikliklerin zamanında ve etkili bir şekilde 
değerlendirilip ele alınmaması 

 Yetersiz derinlemesine savunma 

 NAVSEA Teknik Yayını S0570-AC-CCM-010/8010 Yangın Önleme ve Müdahale için 
Endüstriyel Faaliyetlerde Gemi Emniyeti El Kitabı (8010) ve/veya Deniz Sistemleri 
Komutanlığı (NAVSEA) Standart Öğesi (NSI) gereklilikleri hakkında bilgi eksikliği ve 
yetersiz denetim ve hesap verebilirlik, sürekli olarak uyumsuzluğa neden olmaktadır 

 Altta yatan sistemsel zayıflıkların ortaya çıkardıklarına benzer Kapsamlı ve Stratejik 
Hazırlık İncelemeleri 

 Etkin olmayan günlük eğitim ve kapsamlı entegre eğitim setlerinin eksikliği 

 İskelede yangın emniyeti ve hasar kontrol hazırlığına yönelik yetersiz ilgi ve kaynak 
kullanımı, riskin önemli ölçüde artmasının yanı sıra yangınların geç tespit edilmesine ve 
etkisiz müdahaleye neden olmaktadır 

 Donanma yerleşkelerinde bakım için kullanılan iskele ve rıhtımların büyük çoğunluğu, 
8010'da tanımlanan ve onarım iskeleleri için NAVFAC Birleşik Tesisler Kriterlerinden 
türetilen büyük bakım gereksinimlerini karşılamamaktadır 

Sonuç: 

Mayıs 2008'den Temmuz 2020'ye kadar geçen 12 yıllık süre zarfında yangın veya yangın emniyeti 
ile ilgili 15 ayrı olayın analizleri kapsamında  

 Etkisiz Öğrenme 

 8010/NSI'lara Uyumsuzluk 
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 Altta Yatan Sorunlar 

 Kötü Malzeme Kontrolü ve Temizlik 

 Eğitim Eksiklikleri 

 Seyir Halinde ve Liman İçi Hazırlık ve Duruş 

 Nöbetlerde Düşen Standartlar 

 Derinlemesine Savunma Yetersizliği 

 Aralıksız Kundaklama Tehdidi 

 Periyotlar Sırasında (Bakım Periyodu,Havuz Periyodu vb.) Azaltılmamış Risk 

 Bakım Olanaklarını Destekleyecek Altyapı Eksikliği 
 

Konu başlıklarında tespit edilen hususların hem detay anlatımları hem de çözüm önerileri 

müteakip yazı dizilerinde sunulacaktır.
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On the front cover: 

Center: In this July 12, 2020, file photo, smoke rises from the USS Bonhomme Richard (LHD 6), 

after an explosion and fire onboard the ship at Naval Base San Diego. (AP Photo/Denis Poroy) 

Top left: Sailors remove their firefighting ensembles after battling a fire aboard the amphibious 

assault ship USS Bonhomme Richard (LHD 6) at Naval Base San Diego. (MC1 Jason 

Kofonow/U.S. Navy photo) 

Top center: Damage onboard USS George Washington (CVN 73) following the May 22, 2008 

fire. (U.S. Navy photo) 

Top right: Smoke billows from the burning USS Miami (SSN 755) May 24, 2012 at the Portsmouth 

Naval Shipyard in Maine. (Pentagon Channel) 

Bottom left: Local Jacksonville news coverage of fire onboard USS Iwo Jima (LHD 2) on 

November 14, 2019. (Aurielle Eady, Lorena Inclán and Action News Jax) 

Bottom center: The USS Miami (SSN 755) was severely damaged by a fire that broke out on 

May 23, 2012 in the Portsmouth Naval Shipyard. (U.S. Navy photo, CBS Boston/AP online article) 

Bottom right: Federal firefighters assess damage in the hangar bay aboard the 

amphibious assault ship USS Bonhomme Richard (LHD 6) on July 15, 2020. (U.S. Navy 

photo) 

Introduction 

On Sunday, July 12, 2020, while in week 88 of a Chief of Naval Operations (CNO) 

maintenance availability at Naval Base San Diego, a fire broke out onboard the USS Bonhomme 

Richard (LHD 6) (BHR) in the lower vehicle storage compartment. The fire burned for five days, 

spread to 11 of 14 decks, and reached temperatures in excess of 1,400 degrees Fahrenheit. The 

fire resulted in more than $3 billion dollars in damage and a later decision to decommission what 

would have been one of the U.S. Navy’s most combat-capable amphibious assault ships. 

In the aftermath of the BHR fire, the Commanders of U.S. Naval Forces Europe/U.S. 

Naval Forces Africa, U.S. Fleet Forces Command (CUSFFC), and U.S. Pacific Fleet (CPF) 

directed immediate corrective actions. Additionally, the Naval Safety Center (NSC) began a 

comprehensive historical analysis of major fires onboard U.S. Navy ships. The Fleet 

Commanders released a “personal for” naval message to all commanders and commanding 

officers. In the message, the Fleet Commanders directed an immediate assessment of the fleet’s 

fire safety posture, assigned immediate corrective actions, highlighted a requirement for 

compliance with fire safety principles and regulations, and delineated the need for a constant 

self-assessment of the fire safety kill chain. 

Following the BHR fire, the Naval Safety Center (NSC) began a comprehensive historical 

review of major fires onboard U.S. Navy ships. In their analysis, NSC identified multiple recurring 

trends in the causal factors in 15 shipboard major fire related events over a 12-year period that 
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culminated with the BHR fire. NSC concluded that non- compliance with fire prevention, detection, 

and response policies and procedures was likely prevalent across the fleets, which led to the NSC 

Commander’s release of a Safety Assurance Letter, via the Vice Chief of Naval Operations 

(VCNO), to CUSFFC, CPF, the Commander of Naval Sea Systems Command (NAVSEA), and 

the Commander of Naval Installations Command (CNIC).1 

In response to the NSC letter, VCNO tasked the Fleets to work with NAVSEA, Naval 

Reactors (NR), CNIC and NSC to deep dive the historical record. Specifically, VCNO directed 

that the Fleet Commanders complete the review in order to understand and address systemic 

issues underlying the persistence of shipboard fire mishaps and recommend actions that 

establish the necessary culture and standards required to change Navy fire safety outcomes in 

an enduring way.2 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1 CNO N09F ltr Ser 5100/Code 00 25 Jan 21, Subj: DRIVING ENDURING CHANGE IN SHIPBOARD FIRE SAFETY 

OUTCOMES 

2 VNCO ltr Ser N09/21U100500 26 Jan 21, Subj: DRIVING ENDURING CHANGE IN SHIPBOARD FIRE SAFETY 

OUTCOMES 
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VCNO’s letter specifically highlighted the following: 

 

VCNO tasked the Fleet Commanders with examining the 15 major fire events to answer the 

following: 

 
 

With VCNO’s specific questions as a guide, the Major Fires Review (MFR) set out to 
identify any systemic issues regarding the standards, culture and environment that are driving a 
lack of discipline in stowage and cleanliness; noncompliance with applicable governance; or an 
insufficient level of fire safety readiness. The MFR team did not limit the review to the historical 
incidents but also conducted a series of site visits and unit assessments in order to evaluate the 
current state of compliance with fire safety requirements and overall posture of the fleet. 

 Recurring hazards despite risk controls implemented 

 Consistent under-reporting 

 Acceptance of excessive numbers of precursor problems and events 

 Rigorous assessment of historical performance required 

 Why actions put in place following major shipboard fires, such as implementation 
of reference (b) [NAVSEA Technical Publication S0570-AC-CCM-010/8010 
Industrial Ship Safety Manual for Fire Prevention and Response (8010)] of the 
NSC letter, and related guidance did not sustainably achieve the desired 
outcome 

 Why appropriate unit level standards were not consistently sustained relative to 
material control, cleanliness, and fire response readiness 

 Why oversight from the ship’s chain of command did not reliably identify and 
correct unit level performance gaps and noncompliance 

 Why reporting mechanisms were not effective in providing a view of the actual 
risk posture 

 Why lessons learned from other adverse performance events were not 
accelerated into fire safety doctrine and practice 

 Why independent oversight organizations, such as NSC, were not effective in 
identifying the problems for Fleet action 
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In the course of the review, the MFR identified several underlying issues to include: 

 Lessons learned are not effectively collected and are lost over time due to an ineffective 
and inconsistent process to collect, analyze, disseminate, and enact critical information 
and corrective actions to include the process to conduct shipboard safety investigations 

 Ineffective Damage Control Board of Directors (DCBoD) actions and processes for 
damage control improvements across the fire safety kill chain of prevention, detection, 
and response 

 A lack of appreciation for the hazards associated with significant transitions, 
especially during maintenance periods, and insufficient management of the 
associated risk 

 Unmitigated threats and vulnerabilities, in particular, arson 

 Hazardous and combustible material handling and stowage 

 Declining standards in watchstanding and a failure to critically assess and address 
deficiencies in a timely and effective manner 

 Insufficient defense-in-depth 

 A lack of knowledge and insufficient oversight and accountability of NAVSEA Technical 
Publication S0570-AC-CCM-010/8010 Industrial Ship Safety Manual for Fire Prevention 
and Response (8010) and/or Naval Sea Systems Command (NAVSEA) Standard Item 
(NSI) requirements resulting in persistent noncompliance 

 Underlying systemic weaknesses similar to those revealed from the 
Comprehensive and Strategic Readiness Reviews 

 Ineffective day-to-day training and a lack of comprehensive integrated drill sets 

 Inconsistent attention and resourcing on pierside fire safety and damage control 
readiness resulting in significantly elevated risk as well as the late detection of and 
ineffective response to fires 

 Overwhelming majority of piers and berths at Navy installations used for maintenance 
do not meet requirements for performance of depot-level maintenance as delineated in 
8010 and derived from NAVFAC Unified Facilities Criteria for repair piers 

 

The MFR also found through the review of the 15 selected events, that the historical 
safety investigation process did not represent an effective process improvement approach with 
lessons learned lost over time and limited institutionalization of corrective actions. 

 
The MFR team assessed that the Damage Control Board of Directors (DCBoD) has not 

been effective in driving improvement in fleet damage control posture and reducing the likelihood 
of a major conflagration. 

The MFR found that in six of the 15 events, commanding officers and crews failed to 
recognize the inherent risks associated with significant transitions in operations, environment, or 
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system and ship configuration. The MFR also found a lack of defense- in-depth both in the historic 
events and in the assessment of the current state of compliance. The lack of a multilayered 
approach to fire safety either resulted in high- consequence events or currently presents an 
elevated risk of a major event occurring. 

 
This review also highlights a significant and largely unmitigated threat with regard to arson 

and other acts of gross negligence such as careless smoking. At least three of the fourteen fires 
either were the result of arson or had suspicious origins. This insider threat represents a critical 
hazard and requires a formalized and diligent approach to identify potential insider threats and 
mitigate the impact of their actions. 

 
The review found that the improper handling and stowage of hazardous and combustible 

material caused or had an increase in severity in 60 percent of the fires reviewed. The site surveys 
identified unrecognized and persistent risks associated with materials brought and stored 
onboard. 

 
Also in the review of the historic events, the MFR found that many of the mishap ships 

displayed declining standards in watchstanding to include poor ownership of stowage and 
cleanliness of spaces, poor log keeping, procedural noncompliance, absent forceful backup, and 
a lack of critical self-assessment. Closely tied to the declining standards, the MFR noted 
command climate issues similar to those found in the Comprehensive and Strategic Readiness 
Reviews. 

 
The MFR found that the training continuum adequately prepares crews to combat underway 

fires but leaves crews unprepared to respond to fires while in port, particularly with only the duty 
section onboard. The MFR also found that insufficient integrated training resulted in dysfunctional 
incident command and control. 

 
Based on the historical analysis presented in this report and informed by previous 

reviews conducted by NAVSEA and NSC, the MFR found that despite the introduction of 8010 
following the major fire on USS Miami (SSN 755), mishap ships were not fully prepared for the 
maintenance environment, the very phase at which the risk of fire was the greatest. The site 
visits conducted as part of this review found lingering shortfalls in 8010 knowledge, 
implementation and compliance particularly at private shipyards. The review also identified 
maintenance pier deficiencies across multiple installations. 

 
The MFR did find that actions in the aftermath of the BHR fire, specifically those directed 

in the Fleet Commanders’ message and tracked by the Damage Control Board of Directors 
(DCBoD), resulted in some measure of a higher level of fire safety readiness in the short term. 
However, the MFR team recommends additional action to address noncompliance with all 
applicable fire safety doctrine, ineffective application of training resources, insufficient oversight 
of critical activities, and missed opportunities to identify and address precursor issues prior to a 
major fire. 
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Summary of Comparative Analysis of 15 Previous Incidents 

 
This review included analysis of 15 separate fire or fire safety related events over a 12-

year period from May 2008 to July 2020.3 The estimated total damage from these 15 events was 
more than $4 billion. Of note, this total does not fully reflect the complete loss of the USS Miami 
and USS Bonhomme Richard. In addition to the loss of future deployments for these two ships, 
the major fires on the other ships also resulted in years of lost operational availability. The MFR 
derived incident summaries from Safety Investigation Reports, Command Investigations, Failure 
Review Boards, and other material as available to the MFR. In some cases, information was 
limited due to law enforcement investigations that took precedence, incomplete safety 
investigations, or due to inconclusive findings in individual investigations. 

During review, the MFR team noted that at least three of the safety investigations were 

paused in deference to law enforcement investigations (USS Miami, USS Iwo Jima, and BHR). 

The MFR assessed that this practice is based on OPNAVINST 5102.1D and a Memorandum of 

Agreement with the Naval Criminal Investigative Service (NCIS). The MFR team did not have a 

completed SIR for the BHR fire and received the USS Iwo Jima SIR on March 21, 2021, 18 

months after the incident. 

In the three investigations cited above, the investigation board was paused until groups 

outside of the safety investigation board completed legal investigations due to suspected criminal 

activity. In the case of USS Miami, the SIR was never completed. 

In reviewing the SIRs4, the MFR team found several issues with the Safety Investigation Board (SIB) 
membership, the SIR format and content, and the endorsement process. These issues with the SIR 
process contributed to: a failure to discover and report the broader root causes of the individual fires; 
a failure to connect similar fire events; failure to incorporate an appropriate level of subject matter 
experts; and a failure to promulgate lessons learned in a coherent and timely manner. 

 

3 Note: the USS ARDENT event was not a shipboard fire but was included in the 15 events in 

the previously complete NSC review, and this review due to the significant deviation from fire 

protection system requirements required by NAVSEA Technical Publication Manual S0750-AC-

CCM-101/8010 

Finding #1: Safety investigations and report release may be subject to significant delays in 

cases that involve the convening of a law enforcement investigation. 

Finding #2: While there are requirements for the rank of the SIB senior member, shipboard 

fire investigations do not require a formally educated or qualified investigator, such as a 

Certified Fire Investigator (CFI) or Certified Fire Investigation Technician (IAAI-FIT) and are 

instead over-reliant on the experience, knowledge and competency of the senior member. 
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Common Underlying Issues, Command Climate, and Leadership 

In several of the historic incidents reviewed, the MFR team assessed underlying issues 
and ineffective leadership that resulted in a command climate marked by a prevalence of 
noncompliance and trends in poor adherence to fundamental watchstanding principles. 

 
The MFR identified clear or probable indications of underlying issues in 11 of the 15 

incidents reviewed. The causal and severity factors that support this finding include: 

 
 

In total, 14 of the investigations identified a lack of adherence to watchstanding principles 
ranging from poor log keeping to informal processes for the approval of hot work. Six of the 
investigations identified violations of 8010 ranging from improper preparation of a hot work area 
to the improper stowage of hazardous or combustible material. 

Finding #3: The SIR format is ineffective in conveying the primary lessons learned and was 

not indicative of a prompt learning process or an effective problem solving approach. 

Finding #4: The Navy does not currently have a single organization that is responsible for 

both the collection and dissemination of fire safety lessons learned and the validation of 

compliance with corrective actions. 

 Improper handling and stowage of combustible and hazardous material to 
include unauthorized material brought onboard 

 Loss of ship’s force ownership of stowage and space cleanliness 

 Ineffective or nonexistent zone inspection program 

 Noncompliance with procedures and requirements 

 Lack of critical self-assessment and forceful backup 

 Unprepared and task-saturated duty sections 

 Poor log keeping 

 Lack of fundamental damage control knowledge 
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Finding #5: Review of the 15 incidents revealed that 11 of the involved units displayed 

indications of broader issues indicated by widespread noncompliance with fundamental 

practices. Although many of the safety investigation reports did not clearly define the 

underlying problems, the MFR found that these issues contributed to the pinnacle events 

assessed in this review. 
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Comparison of Environmental Factors 

 
Of the 15 events reviewed, only one occurred on a submarine, the remaining 14 involved 

six surface ship classes (CVN, LHD, LSD, CG, DDG, and MCM). The MFR noted a trend in fires 

onboard amphibious ships (5 of 14 fires). The MFR did not solely attribute this trend to a 

widespread cultural issue across the amphibious fleet but rather a number of contributing factors. 

These factors include the difficulty in setting isolations on amphibious ships due to the large 

connected spaces, contractor maintenance, size and scope of maintenance availabilities, and a 

lack of knowledge, implementation and compliance with applicable fire safety doctrine found in 

8010, NAVSEA Standard Items (NSI), and elsewhere. 

Of the 15 events reviewed, 11 occurred outside of the normal workday or workweek with 

ship’s force in a duty section or reduced manning status. Reduced manning at the time of the 

event contributed to command and control dysfunction, delayed detection and response, and an 

increase in severity in nearly all of the fires that occurred outside of normal work hours. 

The review noted several factors contributed to the lack of preparedness including: 

 
 

One incident occurred in a public shipyard and three in private shipyards. Six involved 
contracted maintenance activity or their presence onboard during the fire or events that directly 
preceded the fires. Only two of 15 events occurred while underway conducting normal operations. 
Seven incidents occurred on the West Coast, seven incidents on the East Coast and one forward 
deployed. 

 

 Number of duty section personnel onboard at the time of the incident 

 Qualifications of those assigned to duty section 

 Lack of complexity in duty section drills 

 Employment of personnel to complete duties and tasks that distracted from their 
ability to respond in an emergency 

Finding #6: Review of the 15 events revealed a higher trend in fires and increased incident 
severity onboard amphibious platforms. 

 

Finding #7: Review of the 15 events revealed that fires occurring during duty- section only 

hours posed the highest risk of catastrophic damage with significantly reduced detection 

and response capability and capacity. Duty section personnel were unable to respond to 

prevent a major conflagration particularly with fixed firefighting systems offline 
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Maintenance Environment 

Of the events reviewed, 13 of the 15 occurred during depot-level or unit-level maintenance 
with six of the fires resulting from a significant violation of established fire safety requirements or 
indirectly caused or increased in severity by ongoing maintenance efforts. The prevalent issues 
included: 

 

 Improper knowledge and application of 8010, NSI or other established fire safety 
requirements 

 Temporary systems impeding the setting of fire boundaries without risk mitigation 

 Lack of sufficient temporary systems in place to account for the loss of permanently 
installed firefighting systems (detection and suppression systems) 

 Lack of firefighting system redundancy 

 Improper hot work (unauthorized location, work area cleanliness, failure to inspect and 
secure combustible material in adjacent spaces, improper fire watch) 

 Temporary systems or transient material impeding fire response 

 Excessive amount of transient combustible and hazardous material stowed with no 
recognition of fire risk 

 Lack of knowledge of shipwide damage control conditions and firefighting system status 
and a lack of risk recognition due to removed hatches, fire systems tagged out, etc. 

 Lack of a specific, detailed, and rehearsed firefighting plan for the maintenance 
environment to include incorporation of shore-based firefighters 

 Demonstrated lack of ship’s force firefighting proficiency 

 Communication failures between ship’s force and maintenance providers (high risk work 
in progress either scheduled or unscheduled without coordination with ship’s force and 
proper integrated risk mitigation posture set) 

 A lack of routine, periodic inspections or monitors for fire safety posture and 
compliance with all applicable fire safety requirements by administrative or 
operational chain of command 

 Inconsistent interpretation, implementation and adherence to fire safety measures 
across all activities (ship, shipyard, contractors), specifically the requirements for 
hot work approval, execution, and oversight 

 Competing priorities between safety preparedness, maintenance production, and off-ship 
training requirements particularly during transition periods between operations and 
maintenance when priorities overlap 

 Lack of comprehensive, continual, and integrated training and drills during the 
maintenance availability 
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Transitions 

In reviewing the ship activity during each of the 15 events, the MFR noted that six of the 

events occurred while the ship was in a significant transition with an increase in vulnerability to 

fire. These periods of transition, especially those during maintenance, require additional focus 

and management. 

Examples of transitions with increased risk include: 

 

Each of these major shifts in ship posture significantly changes the ability to prevent, 

detect, and respond to fires. During transitions identified in the review of the previous incidents, 

leadership was generally focused on the movement and activities associated with the transition 

and rarely on the higher level risks associated with the transition itself. The lack of focus on 

critically important items without adequate risk mitigation during the transitions exposed 

associated risks. Nearly all of the reports reviewed by the MFR indicated that the ship did not 

understand or prepare for the major shift in fire protection posture during these transitions 

resulting in entirely avoidable fires and in some cases contributing to the onset of a major 

conflagration. 

 

The MFR made the following observations: 

Finding #8: Despite promulgation of fire safety lessons learned following extensive 

investigative actions to include the development and subsequent revisions of 8010, historical 

analysis of the 15 events revealed that ships continue to be less than fully prepared for the 

maintenance environment, the phase at which the risk of fire is the greatest. This risk 

increases with the length of the availability and in particular, during unplanned availability 

extensions as the crew moves further away from their most recent basic phase certification. 

 Shifting power from ship to shore 

 Transitioning from/to underway or shift in type of operations 

 Moving to or from a shipyard 

 Entering or exiting dry-dock 

 Ship configuration and/or systems and equipment in transition 

 Transitioning from the maintenance to the training phase to include crew move 
aboard and conducting significant training phase events while still conducting 
major maintenance 
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Lastly, transition and reassignment of key personnel during extended maintenance 
periods results in inexperienced personnel in critical positions. Senior leadership must 
acknowledge and mitigate this threat through mentoring and oversight until new personnel are 
fully qualified and integrated with the crew. Prior to the BHR fire, several key leaders rotated during 
the maintenance availability, including the damage control assistant and executive officer. 
Replacement personnel did not receive 8010 training upon their arrival and in general, were not 
well versed or knowledgeable of their assigned duties and responsibilities. This transition in 
personnel contributed to a poor fire safety posture and the accumulation of unrealized risk. As 
major maintenance availabilities extend, the percentage of the crew with current training 
certifications and experience in fire safety regimens declines, enhancing vulnerabilities to the 
ship. 

 
In summary, during each of the various transitions mentioned above, leadership did not 

seemingly acknowledge or mitigate the potential consequences associated with the transition. 
Instead, leaders likely focused on managing the activities associated with transition rather than 
identifying and managing the hazards and risks. 

 At the end of an extended maintenance availability, crews are typically 
disaggregated with duty section split between being onboard and on a berthing 
barge 

 Endgame efforts to complete the availability compete with training priorities and 
add to the crew’s workload 

 High levels of transient material located throughout the ship to include hazardous 
and combustible material 

 The crew lacks proficiency in the use of installed detection and suppression 
systems that were previously unavailable due to maintenance activities 

 Multiple system transitions occurring during maintenance, including crew move 
aboard which by its nature introduces additional combustible material 

 Until training certification events are complete, the crew is furthest away with 
respect to time from their previous assessments as they near the end of an 
extended availability 

 Additionally, in the case of the USS Bonhomme Richard fire, COVID mitigation 
efforts, such as social distancing, resulted in further disaggregation of the crew 



 

 

 

 
 

 

   

IMA AKADEMİ YAYINLARI NU.4 

 
15 Büyük Yangın  

EK 

 

 

Finding #9: Six of the 15 events reviewed indicated a lack of thorough risk assessment during 

significant transition phases and a failure to identify the vulnerabilities that accompany any 

transition to a new or non-standard configuration or activity. 
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Fire Origins 

Of the 15 events reviewed, four (27 percent) are directly attributable to improper hot work 
being conducted by public (1) or private (3) shipyard workers. 

 
However, six (43 percent) of the events are directly attributable to ship’s force through the 

improper conduct of maintenance or improper stowage of hazardous or combustible material 
onboard. 

 
One event, USS Miami (SSN 775), was the result of arson committed by a shipyard worker 

and investigators found two other events to have suspicious origins and did not rule out arson. 
Two events (13 percent) had unknown origins. 

 
Up until and even in the early stages of the MFR, there was a widely accepted thesis that 

hot work was the major hazard. Although investigators identified hot work as the origin of four of 
the 14 fires, the improper stowage of hazardous and combustible material was in actuality the 
major hazard. 

 
NCIS provided the MFR team with data and an analysis of shipboard arson cases that 

ships reported over the same period of the MFR (2009-2021). During this time, there were 50 
reported cases of suspected arson on ships, for an average of about four per year. Of note, there 
were several cases where more than one fire was involved, with some cases involving 
individuals admitting to setting multiple small fires onboard their ship. 

 

Finding #10: Arson and gross negligence such as careless or unauthorized smoking are 

extremely difficult to prevent but do represent a significant problem, particularly during duty-

section only hours when detection and response capability and capacity are significantly 

reduced. The Navy currently lacks a formal approach to addressing this specific insider threat. 

Finding #11: Violations of hot work requirements are far more prevalent than reflected in the 

15 fire events reviewed. This demonstrated and widespread noncompliance reflects a gross 

under-appreciation of the risk associated with this activity. 
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Shipboard Standards 

Review of the 15 events revealed degradations in shipboard standards to include one of 
more the following: improper handling and stowage of hazardous and combustible material; 
failures to adhere to watchstanding principles; an ineffective onboard training continuum; and the 
unnoticed aggregation of risk. In some of the incidents, the slow decay in shipboard standards 
took place over a several month period and in other incidents, the decay was likely attributable 
to a major environmental shift, specifically transitioning from operations to maintenance or vice 
versa. 

 
The NSC letter concluded that improper material stowage was a causal or contributing or 

factor in 60 percent of the 15 identified and reviewed events. Eleven of the 14 fires involved some 
level of improper risk mitigation and in many cases provided an unexpected fuel source 
contributing to fire severity. The crew would have likely identified many of these hazards in the 
conduct of an effective zone inspection program or through strict adherence with established hot 
work requirements. Leadership would have also identified other hazards, like the stowage of large 
quantities of combustible material in an un-isolable space, had they properly conducted a 
deliberate risk assessment. 

 
 

In all of the incidents reviewed, involved individuals demonstrated one or more 
deficiencies in adherence to basic watchstanding principles and standards to include informal 
communications, insufficient level of knowledge, lack of forceful backup, loss of ownership, and 
noncompliance with procedures. 

 
Several of the ships also demonstrated a failure to conduct continuous formal and 

informal training, relying instead on infrequently conducted certification events to validate 
personnel and equipment readiness. 

 
Additionally, in many of the incidents, crewmembers, to include senior leaders, allowed 

risk to accumulate over time without recognition or mitigation, or in some cases without properly 
elevating the risk up the chain of command. 

Finding #12: Despite the lessons learned from the fire on USS George Washington in 2008, 

crews did not place enough attention on mitigating the risk associated with the stowage of 

hazardous and combustible material onboard or on general shipboard cleanliness. 
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Finding #13: As found in previously completed readiness and safety reviews, one or more 

lower-level precursor events or a demonstrated persistent failure to adhere to basic 

watchstanding principles preceded the majority of major fires. 

 

Finding #14: Similar to the presence of uncorrected or unacknowledged hot work 

deficiencies of Finding #11, incident crews allowed risk in multiple critical areas to 

aggregate over time ultimately resulting in a major fire. 
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Ship Configuration Control 

A lack of formal ship configuration control with regard to damage control material condition 
readiness was a factor in several of the incidents reviewed. The issues ranged from missing 
logbook entries for exceptions to damage control closures to a complete lack of knowledge of 
available fixed firefighting systems. In addition to missing log entries and general informality in 
managing ship configuration, in some cases outdated drawings, manuals, or internally generated 
instructions led to delays and difficulties in responding to the fire and subsequently increased fire 
severity and damage. 

 
Some examples include: 

 

These deficiencies in the critical management of the ship’s configuration with regard to 
damage control material readiness led to slow and in some cases, ineffective response furthering 
the spread and severity of the fire. 

Finding #15: Several of the incident ships displayed an overreliance on outside certification 

events and formal schools and lacked a comprehensive and continual day-to-day learning 

and training approach. This sinusoidal readiness resulted in significant weaknesses and most 

cases is reflective of a command that does not perform or value internal critical assessment 

and improvement. This resulted in a widespread lack of fundamental knowledge, 

underdeveloped junior personnel and unprepared duty sections. 

 Multiple incidents identified a lack of knowledge or documentation of ship 
configuration changes that significantly decreased damage control material 
readiness to include removed hatches, unavailability of installed detection and 
suppression systems, missing insulation, and lack of redundancy for electrical 
power or firemain 

 Multiple incidents identified an inability to set fire boundaries due to removed 
Ellison doors or other hatches with no temporary fire curtains or closures 
provided, temporary systems without quick disconnects impeding the setting 
of fire boundaries, the presence of equipment or other material such as 
scaffolding impeding fire response, and unfamiliarity with fire curtain use 

 Three incidents revealed misuse of Halon due to a lack of knowledge of ship 
configuration 
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Finding #16: Informality in managing ship configuration, resulted in damage control material 

condition vulnerabilities that went unacknowledged and unmitigated resulting in an increase 

in fire severity. 
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Defense-in-Depth 

In reviewing, analyzing, and categorizing the various failure areas highlighted above, the 
MFR Team concluded that each failure contributed to an overall lack of defense-in-depth in nearly 
all of the incidents reviewed. Reliance on checklists to provide protection has degraded the critical 
thinking necessary to effectively prevent and mitigate fire hazards. Additionally, the MFR Team 
concluded that failing to create and maintain a layered approach to fire safety may in fact be 
indicative of the Navy’s overall approach to addressing this hazard and not merely isolated to the 
incident ships. 

 
The MFR found evidence of an entrenched checklist mentality in several reports. 

Crews seemingly relied on setting conditions in accordance with 8010 or similar instructions and 
expecting the word of the manual to provide adequate protection. Additional thought beyond the 
requirement may have resulted in the proper application of fire safety measures. The crews in 
several incidents displayed little critical thinking beyond rote compliance, and lacking that 
thinking, conditions deteriorated to a level that resulted in a major incident. In summary, examples 
of inadequate defense-in-depth include: 

 
 

Defense-in-depth begins with the adherence to fundamental watchstanding principles, 
continues with establishing an effective command climate. A climate that values and emphasizes 
critical self-assessment and reporting, learning at all levels, and trusts that all personnel conduct 
sufficient operational risk management at all times. 
Defense-in-depth includes paying attention to and accounting for losses that occur in a given 
fire safety system that frequently occur during maintenance and mitigating those losses by 
adding new layers of defense that give equivalent protection. 

 Vulnerabilities in critical fire safety equipment such as a lack of redundant 
electrical power or insufficient temporary systems in lieu of unavailable installed 
fire detection and suppression systems 

 Lack of comprehensive review, approval and oversight of hot work 

 Reliance on off-hull firefighting assets without appropriate understanding of 
adequacy and with insufficient first-response capability 

 Lack of fire safety awareness and readiness at all levels 

 Missing or malfunctioning damage control equipment 

 Removal of hatches and other damage control closures preventing space 
isolation enabling the fire to spread or rendering suppression systems ineffective 
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Finding #17: Across the previous fires, the MFR identified several failures to establish and 

maintain defense-in-depth. This lack of layered protection left the ships vulnerable to single-

point failures that resulted in cascading problems and highly consequential outcomes. 
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Comparative Analysis of Implemented Corrective Actions 

The MFR made the following findings in review of implemented corrective actions in the 
previous 15 incidents: 

 

Finding #18: Material handling and stowage was a causal or significant contributing factor 

to at least five of the major fires. This included improper stowage of combustible and 

hazardous materials, large quantities of combustible materials being brought onboard 

(beyond that required), and stowage in unauthorized spaces or spaces with degraded fire 

protection systems. 

Finding #19: Many of the historical SIRs included impractical or unachievable corrective 

actions that distract from the most important actions that directly target the causal 

factors. Although many of the conclusions and comments included in SIRs rightfully call 

out the root causes, the reports do not consistently address the identified issues with 

appropriate corrective actions. 

 

Finding #20: The most consequential and meaningful corrective action assigned following 

the USS Miami investigation was the development, release, and implementation of 8010. 

However, even nine years after the fire on USS Miami, the Navy has not consistently 

adhered to the requirements of 8010 in maintenance availabilities, leading to the 

continuation of preventable fires, most notably on surface ships in maintenance. 

Finding #21: The fire on (b) (5)  was the third major fire in this exact space on a 

(b) (5) class cruiser over a 30-year period and the MFR assessed that the fleet did not 
implement two significant recommendations from the (b) (5)  on 

. The majority of historical safety investigation reports (SIRs) reviewed 

did not specify a formal mechanism for the reporting, tracking, and validation of 

corrective action completion aside from the seemingly seldom adherence to the 

reporting process mandated by OPNAVINST 5102.1. 

 
Finding #22: SIR corrective actions via naval messages are less effective than doctrinal or 

institutionalized changes with lessons learned lost over time. (Note: RMI has recently 

replaced the message format; effectiveness of this change is yet to be determined) 

 

Finding #23: The MFR assessed that the timeliness and content of the post- Bonhomme 

Richard message to commanders and commanding officers, as well as the tracking and 

reporting of completion by the Damage Control Board of Directors, increased the fleet’s 

(b) (5) 
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immediate fire safety posture. However, further action is required to ensure the assigned 

tasks and lessons learned are not lost over time. 

 

Review of the 15 major fires or events revealed that the overwhelming majority of 
corrective actions were associated with doctrinal changes, firefighting training, and fire detection 
and firefighting equipment. 
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Doctrinal, procedural, and administrative changes were by far the largest percentage of 

corrective actions recommended, accounting for 35% of all the recommended corrective actions. 

These recommendations targeted changes to overarching documents that govern fire safety, fire 

response procedures, and fleet-wide actions. The changes ranged from formal modifications of 

existing manuals and instructions to the development of entirely new and comprehensive 

governance such as the release of 8010 following the USS Miami fire. In some cases, the 

investigations and corrective actions addressed conflicting requirements and regulations across 

multiple documents. In other cases, these changes addressed previously unrealized hazards. 

 
In analyzing the specific corrective actions assigned to the cognizant authorities, the MFR 

found that most, if not all, were appropriate modifications to existing documents or represented 

much-needed new doctrine. Overall, these recommendations were accepted and acted upon 

through the higher echelons. However, the MFR found several factors that inhibited enduring 

change through doctrinal updates. These factors including inconsistent dissemination of doctrinal 

changes to activities and commands, shortfalls in baseline knowledge of existing doctrine, and 

inadequate oversight and ineffective application of all established requirements. For example, 

USFFC staff reported that they reviewed correspondence files and tasker systems back to 2018 

and found no record of notification for the release of OPNAVINST 3440.18 “Procedures and 

Reporting Requirements for Major Shipboard Non-Nuclear Casualties While in Port at a 

U.S. Naval Installation or a U.S. Ship Repair or Construction Activity.” 

The second largest category for corrective actions was the refinement of training in 

firefighting, damage control, and hazardous/combustible material handling. The subject of 

training, whether it be internal to the mishap ship, or external in other organizations, accounted 

for 20 percent of the recommended actions. Investigations assigned 31 corrective actions related 

to training to the applicable mishap unit and 40 corrective actions to external organizations. Many 

of the internal actions involved duty section training and preparedness in the 11 fires that took 

place outside of the normal workday. Figure 8 contains the distribution of corrective actions 

directed at internal and external organizations. 

 
Analysis of the previous incidents did not reveal significant shortfalls or trends with 

formalized training, from initial accession training all the way through crew certification events. 

However, the investigation reports were relatively consistent in highlighting proficiency as the key 

issue that either delayed response or resulted in an ineffective response, leading to a marked 

increase in fire severity. 

Finding #24: Compliance with updated manuals, instructions, and doctrine was insufficient 

due to delays in promulgating changes, inadequate oversight, inconsistencies across 

applicable regulations, and an insufficient level of knowledge on the behalf of those activities 

implementing the regulations. 



 

 

 

 
 

 

   

IMA AKADEMİ YAYINLARI NU.4 

 
15 Büyük Yangın  

EK 

 

 

The recurring themes across the previous incidents included: 

 

 

The comparative analysis of all recommendations and corrective actions from the 
historical FRB reports and SIRs highlighted a lack of a centralized action tracking system and 
repository. Although by instruction, NSC is responsible for receiving reports of corrective action 
completion, the MFR found that mishap commands do not consistently adhere to the process. 

 

Finding #25: Review of the 15 incidents revealed that internal training shortfalls, particularly 

proficiency and duty section training, were a significant factor in fire detection, prevention 

and response. Several mishap ships lacked a comprehensive approach to establish and 

maintain proficient and capable in-port emergency teams. Areas of training deficiencies 

included basic and advanced firefighting skills, incident management skills, firefighting in an 

industrial environment and 8010 implementation and compliance. 

Finding #26: The majority of historical safety investigation reports (SIRs) reviewed did not 

specify a formal mechanism for the reporting, tracking, and validation of corrective action 

completion aside from the seemingly seldom adherence to the reporting process mandated 

by OPNAVINST 5102.1. The MFR noted improvements in the approach to USS Miami 

corrective actions. Beginning in 2014 with the USS McCampbell incident, SIRs began to 

mandate reporting to the Naval Safety Center. However, this requirement for formal reports 

was not consistent across all corrective actions and all SIRs. 
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Current State of Compliance 

The MFR team coordinated 38 ship visits to conduct site surveys and assess the current 
state of compliance with fire safety policies, procedures, and requirements. MFR teams also 
visited key locations ashore in the public and private shipyards. The survey teams collected both 
quantitative and qualitative data and information through individual questionnaires, individual and 
group interviews, and ship and installation tours and inspections. The MFR team provided the 
points of inquiry and objective quality evidence (OQE) checkpoints following the review of the 15 
historical incidents. 

 
The MFR team then built the survey framework to assess compliance and depth of 

knowledge and applied the following focus areas: 

 

In addition to the focus areas listed above, the survey teams also assessed compliance 
with the previously released Fleet Commanders’ message for the implementation of corrective 
actions following the BHR fire. As a point of reference, the fleets and NAVSEA had reported 
completion of all but three of the actions at the commencement of the MFR. The DCBoD 
assumed responsibility for tracking these actions to completion. NAVSEA has completed two of 
the three, namely, the cost estimate of 8010 compliance and the integration and implementation 
of 8010 into private nuclear shipyard availabilities. The last open item is the CNIC and NAVSEA 
action item to develop a new strategy and associated doctrine for the employment of helicopters 
in shipboard firefighting. 

 
The site surveys noted generally adequate crew knowledge and prevention posture for 

areas under their direct control, namely, preplanned fire response, maintenance of damage 
control equipment, knowledge of firefighting actions for fire spread beyond incipient stage, and 
daily safety deficiency correction and communication process. 

 8010/NAVSEA Standard Items (NSI) level of knowledge 

 Compliance with all applicable governance (8010, NSI, Fleet/Type Commander 
(TYCOM)/NAVSEA directives) 

 Manning levels and critical billet gaps 

 Training and qualifications 

 Procedures and processes in place for fire prevention, detection, and response 

 Internal or external barriers to compliance 

 Command climate or environmental issues 

 Best practices or innovative measures 
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Six main areas of concern surfaced during the site assessments and subsequent analysis: 

 

 

 

The MFR noted several issues with contractor compliance with NSIs. These include an 
inability to develop a Fire Safety Plan or provide temporary fire protection that meets NSI 
requirements, required fire safety plans not specifically tailored to ship/availability, and a lack of 
emphasis on establishing an initial fire safety and prevention posture at the start of each 
availability. The MFR Team graded Fire Safety and Prevention Preparedness Posture at 3.1 out 
of 10 based on the OQE received for all CONUS RMCs and FDRMC (Bahrain). The MFR Team 
also noted poor discipline in the submission of required reports related to fire safety, in particular 
operational tests of temporary firefighting systems. 

 

 

5 Note: Team 2 immediately shared site assessment information, such as Finding #28, with 

applicable TYCOMs prior to analysis and report release 

 Crew training and 8010 and NSI level of knowledge 

 Crew manning levels during the Maintenance Phase, watchbill management, and 
duty section alignments for surface ships and aircraft carriers 

 Hazardous material management and daily cleanliness standards (aggregation of 
risk) 

 Hot work processes – management, authorization, oversight (including fire watch 
management and execution) 

 Pier infrastructure – power, water, loading capacity not meeting 8010 standards 

 Significant deficiencies in contractor compliance enabled by poor contractor 
oversight and accountability and multiple NSIs implementing 8010 

Finding #27: With a few exceptions, the requirements in NSIs are equivalent to the 

requirements in 8010 however, ship’s force does not fully understand NSIs and the existence 

of multiple fire safety references contributes to a lack of understanding and compliance. 

Finding #28: Maintenance projects are authorizing hot work even when there is a non-

compliant fire response plan or temporary fire protection plan in place. RMCs are not holding 

contractors accountable to NSI requirements nor are RMCs consistently writing corrective 

action requests formally documenting these non- compliances.5 
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Type Commander Assessments 

 
Following the ship and site surveys, the MFR Team directed that TYCOM, NAVSEA, and 

CNIC staffs generate their own corresponding assessments. The MFR Team reviewed their 
summarized findings and found no significant differences from the MFR Team’s independent 
review of collected evidence. 

 
Submarine Force Assessment Summary 

 
Site surveys of submarines revealed that understanding, implementation, and compliance 

with fire safety requirements is relatively high with a few noted exceptions and shortfalls. Most 
submarine crews and command triads are taking fire prevention seriously and conducting the 
required training events and fire drills at the prescribed periodicity. Crews and associated 
shipyards are sensitive to and display a sense of urgency to correct 8010 deficiencies when 
identified, and shipyards are responsive to concerns raised by commanding officers. Most 
submarine crews and leadership are aware of the USS Miami fire lessons learned as well as the 
outcomes of the SUBFOR corrective actions review performed in 2020. 

 
The survey team found that one public shipyard had stovepipes with regard to 8010 

compliance wherein different codes were acting independently leaving the impression that fire 
prevention was not a unified team endeavor. Chapter 12/13 drill scenarios tend to be repetitive 
and do not exercise worst-case scenarios. As a result, there is concern that the drills and training 
are more of an 8010 “check in the box” rather than a true test of a team’s ability to combat a major 
fire. 

 
Site surveys also revealed that submarines conducting maintenance outside of major 

CNO availabilities do not necessarily conform to all 8010 requirements even though 8010 still 
applies during events such as pierside Continuous Maintenance Availabilities (CMAVs). 
Although there is typically less total hot work during a CMAV, there is usually a larger amount of 
flammable material onboard. As a result, the probability of a fire is lower, but the severity 
potential is higher, leaving the total risk at an equivalent level in our assessment. Pre-availability 
assessment of planned 8010 controls in these cases is sometimes cursory or incompletely 
documented compared to that accomplished for a major availability. Piers in Pearl Harbor where 
non-CNO availabilities routinely occur also do not support the installation of 8010-compliant 
temporary firefighting systems, as discussed in the Shore Facilities section of this report. 

 

The MFR assessed that the Submarine Force implements an effective training approach 
and is currently enhancing the continuum specifically focusing on fires in the industrial 
environment and compliance with 8010. The Damage Control – Industrial (DC-I) training and 
certification program will incorporate team training events in live fire trainers. CSL has also 
formally requested to integrate federal firefighters into these team-training events. 
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Naval Air Force Assessment Summary 

 
Site surveys of aircraft carriers revealed concerns with duty section and manning 

practices, level of knowledge and training (including lessons learned), and hazardous and 
combustible material handling and stowage. The survey team also noted heightened concerns 
from the crews and leadership with contractor adherence to fire safety requirements in private 
shipyards. 

 
While technically in compliance with directives, watchbill practices do not fully support 

consistent and effective team emergency response. Ships had differing numbers of sections for 
different departments. Some had the majority of the ship in 8- section, Engineering Department 
in 4-section, and Reactor Department in 3-section. While this has been a typical approach for 
aircraft carriers, this practice does limit effective team building. For example, Section 8 trains with 
Section 1 and Section 3 on one duty day, then a completely different combination the next duty 
day. Additionally, there were no standard answers across any of the ships regarding who 
approves watchbill changes, leaving the potential for low awareness by the CDO, Duty Section 
Leader, and Duty Fire Marshall should watchbill changes in any single department affect the IET 
as a whole. Reductions in manning levels during the Maintenance Phase, to include across 
critical damage control oversight positions, exacerbates the problem. The MFR also assessed 
from crew comments, a perception that IET was the responsibility of Engineering Department 
and not the entire duty section. The observed drills tended to reflect that belief with a lack of ship-
wide involvement unlike Antiterrorism and Force Protection (ATFP) drills that do typically involve 
the entire crew. 

 
Related to manning concerns while in the Maintenance Phase, the survey team also 

heard concerns about the CVN Machinery Control and Monitoring System (MCMS). This system 
includes damage control monitoring and alarming functions designed to support an optimized 
manning construct. However, the reported rate of spurious false alarms are high enough that the 
number of roving watches required has not decreased. 

 
As to level of knowledge overall, less than 10 percent of crews knew what the 8010 

manual is, and the majority that did were senior leadership. Fewer know what NAVSEA Standard 
Items (NSIs) are. Although NSA Shipbuilding Specialists (SBS) are the government 
representatives that assist in enforcing NSIs, there are not enough of these individuals to validate 
compliance, necessitating some level of familiarity with NSIs among the crew. Most personnel 
were familiar with NSTM 555, which is consistent with the fact that most Sailors feel more 
confident with the at-sea fire party than with the IET. Most CVN Sailors could not cite any lessons 
learned from the USS Miami fire or the 2017 collisions in the Pacific. The responses that 
interviewees did provide regarding lessons learned centered on fatigue, overwork, and 
miscommunication rather than any specific fire safety or damage control lessons learned. 

In general, members of Engineering and Reactor Departments had both a higher overall 
level of knowledge and confidence in their abilities to combat casualties when compared to the 
other members of the IET. Most members of the IET had concerns about the non-engineering 
Damage Control Training Team members’ abilities to 
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effectively prepare, brief, and execute drill packages. Many cited recycled drill scenarios, 
unfamiliarity with equipment in the repair locker’s area of responsibility, and a low level of 
knowledge as compared to that of their engineering counterparts. 

 
Sailors across the board, as in the Submarine Force assessment, expressed concerns 

with the lack of complex, realistic, or challenging in-port drill sets. More complex drills that involve 
a fire party change-out (requiring personnel from outside the IET but in the duty section), or 
declaring a major fire are necessary. Only one ship reported they incorporated drills that would 
drive the CDO to declare a major fire. 
Sailors, both junior and senior, expressed a strong desire for more hands-on training, breaking 
out damage control equipment, actually performing procedures, and completing practicals (i.e. 
pipe patching, de-smoking and hose handling drills). 

 
Finally, as implemented in availabilities, hazardous material issue and return processes 

can result in extensive delays (2-3 hours in line), while other policies restrict the turn-in of material 
to the same individual that checked it out. Sailors believe these issues are driving the high risk 
(and generally unrecognized) behavior of stowing material in unauthorized locations for 
convenient access in order to get work done on time. 
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Naval Surface Force Assessment Summary 

 
Site surveys of surface ships revealed concerns with manning, contractor- provided 

equipment, lack of maintenance berths on Navy installations, and inconsistency in the application 
and enforcement of NSIs at private shipyards. 

 
Manning levels for surface ships are at the lowest level during the Maintenance Phase 

primarily due to lack of inventory and the intentional prioritization of ships entering the Integrated 
Phase. Individual ships in the Maintenance Phase are back- filling gaps from within; however, 
the necessary training takes time and typically requires off-ship school attendance. Minimum 
rank limitations in TYCOM policy can have the secondary effect of inhibiting ships from sourcing 
gapped billets internally, e.g. an E-4 cannot become a Repair Locker Leader per the EDORM. 
CNSF is considering implementing personnel redlines for the Maintenance Phase. CNSF is 
applying concepts from the Surface Maintenance Experience (SURFMEX) project to derive key 
billets, experience, and seniority considerations correlated with risk. Site surveys revealed that 
some ships did not fully assess the need to provide contracted worker oversight, account for 
contracted work on multiple shifts, and provide senior supervision at all hours when determining 
the number of duty sections. 

The survey team found that each shipyard was unique in how their personnel 
accomplished work as defined by the contract and NSIs. The team observed, that for some ships 
in the yards there was a reasonable level of contractor cleanliness while others had trash, urine 
bottles, rags, gloves, and cigarette butts left onboard each day. 

When interviewed, crewmembers stated they bring these items to multiple coordination 
meetings at multiple levels and the problem may abate but typically for only a short time. One ship 
observed that their shipyard workers had differing views of the level of compliance necessary, 
depending on the classification of hazardous material. 
Workers were sensitive to flammable material but took a less cautious approach to caustics. In 
all private shipyards, the assessors discovered inconsistences in contractor supervision, and 
often a clear absence of supervision. 

Crews noted some substandard contractor-supplied equipment directly related to 
detection and response. Temporary 1MC systems are at times inaudible, connections to the 
berthing barge are unreliable, and contractors are not conducting preventative and corrective 
maintenance to ensure reliability. Ship’s force noted that one company drops off the equipment 
and turns it over to the crew with no follow-up to check on status. For other equipment such as 
standby electrical power generators and dewatering gear, maintenance is acceptable but training 
is not. The single training session conducted with ship’s force when contractors provide the 
equipment is not sufficient to ensure the crew is familiar and proficient. This is a particular issue 
during longer availabilities. 
Crews on ships in private shipyards also reported significant internet limitations with the systems 
provided by contract. The crew’s reduced capability to draw information from SharePoint sites, 
learning management (e.g. Navy eLearning) sites, Collaboration At- Sea (CAS), NSC RMI, 
lessons learned databases, and even unclassified emails slows information sharing and access. 
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The survey teams also visited ships that had left the private yard to complete the 
availability at a Navy installation and ships that were completing the entirety of their maintenance 
at Navy installations other than the public shipyards. The MFR found that nearly all of the piers 
on Navy installations lacked any substantial fire protection features. For example, Naval Base 
San Diego does not have firemain capability on the piers, and the nearest hydrant to a ship on 
the end of the pier can be several hundred yards away. Required equipment such as generators, 
tool and hazardous material lockers, trailers, cranes, delivery vehicles, and worker vehicles 
encroach on fire lanes, particularly when more than one ship is conducting maintenance at the 
same pier. As mentioned earlier, one shipyard had a significant limitation regarding vehicle 
weight. 
This same shipyard had water pressure issues and fire hydrant standpipes located a considerable 
distance away from the ship. The responsible RMC was aware of all these issues. This shipyard 
currently had one ship present; however, two additional and consecutive availabilities will 
commence this year at the same shipyard. 

 
In interviews, crews expressed positive comments regarding formal 8010 drills and stated 

that TYCOM Damage Control Assistant (DCA) presence during preparations and execution 
improved drills. Crews did state that they wanted more than this single event held during working 
hours, such as a table-top exercise followed by a walkthrough or a prep drill prior to the graded 
event. However, gaps were still evident in the training of duty sections and the IET. The MFR 
also found that ships do not incorporate the quarterdeck or the entire duty section during drill sets 
and training teams tend to build scenarios based on the at-sea environment. Current TYCOM 
efforts to roll out the DC-I certification and recertification process will improve the training 
continuum. TYCOMs are also increasing the number of spot checks and verifications conducted 
by ISIC and TYCOM representatives. 

 

Finding #29: Surface ship and aircraft carrier crews are not adequately trained on 8010/NSI 

requirements. 

 

Finding #30: Maintenance Phase manning, driven by a lack of distributable inventory to fill 

at-sea billets negatively affects the ship’s fire safety posture. 
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Public Shipyards 

 
The MFR team completed site surveys of facilities and infrastructure at repair activities 

and conducted interviews with shipyard personnel. Although the shipyards have made significant 
improvement, and in general found to be complaint with 8010, the MFR noted areas for further 
attention and resourcing. A pervasive issue noted during the surveys and review was a lack of a 
defensive mindset relative to fire prevention. 
There is a perception that fire safety is primarily the responsibility of others with no validation of 
established protective measures or continuous validation of posture. This creates a false sense 
of security and reduces the overall fire safety defense. 

 
The MFR found a significantly higher number of issues with contractor work onboard the 

public shipyards. The Ship Safety Officer at one organization reported dedicating 80 percent of 
their efforts to resolving noncompliance issues on surface ships, which impacts the time 
remaining for support to submarine maintenance projects. 

 
Several interviewees reported not only an accumulation of hazardous and combustible 

material but also improper stowage locations with no acknowledgement of the associated risk. 
Some ships also identified a large amount of unnecessary hazardous and combustible material 
in onboard supply storage spaces with no plan to offload before commencing the availability. In 
one instance, a ship reported that the shipyard was not prepared to execute a plan to offload 
hazardous material and instead of moving to an off-ship location, the material had to be 
temporarily stowed in a third location until the shipyard was ready to receive the material. As seen 
in several of the historic fires, transient hazardous and combustible material poses a significant 
risk. 

 

Finding #31: The MFR revealed a lack of a defensive mindset in fire prevention and 

prioritization of fire safety during maintenance periods. 
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The MFR discovered several contractor knowledge gaps with regard to 8010 requirements. 
Examples include: 

 

 A contractor-installed and tested temporary firemain system found to not meet 8010 
requirements 

 A contractor-provided temporary announcing system (1MC) that had insufficient 
coverage both onboard the ship and the berthing barge. In this case, the ship recognized 
the deficient condition and purchased an alternate temporary system 

 Large amounts of combustibles in supply storerooms with no plans to offload and no 
mitigations in place 

 Emergency backup generator not set up properly due to lack of system 
components and limited knowledge of operating procedures 

 Contractor had difficulties developing a fire safety plan that met requirements. In this 
case, the Ship Safety Officer rejected their plan four times prior to obtaining an 
acceptable version 

 Quick disconnect fittings not consistently in place within the required 10 feet from each 
fire zone boundary 

 Fire response plan (FRP) referenced in memorandums of agreement (MOAs) is incorrect 
(outdated/ superseded, yet still active instruction). Each detachment site has a site-specific 
FRP that was not part of the Fire Safety MOAs. Some detachment site FRPs were still in 
a draft form and being utilized as part of the response plan 

 Project management personnel and Emergency Control Center Response Team 
personal do not have documented Federal Emergency Management Agency (FEMA) on-
line training courses- IS100, IS200, IS700, and IS800 completed 

 NSA does not feel empowered with the authority to direct the ship to remove material 
and comply with storage requirements 

 

Finding #32: Contractors are not meeting all NSI requirements and insufficient oversight is in 

place to validate compliance. The Navy does not consistently hold contractors accountable for 

NSI noncompliance. There is no formal NAVSEA/CNRMC headquarters process to adjudicate 

major departures from or instances of noncompliance with 8010 or associated NSIs. 
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Response Preparedness 
 

The site survey interviews revealed that most Sailors felt more confident and better 
prepared to fight an underway fire vice in port. Interview questionnaires also highlighted a lack of 
knowledge on the approach and tactics for fighting a fire while pierside. Additionally, the survey 
teams found that many Sailors were unfamiliar with the fire safety program while in an industrial 
environment. Along with insufficient training on the fire safety program, the MFR attributed this 
lack of knowledge to the high crew turnover rate in the Maintenance Phase, particularly during 
lengthy or extended availabilities. 

 
The MFR found that shipboard drills in the public shipyards are not comprehensive and 

rarely incorporate a problem set that would drive watchstanders to request off-ship support. 
During on-site inspections, the team identified repetitive drill scenarios that do not exercise the 
worst-case fire response situations. In these cases, specifically for 8010 chapter 12 and 13 drills, 
the team identified a prevalent “check the box” mentality rather than truly testing the team. 
Conversely, interviews with enlisted personnel assigned to damage control positions indicated 
a strong desire to train and test methods and skills in drill conditions. Comprehensive 
examination of team response and identification of weaknesses are key facets to ensure 
appropriate defense-in-depth. Additionally, site surveys revealed that despite the clear training 
requirements delineated in 8010, crews were unfamiliar with the National Incident Management 
System (NIMS). A baseline understanding of NIMS would improve command and control during 
major incidents and provide the framework to identify responsibilities across multiple involved 
organizations and agencies. 

 

 

Interviews revealed routine underreporting of fires. Additionally, fire reports are often 
inaccurate and the project team does not perform sufficient investigation and trend analysis post-
fire. Incident reports and lessons learned are not readily available as training tools for the crew. 
All of these issues contribute to a significant gap in learning, adapting, and preventing future 
incidents. 

 
The shipyards rely on knowledgeable leaders to recognize and report any fire safety 

trends during their normal duties. The Shipyards are collecting, maintaining and performing basic 
analysis on all shipboard fires as required. However, there is a lack of a systematic process to 

Finding #33: Infrequent, shallow, and repetitive drills are prevalent across multiple ships and 

locations. Frequently, drills fail to exercise the entirety of the duty section or validate ship-

wide response. This practice fails to exercise all aspects of the fire protection system and 

indicates a lack of defense-in-depth. 

Furthermore, despite 8010 requirements, fleet personnel lack a basic understanding of the 

FEMA National Incident Management System and consequently lack the ability to integrate 

rapidly into the nationwide system for incident management. 
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identify and address current and emerging trends. 
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Regional Maintenance Centers, Supervisor of Shipbuilding, and Private Shipyards 

 
The current state of compliance with regulations, doctrine and instructions within the 

Regional Maintenance Centers (RMC) and the private shipyards is less than adequate and below 
the current state of the public shipyards. There are disconnects between policy documents, 
knowledge and understanding of the requirements and differing language within maintenance 
contracts across the enterprise that have allowed for gaps in fire prevention, fire protection and 
fire response. While some initiatives have improved the private shipyard and RMC fire safety 
posture, there is still much work to do. The MFR assessed the following: 

 
 
 

There is also a need for improvement in the direct oversight for fire safety across the RMC 
enterprise. The current staffing at CNRMC within the safety organization does not allow for proper 
reviews and validation of processes, nor does it provide an opportunity to drive commonality 
across the enterprise. Furthermore, RMCs would have likely discovered instances of non-
compliance with NSIs and other fire safety policies if routine audits and inspections, as required 
by the Joint Fleet Maintenance Manual (JFMM), had been completed. 

Finding #34: Underreporting is prevalent across all locations. Fire reports are often inaccurate 

and lack meaningful trend analysis or incorporation of lessons learned. 

 A requirement to improve staffing levels at the RMCs for the execution and 
oversight of fire safety 

 A more streamlined approach for fire safety policy in maintenance contracts 

 Improved training for the RMC and shipyard workforce on fire policies and 
procedures 

 A need for additional mechanisms for holding private shipyards to the 
requirements and deliverables set forth in NSIs 

Finding #35: The process to contract, execute, and oversee NSIs during maintenance 

availabilities conducted in a private shipyard is cumbersome and requires the RMC/SUPSHIP 

to reference multiple documents to ensure compliance. This is contrary to the public naval 

shipyards who only use one document, the 8010 manual. 
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Finding #36: The term Ship Repair and/or Construction Activity (SRCA) is a generic term used 

in the 8010 manual that leads to uncertainty when identifying responsibilities between the 

RMC and the Lead Maintenance Activity (LMA)(private shipyard), resulting in exclusion of the 

LMA as a principle member of the FSC. (Note: 8010 Advance Change Notice (ACN) 3A clarifies 

SRCA and the responsibilities of the RMC and private shipyard)) 
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The additional authority, responsibilities, qualifications required by the Fire Safety Officer 
(FSO) make it impossible for the FSO position to be a collateral duty. The use of military personnel 
puts a strain on the RMC due to the continuous training and qualification process required that 
would accompany the continuous rotation of military personnel. Lastly, contractors lack the 
contractual authority necessary to carry out 8010 FSO requirements. 

 
 
 

 
Navy Installations Command Assessment Summary 

The MFR identified that berths at the public shipyards meet 8010 requirements except for 
those at Norfolk Naval Shipyard (NNSY) and Pearl Harbor Naval Shipyard (PHNSY); however, 
only 59 of the total 163 berths at Navy installations meet 8010 requirements. NNSY and PHNSY 
install temporary systems to meet 8010 repair berth requirements. However, outside of the public 
shipyards, depot-level maintenance is currently ongoing at piers that do not meet the 
requirements of 8010. As of the end of May 2021, only 22 of the 119 general-purpose berths 
hosting intermediate and depot- level maintenance meet all 8010 ACN 3A fire safety 
requirements. 

 

Finding #37: CNRMC headquarters and RMCs have insufficient staff to ensure an adequate 

fire safety posture across all surface ship availabilities. 

Finding #38: There is no formal Navy policy governing assignment of berths at Navy 

installations and 8010 Maintenance Berth Fire Safety requirements are not the prime 

consideration for assigning maintenance berths outside of the public shipyards. 

 

Finding #39: Aside from the public shipyards, only 22 of the 119 available berths at Navy 

installations meet 8010 requirements for surface ship maintenance availabilities. 
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Underlying Fire Safety Approach and Practices 

The MFR found a distinct shortfall in the level of effort placed on preparing crews for the 

unique challenges associated with in-port fire prevention, detection, and response particularly in 

preparation and during maintenance availabilities. The industrial environment brings unique 

challenges to damage control and firefighting equipment with normal systems replaced with 

temporary services, installed detection and suppression systems unavailable due to ongoing 

maintenance, and repair lockers displaced and relocated. Expecting that Sailors will respond with 

the same level of timeliness and effectiveness under these unique and ever-changing conditions 

is a deeply flawed assumption and clearly demonstrates the necessity for an adaptive underlying 

philosophy, approach, and practices for fire safety in the industrial environment. 

The unique conditions in the industrial environment require constant attention and 

validation so that leaders and all responders know the actual condition of the ship. Detailed 

government oversight and government/contractor teaming is required because individual 

contractors may not have an overall ship safety perspective, piecing together aspects of 

maintenance, crew and government capabilities, and installed safety systems. 

 

Finding #40: There is a significantly lower level of attention and resourcing in preparation for 

and during the Maintenance Phase with regard to fire safety preparedness compared to the 

other phases of the Optimized Fleet Response Plan. 

Finding #41: Higher echelons and external supporting organizations are not fully supporting 

commanding officers in the full application of 8010 or NSIs due to insufficient training and a 

lack of oversight. 

Finding #42: The Navy lacks full appreciation for the need for a specific approach to 

successfully prevent, detect, and respond to shipboard fires in the industrial environment, 

attributable in part to a training continuum that focuses nearly exclusively on at-sea damage 

control. 



 

 

 

 
 

 

   

IMA AKADEMİ YAYINLARI NU.4 

 
15 Büyük Yangın  

EK 

 

 

Barriers to Enduring Change 

In order to ensure compliance with all fire safety requirements, commanding officers and 

administrative and operational chains of command need a formalized and institutionalized 

approach to critically assess individual units and preemptively intervene to avoid another major 

shipboard fire. Commanding officers must be empowered to make difficult decisions to enforce 

the necessary fire safety posture, and then receive the necessary support to resolve any resulting 

shortfalls in production schedules and cost. 

 
 
 

Ineffective Damage Control Board of Directors 

The MFR team assessed that the DCBoD has not been effective in driving improvement 
in fleet damage control posture and reducing the likelihood of a major conflagration. A review of 
DCBoD minutes found that the board failed to shift from their initial focus on Miami fire corrective 
actions to the strategic objectives of proposing changes to doctrine, in-depth analysis of mishap 
and fire drill trends, evaluation of damage control training programs, and championing of damage 
control modernization and new technology proposals. The MFR assessed that this failure to 
move on to strategic objectives was due in large part to the prolonged time spent adjudicating 
Miami fire actions (approximately six years), as well as other major fire events that 

occurred in the interim. These included the (b) (5)  and (b) (5)  

, both of which generated significant post-major fire actions, recommendations 
and lessons learned. Currently, the DCBoD is primarily focusing on actions, recommendations 
and lessons learned stemming from the USS Bonhomme Richard fire. 

The MFR also assessed the organizational construct of the DCBoD was not conducive for 
driving enduring change for the following reasons: 

Finding #43: The MFR assessed that the acceptance of risk at the unit level instead of the 

transfer of risk (cost and schedule) to upper echelons is nearly identical to a similar issue 

revealed by the Comprehensive and Strategic Readiness Reviews. 
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 Organized on a series of committees that operate on consensus and periodic meeting 
schedules, the DCBoD lacks the focus and agility of a line organization 

 A high rate of leadership turnover resulting in little continuity or retention of 
institutional knowledge 

 Board and working groups are collateral duties for senior personnel with 
significant primary duties 

 No full-time staff. There is no group or individual whose sole focus is the day-to- day 
business of the DCBoD 
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Since the Navy does not currently have a single organization that is responsible for both 
the collection and dissemination of fire safety lessons learned and the validation of compliance 
with corrective actions, this responsibility has fallen to the DCBoD. However, the DCBoD does 
not have wide visibility across the Navy and does not show up in any formal organizational chart 
or directory. This may have contributed to the DCBoD missing important policy changes, such as 
issuance of the OPNAV 3440 instruction in 2018 or the more recent Jensen Hughes 
recommendations regarding combustible material on SSBNs. 

 
Despite the DCBoD’s efforts to adjudicate post-fire actions, 10 of the 15 major fire events 

the MFR reviewed occurred after USFFC established the board. The MFR concludes that Navy 
damage control lacks a rigorous, systematic and programmatic approach to fire prevention, fire 
identification and immediate response, integrated firefighting, oversight, learning from past 
mishaps and funding future technology. In other important Navy programs, these processes are 
the responsibility of a line organization and not a board and working group construct. These 
constructs are typically more effective in addressing short-term issues. 

 
 
 

Disincentives and Barriers to Reporting 

 

Central to the ability to learn from past events and avoid major disasters is the expeditious 
reporting of minor events as they occur. Recognizing and adjusting to near misses and potentially 
significant events is the key to operational safety theory. 
Organizational learning occurs when the errors or experiences of others are readily available 
and learned without having to repeat them. Arguably, information from frontline workers on near 
misses and hazards is even more central to learning and sustainable improvement than that 
provided by expensive, formal investigations and reviews. Fire reporting, especially of lower level 
events, does not always occur despite several policy requirements for accurate and timely 
reporting. 

This fact could be marked down to a simple issue of awareness and compliance, and the 
solution would be to provide more training and enforcement of existing reporting policy. However, 
the MFR found that although the Navy and in particularly NSC have undertaken measures to 
increase reporting compliance and introduce a new safety reporting system (RMI), the 
fundamental problem is in the amount of time it takes for unit-level users to successfully gather 
the requisite data and produce the reports. For a variety of policy and system design reasons, it 
takes Fleet users from 2 – 6 hours to complete a single Hazard Report. It takes only slightly less 
time for them to retrieve operationally relevant reports that would be useful in planning for current 
operations. 

Finding #44: The Damage Control Board of Directors (DCBoD) has been ineffective in enacting 

damage control improvements across the fire safety kill chain of prevention, detection, and 

response. 
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NSC and the Fleets are collaborating to address this issue, but do not have a target time-
required goal for report entry or report retrieval that would drive necessary change. Without 
progress on the several root causes of this issue, Navy will unable to collect, analyze, or 
disseminate tailored information on leading indicators or precursor events for fires or any other 
mishaps in an effective manner. These capabilities are necessary to cue ships, enable consistent 
organizational learning at the unit level and above, and thus avoid major mishaps. 

 
 

In summary, the MFR identified the following issues in underlying approaches and 
practices that have created barriers to enduring change: 

 

 There is a significantly lower level of attention and resourcing in preparation for and 
during the Maintenance Phase with regard to fire safety preparedness compared to the 
other phases of the Optimized Fleet Response Plan 

 There is a lack of full understanding and appreciation for risk that drives the need for a 
different approach necessary to successfully prevent, detect, and respond to shipboard 
fires in the industrial environment attributable in part to a training continuum that focuses 
nearly exclusively on at-sea damage control 

 Commanding officers have a sense of empowerment to shut down operations and 
request assistance in the Training, Deployment, and Sustainment Phases and a low 
appreciation for that same authority in the Maintenance Phase in the face of production 
schedule and cost pressures 

 Commanding officers are hesitant to pass schedule and cost risk to upper 
echelons and instead accept additional risk at the unit level by not fully 
implementing all fire safety requirements 

 Commanding officers are not fully supported in the full application of 8010 or NSIs 
with insufficient training and a lack of oversight 

 Mishap ships all displayed, but did not recognize, leading indicators or precursor events 
that would cause an ineffective team response 

 Inconsistent, and often nonexistent, collection, analysis, and dissemination of lessons 
learned and timely, tailored fire safety threat information 

 A significant level of underreporting 

 Improvements in the fire safety kill chain including prevention, detection, and 
response are not prosecuted in a timely manner 

Finding #45: Excessive time is required at the unit level to produce safety hazard reports and 

retrieve operationally relevant safety reports for learning and planning. 
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Summary of Findings 

As presented in the introduction, the MFR found the following broad issues driving not 
only previous fire incidents but also contributing to a current state of elevated risk. While this list 
is not all inclusive of the findings of this review, it represents the most significant issues that are 
preventing the institutionalization of enduring change in outcomes: 

 

MFR Major Findings 

 

 Lessons learned are not effectively collected and are lost over time due to an ineffective 
and inconsistent process to collect, analyze, disseminate, and enact critical information 
and corrective actions to include the process to conduct shipboard safety investigations 

 Ineffective Damage Control Board of Directors (DCBoD) actions and processes for 
damage control improvements across the fire safety kill chain of prevention, detection, 
and response 

 A lack of appreciation for the hazards associated with significant transitions, 
especially during maintenance periods, and insufficient management of the 
associated risk 

 Unmitigated threats and vulnerabilities, in particular, arson 

 Improper hazardous and combustible material handling and stowage 

 Declining standards in watchstanding and a failure to critically assess and address 
deficiencies in a timely and effective manner 

 Insufficient defense-in-depth 

 A lack of knowledge and insufficient oversight and accountability of NAVSEA Technical 
Publication S0570-AC-CCM-010/8010 Industrial Ship Safety Manual for Fire Prevention 
and Response (8010) and/or Naval Sea Systems Command (NAVSEA) Standard Item 
(NSI) requirements resulting in persistent noncompliance 

 Underlying systemic weaknesses similar to those revealed from the 

Comprehensive and Strategic Readiness Reviews 

 Ineffective day-to-day training and a lack of comprehensive integrated drill sets 

 Inconsistent attention and resourcing on pierside fire safety and damage control 
readiness resulting in significantly elevated risk as well as the late detection of and 
ineffective response to fires 

 Overwhelming majority of piers and berths at Navy installations used for maintenance 
do not meet requirements for performance of depot-level maintenance as delineated in 
8010 and derived from NAVFAC Unified Facilities Criteria for repair piers 
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Returning to VCNO’s direction to the Fleet Commanders, this section lists the high-level 

issues in accordance with their applicability to VCNO’s original six questions and then provides 

a summary of the findings found throughout the report. Several of the MFR’s findings apply to 

more than one of VCNO’s questions, while others are not directly applicable to the original 

questions but are still significant enough for inclusion in this summary. 

 
 

 

Compliance with fire safety requirements that existed at the time would have 

prevented or reduced the severity of all of the major fires that occurred during maintenance. 

The MFR revealed that the primary issues contributing to a lack of enduring change and the 

reoccurrence of major shipboard fires are ineffective learning; a lack of knowledge and 

ineffective application of 8010/NSI fire safety requirements, particularly on surface ships, and 

the persistence of underlying weaknesses similar to those discovered in the Comprehensive 

Review. These underlying issues include declining shipboard standards in watchstanding, 

hazardous and combustible material stowage, training, ship configuration management, and 

a lack of defense-in-depth. In most cases, the MFR found that ineffective command climate 

and insufficient ISIC (both OPCON and ADCON) and TYCOM oversight of underperforming 

commands enabled these underlying issues. 

 

 Ineffective Learning 

 Noncompliance with 8010/NSIs 

 Underlying Issues 

 Poor Material Control and Cleanliness 

 Training Shortfalls 

 Underway vs. In-Port Preparedness and Posture 

 Declining Standards in Watchstanding 

 Insufficient Defense-in-Depth 

 Unmitigated Threat of Arson 

 Unmitigated Risk During Transitions 

 Deficient Infrastructure to Support Maintenance Availabilities 

(A) “Why actions put in place following major shipboard fires, such as implementation of 

reference (b) [NAVSEA Technical Publication S0570-AC- CCM-010/8010 Industrial Ship 

Safety Manual for Fire Prevention and Response (8010)] of the NSC letter, and related 

guidance did not sustainably achieve the desired outcome” 
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The MFR revealed that the primary issues contributing to declining shipboard standards 

are the lack of ownership by responsible divisions and departments for proper stowage of 

materials and cleanliness standards, lack of an effective zone inspection program, and ineffective 

training, all underpinned by a command climate that does not enable and enforce continual critical 

self-assessment and self-improvement. 

Additionally, as discussed in depth in Chapter 5 of this report, the MFR found that the underlying 

approach and practices for shipboard fire response nearly exclusively focus on combatting fires 

that occur underway, even for ships in major maintenance availabilities. 

 Ineffective Learning 

 Noncompliance with 8010/NSIs 

 Underlying Issues 

 Poor Material Control and Cleanliness 

 Training Shortfalls 

 Underway vs. In-Port Preparedness and Posture 

 Insufficient Defense-in-Depth 

 Unmitigated Risk During Transitions 

 Deficient Infrastructure to Support Maintenance Availabilities 

(B) “Why appropriate unit level standards were not consistently sustained relative to 

material control, cleanliness, and fire response readiness” 
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For the affected units themselves, the MFR found that an overreliance on outside 

assessments, a lack of a defense-in-depth mindset, aggregation of unrecognized risk over time, 

lack of knowledge of fire safety requirements, and command climates that do not reinforce critical 

self-assessment were the most significant factors contributing to failures to reliably identify and 

correct performance gaps and noncompliance. 

 
The MFR found substantial gaps in coverage of fire safety on surface ships by the 

ISIC (both OPCON and ADCON) and the TYCOM over their units, especially in maintenance 

environments. The MFR found many cases where the ship’s chain of command overly focused 

on time and schedule issues to the detriment of the ship’s readiness to prevent, prepare for, 

and ability to fight fires. 

 

 Noncompliance with 8010/NSIs 

 Underlying Issues 

 Training Shortfalls 

 Declining Standards in Watchstanding 

 Insufficient Defense-in-Depth 

(C) “Why oversight from the ship’s chain of command did not reliably identify and correct 

unit level performance gaps and noncompliance” 
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The MFR confirmed that underreporting of fires is prevalent across the fleet. The MFR 
attributed this behavior to a number of factors to include ineffective and inaccurate reporting 
mechanisms, lack of appreciation of the potential consequences of a shipboard fire, and the 
lack of meaningful collection, analysis, and dissemination of lessons learned. These issues 
result in an incomplete picture of the true extent of the problem. However, the MFR found that 
there was still sufficient reporting of shipboard fires that should have alerted all cognizant 
commands of the inherent threat that was building over time. 

 
The MFR also noted a largely unmitigated threat with regard to arson and gross 

negligence such as careless or unauthorized smoking. These events are not only 
underreported but also once the command turns the case over to NCIS, the fleet 
unnecessarily loses all visibility and all safety investigation ceases. This is true for both major 
and minor fires. Aside from the fire on USS Miami, the Navy has learned little from actual or 
suspected arson cases and in the case of Miami, it took months for the lessons learned to be 
collected and years to implement the still uncompleted corrective actions. 

 

 Ineffective Learning 

 Underlying Issues 

 Unmitigated Threat of Arson 

(D) “Why reporting mechanisms were not effective in providing a view of the actual risk 

posture” 
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As discussed in the answer to (A), the primary barrier to accelerating lessons learned 
from other adverse performance events into safety doctrine and practice is ineffective 
learning. The MFR found that SIBs missed opportunities to uncover broader root causes and 
thus failed to recommend sufficient corrective action. SIBs typically assigned actions to the 
single mishap command and rarely specified a validation mechanism to ensure that corrective 
actions brought about the intended change in an enduring manner. 

 
The Comprehensive Review of Recent Surface Force Incidents (CR) completed in 

October 2017 identified many systemic issues. The MFR assessed that while the CR focused 

on the operational surface force and forward deployed forces, the CR team noted and 

communicated that the issues were “not unique to the surface force,” recommending that each 

community examine the CR results and “assess the principles of the findings for broader 

applicability.” The MFR assessed that these issues are equally applicable to in-port and 

maintenance operations and risks. The CR found broadly applicable issues including: 

 

These issues are inherent in many MFR findings. Individual commander reviews post-

CR also inadequately assessed the systemic risks inherent in our industrial private sector 

maintenance. As noted in this report, a NAVSEA review of industrial fires, early in 2020, 

identified a trend of fires, but subsequent actions failed to correct the underlying issues 

associated with 8010 understanding, combustible and flammable material accumulation, risk 

management, contractor compliance, government oversight, and fire safety governance. The 

failing of the 2020 NAVSEA report is that it focused entirely on preventing the source of the 

fire (mainly hot work) from an industrial activity perspective, and did not consider the crew’s 

perspective, accumulation of risk, and weaknesses in our defense-in-depth posture imposed 

by the above issues. 

(E) “Why lessons learned from other adverse performance events were not accelerated 

into fire safety doctrine and practice” 

 Degraded watch team performance and misunderstood human performance 
factors 

 Erosion of crew readiness, planning, and safety practices 

 Headquarters processes inadequately identified, assessed, and managed 
operational risk 

 Assessments do not reinforce effective learning 

 “Can do” culture undermined basic watchstanding and safety practices 
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In 

addition, the CR recommended some specific broader actions including: 

 

Finally, the CR recommended areas for further study including: 

 

The MFR found significant gaps in the implementation and current effectiveness of 

many of the above recommendations, especially in industrial environments for private 

contracted surface ship availabilities. The MFR noted that most CR actions and 

recommendations focused on operational OFRP phases (Training, 

Deployment/Sustainment) and failed to consider many of the risks identified by the MFR in 

the Maintenance Phase or seemingly benign in-port operations. 

 

 Ineffective Learning 

 Noncompliance with 8010/NSIs 

 Underlying Issues 

 Poor Material Control and Cleanliness 

 Training Shortfalls 

 Underway vs. In-Port Preparedness and Posture 

 Declining Standards in Watchstanding 

 Insufficient Defense-in-Depth 

 Unmitigated Threat of Arson 

 Unmitigated Risk During Transitions 

 Deficient Infrastructure to Support Maintenance Availabilities 

 Improved utilization of near miss reporting to share lessons across the surface 
force 

 Improve Naval Safety Center and fleet and force headquarters safety programs 
and data analysis to provide predictive operational safety and risk information 

 Establish human performance expertise at all type commander staffs 

 Establish commanding officer mentors in surface ship homeports 

 Improving processes that support learning across the Navy (i.e., between warfare 
communities) 

 Improvements in damage control 
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The MFR found that NSC is unnecessarily distant from the fleet. Although in recent 
years, the SIR process has evolved and now requires the reporting and tracking of corrective 
action completion, the MFR found that the fleet is not consistently following this mandatory 
process. NSC lacks authority to enforce the requirement and furthermore lacks the resources 
to provide additional on-site validation of corrective action effectiveness and completion. 
Somewhat by design, NSC is not organized and structured to conduct inspections and 
therefore is reliant on the receipt of timely and accurate reports, something that is not 
consistently occurring. The Navy currently lacks a central organization with the authority and 
resources to collect, analyze, and disseminate fire safety and damage control lessons learned 
or an organization with the authority to regulate fire safety standards and their enforcement. 

 

 Ineffective Learning 
 

Conclusion 

During each of the Navy’s major shipboard fires, many of our Sailors engaged in individual heroic 

acts, however, the integrated efforts of the team ultimately extinguished the fire. The MFR 

reconfirmed the same overall conclusion as each of the major fire investigations; these heroic 

actions were entirely avoidable. In each fire, to include those attributed to arson or suspicious 

origins, the MFR found that adherence to existing fire safety requirements at the time of the 

incident would have prevented the fire or at a minimum, lessened the severity of the damage. 

These requirements include those associated with fire prevention and detection as well as those 

associated with ensuring that our duty sections are trained and proficient for fire response. 

The MFR revealed 12 significant issues supported by 45 findings. However, the MFR also 

found clear examples of effective leadership in establishing and maintaining an adequate fire 

safety posture. During site surveys, the MFR team noted that some crews were not only 

knowledgeable in fire safety requirements but also confident in their ability to effectively detect 

and respond to a shipboard fire. These commands had several common characteristics, namely, 

a solid sense of ownership, strict adherence to watchstanding principles and standards, and a 

command climate built on critical self- assessment, trust, and accountability. 

As mentioned earlier, the MFR did find some level of effectiveness in the post- BHR 12-

star messages, however, the effectiveness was not consistently found across all organizations 

and platform types and will undoubtedly be short-lived without further action. The MFR presents 

seven strategic recommendations and 56 specific recommendations and corrective actions 

aimed at enabling enduring change in fire safety outcomes. 

(F) “Why independent oversight organizations, such as NSC, were not effective in 

identifying the problems for Fleet action” 
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Corrective Actions and Recommendations Strategic 

Recommendations 

Similar to many of the recommendations found in the Comprehensive Review and 

Strategic Readiness Review, the following seven strategic recommendations present actions 

that require additional deliberate planning to develop implementation plans. While the MFR did 

intentionally set out with an intent to avoid recommending further studies and reviews, the team 

also felt that omitting these bold actions would amount to a missed opportunity to bring about 

enduring organizational change. 

 
 

(1.A) Changes to the Naval Safety Center and DCBoD 

 
 

(1.A.1) Modify Naval Safety Center missions, functions, and tasks, creating a more effective 
organization that is responsible for establishing policy, conducting investigations, assessing 
trends, recommending resourcing, and overseeing Fleet implementation and enforcement of non-
nuclear safety standards and performance. NSC shall set reporting levels for non-nuclear safety 
events, accept/reject/assess these reports, aggregate data, conduct data analysis, and take 
action on adverse trends well before issues grow to systemic levels. A newly enabled and 
refocused Naval Safety Command (vice Center) would provide a layer of defense-in-depth for 
non-nuclear safety oversight and enforcement but would not diminish the authority, responsibility, 
and accountability of the chain of command. The intent is to ensure there is a single individual at 
the echelon1 level who has ownership and is overall responsible for damage control and fire 
safety, and who will closely coordinate with other key stakeholders including the Major Fleet 
Commanders, NAVSEA, CNIC, and NETC. (OPNAV) 

 
(1.A.2) Sunset the Executive Agent for Damage Control and assign the associated missions, 
functions, and tasks in the DCBoD charter to the Naval Safety Command. (OPNAV, Fleets) 

 
(1.A.3) Fleet Commanders shall ensure the Deputy Commander, via the Fleet Safety Officers, 
are accountable for implementing and enforcing non-nuclear safety standards and regulations in 
the fleet. If required, they shall create additional policies or requirements to ensure effective non-
nuclear safety programs. (OPNAV, Fleets) 

Applicable major finding: Ineffective Learning (p. 118) 
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(1.B) Develop and operationalize an organizational learning posture 

 
 

(1.B.1) The Fleets and TYCOMs shall develop/improve operational safety programs, executing a 
tiered approach that values and addresses near misses and minor events. These programs, led 
by a senior line officer or civilian, will contribute to a learning culture that prevents minor issue 
growth into major problems and mishaps. They shall incorporate processes and lessons learned 
across multiple communities (e.g., Aviation Safety Officer curriculum, SUBSAFE program, Naval 
Nuclear Propulsion Program principles, Submarine Collisions and Groundings review and 
subsequent upgrading actions, etc.). In addition, modify the goal of external reviews from ISICs 
and other oversight organizations to reinforce unit ownership of their problems by pointing out 
weaknesses the units don’t see or understand, and helping units learn from this process on why 
they were not able to identify their own weaknesses and correct them. (Fleets, TYCOMs) 

(1.B.2) Fleets and TYCOMs shall clearly define oversight roles and responsibilities regarding fire 
safety throughout the entire readiness cycle, including roles and responsibilities within chains of 
command through coordination with numbered fleet commanders, CSGs, ESGs, and ISICs. 
Incorporate oversight of the above principles to establish and maintain the expectation that units 
must be self-reliant through a disciplined approach to self-awareness, self-criticism, and self-
improvement. Training and oversight expectations and processes shall be planned for all levels 
of the administrative and operational chains of command, and include waterfront training groups 
and inspection teams. (Fleets, TYCOMs) 

 
(1.B.3) Based on multiple indications of ineffective learning identified throughout the review 
(similar to the CR/SRR), OPNAV N7 should lead, with appropriate stakeholders and recognized 
experts to include senior enlisted, the assessment and development of a plan with lines of effort 
to operationalize the core tenet of institutional and individual learning as a means for 
improvement across the Navy. Core to effecting lasting change is a curriculum and training that 
inculcates the principles of critical self-assessment and self-improvement. See Appendices J and 
K for additional guidance and information. (OPNAV, Fleets, NETC) 

Applicable major findings: Ineffective Learning (p. 118), Underlying Issues (p. 122), and 

Training Shortfalls (p.126) 
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(1.C) Address the totality of the threat, including arson 

 
 

(1.C.1) OPNAV and the fleet must recognize the unabated threat of arson and develop 
comprehensive mitigation strategies. Chief among these is the development of a comprehensive 
defense-in-depth mindset and much higher day-to-day standards with regard to shipboard fire 
prevention, detection, and response. This action is not only necessary to address the threat of 
arson, but also to effectively mitigate the increased fire safety risks in the in-port and industrial 
environments. Much like insider threat awareness and training at many levels for various dangers 
such as cyber and physical security, develop and implement similar measures for arson and 
careless smokers. 
OPNAV and the fleet must also work with medical experts to develop or incorporate into existing 
programs a Sailor mental health strategy. Additionally, OPNAV and the fleet must work with NCIS 
to identify methods to identify potential arsonists based on typical threat recognition factors. 
(OPNAV, Fleets) 

 

 
(1.D) Eliminate the difference in fire protection standards, compliance, and oversight 

between public and private maintenance availabilities 

 
 

(1.D.1) Review and correct deficiencies found in the NSA’s oversight and accountability 
processes for industrial fire safety in private sector maintenance and modernization work. 
Address RMC/SUPSHIP organizational structure, staffing and training to ensure appropriate 
government service human resources (including Fire Safety officers) are available to provide 
effective oversight and compliance with fire safety requirements in contracts. Fund and resource 
the proper government oversight of contracted work. 
Improve the mechanisms for holding private shipyards to the requirements and 
deliverables in the NSIs covering fire safety requirements, particularly hot work. 
(NAVSEA, OPNAV supporting) 

 
(1.D.2) Establish a single NSI with 8010 requirements for LMAs, or directly invoke 8010 in 
contracts. The single NSI should include all LMA 8010 requirements with no gaps. 
For clarity, list only 8010 requirements in this Standard Item. (NAVSEA) 

Applicable major finding: Unmitigated Threat of Arson (p. 134) 

Applicable major finding: Noncompliance with 8010/NSIs (p. 120) 
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(1.E) Upgrade all piers to have the required access and services for the safe conduct of 

maintenance availabilities. 

 
 

(1.E.1) Cease performing maintenance availabilities on piers that do not meet proper fire 
protection requirements. Long term planning and funding are required to meet the total capacity 
required. In the interim, every maintenance period conducted, whether a major CNO availability 
or a continuous maintenance availability (CMAV), will use full mitigations and temporary systems 
that bring the site up to the standard if a maintenance pier is not available. Update the Port 
Operations Management Systems (POMS) tool to flag mismatches in assigning ships to 
inadequate piers. Any deviations to this standard should be rare and only approved by the Fleet 
Commander. (CNIC Lead, NAVSEA/Fleets/TYCOMs supporting) 

 
(1.E.2) Formally define the requirements for repair or maintenance piers/berths vs. general-
purpose piers/berths and ensure the consistent application of these definitions throughout the 
8010 manual (NAVSEA Lead, CNIC supporting). 

 
(1.E.3) Require private contractors to certify their piers/berths and dry docks where new 
construction and maintenance availabilities meet the requirements of the (updated) 8010 manual 
and provide unimpeded access to fire response vehicles. (NAVSEA lead, CNIC supporting) 

Applicable major finding: Deficient Infrastructure to Support Maintenance Availabilities (p. 

136) 
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(1.F) Address poor hazardous and combustible material handling and stowage practices 

and recognize the accumulated fire risk they create 

 
 

(1.F.1) Establish and enforce a much higher standard for shipboard cleanliness and stowage of 
both combustible and hazardous materials, no matter the ship’s location or phase of the OFRP. 
These standards are necessary to ensure that a potential arsonist or careless smoker cannot 
find or exploit such weaknesses that allow the rapid growth of a small fire into a major 
conflagration. (Fleets, NAVSEA) 

 
(1.F.2) Review 8010 to ensure cleanliness and stowage requirements are adequate to 
optimize/minimize combustible and material loading in the industrial environment. Coordinate 
with CSF on the implementation of recommendations regarding combustible material loading on 
SSBNs raised in the Jensen Hughes report. (NAVSEA) 

 
(1.F.3) Ensure design guidance is adequate for surface ships, submarines, and aircraft carriers 
to ensure adequate storage provided for allowances of combustible and hazardous materials. 
NAVSUP develop and provide guidance to the fleet on recommended best practices for in-
service platform material storage. Within NSTM 670, provide a guide, by ship class or space 
classification, on the design considerations for the storage of hazardous material. (NAVSEA, 
NAVSUP) 

 
(1.F.4) Evaluate the efficacy of the stock system’s ability to provide adequate supply of 
combustible and hazardous materials of concern during ship deployments. Where deficiencies 
exist, implement corrective action such that ships regain confidence in the stock system, 
eliminating the need to “overstock” prior to deployment. Periodically validate allowances and 
compliance. (NAVSUP lead, Fleet supporting) 

 
(1.F.5) Overhaul and streamline the HAZMAT issue/turn-in processes to reduce incentives for 
improper storage of materials in work centers. Ensure NSTM 670 for Afloat HAZMAT handling, 
stowage, and usage addresses this issue. (NAVSUP, NAVSEA/Fleets supporting) 

Applicable major findings: Noncompliance with 8010/NSIs (p. 120), Underlying Issues (p. 122), 

Poor Material Control and Cleanliness (p. 124), and Unmitigated Risk During Transitions (p. 

135) 
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(1.G) Address Fire Safety Kill Chain vulnerabilities, particularly during maintenance and 

transitions 

 
 

(1.G.1) In the 15 events examined, the MFR found a myriad of missed opportunities to address 
vulnerabilities. This issue also existed in the corrective actions assigned, particularly on ships in 
maintenance availabilities and during major transitions. The wide range of intent of these actions, 
their overlap, and varying statuses warrants a holistic approach to fire vulnerabilities. All 
organizations that play a role across the fire safety kill chain spectrum of fire prevention, detection, 
and response to include training and policy must examine their approach to fire safety oversight 
and accountability against this report and effectively and efficiently address the findings. In 
addition to this self- assessment, address specific actions and recommendations provided below. 
Special emphasis shall be placed on bringing automated shipboard fire detection systems online 
as discussed in paragraph 2.B.1.a. (Fleets with NAVSEA, CNIC, NETC supporting) 

Applicable major findings: Noncompliance with 8010/NSIs (p. 120), Underlying Issues (p. 122), 

Poor Material Control and Cleanliness (p. 124), Training Shortfalls (p. 126), Underway vs. In-Port 

Preparedness and Posture (p. 128), Declining Standards in Watchstanding (p. 130), Insufficient 

Defense-in-Depth (p. 132), Unmitigated Risk During Transitions (p. 135), and Deficient 

Infrastructure to Support Maintenance Availabilities (p. 136) 
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Additional Corrective Actions and Recommendations 

Unlike the strategic recommendations presented above, the MFR makes the following 
56 corrective actions and recommendations with the intent of immediate or near-term 
resourcing and action with limited follow-on analysis required. 

 
 

(2.A) Safety Policy, Investigations, and Data 

 
 

(2.A.1) Update OPNAVINST 5102.1D and supporting processes for investigations of fire incidents to 
ensure: 

 

a) Safety investigations look at broader root causes of individual fires and associated 
damage, capturing the entire fire safety kill chain from prevention through overhaul 
and recovery. 

b) Mishap investigation reports specify a formal mechanism for the reporting, tracking 
and validation for corrective actions 

c) A single fire-reporting format and distribution model to pass the critical lessons learned 
and intended corrective actions to the fleet with the goal of better capturing and rapidly 
communicating causes, lessons learned, and actions to a wide audience in plain 
language, with graphics that provide clarity. The final product should be authoritative, 
removing conflicting information and endorsement comments. This report would be likely 
separate from the SIB/RMI report that would still contain protected and conflicting 
information in individual endorsements. The SIB/RMI would be foundational to building 
the recommended single lessons learned report distributed to the fleet. (OPNAV, NSC 
supporting) 

 
(2.A.2) Develop and implement a formal mechanism for reporting, validating, and implementing 
fire safety corrective actions that provides action requirements, dependencies between 
organizations, and deadlines at all echelons. (Fleets) 

 
(2.A.3) Implement an internal Hazard Review Board process and regularly update senior Navy 
and unit level leadership of status, barriers to completion, resources necessary, outstanding 
operational risk to mission/risk to force, and effectiveness of actions taken. (NSC Lead, OPNAV 
and Fleets supporting) 

 
(2.A.4) Update safety investigation requirements to include standards for mishap investigation 
board member training, to include formal interview and evidence collection practices, and employ 
causal analysis that includes, but is not limited to the Human Factors Analysis Classification 
System (HFACS). (NSC lead, Fleets/CNIC supporting) 

Applicable major finding: Ineffective Learning (p. 118) 
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(2.A.5) Implement Hazard Review Boards within each convening authority that manage open 
corrective actions and evaluate their effectiveness. Provide aggregated, periodic Hazard Review 
Board updates to the Navy Executive Safety Board and Fleet Operational Safety Board. (Fleets, 
NAVSEA, CNIC) 

 
(2.A.6) Using all-source data within the Navy data science system of record (ADVANA/Jupiter) 
develop the means and methods to accurately report the number and types of fires, and provide 
analysis to recognize developing trends, uncover causal factors, and ensure broad awareness of 
critical threat factors for correction. Include reports currently captured within RMI, contractor action 
reports, NAVSEA methods, and OPREPs to gain and establish consolidated reporting criteria for 
fires. (OPNAV, NSC) 

 
(2.A.7) Establish (or expand on existing processes) to identify leading indicators of fire safety 
conditions in the private shipyards for use in predictive analysis. (NSC lead, NAVSEA/Fleets 
supporting) 

 
(2.A.8) Ensure the near miss reporting processes established by the Comprehensive Review 
(CR) are effectively sharing lessons across the surface force. (Fleets) 

 
(2.A.9) Change practice and update OPNAVINST 5102.1D to allow for safety investigations of 
events that may have a criminal element to continue. Navy must be able to fully investigate both 
safety and legal/criminal aspects of major events at the same time for different purposes, 
prioritizing organizational learning. Beyond and regardless of the initiation/ignition event, other 
aspects of the fire safety kill chain must be investigated and improve and the current practice 
subordinates organizational learning to law enforcement investigations and prosecution. 
(OPNAV) 

 
(2.A.10) Develop a process for the fleet, NSC, NAVSEA and NCIS to collaborate and share NCIS 
conclusions from suspicious fire investigations so that the larger Navy system understands the 
data, can trend it, and take action as necessary. (Fleet lead, NSC, NAVSEA, NCIS supporting) 

 
(2.A.11) Review the processes for issuing and updating manuals, instructions and doctrine to 
ensure timely and effective communication of changes to the fleet to address the practice of 
providing new policy via messages and incomplete interim changes without accompanying 
training, messaging, or assured receipt. (OPNAV, NAVSEA, Fleets) 

(2.A.12) Navy Inspector General (IG) missed multiple indicators over the last decade of a growing 
and unabated threat of shipboard fires, in two cases resulting in a total loss of the platform. As 
shown in this review, the Navy and contracted maintenance providers failed to maintain standards 
and meet requirements. As the Navy’s conscience and last line of defense, Navy IG should be 
able to detect significant adverse trends in safety and waste that the Navy is not properly reacting 
to as part of their defined mission. The Navy IG should conduct a self-assessment of their missed 
role and ineffectiveness in this case and take action to upgrade performance. (SECNAV, OPNAV) 
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(2.A.13) Coordinate with NCIS/NAVSEA to provide training to commands and local investigators 
regarding preservation of all fire scenes where the cause is not immediately obvious until the 
arrival of NCIS/coordination of the investigation(s). (Fleets) 

 
(2.A.14) The MFR assessed that fire reporting is prevalent across the fleet and maintenance 
providers. As noted in the Chapter 5 section “Disincentives and Barriers to Reporting,” and 
discussed in “The Problem Severity Triangle” found in Appendix J, organizational learning and 
prevention of high-consequence problems require expeditious reporting of minor events and near 
misses as they occur. Revise the present Situation Report (SITREP) fire reporting guidance to 
lower the reporting threshold for all fires. In addition, modify fleet training and enforcement of 
reporting requirements to ensure that commands report all fires in a SITREP as a minimum. (NSC 
lead, NETC/Fleets supporting) 

 
(2.A.15) Enable low-level event and near miss reporting, as well as retrieval of operationally 
relevant lesson learned, by improving both policy and systemic issues that burden fleet users with 
excessive time requirements. Set and achieve a time-required goal of under 30 minutes for entry 
or retrieval of hazards under the day-to-day conditions experienced in the fleet at the unit level. 
(NSC, NAVSEA, Fleets) 

 
 

(2.B) Fire Detection and Suppression Systems, Firefighting Equipment and Ship Design 

Initiatives 

 
 

(2.B.1) Fire detection systems: 

 
(2.B.1.a) Prioritize efforts to bring automated shipboard fire detection systems online. Recognize 
the threat of arson when designing and back-fitting temporary or permanent fire detection 
systems, including actions that remain open from the 2012 MIAMI Fire Panel Recommendations. 
Expeditiously revisit the previous proposal and initiate funding and installation of ship-wide fire 
detection systems for new ship construction and in-service ships. (OPNAV, NAVSEA, Fleet) 

 
(2.B.1.b) Develop principles to maintain the readiness of fire detection systems throughout 
maintenance availabilities. (NAVSEA) 

 
(2.B.1.c) Until improvements in automated detection and surveillance capability are in place, 
provide for additional duty watch rotations and checks of typically unmanned spaces to mitigate 
the periods that potential bad actors have the opportunity to exploit. (TYCOMS) 

Applicable major findings: Ineffective Learning (p. 118), Noncompliance with 8010/NSIs (p. 

120), Underway vs. In-Port Preparedness and Posture (p. 128), Insufficient Defense- in-Depth 

(p.132), Unmitigated Threat of Arson (p. 134), and Deficient Infrastructure to Support 

Maintenance Availabilities (p. 136) 
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(2.B.2) Fire suppression systems: 

 
(2.B.2.a) Recognize the threat of arson when designing and back-fitting temporary or permanent 
fire suppression systems, including actions that remain open from the 2012 MIAMI Fire Panel 
Recommendations. Revisit the previous proposal and initiate funding and installation of fire 
suppression systems for new ship construction and in-service ships. (OPNAV, NAVSEA, Fleet) 

(2.B.2.b) Develop principles to maintain the readiness of fire protection systems throughout 
maintenance availabilities. (NAVSEA) 

 
(2.B.2.c) Develop 8010 requirements that place limits on the amount of vehicle stowage, well deck, 
mission bay, and hangar deck area that can have scaffolding erected/suspended at any given 
time. Provide written guidance regarding the use of open-grate scaffold decking when 
appropriate/feasible. (NAVSEA) 

 

 
(2.B.3) Other firefighting equipment and ship design initiatives 

 
(2.B.3.a) Fund the assessment, implementation, and outfitting for both back-fit and forward-fit 
ships, of improved fire-prevention features and materials, and advanced fire- fighting equipment. 
The assessment should include but not be limited to: (1) the use of intumescent paint (especially 
in the highest risk areas of ships); (2) increased applications of fire insulation for critical 
supporting and fire spread prevention structures (i.e. DC Decks, Fire Zone boundaries, 
controlling stations; (3) support stanchions and critical longitudinals); (4) fire rated division doors 
and roller doors for subdivision separation at large openings and spaces; (5) state-of-the-art 
thermal imaging cameras (including mandatory upgrades when approved for use); (6) upgraded 
shipboard radio emergency communication systems; (7) the Advanced Damage Control System 
(ADCS); and (8) extreme measures such as high expansion foam. Improve the timeline of 
integration and installation of these systems as applicable shipboard and ashore. (OPNAV, 
NAVSEA, Fleet, CNIC) 
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(2.C) Inspections, Certifications, and Assist Visits 

 
 

(2.C.1) Clarify the type commander’s role for training ship’s force for maintenance availabilities, 
including 8010. (Fleets) 

 
(2.C.2) Rather than grading inspections and certifications on the single event outcome or a 
checklist alone, evaluate the ability of the unit to effectively self-assess and self- improve. 
Strengthen unit-level critical self-assessment and continuous improvement to prevent day-to-day 
degradation of performance of fire prevention, detection and response while in port. Use and 
require assist visits and Readiness Assistance Teams to specifically address and improve this 
ability. (TYCOMs) 

(2.C.3) The Damage Control – Industrial training plan must be part of the overall maintenance 
phase plan, similar to mandatory certifications in the Basic Phase of OFRP. Update OFRP 
instruction. (Fleets) 

(2.C.4) Regarding the new Damage Control – Industrial (DC-I) crew certification requirement, add 
a required team trainer event for each IET, similar to the flight deck firefighting team event or the 
navigation team trainer events for bridge watchstanders. (TYCOMs) 

(2.C.5) Evaluate unit and ISIC ability to demonstrate both effective ORM (in planning and 
execution) and organizational learning at each key milestone, especially during maintenance 
availabilities and other major transitions of the OFRP. (TYCOMs) 

(2.C.6) Periodically require an outside assessment of the effectiveness of the unit training 
team triggered by a turnover of these personnel, using the crew continuity model. 
(TYCOMs) 

(2.C.7) Conduct integrated site surveys of the ship’s configuration and fire readiness during the 
maintenance phase to assess the environment and preparations. Include fire safety experts and 
off-ship responders in these periodic walkthroughs and discussions. (TYCOMs) 

(2.C.8) Define the requirements for individual Damage Control Training Team membership, 
certify the teams, and institute a mechanism to revisit and assess the teams throughout an 
extended maintenance availability. Include standards for turnover of individuals (crew continuity 
requirement). (TYCOMs) 

Applicable major findings: Ineffective Learning (p. 118), Noncompliance with 8010/NSIs (p. 120), 

Underlying Issues (p. 122), Poor Material Control and Cleanliness (p. 124), Training Shortfalls (p. 

126), Underway vs. In-Port Preparedness and Posture (p. 128), Declining Standards in 

Watchstanding (p. 130), Insufficient Defense-in-Depth (p.132), and Unmitigated Risk During 

Transitions (p. 135) 



 

 

 

 
 

 

   

IMA AKADEMİ YAYINLARI NU.4 

 
15 Büyük Yangın  

EK 

 

 

(2.C.9) Establish policy, mechanisms, and assessments to ensure understanding and mitigation 
of changes to the fire safety posture of ships during major and minor transitions. This includes 
entering and exiting maintenance, moves to a different pier, commencing and finishing major 
maintenance availabilities, and crew moves on and off the ship. Mechanisms to be considered 
include formal readiness reviews and risk assessments in advance of these changes, similar to 
what is done for major operational changes (LOA, Ready-for-Sea Assessments, etc.), along with 
regular spot checks conducted during vulnerable periods (nights and weekends). (TYCOMs) 

(2.C.10) Conduct regular, unannounced inspections of ships in industrial availabilities to address 
improper stowage of combustible and hazardous materials, excessive quantities of these 
materials being brought aboard (exceeding material allowances), and stowage in unauthorized 
spaces or spaces with degraded fire protection systems. (TYCOMs) 

 

 
(2.D) Unit-level Command Support Improvements 

 
 

(2.D.1) Ensure a sufficient senior military presence on the waterfront within assessing units (e.g., 
TYCOMS, ISIC, CSG, ESG) to provide regular, credible executive level feedback directly to 
commanding officers and senior enlisted leadership that moves beyond a list of checklist 
discrepancies to specific actions that would preclude recurrence. (Fleets) 

 
(2.D.2) For continuity and institutional memory, weave in senior civilians to complement transient 
military personnel, including senior mentors and assessors within TYCOMs, Afloat Training 
Groups, and Warfighting Development Centers, similar to the Submarine Learning Center model. 
These highly experienced, focused personnel can help address transitions, defense-in-depth, 
poorly developed enlisted personnel, effective ISIC oversight, day-to-day standards, 
watchstanding fundamentals, and self- assessment/self-improvement at the unit level and above. 
(Fleets) 

 
(2.D.3) Target investments and training in the mental health of crews before and during high-
risk/high stress periods during maintenance availabilities, provide mitigations for specific billet 
assignments, and address specific transitions. (OPNAV and Fleets) 

 
(2.D.4) Examine and revise current practices for Divisional Damage Control Petty Officer DC 
PMS assignment via work center ER09 and the PMS assigned to work center ER04 for 
opportunities to level load assigned maintenance and ensure appropriate oversight of 
maintenance execution. (Fleet 3-M Requirements Management Board (RMB)) 

Applicable major findings: Underlying Issues (p. 122), Training Shortfalls (p. 126), Declining 

Standards in Watchstanding (p. 130), Insufficient Defense-in-Depth (p.132), Unmitigated 

Threat of Arson (p. 134), and Unmitigated Risk During Transitions (p. 135) 
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(2.E) Maintenance Availability Preparations and Planning 

 
 

(2.E.1) Include an assessment of industrial fire safety risk and implementation of 8010 
requirements in the agenda of 1-star and 3-star “stack hands” meetings held in advance of CNO 
availability starts. (NAVSEA) 

 
(2.E.2) Implement a milestone review for ships within 4 months of entering the maintenance 
phase that addresses the fire safety requirements, expectations for ship’s force oversight of 
contractor work, drill and training time, and maintenance phase certification. (TYCOMs) 

 
(2.E.3) Implement a formal process to ensure compliance with pier infrastructure requirements 
for ships in maintenance availabilities. This process needs to include transitions when ships in 
maintenance move from a shipyard pier to a naval station pier, and differentiate between 
major/CNO availabilities and minor/continuous maintenance availabilities. (NAVSEA lead, CNIC, 
Fleets, Numbered Fleet Commanders supporting). 

 
(2.E.4) Institutionalize the training of surface ship, submarine, and aircraft carrier crews on 8010 
industrial fire safety requirements. Include how these requirements are translated to contracts 
via NSIs for private sector work, the associated oversight and accountability processes, the 
authority of ship’s force to stop work when fire safety concerns are raised, the fire safety council, 
fire response plans, fire safety systems, major fire lessons learned, and 8010/3440 structure and 
policy for command and control. (NAVSEA for curriculum, Fleets for implementation) 

 
(2.E.5) Improve duty section and in-port emergency team training and proficiency for fire 
prevention, detection and response. Specific areas to address include basic and advanced 
firefighting, knowledge of installed fire detection and suppression systems, incident management, 
integration with shore-based federal or civilian firefighters, firefighting in an industrial environment, 
8010 implementation and compliance, knowledge of changes to ship’s configuration, knowledge 
of exceptions to damage control material condition and training on real-world and worst-case 
scenarios. (TYCOMs, NETC supporting) 

 
(2.E.6) Include arson as a primary risk area accounted for and mitigated when building shipboard 
fire safety and response plans. (NAVSEA, Fleets supporting) 

 
(2.E.7) Provide policy clarification and considerations relative to placing damage control 
equipment into Inactive Equipment Maintenance (IEM) status. (Fleet 3-M RMB, NAVSEA assist) 

Applicable major findings: Noncompliance with 8010/NSIs (p. 120), Training Shortfalls (p. 126), 

Underway vs. In-Port Preparedness and Posture (p. 128), Insufficient Defense- in-Depth (p.132), 

Unmitigated Risk During Transitions (p. 135), and Deficient Infrastructure to Support 

Maintenance Availabilities (p. 136) 
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(2.F) Philosophy and Mindset 

 
 

(2.F.1) Establish a defense-in-depth mindset and establish lasting actions regarding in- port fire 
safety, especially in an industrial environment. This includes the following: (1) adherence to 
fundamental watchstanding principles; (2) strong deckplate ownership of day-to-day stowage and 
cleanliness standards; (3) exercising complex, frequent and varied drill scenarios that test the 
ship’s defensive fire safety posture and ability to quickly close the fire safety kill chain; (4) strong 
command oversight through zone inspections; (5) periodic senior leadership walkthroughs of 
infrequently occupied spaces; and (6) with establishing a command environment that emphasizes 
critical self- assessment and improvement, reporting, learning, and proper accountability. (Fleets 
lead, all others supporting) 

 
(2.F.2) Provide training to leadership triads on the frequency of shipboard arson cases and the 
characteristics of arsonists identified in past cases. (Fleets, OPNAV supporting) 

 
(2.F.3) Share best practices on the use of ISIC and TYCOM “watch lists” which have proven to 
be an effective mechanism to maintain focus on high-risk units. Increase formality – TYCOMs 
present their plan and resulting lists to the Fleet Commander. (Fleets lead, NAVSEA supporting). 

 
(2.F.4) Conduct a comprehensive study on aggregation of risk and the identification of an 
appropriate holistic risk posture. Currently there are no tools for the effective assessment of total 
organizational or project risk. The Navy should initiate the effort to lead this area of development 
(similar to past efforts such as SUBSAFE). (OPNAV) 

Applicable major findings: Ineffective Learning (p. 118), Noncompliance with 8010/NSIs (p. 120), 

Underlying Issues (p. 122), Poor Material Control and Cleanliness (p. 124), Training Shortfalls (p. 

126), Underway vs. In-Port Preparedness and Posture (p. 128), Declining Standards in 

Watchstanding (p. 130), Insufficient Defense-in-Depth (p.132), Unmitigated Threat of Arson (p. 

134), Unmitigated Risk During Transitions (p. 135), and Deficient Infrastructure to Support 

Maintenance Availabilities (p. 136) 
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(2.G) Additional Resources and Programs 

 

(2.G.1) Develop and implement a zone inspection software and training system that improves 
both onboard effectiveness and provides continuous self-assessment and self-improvement 
data to higher headquarters for trends, oversight, and solutions to common problems. (Fleet 
Lead, OPNAV/NAVSEA supporting) 

(2.G.2) Establish a maintenance phase manning floor metric for shipboard manning FIT/FILL 
rates. While a review of manning data for each of these 15 events indicated manning rates were 
not a causal factor, the MFR viewed this as just a matter of coincidence rather than active risk 
mitigation. A review of current shipboard manning metrics shows the assumption of signification 
risk in manning our ships in the maintenance phase, unnecessarily adding to the aggregation of 
fire safety risk. In addition, OPNAV should program 100% of the manpower associated with our 
surface ships, to include aircraft carriers, and coordinate with the Fleet Commanders on a 
revision to OPNAVINST 3120.32 section 4.21 with regard to the number of duty sections 
maintained while in U.S. ports. (Fleets, OPNAV) 

 
(2.G.3) Define and direct the supporting roles of ISICs (OPCON/ADCON) in the unified area 
command for in-port casualty response in accordance with OPNAVINST 3440.18, including 
requisite training in NIMS. (Fleets). To codify this near-term direction, revise OPNAVINST 
3440.18 to include these supporting roles and training requirements. (OPNAV) 

 
(2.G.4) Review and address reports of significant internet limitations with systems provided by 

contract for crews on ships in private shipyards. This problem reduces the crew’s ability to draw 
information from Navy eLearning sites, SharePoint sites, Collaboration at Sea (CAS), NSC’s RMI, 
and other systems in order to share lessons learned and best practices. This also creates a barrier 
to reporting through web-based systems such as RMI. (NAVSEA lead) 

 
(2.G.5) Ensure LMAs provide regular updates to the Integrated Production Schedule (IPS) as 
required by the NSIs. LMAs must provide status of installed temporary fire detection, suppression 
systems, and items effecting elevated fire risk. Lack of compliance in this area results in an 
incomplete picture of hazards across the ship and no single, accurate reference for risk analysis 
and mitigation for the NSA and ship’s force. (NAVSEA) 

Applicable major findings: Ineffective Learning (p. 118), Noncompliance with 8010/NSIs (p. 

120), Underlying Issues (p. 122), Poor Material Control and Cleanliness (p. 124), Training 

Shortfalls (p. 126), Underway vs. In-Port Preparedness and Posture (p. 128), Insufficient 

Defense-in-Depth (p.132), Unmitigated Risk During Transitions (p. 135), and Deficient 

Infrastructure to Support Maintenance Availabilities (p. 136) 
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(2.H) Career and En Route Training  

 
 

(2.H.1) Ensure that ORM training during all career milestone officer and enlisted training 
and enlisted leadership courses includes fire prevention and response in at-sea, in port 
(routine) and industrial maintenance conditions. Develop and mandate recurring training 
focused on lessons learned from major events and tailor for various levels of leadership. 
(NETC lead, NSC supporting) 

 
(2.H.2) Develop an advanced firefighter school and training, specifically tailored to DC 
rate. Intent of training would be to create SME firefighters out of the DC rating. Topics 
and training should include more advanced fire scenarios, such as flashovers, backdraft, 
and fire prevention. Treat this school as a mandatory “C” school for all E-4 and above 
DC rated personnel. Emulate the International Fire Service Training 
Association/National Fire Protection Association (IFSTA/NFPA) Firefighter I & II 
courses. Revisit cross training the DC rating to Fire and Emergency Services (F&ES). 
(NETC lead, NAVSEA develop curriculum criteria and auditing, CNIC/NAVSEA/Fleets 
supporting) 

 
(2.H.3) Develop an integrated industrial firefighting course for damage control leadership 
and personnel with the intent of integration with Navy F&ES/municipal fire departments. 
Include training and qualification on NIMS to improve understanding of integration with 
shore-based support (e.g., F&ES, community mutual aid). These courses should include 
the necessary topics for student certification at the end of the course. (NETC lead, 
CNIC/NAVSEA auditing/Fleets supporting) 

 
(2.H.4) Review and revise the content and training techniques employed during the 

General Shipboard Firefighting (SCBA) (A-495-0416) and Advanced Shipboard 

Firefighting (J-495-0419) courses where necessary to ensure realism. These should 

include: (1) training in dense smoke or simulated near zero visibility; (2) evaluation of 

nozzle techniques via feedback to encourage proper nozzle use and judicious water 

application; (3) use of equipment used during training matching that in fleet use; and (4) 

use of realistic attack methods where personnel and hose team numbers attacking fires 

are aligned with those to be used during actual shipboard fires. (NETC Lead, NAVSEA 

auditing/Fleets supporting) 

 

Applicable major findings: Ineffective Learning (p. 118), Underlying Issues (p. 122), Training 

Shortfalls (p. 126), Underway vs. In-Port Preparedness and Posture (p. 128), and Insufficient 

Defense-in-Depth (p.132) 


