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FIRE EXERCISE ASSESSMENT FORM

How To Use This Form

1.
Assessed harbour fire exercises are to be carried out in accordance with the requirements of BRd 9274/PRISM (OC).  A Head of Department (HOD), supported by the requisite number of umpires, should conduct the training serials.  The following actions should be observed:

a.
Initial actions

b.
Firefighting and use of fixed systems.

c.
Re-entry.

d.
Technical support.

e.
Command and Control.

f.
Containment.

g.
Medical.

2.
Individual responsibilities should be as follows:

a.
Head of Department.  As the exercise coordinator the HOD should not be deeply involved in any particular aspect, being free to rove and observe all areas of the firefighting effort.

b.
Umpire 1.  Should instigate the fire and observe the actions taken at the scene of the incident and Fire and Repair Party Post/Control point.

c.
Umpire 2.  Should remain in HQ1 and observe the actions of the OOD, Control and Technical Support Team.

d.
Umpire 3.  Should initially observe the actions at the gangway, including any Clear Lower Deck muster.  If required, he should act as the Officer I/C of the Fire Rescue Service (FRS).  He should also spend time at the BA dump and observe the actions of the BA Coordinator and his team.

e.
Umpire 4.  Should be at HQ1/Containment muster point at the start of the exercise in order to observe the initial briefings.  Where appropriate, he is to observe casualty handling procedures.  Thereafter, he should be mobile, observing all containment and medical actions.
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	Note.  Four umpires are recommended for DD/FF but this figure may be tailored to the requirements of the vessel.


3.
Umpires should read and familiarise themselves with their exercise form page prior to the exercise, and complete the form after the exercise, using the comments box to amplify strengths and weaknesses.
4.
Prompts by umpires should be made as necessary during the exercise in order to prevent one mistake affecting too many other aspects of the exercise.
5.
Following completion of Pages 3-18 by umpires, the HOD is to collate comments to obtain an overall assessment.  The exercise should be summarised, highlighting strengths and weaknesses.  Recommendations should also be noted.

6.
Retention of Forms.  This form, plus the previous 5 are to be retained in the Harbour Watch Training Log.  Thereafter, in order that overall summary sheets and comments may be available for reference for a longer period, Page 3 is to be retained for a period of 6 months from the date of the exercise.  When used in whole ship/HOD covered exercises, completed forms are to be retained in the Master CBRNDC Training and Material Assessment Log (TMAL).

ASSESSMENT DEFINITIONS

	ASSESSMENT
	DEFINITION

	VERY GOOD
	Outstanding results achieved.  Execution of the highest order.  High standard throughout.  Innovative solutions to problems.  Equipment, fittings and systems well maintained and free from defects.

	GOOD
	Good results achieved in almost all respects.  Execution requires only few and minor improvement.  Few material/organisation/administrative deficiencies.  Preparation effective.

	VERY SATISFACTORY
	Execution, equipment performance, and organisation/administration at a high standard, but the number of shortcomings, although minor, does not merit a GOOD assessment. 

	SATISFACTORY
	Adequate results achieved with some shortcomings (one or two of which could be significant) with scope for improvement.  Execution safe and steady but could be improved.  Some organisational/administrative deficiencies.  Equipment generally providing effective performance.

	JUST SATISFACTORY
	Although not poor enough to merit a BELOW STANDARD assessment , execution, equipment performance or organisation/administration, need further improvement before a SATISFACTORY standard is achieved.  Several significant weaknesses.

	UNSATISFACTORY
	One or two critical weaknesses.  A number of other significant weaknesses.  Considerable wide improvement necessary.  Execution inadequate.

	BELOW STANDARD
	Several critical weaknesses.  Unacceptable material, organisational, administrative deficiencies.  Execution unacceptable and serial/inspection to be repeated.
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	NO
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	1
	Initial Actions SOTI
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	Firefighting
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	Use of Fixed Systems
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	Re-Entry
	
	
	
	
	
	
	

	5
	Technical Support
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	Command & Control
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	8
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	OOD
	
	DUTY PART
	

	DMESR 1
	
	DMESR 2
	

	LEADER MAIN GROUP
	
	I/C CONTAINMENT
	

	
	
	
	
	
	
	
	
	
	
	

	SERIAL ASSESSMENT
	

	
	
	
	
	
	
	
	
	
	
	

	Summary (to include strengths, weaknesses, follow up actions and recommendations):
Use the reverse of this sheet for additional or amplifying comments


	Summary (Cont’d):
Signature:
Date:



	1.  INITIAL ACTIONS - SOTI
	YES
	NO
	RMKS

	1.
Did the installed fire detection system operate?
	
	
	

	2.
Did the person discovering the fire raise the alarm (LVA)?
	
	
	

	3.
Was the alarm broadcast correct, clear and repeated?
	
	
	

	4.
Did the person discovering the fire attempt to extinguish it?
	
	
	

	5.
Did the person discovering the fire remain at the scene to assist the Attack Party?
	
	
	

	6.
Was the size, location and nature of the fire given to I/C Attack Party and subsequently OOD?
	
	
	

	7.
Was the fire broadcast correct, clear and repeated?
	
	
	

	8.
Was ventilation crash stopped?
	
	
	

	9.
Were additional HPSW pumps started and HPSW pressure monitored?
	
	
	

	10.
Were HPACs initially stopped and restarted when suctions were proven clear from smoke?
	
	
	

	Comments:




	2/3.  FIREFIGHTING & USE OF FIXED SYSTEMS
	YES
	NO
	RMKS

	1.
Did the Attack Party arrive quickly at the scene correctly dressed?
	
	
	

	2.
Did they bring first aid appliances?
	
	
	

	3.
Did they attempt to extinguish the fire with first aid appliances/CFHR/hoses/FB5X?
	
	
	

	4.
Was HQ1 kept well informed at this stage?
	
	
	

	5.
Did the two Attack BA personnel arrive within 2 mins and were they correctly dressed?
	
	
	

	6.
Was the BA Controller present and fully understand his duties (BA checks/endurance)?
	
	
	

	7.
Did the Support Party muster at the designated FRPP?
	
	
	

	8.
Was the TIC used to establish the seat/nature of the fire?
	
	
	

	9.
Was additional equipment taken to the scene of the incident?
	
	
	

	10.
Did 2 members of the Support Party proceed to the incident once dressed in BA (on air)?
	
	
	

	11.
Did the remainder of the Support Party arrive within 8 mins?
	
	
	

	12.
Did the ship have a fixed firefighting installation?
	
	
	

	13.
Was the first operation used in good time?
	
	
	

	14.
Was the system operated correctly?
	
	
	

	15.
Did the OOD correctly authorise its use?
	
	
	

	16.
Was the compartment completely isolated prior to the second operation of the fixed firefighting system?
	
	
	

	17.
Were foam tube caps replaced after use and a report made to I/C Containment Party?
	
	
	

	18.
Was the OOD kept well informed?
	
	
	

	19.
Were all personnel accounted for prior to the final operation?
	
	
	

	20.
Did the OOD correctly authorise the final operation?
	
	
	

	21.
Were bottles checked after each operation?
	
	
	

	22.
Were foam tubes/proportionators used and were they manned?
	
	
	

	23.
Were high level foam/spray systems used correctly (where fitted)?
	
	
	

	24.
Was there an organisation to coordinate BA?
	
	
	

	25.
Was the OOD appraised of BA status?
	
	
	

	26.
Were spare bottles provided?
	
	
	

	27.
Were all BA sets and spare bottles correctly charged?
	
	
	

	28.
Was a BA Coordinator’s board used?
	
	
	

	29.
Was there a facility for re-charging empty bottles and was it correct?
	
	
	

	Comments:
Use the reverse of this sheet for additional or amplifying comments


	Comments (Cont’d):



	4.  RE-ENTRY
	YES
	NO
	RMKS

	1.
Were sufficient hoses rigged from different hydrants and faked out?
	
	
	

	2.
Were through-bulkhead connectors used?
	
	
	

	3.
Were the correct type of nozzles fitted?
	
	
	

	4.
Was a DC floodlight provided?
	
	
	

	5.
Were BA sets correctly charged?
	
	
	

	6.
Were the Re-entry Team correctly dressed?
	
	
	

	7.
Were they assembled at a point away from the fire and relaxed for the re-entry brief?
	
	
	

	8.
Was the brief conducted in a sensible compartment where all team members could see the brief and did the brief contain:
	
	
	

	a.
A technical brief by the DMESR?
	
	
	

	b.
A firefighting brief by the I/C FCP?
	
	
	

	c.
A ‘hearts and minds’ brief by the OOD?
	
	
	

	9.
Was an aide memoire and pictorial guide used at the brief?
	
	
	

	10.
Did the re-entry brief include:
	
	
	

	a.
Route to take?
	
	
	

	b.
Possible state of steel/aluminium ladders/deckplates?
	
	
	

	c.
Other hazards remaining in the space?
	
	
	

	d.
Overview of re-entry techniques and role of key personnel?
	
	
	

	11.
Was air conserved prior to re-entry?
	
	
	

	12.
Were BA Controllers available and know their duties?
	
	
	

	13.
Was ventilation crash stopped prior to the re-entry?
	
	
	

	14.
Was the hatch/door correctly opened?
	
	
	

	15.
Was the correct re-entry made?
	
	
	

	16.
Were there sufficient hose handlers in full firefighting rig?
	
	
	

	17.
Were techniques inside the compartment correct?
	
	
	

	18.
Were the team lead away from the entry point on leaving the compartment and de-briefed?
	
	
	

	19.
Was selective exhaust ventilation for hazards and smoke clearance considered?
	
	
	

	20.
Was a sentry posted?
	
	
	

	Comments:
Use the reverse of this sheet for additional or amplifying comments


	Comments (Cont’d):



	5.  TECHNICAL SUPPORT
	YES
	NO
	RMKS

	1.
Were there any defects, which affected the exercise?
	
	
	

	2.
Did the technical specialist party close up quickly?
	
	
	

	3.
Did the DMESR1 have a good aide memoire listing the engineering checks?
	
	
	

	4.
Did the DMESR1 consult the Tag Out Board and Defect Log for current defects that may affect the exercise?
	
	
	

	5.
Were breakers remade when ventilation was crashed stopped?
	
	
	

	6.
Were additional generators started furthest from the scene of the incident?
	
	
	

	7.
Was shore supply off-loaded and did the ship inform the shore supply authority?
	
	
	

	8.
Were the Ship’s Staff aware that shore supply would normally be removed from the ship?
	
	
	

	9.
Were switchboard operations competently executed?
	
	
	

	10.
Was running machinery in the compartment shut down and alternative equipment started?
	
	
	

	11.
Were mechanical and electrical isolations quickly completed? (Touch drill only for lub oil, fuel/oil drain down systems)
	
	
	

	12.
Were comprehensive mechanical and electrical Kill Cards available and used?
	
	
	

	13.
Was the requirement to transfer fuel considered?
	
	
	

	14.
Were there any arrangements made to dump HP air within the affected compartment? (Touch Drill Only)
	
	
	

	15.
Were emergency HPSW pumps started and connected to HPSW system?
	
	
	

	16.
Did the DMESR 1 have a full set of current system drawings including  high power and distribution drawings?
	
	
	

	17.
Were major supply cables passing through the compartment isolated?
	
	
	

	18.
Were important equipments changed over to an alternative supply before isolating the cables?
	
	
	

	19.
Was consideration given to the ship’s electrical loading prior to starting additional electrical equipment?
	
	
	

	20.
Was the maximum electrical separation of HPSW pumps supplies provided prior to re-entry?
	
	
	

	21.
Did the DMESR advise the OOD of the following:
	
	
	

	a.
Foam tubes?
	
	
	

	b.
Vent flaps?
	
	
	

	c.
Hydraulic hatches?
	
	
	

	d.
Early use of gas/steam drench system?
	
	
	

	e.
Multispray/uptake/downtake spray system?
	
	
	

	f.
Size and layout of machinery space?
	
	
	

	g.
HPSW pumps and other essential services?
	
	
	

	h.
Hazards, including gas bottles, fuel tanks, Freon etc?
	
	
	

	i.
Containing and minimising the effects of the fire?
	
	
	

	j.
Ventilation and smoke clearance?
	
	
	

	k.
Flooding stability and water removal?
	
	
	

	22.
Did the DMESR1 have firm control of engineering aspects?
	
	
	

	23.
Did the DMESR1 receive sound support from the ME Duty Watch?
	
	
	

	24.
Were a comprehensive set of check off cards/aides memoire provided and used?
	
	
	

	25.
Were smoke boundaries established, effectively maintained and boundaries broadcast?
	
	
	

	26.
Was the incident effectively controlled from HQ1?
	
	
	


	Comments:



	6.  COMMAND AND CONTROL
	YES
	NO
	RMKS

	1.
Did the control position have satisfactory incident boards, system drawings and communications?
	
	
	

	2.
Was a satisfactory communication link established between HQ1 and the FCP?
	
	
	

	3.
Was there a good flow of information into the control position at all stages?
	
	
	

	4.
Were Kill Cards available and used?
	
	
	

	5.
Was the incident picture well kept?
	
	
	

	6.
Did the OOD de-brief the person finding the fire?
	
	
	

	7.
Was an alternative control position considered if required?
	
	
	

	8.
Did the leader of the Main Group:
	
	
	

	a.
Quickly establish a FCP?
	
	
	

	b.
Visit the scene of the incident?
	
	
	

	c.
Take charge of the Main Group?
	
	
	

	d.
Keep the OOD informed of progress?
	
	
	

	e.
Establish boundary cooling in the immediate area?
	
	
	

	f.
Take charge of re-entry rigging?
	
	
	

	g.
Have sufficient ship CBRNDC knowledge?
	
	
	

	h.
Have sufficient fixed firefighting system knowledge?
	
	
	

	9.
Was there an organisation for accounting for personnel and did it work effectively?
	
	
	

	10.
Were spare hands organised into a ready pool of manpower?
	
	
	

	11.
Was a BA dump established?
	
	
	

	12.
Was the location of the BA dump broadcast?
	
	
	

	13.
Did the QM have a clear and precise set of fire orders and were they displayed?
	
	
	

	14.
Did the OOD broadcast ‘Continue the rolling attack’ if it was appropriate?
	
	
	

	15.
Were the relevant authorities and adjacent ships informed?
	
	
	

	16.
Was the sound powered telephone run to the I/C FCP?
	
	
	

	17.
Did the OOD broadcast SITREPS?
	
	
	

	18.
Was access/egress from the ship controlled by the QM?
	
	
	

	19.
Was there a clearly marked area at the foot of the brow for FRS vehicles?
	
	
	

	20.
Was the FRS OIC escorted to the OOD on arrival?
	
	
	

	21.
Was the FRS OIC briefed on the nature of the incident by the OOD?
	
	
	

	22.
Were FRS responsibilities agreed, clearly recorded and the Ship’s Company informed?
	
	
	

	23.
Was the FRS route to the FCP agreed between the OOD and FRS OIC and then identified by guideline/sound-powered telephone?
	
	
	

	24.
Was good communication and liaison with the FRS established at HQ1 and the FCP?
	
	
	

	25.
FRS liaison; did the OOD:
	
	
	

	a.
Provide an effective briefing?
	
	
	

	b.
Give hazard status and effort to date?
	
	
	

	c.
Report on casualties or missing personnel?
	
	
	

	d.
Report on the extent and implications of the incident?
	
	
	

	e.
Advise the FRS that the OOD retains responsibility for safety?
	
	
	

	f.
Understand that the FRS would establish an FCP in clean and not necessarily fresh air?
	
	
	


	6.  COMMAND AND CONTROL (Cont’d)
	YES
	NO
	RMKS

	26.
Was a logistics brief convened in HQ1 with I/Cs of groups to agree the re-entry procedures and did it include:
	
	
	

	a.
Method of re-entry and route?
	
	
	

	b.
Effects of rolling smoke boundary?
	
	
	

	c.
Method of roulement of teams?
	
	
	

	d.
Re-charging procedures?
	
	
	

	e.
Firefighting arrangements, including positioning of hoses and AFFF dumps/re-supply?
	
	
	

	f.
Personnel requirements for re-entry teams?
	
	
	

	g.
Area to brief teams?
	
	
	

	h.
Miscellaneous equipment requirements, eg ladders, lamps?
	
	
	

	27.
Did the OOD:
	
	
	

	a.
Emergency clear lower deck?
	
	
	

	b.
Have sufficient ship CBRNDC knowledge?
	
	
	

	c.
Have a clear picture of the incident?
	
	
	

	d.
Make use of advice from technical Senior Rates?
	
	
	

	e.
Consider control and allocation of additional manpower?
	
	
	

	f.
Make sufficient situation reports to personnel?
	
	
	

	g.
Take positive control and firmly coordinate effort?
	
	
	

	28.
Did the OOD understand the latest Navy Lessons and Incident Management System (NLIMS) procedures?
	
	
	

	29.
Were the following considered:
	
	
	

	a.
Stability?
	
	
	

	b.
Magazines?
	
	
	

	c.
Liaison?
	
	
	

	d.
Gas bottle stowages?
	
	
	

	e.
Fuel tanks?
	
	
	

	Comments:
Use the reverse of this sheet for additional or amplifying comments


	Comments (Cont’d):



	7.  CONTAINMENT
	YES
	NO
	RMKS

	1.
Was there an organisation for containing the fire?
	
	
	

	2.
Were all vent flaps to the compartment closed?
	
	
	

	3.
Were all adjacent compartments opened and searched?
	
	
	

	4.
Was boundary cooling quickly established on the primary/high risk boundaries?
	
	
	

	5.
Did the Boundary Coolers know their task and were they briefed?
	
	
	

	6.
Were Boundary Coolers aware of precautions of spraying live electrical equipment?
	
	
	

	7.
Were electrical equipments and running machinery protected against water?
	
	
	

	8.
Were Deck Managers used and were they effective?
	
	
	

	9.
Did the I/C provide effective control of boundary coolers and Deck Managers?
	
	
	

	10.
Was there an efficient keys organisation?
	
	
	

	11.
Was the OOD kept well informed on the status of containment?
	
	
	

	12.
Was full containment achieved?
	
	
	

	13.
Was a Temperature Monitoring System (TMS) available to the OOD?
	
	
	

	14.
Were magnetic thermometers deployed quickly and effectively monitored?
	
	
	

	15.
Was the TMS effective?
	
	
	

	16.
Were DC/containment bags available?
	
	
	

	17.
Was there a good flow of information between Containment HQ and HQ1?
	
	
	

	18.
Was Containment SOP available detailing information on MMSs, Galley etc?
	
	
	

	Comments:
Use the reverse of this sheet for additional or amplifying comments


	Comments (Cont’d):



	8.  MEDICAL
	YES
	NO
	RMKS

	1.
Was the casualty removed from the incident scene safely and effectively?
	
	
	

	2.
Where possible were casualties debriefed?
	
	
	

	3.
Were casualties removed to a place of safety?
	
	
	

	4.
Did the Ship’s Company render first aid?
	
	
	

	5.
Was there a qualified First Aider in the Duty Watch?
	
	
	

	6.
Did the Duty First Aider (DFA) have any other tasks within the Duty Watch organisation?
	
	
	

	7.
Did Loud Vocal Alarms include casualties?
	
	
	

	8.
Did the DFA go immediately to the FCP to await casualties?
	
	
	

	9.
Was the DFA correctly dressed and carry the correct equipment?
	
	
	

	10.
Did the DFA debrief casualties and disseminate the information appropriately?
	
	
	

	11.
Was the DFA casualty care safe and effective?
	
	
	

	12.
Did the DFA receive assistance?
	
	
	

	13.
Was the DFA able to gain access to the Sick Bay/Medical Positions?
	
	
	

	14.
Did the DFA know how to obtain and administer Entonox?
	
	
	

	15.
Did the OOD know how to obtain and administer Entonox?
	
	
	

	16.
Were casualty handling techniques safe and effective?
	
	
	

	17.
Were stretchers used correctly?
	
	
	

	18.
Was the OOD kept informed of the casualty state?
	
	
	

	19.
Was professional medical assistance requested?
	
	
	

	20.
Was casualty documentation timely and accurate?
	
	
	

	21.
Where applicable, was the Medical Department correctly secured after use?
	
	
	

	Comments:
Use the reverse of this sheet for additional or amplifying comments


	Comments (Cont’d):
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