When Strength of an Idea Overcomes ORM

By LCdr. Brent Tornga, EA-6B
My squadron, VAQ-130 from NAS Whidbey Island, not normally on the rotation to deploy to Marine Corps Air Station Iwakuni, Japan, had been in the area for nearly a month. After a trans-Pac, a few growing pains getting set up, and exposure to a new operating environment, the squadron had settled in. Flight Ops were not yet routine, but we had started figuring out 1801s instead of DD-175s, local stereo routes, and working through communication barriers with foreign controllers. As the ASO, I had just conducted a Safety Stand-down the day before and our CO had stressed the point of not becoming complacent. “We have been here for a month now. This is not the time to let your guard down. Stay focused on the mission at hand” he said in his opening remarks.

After the SSD, the squadron officers were hosting an all khaki barbeque and several officers went straight to preparing for the nights event. I left the auditorium and returned to the squadron to put away my computer and review the stand-down muster sheets. On my way out the door I checked the next day’s flight schedule, noting my brief time, event, and working area for the next morning. I was scheduled in the back seat of dash two for a Prowler section SEAD mission in a South East Japan restricted area, R565, otherwise know as L2. The lead aircraft was comprised of a junior pilot and squadron schedule writer who was working toward a level III mission commander qual; the squadron OpsO and mission instructor in ECMO 1; the NATOPS officer; and another backseat ECMO. Dash two’s crew makeup included the pilot, another schedule writer; a senior LT ECMO 1; myself, the Safety Officer in ECMO 2; and another junior backseat ECMO.

The lead pilot and briefer prepared for the mission in advance by referencing our weekly schedule, planning a reactive SEAD mission in the R134 as the weekly schedule indicated. Mission cards were prepared, a briefing board was drawn up, and the mission was briefed per his plan. A cursory weather brief was conducted initially with weather not being a factor for the working area briefed. The dash one was discussed at the end of the mission brief. No remarkable weather was noted but the wrong working area was annotated on the dash one. This should have been our first clue that something was amiss but we dismissed it as a mistake from the weather office.

The two crews walked to the jets and prepared for a normal taxi and takeoff. As everyone was strapping in and starting engines, the lead ECMO 1 requested clearance and was read back a stereo route to the wrong working area, the same area annotated on the dash one. As I copied the clearance, I remember it not making sense for where we were going. No problem. ECMO 1 called dispatch and changed our clearance to the stereo route that would take us to the right working area, at least in all eight of our minds. This should have been our second clue something was amiss, but again we dismissed it, this time, as a base ops type-o.

After the weather brief and clearance was straightened out, we took off utilizing a ten second runner, joined, and proceeded to the R134, an area northwest of Iwakuni.

ECMO 1, the mission instructor in the lead aircraft, and I had worked out our responsibilities to facilitate the scenarios and test the training objectives for the flight. Typical learning points were made. There were a few alibis but overall, the flight and recovery were unremarkable.

When back on deck, the OpsO wanted an answer as to why the weather brief and clearance were not correct so that it would not happen again. A copy of the flight and range schedules quickly revealed the answers. We, all eight of us, had briefed and flown the entire event in the wrong area! Even though the weekly schedule, that was used to plan the mission from, indicated R134, both the daily flight and range schedules indicated the R565 (L2). As the OpsO announced the news at the intro of the debrief, all involved were shocked. With dumbfounded faces, we all looked at each other with blank stares and wide eyes. With so many aircrew to back each other up, emphasis from the Skipper about not becoming complacent, and at least a couple indicators that something was not quite right, how could this happen?

This incident perfectly supports the Swiss Cheese Model. What were some of the factors? An all khaki event the night before (perhaps fatigue, lack of sleep, dehydration), planning from the weekly vice daily flight schedule, an early brief, strength of an idea, assuming that it can’t be us it’s the other guys, in this case the weather office and base ops that were at fault are but a few. The biggest perhaps is complacency. The mission commander in the other jet and my self, being department heads with several years of flying experience have never been involved in something like this and were personally and professionally embarrassed. We are all fortunate to be alive and still flying; that no one was flight violated or worse, involved in a midair collision. As it turns out, the squadron that owned the airspace did not use it and weren’t flying that day due to other operational commitments. Everyone makes mistakes, this one still fresh in my mind, will likely stay there for quite some time. Even though only a short time has passed, I am still baffled that eight aircrew could allow this to happen especially with so many indicators. Use our mistake, learn from it, and don’t allow strength of an idea or complacency strike you.
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