


By LCdr. Magnus Leslie

very four years, naval aviators, flight offi-
cers, and aircrewmen have the distinct 
pleasure of attending naval aviation survival 
training and physiology (aka “swim-phys”). 
A few things may have changed in the cur-

riculum since the last time you attended, but you can 
count on two certainties. 

First, you will be seated, strapped, or hung into 
myriad devices designed to drown you. Second, you will 
be herded into a large metal cylinder with a latex glove 
hanging from the overhead. The air then will be sucked 
out of the cylinder until you turn blue in the face, forget 
the answers to third-grade math problems, and turn 
giddy with laughter because the fool seated next to you 
keeps screwing up “patty-cake.”   

Our reward for begrudgingly undergoing such abuse 
is a magical rubber stamp in our NATOPS jacket that 
deems us qualified to fly for another four years. Accord-
ing to my records, I was good to go for another two 
years, but I guess my chamber qual expired early.

My C-130 crew was midway through our detach-
ment. After two weeks in theater, we had settled into 
the repetitive grind of flying the daily double-shuttle 
to Fujairah and back. The aircraft had been holding 
up well, with only a couple outstanding gripes. One 
of these involved the pressurization system, which 
had difficulty regulating in the automatic mode. The 
flight engineer (FE) needed to manually control the 
pressurization to keep the cabin altitude within limits. 
This known discrepancy had existed for several weeks 
on the aircraft, despite maintenance’s best efforts to 
troubleshoot the system. The replacement of multiple 
regulators, controllers and valves, as dictated in the 
maintenance manuals, did little to correct the prob-
lem. Fortunately, both crews on our detachment were 

comfortable flying the aircraft in the manual-pressur-
ization mode. 

On this morning, we enjoyed a typical, unevent-
ful flight to Fujairah. We delivered our cargo and then 
uploaded four pallets for the return leg to Bahrain. As 
we climbed out and completed the after-takeoff check-
list, the FE adjusted the pressurization controller to a 
comfortable 1,500-fpm rate. This setting would keep 
us adequately pressurized on our way up to our planned 
cruising level of FL220, or so we thought. Passing 
10,000 feet, we verified the cabin altitude in accordance 
with SOP. The cabin altimeter read 3,000 feet, and 
the pressure controller still reflected a constant 1,500-
fpm rate that matched up well with our loaded Herc’s 
anemic rate of climb. 

Several minutes later, the cockpit silence was 
broken by the FE calling over ICS, “Everyone, go on 
oxygen!” 

The copilot and I reached back and grabbed our 
quick-don oxygen masks. We managed to shoot a quiz-
zical glance back at the FE, and we instinctively looked 
for signs of smoke or fumes. 

The FE pointed to the cabin altimeter and simply 
said, “Cabin altitude.” 

The altimeter read about 16,000 feet, as we 
climbed through FL190. The crew checked in over 
the ICS on oxygen, and the FE worked to regain 
control of the cabin pressurization. Within a matter 
of minutes, the cabin altitude returned to normal. 
We removed our masks and continued on to Bahrain 
without further incident.

On the way back, we felt obligated to look a little 
more closely at the chain of events. How did we get 
into this situation? On the positive side, once the 
malfunction was realized, effective crew-resource 
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management prevented further deterioration. The FE 
communicated an instantaneous and assertive state-
ment, which got us all on oxygen. This action bought 
the crew critical time and restored our cognitive abil-
ity to troubleshoot the malfunction and complete the 
NATOPS procedures.

Everything was normal at 10,000 feet, our standard 
pressurization checkpoint. So, why did the FE again 
look at the cabin altimeter? As it turns out, the engineer 
felt tingling in his fingers. Individuals may experience 
different symptoms when exposed to a hypoxic environ-
ment. In retrospect, I remember thinking on climb-out 
how tired and somewhat dehydrated I felt. I dismissed 
it, though, considering the early morning brief, coupled 
with the exhausting summer heat in the Gulf. Both are 
symptoms I experienced on a high-altitude chamber 
ride. I made an incorrect assumption and dismissed 
potential cues that quickly could have alerted us to the 
runaway-pressure controller.

We had succumbed to a degree of complacency as 
we flew the same repetitive and mundane mission day 
in and day out. The aircraft also had a known outstand-
ing pressurization gripe we had gotten used to. We had 
stopped considering the potential hazards involved with 
that system. Why not pay more attention to the cabin 

altimeter throughout our climb profile with a known 
bad pressure controller? We checked it after takeoff 
and again passing 10,000 feet, but because everything 
appeared normal on those checks, we didn’t give it 
another look, despite the remaining 12,000 feet of climb 
to reach our cruising altitude. It all seems foolish, as I 
look back on it now.

We discussed the events with the other crew and 
learned they had experienced an instance several days 
before of the pressure controller suddenly initiating a 
1,000-fpm rate-of-climb while level at cruising altitude. 
Because the controller already was written up, a new 
MAF was not initiated. Perhaps they should have gener-
ated an amended MAF or info-only MAF. At the very 
least, it certainly was information that our crews should 
have had.

At first glance, this was a mundane emergency our 
crew handled promptly. I hesitate to even use the term 
“emergency.” I also hesitated to submit an article relat-
ing our experience. I think we all can see how these 
minor instances can help illuminate underlying issues 
that might lead to bigger problems. Perhaps the lessons 
we gleaned from this simple logistics flight helped us 
avert a bigger disaster.   

LCdr. Leslie flies with VR-62.

Several minutes later, the cockpit silence was broken by 
the FE calling over ICS, “Everyone, go on oxygen!” 
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Understand the Process
By Ted Wirginis

 
year ago the Naval Safety Center published 
a magazine called ORM, the Essentials. In 
it we outlined where we want ORM to be 
in our Navy culture. We stated, “We want 
everyone to understand risk management. 

We want them to know how to apply the principles and 
the process at the right level in their specific tasks and 
activities, on and off duty. We need every Sailor and 
Marine to understand every death on the highway robs 
us of a vital part of our team, every bit as much as a loss 
in combat.”  Since then we have not progressed very far 
in teaching and training to the application and integra-
tion of organizational and individual risk management.

To get where we want to be, we need to under-
stand how ORM fits into our daily lives. This is the first 
article in a series to help you get a better understanding 
of ORM and how it applies to you, and will concentrate 
on the three levels of ORM.

A review of the attached figure shows the three 
levels of ORM are defined by time. 

• If you have very limited or no time to plan and 
you are in the execution phase of the event or task, you 
are at the time-critical level of ORM. 

• If you have plenty of time to plan, to get the right 
answer, you are in the in-depth level of ORM. 

• The deliberate level lies between the two other 
levels, when we don’t have unlimited time, yet we need 
to get the best answer. 

We depict those levels in the shaded gradient because 
there are no definitive lines between the levels. You flow 
from one level to another as you approach the task or 
event. However, most of the time we are in the doing or 
execution phase which is at the time-critical level.

Why is it important to understand the three levels of 
ORM? Because each level plays a role in improving your 

chance of a successful mission.  The controls developed 
from one level become resources for the next. It’s impor-
tant to know we have resources to tap into to accomplish 
our job or mission during its execution. These resources 
make it easier to do our job, and help us catch errors that 
have consequences detrimental to task or mission success. 

The resources are broadly categorized into the 
following:

• Policies, procedures, and routines such as 
general orders, SOPs and guides. These resources speed 
up decision making and increase predictability through 
standardized operations.

• Checklists and job aids such as instructions and 
MIMs. These resources decrease potential for error and 
improve coordination. 

• Automation such as alarms, warning lights, auto 
door locks, autopilots and seat-belt warning provide 
another opportunity to reduce risk by providing faster 
interpretation of information, process of information, 
provide warnings and distribute the workload. 

• Briefings and external resources transfer situ-
ational awareness from a supervisor, shipmate, briefer or 
crewmember. These resources increases predictability 
and create expectations.

• Knowledge, skills and techniques such as 
training, practice and drills. These resources are 
brought by the individual to the task or mission. In 
addition to helping us do a particular task, knowledge 
and skills improve situational awareness. 

The attached figure includes additional resources 
that are familiar to you. 

You can draw on the resources created by you or 
others in the in-depth and deliberate levels as you 
execute the task or mission. Resources help us to be 
more effective and successful.
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A leader makes sure the doers have the resources to 
do their jobs. Integrating ORM into your organization 
requires a full review of those resources and their cur-
rent applicability. If we expect our skills to catch errors 
and complete the task or mission, we need to make sure 
it is current, effective and relevant.

If you think of risk management as a tactic that 
enhances mission accomplishment, you can see that we 
use it daily, normally without giving it much thought. This 
behavior, unfortunately, has not guaranteed our success. 

Why? Do we have a problem with managing risk? No. 
Over the years we have developed these types of resources 
on the job to improve mission effectiveness and reduce 
risk. The simple truth is, these resources work equally well 
when applied to daily life.  This is an important realiza-
tion when we consider the magnitude of injury and death 
that occurs off duty.  Our goal in this series is to give you a 
better understanding of ORM, its applicability, and use in 
our daily lives; both on duty and off duty.    

Mr. Wirginis is the ORM manager with the Naval Safety Center.
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Please send your questions, comments or recommendations to:	Cdr. Allen McCoy, Code 16
	 Naval Safety Center
	 375 A St., Norfolk, VA 23411-4399
	 (757) 444-3520, ext. 7266 (DSN-564)
	 E-mail: allen.mccoy@navy.mil



“As we approach mid-deployment, everyone 
has their routines down. Aircrews preflight the 
same aircraft over and over. Do you preflight 
the same aircraft as well the next day as you did 
the day before? Do you regripe malfunctioning 
equipment or update the in-process MAF? There 
are many small indicators of complacency that 
collectively have a much greater meaning.

“Combating complacency is a difficult challenge 
and we have found that aircrew and maintainers 
alike want variation.”

—From a VP-1 Orion Safety Gram, February 2008




