From: Mailroom [mailto:PTCDECISIONAGENT@PTSC.PENTAGON.MIL]

Posted At: Tuesday, March 16, 2004 08:00

Posted To: INTEREST

Conversation: AFLOAT NEAR MISS MISHAP REPORT (MR) (REPORT SYMBOL OPNAV

5102-6)

Subject: AFLOAT NEAR MISS MISHAP REPORT (MR) (REPORT SYMBOL OPNAV

5102-6)

Importance: Low
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FROM PLA: COMNAVSAFECEN NORFOLK VA

FROM D/N: C:US,O:U.S. Government,OU:DoD,OU:Navy,OU:Organizations(uc),

   L:Virginia,L:NORFOLK,OU:COMNAVSAFECEN NORFOLK VA(uc)

SUBJECT: AFLOAT NEAR MISS MISHAP REPORT (MR) (REPORT SYMBOL OPNAV 5102-6)

TEXT:

UNCLASSIFIED//FOR OFFICIAL USE ONLY,LIMITED DISTRIBUTION.

PASS TO OFFICE CODES:

TO ALL SURFACE PRIVILEGED

PRECOMUNIT SAN ANTONIO

PRECOMUNIT JAMES E WILLIAMS

INFO AFLOATRAGRUPAC PACNORWEST DET//SAFETY//

BUMED WASHINGTON DC//MED242/M3M4//

CENNAVENGINEERING NORFOLK VA//N00/N7//

CENSURFOPS SAN DIEGO CA//00//

CHET MAYPORT FL//SAFETY//

CHET PASCAGOULA MS//SAFETY//

CHET PEARL HARBOR HI//SAFETY//

CHET SAN DIEGO CA//SAFETY//

CHET YOKOSUKA JA//SAFETY//

CMC WASHINGTON DC//SD//

COMAFLOATRAGRU ATLANTIC NORFOLK VA//00/DOT/N80/N81/N82//

COMAFLOATRAGRU INGLESIDE TX//SAFETY//

COMAFLOATRAGRU MAYPORT FL//SAFETY//

COMAFLOATRAGRU NORFOLK VA//SAFETY//

COMAFLOATRAGRUMIDPAC PEARL HARBOR HI//SAFETY//

COMAFLOATRAGRUPAC SAN DIEGO CA//N311/N42//

COMAFLOATRAGRUWESTPAC YOKOSUKA JA//SAFETY//

COMCOGARD MLC LANT NORFOLK VA//-K/KSE//

COMDT COGARD WASHINGTON DC//G-WKS//

COMLANTAREA COGARD PORTSMOUTH VA//AOFC//

COMNASSTRKGRU

COMNAVSEASYSCOM WASHINGTON DC//04RS/03//

COMNIMSTRKGRU

COMOPTEVFOR NORFOLK VA//00//

COMPACAREA COGARD ALAMEDA CA//POFC//

COMSAISTRKGRU

FLETRACEN MAYPORT FL//N5//

FLETRACEN NORFOLK VA//N3/N33/N35//

FLETRACEN SAN DIEGO CA//SAFETY//

FTSCLANT DET MAYPORT FL//00//

FTSCLANT DET NAPLES IT//00//

FTSCLANT DET NEW LONDON CT//00//

FTSCLANT NORFOLK VA//00/XO/4200/4300//

FTSCPAC DET EVERETT WA//OIC//

FTSCPAC DET PEARL HARBOR HI//OIC//

FTSCPAC DET SASEBO JA//OIC//

FTSCPAC DET SINGAPORE SN//OIC//

FTSCPAC DET YOKOSUKA JA//OIC//

HAWAII RMC PEARL HARBOR HI//00//

MINEWARTRACEN INGLESIDE TX//SAFETY//

NAVENPVNTMEDU FIVE SAN DIEGO CA//IH//

NAVENPVNTMEDU SEVEN SIGONELLA IT//IH//

NAVENPVNTMEDU SIX PEARL HARBOR HI//IH//

NAVENPVNTMEDU TWO NORFOLK VA//IH//

NAVENVIRHLTHCEN PORTSMOUTH VA//AFLOAT-SAFETY//

NAVHOSP PENSACOLA FL//081//

NAVPERSDEVCOM NORFOLK VA//N00X//

NAVSHIPREPFAC DET SASEBO JA//SAFETY//

NAVSHIPREPFAC YOKOSUKA JA//120/100/210/330/390/400//

NAVSHIPYD AND IMF PEARL HARBOR HI//SAFETY//

NAVSHIPYD AND IMF PUGET SOUND WA//SAFETY//

NAVSHIPYD NORFOLK VA//SAFETY//

NAVSHIPYD PORTSMOUTH NH//SAFETY//

NAVSUPPACT PANAMA CITY FL//00//

NAVSURFWARCEN DET NORFOLK VA//231/SAFETY//

NAVSURFWARCEN PANAMA CITY FL//5110//

NAVSURFWARCEN SHIPSYSENGSTA PHILADELPHIA PA//042/621/9716//

NROTCU PHILADELPHIA PA//20V//

RSO SAN DIEGO CA//SAFETY//

SERVSCOLCOM GREAT LAKES IL//18/29//

SIMA MAYPORT FL//04//

SIMA NORFOLK VA//00/01/03/06//

SIMA NRMF INGLESIDE TX//SAFETY//

SIMA PASCAGOULA MS//SAFETY//

SOUTH CENTRAL RMC INGLESIDE TX//N3//

SOUTHWEST RMC SAN DIEGO CA//CDU/FTSCPAC/SIMA/SAFETY//

SUPSHIP BATH ME//SAFETY//

SUPSHIP GULF COAST MS//SAFETY//

SUPSHIP JACKSONVILLE DET INGLESIDE TX//100/200/600//

SUPSHIP JACKSONVILLE FL//SAFETY//

SUPSHIP NEWPORT NEWS VA//C140//

SUPSHIP PORTSMOUTH DET COLTS NECK NJ//100/210//

SUPSHIP PORTSMOUTH VA//SAFETY//

SUPSHIP PUGET SOUND WA//SAFETY//

SUPSHIP SAN DIEGO CA//SAFETY//

USNA ANNAPOLIS MD//SEANAV//

R 121358Z MAR 04 PSN 841721I23

FM USS JOHN F KENNEDY

TO RUCOPAW/COMNAVSAFECEN NORFOLK VA//30/50/054//

INFO RUCOSSA/COMNAVAIRLANT NORFOLK VA//N45//

RHBVJFK/USS JOHN F KENNEDY

RUCOAIK/NAVSHIPYD NORFOLK VA//282//

BT

UNCLAS FOUO //N05102//

***THIS IS A 2 SECTION MESSAGE COLLATED BY DMDS***

THIS IS A PRIVILEGED, CONTROLLED DISTRIBUTION, SAFETY MISHAP 

REPORT.  UNAUTHORIZED DISCLOSURE OF THE INFORMATION IN THIS 

REPORT BY MILITARY PERSONNEL IS A CRIMINAL OFFENSE PUNISHABLE 

UNDER ARTICLE 92, UNIFORM CODE OF MILITARY JUSTICE.  

UNAUTHORIZED DISCLOSURE OF THE INFORMATION IN THIS REPORT BY 

CIVILIAN PERSONNEL WILL SUBJECT THEM TO DISCIPLINARY ACTION 

UNDER CIVILIAN PERSONNEL INSTRUCTION 752.  SEE CHAPTER A6 OF 

OPNAVINST 5100.19D CH-1 FOR RESTRICTIONS.//

MSGID/GENADMIN/USS JOHN F KENNEDY/04/MAR//

SUBJ/AFLOAT NEAR MISHAP REPORT (MR) (REPORT SYMBOL 

/OPNAV 5102-6)//

REF/A/DOC/CNO/30AUG2001//

AMPN/REF A IS OPNAVINST 5100.19D CH-1, NAVOSH PROGRAM MANUAL FOR

FORCES AFLOAT.//

POC/G.V. MILOWICKI/CDR/03367/LOC:NS MAYPORT, FL

/EMAIL:MILOWIGV(AT)KENNEDY.NAVY.MIL TEL: DSN 960-5826//

RMKS/ALPHA (NON-PRIVILEGED):

1.  UIC: 03367

2.  HULL NUMBER: CV 67

3.  TYPE OF MISHAP:  NEAR MISS ASPHYXIATION MISHAP

4.  LOCAL TIME AND DATE OF NEAR MISHAP:  1500, 23 FEB 2003

5.  GEOGRAPHIC LOCATION:  JACKSONVILLE OPERATING AREAS

6.  WEATHER CONDITIONS:  PARTLY CLOUDY

7.  LOCATION WHERE MISHAP OCCURRED:  CREW BERTHING (3-48-1-L),

STOREROOM (4-48-5-A)

8.  SHIP'S EVOLUTION AT THE TIME OF NEAR MISHAP:  COMPTUEX

9.  SEA STATE AND DIRECTION: SEA STATE 2, WIND 180 TRUE

10. SHIP'S EMPLOYMENT:  INDEPENDENT STEAMING

11. PAYLOAD (LCAC ONLY):  N/A

12. RISK ASSESSMENT CODE (RAC):  N/A

BRAVO (NON-PRIVILEGED):  N/A

CHARLIE (NON-PRIVILEGED):  N/A

DELTA:  NARRATIVE (PRIVILEGED-CONTAINS THE COMMAND'S 

DELIBERATIVE EVALUATION.)

1.  CHAIN OF EVENTS LEADING UP TO, THROUGH, AND AFTER THE NEAR 

MISHAP:  AT APPROXIMATELY 1500 ON 23 FEB 2004, THE DIVISIONAL 

SAFETY PETTY OFFICER FOR THE OPERATIONS DEPARTMENT DIVISION 

LIVING IN THE BERTHING COMPARTMENT CAME TO THE SAFETY DEPARTMENT 

REPORTING THAT HE AND HIS SHIPMATES WERE HAVING DIFFICULTY 

BREATHING IN THEIR BERTHING COMPARTMENT (3-48-1-L).

    THE INDUSTRIAL HYGIENE OFFICER (IHO) WENT WITH THE SAFETY 

PETTY OFFICER TO INVESTIGATE THE COMPLAINT.  SEVERAL SAILORS 

LIVING IN THE BERTHING TOLD THE IHO THE ATMOSPHERE HAD BECOME 

NOTICEABLY WORSE IN RECENT DAYS.  NEARLY ALL THOSE LIVING IN THE 

BERTHING WERE REPORTING SIMILAR SYMPTOMS INCLUDING DIFFICULTY 

BREATHING, COLD SYMPTOMS, AND THROAT IRRITATION.

    THE IHO ALSO INVESTIGATED THE STOREROOM LOCATED BELOW THE 

BERTHING COMPARTMENT.  A SAILOR WORKING IN THE STOREROOM 

DESCRIBED HAVING EXPERIENCED THE SAME SYMPTOMS AS THE SAILORS 

LIVING IN THE BERTHING COMPARTMENT.  HOWEVER, SHE NEVER REPORTED 

IT TO ANYONE, STATING THAT HER SYMPTOMS WOULD SUBSIDE SHORTLY 

AFTER VACATING THE SPACE.

    AFTER ABOUT 15 MINUTES IN THE SPACES, THE IHO KNEW SOMETHING 

WAS NOT RIGHT WHEN SHE STARTED TO EXPERIENCE SOME DIZZINESS AND 

TIGHTNESS IN THE CHEST, HAVING DIFFICULTY BREATHING HERSELF.  

SHE CALLED UPON THE SHIP'S FIRE MARSHAL AND DAMAGE CONTROL CHIEF 

PETTY OFFICER FOR ASSISTANCE.  THE DCC ARRIVED ON THE SCENE.  HE 

AND THE IHO IMMEDIATELY WENT TO THE BERTHING COMPARTMENT TO 

CONDUCT GAS FREE ENGINEERING TESTING.

    IMMEDIATELY UPON ENTERING THROUGH THE SCUTTLE (MATERIAL 

CONDITION MODIFIED ZEBRA WAS SET WITH THE WTH CLOSED AND QUICK-

ACTING ESCAPE SCUTTLE (QAES) OPEN) INTO THE PASSAGEWAY OUTSIDE 

THE BERTHING ENTRANCE, THE FOUR-GAS ANALYZER ALARMED INDICATING 

LOW OXYGEN (16.5%) AND HIGH CARBON MONOXIDE (17 PPM).  THE IHO 

AND DCC IMMEDIATELY EVACUATED THE BERTHING COMPARTMENT OCCUPANTS 

AND STOREROOM CLERK FROM THE SPACES.  THE FIRE MARSHAL AND DCA 

STARTED VENTILATION INTO THE BERTHING COMPARTMENT WITH A BOX FAN 

OVER THE ESCAPE SCUTTLE (2-57-3) TO BRING IN FRESH AIR AND FORCE 

OUT THE OLD, STAGNANT AIR.  ATMOSPHERIC TEST RESULTS FOR THE 

BERTHING COMPARTMENT RETURNED TO NORMAL WITHIN 15 MINUTES.

    ONCE THE PASSAGEWAY AND BERTHING COMPARTMENT READINGS 

RETURNED TO NORMAL, THE STOREROOM ATMOSPHERE WAS TESTED.  THE 

RESULTS WERE SIMILAR TO THE BERTHING/PASSAGEWAY READINGS (OXYGEN 

16.9% AND CARBON MONOXIDE 15 PPM).  THE STOREROOM WAS THEN 

ALLOWED TO VENTILATE WITH THE WTH OPEN UNTIL OXYGEN AND CARBON 

MONOXIDE LEVELS RETURNED TO ACCEPTABLE LIMITS.

    THE EXECUTIVE OFFICER, SAFETY OFFICER, DAMAGE CONTROL 

ASSISTANT, IHO, FIRE MARSHAL, AND DCC THEN PROCEEDED INTO THE 

BERTHING COMPARTMENT TO INVESTIGATE WHY THE OXYGEN LEVEL WAS LOW 

AND CARBON MONOXIDE LEVEL WAS HIGH.  THE ELEVATED CARBON 

MONOXIDE READING WAS PARTICULARLY PERPLEXING AS THERE WAS NO 

OBVIOUS SOURCE FOR THE GAS--TYPICALLY A PRODUCT OF INCOMPLETE 

COMBUSTION--TO HAVE ACCUMULATED IN THE SPACE.

    AFTER THOROUGHLY EXAMINING THE BERTHING COMPARTMENT, THE 

INVESTIGATORS CAME TO THE CONCLUSION THAT THERE WAS NO SUPPLY OR 

EXHAUST VENTILATION IN THE BERTHING COMPARTMENT AT ALL.  ONLY 

RECIRCULATION VENTILATION AND COOLING FROM THE INSTALLED FAN AND 

COOLING COIL UNIT WAS OPERATING.  THERE WAS NO AVAILABLE PATH TO 

SUPPLY FRESH AIR AND EXHAUST USED AIR.  THE COMPARTMENT ITSELF 

HAD FALSE BULKHEADS THAT WERE SEALED TIGHTLY WITH NO CUTOUTS 

PROVIDED FOR NATURAL EXHAUST AIR FLOW.  CONSEQUENTLY, THE 38 

PEOPLE IN THE BERTHING COMPARTMENT HAD BEEN BREATHING THE SAME 

STALE, RECIRCULATED AIR AT LEAST SINCE THE BEGINNING OF THE 

UNDERWAY PERIOD FOUR DAYS EARLIER.  THIS APPARENTLY RESULTED IN 

GRADUAL DEPLETION OF THE OXYGEN AND BUILD UP OF OTHER 

UNDESIRABLE GASES SUCH AS CARBON MONOXIDE.

    THE ADJACENT SUPPLY STOREROOM ONE DECK BELOW IS AN ISOLATED 

SPACE AND HAS NO INSTALLED SUPPLY, EXHAUST, OR RECIRCULATION 

VENTILATION AT ALL.  WHEN THE WTH IS SHUT, THE AIR IN THE SPACE 

GOES COMPLETELY STAGNANT.  THE DC PLATES AND DC BOOK INDICATE 

THAT THE BERTHING COMPARTMENT SHOULD HAVE SUPPLY VENTILATION 

ORIGINATING FROM THE 02-51-1-Q FAN ROOM.  THE DC PLATES AND DC 

BOOK ALSO INDICATE THE BERTHING COMPARTMENT SHOULD NOT CONTAIN 

INSTALLED RECIRCULATION VENTILATION.  THE DC BOOK TURNED OUT TO 

BE CORRECT FOR THE SUPPLY VENTILATION, AND INCORRECT FOR THE 

RECIRCULATION VENTILATION.

    AFTER PULLING INTO PORT, REPRESENTATIVES FROM SUPSHIP 

JACKSONVILLE LOCATED A 6-INCH SUPPLY VENTILATION PIPE THAT HAD 

BEEN SEALED OFF COMPLETELY WITH A STANDARD DAMAGE CONTROL 

CONICAL WOODEN PLUG AND THEN PAINTED OVER WITH THE REST OF THE 

SPACE.  EITHER A CONTRACTOR OR A SAILOR HAD DELIBERATELY SEALED 

OFF THIS DUCT WITH THE DC PLUG FOR SOME UNKNOWN REASON.  A 

SHIP'S FORCE DAMAGE CONTROLMAN REMOVED THE PLUG, AND THEN THE 

DCA AND FIRE MARSHALL FOUND AND STARTED THE APPROPRIATE 

VENTILATION FAN.  THE FAN WAS LOCATED WHERE IT WAS SUPPOSED TO 

BE IN THE 02 LEVEL FAN ROOM, FOUR DECKS ABOVE.  THE CONTROLLER 

WAS LOCATED ON THE 03 LEVEL BY WARDROOM ONE, FIVE DECKS ABOVE.  

NONE OF THE OCCUPANTS IN THE BERTHING HAD ANY IDEA THAT THEY HAD 

A SUPPLY VENTILATION FAN THAT WAS SUPPOSED TO SERVICE THEIR 

SPACE, NOR DID THEY KNOW THE LOCATION OF THE CONTROLLER FOR THAT 

FAN.  WITH THE FAN STARTED, AIR STARTED FLOWING INTO THE SPACE.  

THE IHO AND THE DCA DETERMINED VIA CALCULATION THAT AIRFLOW WITH 

THE FAN RUNNING IN SLOW SPEED (FAST SPEED OPTION ON THE 

CONTROLLER IS INOPERATIVE) IS SUFFICIENT TO PROVIDE TWO COMPLETE 

AIR CHANGES PER HOUR INTO THE COMPARTMENT.

    WITH THIS DETERMINATION, THE TEMPORARY BOX FAN WAS REMOVED 

FROM THE EMERGENCY ESCAPE SCUTTLE, AND SUPPLY VENTILATION IS 

FLOWING AS PER DESIGN.  THE DOOR TO THE SPACE IS LEFT OPEN WITH 

A SMOKE CURTAIN IN PLACE AND THE HATCH ABOVE OPEN TO ALLOW FOR 

NATURAL EXHAUST VENTILATION FROM THE SPACE TO THE SECOND DECK 

ABOVE.  THIS WILL BE NECESSARY UNTIL THE SHIP MAKES PERMANENT 

PROVISIONS FOR EXHAUST VENTILATION FROM THE SPACE.  THE DCA AND 

IHO CONTINUE TO MONITOR THE SPACE, AND THE STOREROOM STILL 

REQUIRES DAILY GAS FREE CERTIFICATION.

2.  CAUSE(S) OF THE MISHAP:

    2A. MATERIAL FACTORS, (1) UNAUTHORIZED.  THE SUPPLY 

VENTILATION WAS ISOLATED WITH A DC PLUG FOR SOME REASON.  THE 

FALSE BULKHEAD SEPARATING THE BERTHING COMPARTMENT AND 

LADDERWELL PASSAGEWAY WAS INSTALLED DURING THE MOST RECENT 

EXTENDED SELECTED RESTRICTED AVAILABILITY IN 2003 IN SUCH AS A 

WAY AS TO BE AIR TIGHT, THEREBY PREVENTING NATURAL EXHAUST 

VENTILATION FLOW.  THIS CREATED AN ISOLATED SPACE ENVIRONMENT IN 

WHICH ONLY RECIRCULATION VENTILATION WAS TAKING PLACE.

    2B. MATERIAL FACTORS, (2) MATERIAL CONDITION OF READINESS.  

THE WATER TIGHT HATCH (WTH) LEADING TO THE BERTHING COMPARTMENT 

WAS SET AT MODIFIED ZEBRA, RESTRICTING NATURAL FRESH AIR FROM 

ENTERING THE LOWER COMPARTMENTS (BERTHING AND STOREROOM).  THE 

NON-TIGHT DOOR (NTD) INTO THE BERTHING COMPARTMENT WAS ONLY 

OPENED WHEN SAILORS ENTERED OR EXITED THE BERTHING COMPARTMENT.  

MODIFIED ZEBRA (WATER TIGHT HATCH SHUT AND QUICK ACTING ESCAPE 

SCUTTLE (QAES) OPEN) HAD BEEN SET SINCE THE SHIP GOT UNDERWAY 

FOUR DAYS EARLIER, SERIOUSLY RESTRICTING ANY LIMITED NATURAL 

SUPPLY OR EXHAUST VENTILATION THAT OTHERWISE MIGHT HAVE TAKEN 

PLACE.  THIS APPARENTLY RESULTED IN A GRADUAL DEPLETION OF THE 

OXYGEN IN THE ISOLATED AND RECIRCULATED ATMOSPHERE UNTIL IT 

EVENTUALLY REACHED CRITICALLY LOW LEVELS. 

    2C. UNSAFE ACTS, (4) ORGANIZATIONAL INFLUENCE (A) EXTERNAL.  

PRC DECK WORK WAS PERFORMED ON THE SECOND DECK SURROUNDING THE 

ENTRANCE TO THE MISHAP BERTHING COMPARTMENT DURING THE MOST 

RECENT INPORT PERIOD IN FEBRUARY.  THE PRC WORK BEGAN THE DAY 

AFTER RETURNING FROM SEA.  AS A RESULT OF THE PRC WORK, THE WTH 

WAS COMPLETELY CLOSED AND NOT OPENED FOR NINE OF THE FOURTEEN 

INPORT DAYS, THEREBY FURTHER RESTRICTING ANY NATURAL SUPPLY OF 

FRESH AIR INTO THE COMPARTMENT.  THIS RESTRICTION OF ACCESS WAS 

A MEASURE TAKEN TO PREVENT PERSONNEL FROM WALKING ON AND RUINING 

A NEWLY INSTALLED DECK BEFORE IT HAD TIME TO ADEQUATELY HARDEN 

AND CURE. 

    2D. UNSAFE ACTS, (A) ERRORS.  THE FOURTH DECK STOREROOM WAS 

SPRAY PAINTED IN THE FALL OF 2003.  THE IS NO RECORD OF A GAS 

FREE CHIT USED TO CERTIFY THE SPACE GAS-FREE FOLLOWING THE SPRAY 

PAINTING.  FROM THE MSDS FOR THE PAINT USED, CARBON MONOXIDE IS 

A BY-PRODUCT OF THE SPRAY PAINTING CURING PROCESS.  THIS IS A 

POSSIBLE EXPLANATION FOR THE ELEVATED LEVELS OF CARBON MONOXIDE 

RECORDED IN THE SPACE.  

3.  RECOMMENDATIONS OR ACTION TAKEN TO PREVENT RECURRENCE:

    A. TEMPORARY MEASURES TAKEN TO RESTORE THE ATMOSPHERE IN THE 

SPACE TO NORMAL CONDITIONS INCLUDED THE FOLLOWING:

        1. PLACING A BOX FAN OVER THE 2-57-3 ESCAPE SCUTTLE TO 

CONTINUOUSLY FORCE SUPPLY AIR INTO THE BERTHING.

        2. NOT SETTING MODIFIED ZEBRA ON WTH 2-51-1.

        3. CONDUCTING A GAS FREE TEST OF THE BERTHING 

COMPARTMENT AND STOREROOM EVERY MORNING AT 0800 AND AGAIN AT 

1600.

    B.  THE IHO EVALUATED ALL BERTHING COMPARTMENTS BELOW THE 

SECOND DECK TO DETERMINE WHETHER OR NOT SIMILAR VENTILATION 

SITUATIONS EXISTED ANYWHERE ELSE ON THE SHIP.  FORTUNATELY THERE 

WERE NO SIMILAR PROBLEMS WITH ALL OF THE OTHER BERTHING 

COMPARTMENTS BELOW THE SECOND DECK.  THEY ALL READ NORMAL LEVELS 

FOR OXYGEN AND CARBON MONOXIDE.

    C.  MOST IMPORTANTLY, THE PERMANENT SOLUTION TO PREVENT THIS 

NEAR MISHAP FROM OCCURRING AGAIN IS TO FIND A WAY TO GUARANTEE 

SUPPLIED FRESH AIR TO THE SPACE AND A GOOD PATHWAY FOR EXHAUST 

VENTILATION FROM THE SPACE.  THE MAINTENANCE OFFICER, SUPSHIP 

JAX, THE IHO, AND OPERATIONS DEPARTMENT PERSONNEL ARE WORKING 

TOGETHER TO PERMANENTLY RECTIFY THE PROBLEM IN A WAY THAT WILL 

GUARANTEE SUPPLY AND EXHAUST ARE MAINTAINED IN THE BERTHING 

COMPARTMENT.  NORFOLK NAVAL SHIPYARD WILL EVALUATE THE 

VENTILATION AND PROVIDE A RECOMMENDATION UPON THE SHIP'S RETURN 

TO HOME PORT.

    D.  THE MOST IMPORTANT LESSON RELEARNED FROM THE EXPERIENCE 

WITH THIS BERTHING COMPARTMENT IS THE IMPORTANCE OF HAVING A 

QUESTIONING ATTITUDE AND LISTENING TO YOUR MENTAL ALARM BELLS 

WHEN YOU KNOW THAT SOMETHING IS NOT RIGHT.

    IN THIS CASE, THE SAFETY PETTY OFFICER DID THE RIGHT THING 

BY SEEKING ASSISTANCE AND GETTING THE APPROPRIATE PEOPLE WITH 

THE RIGHT LEVEL OF EXPERTISE INVOLVED TO INVESTIGATE.  THIS 

INCIDENT COULD HAVE ENDED ON A MUCH MORE SERIOUS NOTE WITH 

INJURY OR DEATH TO THE SAILORS LIVING IN THE BERTHING.

    THE PRIMARY CAUSE OF THIS VENTILATION MISHAP WAS DELIBERATE 

DEVIATION FROM SHIP'S VENTILATION DESIGN WHEN EITHER A SAILOR OR 

SHIPYARD WORKER ALTERED THE VENTILATION BY ISOLATING IT WITH A 

DC PLUG.  THAT COMBINED WITH THE FAILURE TO PROVIDE A PROVISION 

FOR EXHAUST VENTILATION CREATED A BERTHING COMPARTMENT WITH THE 

CHARACTERISTICS OF A TANK OR VOID.

    "SAILORALTS" TO VENTILATION CONTINUE TO BE A PROBLEM THAT WE 

NEED ALL HANDS, AND PARTICULARLY THE KHAKI LEADERSHIP, TO FOCUS 

ON TO ENSURE THAT VENTILATION SYSTEMS ARE ABLE TO FUNCTION IN 

ACCORDANCE WITH THEIR DESIGN PARAMETERS.  UNAUTHORIZED 

DEVIATIONS FROM VENTILATION DESIGN CAN HAVE DEADLY SERIOUS 

REPERCUSSIONS.  IN THIS CASE, WE CAUGHT IT IN TIME.//
