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Commander Fleet Air Arm 
Safety Message

EditorialLCDR J TOPPING, RAN
FLEET AVIATION SAFETY OFFICER

CDRE C SMALLHORN, RAN
COMMANDER FLEET AIR ARM

The introduction into service of new 
capabilities, the phased retirement 
of ageing aircraft and the significant 
redevelopment works occurring at HMAS 
Albatross will ensure that 2016 is another 
challenging year for the Fleet Air Arm and 
Safety Cell. 

The potential safety implications of 
the collective distractions cannot 
be underestimated and require an 
ongoing, considered approach towards 
management of associated risks. 
Additionally, it behoves all personnel 
to maintain a high degree of vigilance. 
Every rank and position within the FAA is 
responsible for maintaining a safe work 
environment.

The safety theme and focus for 2016 is 
‘trust in the team.’ In the professional 
environment such as that required to 

deliver aviation capability, it’s about 
believing in the people you work with. We 
must all have confidence in each others 
ability to consistently perform at a level 
commensurate with their qualifications 
and authorisations.

Trust is something that is earned and built 
by many small actions over time, actions 
that demonstrate sound knowledge, skill, 
enthusiasm and judgement. With trust 
however comes an element of risk that 
cannot be forgotten and needs to be 
carefully considered.

To be truly effective in a safety system 
there is a requirement for each of us 
to possess a desire for continual self-
improvement. This is often termed 
Professional Mastery and is an essential 
ingredient in achieving a truly safe work 
environment.

The FAA has had an unenviable start to 
the year with two serious incidents, both 
occurring within weeks of resuming flying 
activities following the Christmas break. 
Whilst neither of the occurrences were 
related, both had the potential to result in 
serious personnel injuries or worse.

On a positive note, these occurrences 
have well and truly directed our attention 
towards what I consider to be one of the 
most important elements of any safety 
system, safety promotion and education. 
This year the FAA Safety Cell will be 
making a concerted effort to provide 
regular case studies, information sessions 
and other relevant safety training material 
to Squadrons.

I hope you enjoy this edition of 
TOUCHDOWN and remember the Navy, 
the FAA and your families need you safe.

I believe that safety and airworthiness, 
underpinned by training systems that fully 
respect these two disciplines, are the 
cornerstones of a resilient and effective 
maritime aviation force. 
Each of us are safety practitioners; our 
individual and collective devotion to both 
the Navy and Defence Aviation Safety 
Management Systems is reflective of our 
overall resilience and our Fleet Air Arm 
culture. 
Our resilience, that is our ability to 
embrace success and rebound from 
adversity while always sustaining a lethal 
fighting effectiveness, requires us to place 
great value on the safety of ourselves, our 
mates and our equipment. 
Quite simply, if we do not do so, we and 
our aircraft will not be here tomorrow 
to deliver maritime aviation warfighting 

capability where it is needed. Our safety 
culture, empowered through our values-
based way of doing business, must never 
stand still; we must always have a hunger 
for doing things safer and better than 
before. 
It is through this mindset, always striving 
for excellence, that we will become safer 
and better warfighters.
The crown jewel of the institution and 
culture that is the Fleet Air Arm and the 
glue that binds us all in a vocation that 
has inherent risk, is in my mind, trust. 
Trust in one another, our Squadron, our 
Ship, our Fleet and our Navy. 
In all that we do we are continually and 
routinely placing our lives and futures in 
each others hands; this is unique and 
something shared by few professions. 

Commodore Chris Smallhorn, RAN 
Commander Fleet Air Arm

Such Trust comes with personal cost that 
each of us must contribute – the cost of 
professionalism, of vigilance and of the 
commitment to use our initiative to take 
action if something is not right.
Our goal is to be a generative safety culture 
that rigorously supports the provision of 
maritime airpower. I define a generative 
safety culture as one in which safety and 
risk management is inculcated into all that 
we do, every day, one underpinned by a 
continuous improvement mindset, and one 
where safety education is contemporary, 
regular and spontaneous. 
By spontaneous, I refer to the sharing 
of experience in the post flight or 
maintenance debrief, the crew room or at 
a social function, between members of all 
ranks and disciplines.
It is through this spontaneity of discussion 
between like minded professionals, who 
wish to share experiences in the interests 
of improving, not because it is forced, but 
because we want to, that we learn a great 
deal. We owe such a culture to our families 
and our Navy.
I am totally committed to your safety and 
the assurance that our Fleet Air Arm can 
respond, as an integrated element of our 
Fleet and ADF, where and when our nation 
calls us to action. These are unequivocally 
my highest priorities.
The Navy, the FAA and your family need you 
safe - look out for each other, and where 
something does not look right, challenge 
and innovate. 
Inherent in our trust of each other is that 
we don’t walk past a poor standard, we 
take action – and in each of us making this 
commitment we will create a generative 
safety culture as both safety practitioners 
and warfighters.
Fly Navy
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ABATV M SCHULZ
725 SQUADRON
On the 19 Jan 16, ABATV 
Schulz was performing a 
Daily Inspection (DI) 
on the cockpit and 
cabin area of a MH-
60R. During this inspection, 
he noticed that the urethane 
drain line from the No. 4 
hydraulic pump had melted to 
the No.2 engine combustion 
chamber drain line located in 
the transition section above 
the fuel cells.
The DI schedule details an 
inspection to be conducted 
on all accessible fuel hoses 
in the vicinity above the fuel 

cells; however, noting AB 
Schulz had only recently 
returned to work from 
RAP and also the location 

of the damage, it was 
a testament of the 
individual’s attention to 

detail.
Upon further investigation into 
the rest of the MH-60R fleet, 
it was discovered that this 
damage was not limited to the 
one airframe.
AB Schulz is to be commended 
for his vigilance and attention 
to detail shown whilst 
performing his maintenance 
duties
BZ ABATV Schulz

LSA I GOLLOP
808 SQUADRON
On 27 Jan 16, LSA 
Gollop demonstrated an 
exceptional attention 
to detail identifying 
a component defect. 
This was discovered 
while conducting a pre-flight 
inspection and is an indication 
of LS Gollop’s aviation 
professionalism and dedication 
to duty. 

The defect was small and 
very hard to identify, and 
also outside the inspection 
requirements expected of the 

pre-flight inspection. Had 
the defect gone unnoticed, 
it could have potentially 
led to the step becoming 

dislodged and damaging 
the aircraft, or worse, 
personal injury.

LS Gollop’s attention to detail 
during what was a routine 
task is commended and a 
credit to the standards of 
808 Squadron. LS Gollop 
can be justifiably proud of his 
contribution to aviation safety 
in the Royal Australian Navy.

BZ LSA Gollop

POATV T SMITH
816 SQUADRON
POATV Smith is to be 
commended on his 
professionalism that 
recently led his team 
to provide 725 Squadron 
aircraft 009 for FCP in exceptional 
time. In achieving this goal, PO 
Smith was the only authorised 
Maintenance Manager and 
displayed his Seahawk experience 
by leading and accurately 
providing exceptional ATA system 
knowledge to his subordinates 
while also efficiently planning 
the R1 through R8 and various 
other complex servicings such 
as MS40. PO Smith was given 
the task of returning the aircraft 
to full mission capability without 
prior experience with the complex 
tasks and scheduled servicings. 

His positive attitude and 
leadership abilities allowed him 
to rapidly increase his MH-60R 

experience to a standard far 
exceeding his peers in the 
Romeo fraternity.

PO Smith has worn the 816 
Squadron patch with pride while 
embedded in 725 Squadron, 
and has vastly improved the 
relationship between the two 
squadrons. The impact that PO 
Smith’s leadership has on sailors 
under his tutelage is significant 
and obvious in the performance 
of his team. The efforts of PO 
Smith have made a substantial 
contribution to the integration 
of MH-60R into 816 Squadron 
operations.

BZ POATV Smith

Bravo Zulu

POATV D KNAPP
FLIGHT 5
HMAS DARWIN
On 26 Jan 15, while 
off watch from Force 
Protection alongside 
in Jakarta, Indonesia; 
POATV Knapp was transiting 
the hangar when he noticed 
a drop of liquid on the aft 
end of the port pylon on the 
embarked S-70B-2 Seahawk. 
On closer inspection, PO 
Knapp noticed a small pool of 
fluid accumulating on the deck 
which he identified as fuel. 

PO Knapp took immediate 
action on the potentially 
serious fault and proceeded 
to clean up the leak and 
inform other flight members 
in order to commence 

investigating the fault. PO 
Knapp’s meticulous and 
timely actions saw the 

issue addressed up to 24 
hours before it might 
otherwise have been 

noticed, whilst ensuring 
that Command had the most 
accurate information regarding 
the serviceability of the 
embarked Seahawk helicopter.

POATV Knapp has 
demonstrated outstanding 
attention to detail and a 
proactive attitude towards the 
maintenance and serviceability 
of the embarked aircraft and 
should be commended for his 
contribution to aviation safety 
in Flight 5 and the Fleet Air 
Arm.

BZ POATV Knapp
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Bravo Zulu

CPOATV T PEDERSEN
808 SQUADRON
On the 26 Aug 15, 
CPOATV Pedersen 
was conducting 
an independent 
inspection after the 
installation of the tail rotor 
de-icing harness. During this 
inspection CPO Pedersen 
completed a visual inspection 
of the general tail rotor hub 
area and noticed that all four 
tail rotor blade pitch rod link 
bolts were contacting the tail 
rotor blade. Further inspection 
revealed that the contact was 
caused due to the incorrect 
orientation of the tail rotor 

pitch rods’ link bolts. The IMIC 
requires the correct assembly 
and security of attachment of 
the Tail Rotor Harness. While 

the link bolts are in the 
vicinity of the harness, they 

are obscured by their housing 
and beyond the scope of the 
inspection.

CPO Pedersen is to be 
commended for his 
professionalism and meticulous 
attention to detail. He has set 
an outstanding example for his 
colleagues and has provided a 
positive influence on technical 
airworthiness.

BZ CPOATV Pedersen

CPOATV C HAGEDOORN
HMAS CANBERRA
On 21 Feb 16, 
CPOATV Hagedoorn 
demonstrated 
an exceptional 
application of 
maintenance management 
skills when he and his 
maintenance team performed 
unscheduled maintenance 
in order to make an aircraft 
serviceable within a limited 
timeframe. CPO Hagedoorn 
and his maintenance team’s 
ability to provide short notice 
maintenance in such a flexible, 

orderly and safe manner 
enabled an urgent aero medical 
evacuation for a severe bone 

fracture to take place before 
last light.

CPO Hagedoorn’s efficiency 
in managing his team is a 
credit to the maintenance 
standards of HMAS Canberra, 
808 Squadron and the Fleet Air 
Arm. CPO Hagedoorn should 
be proud of his contribution 
to the capabilities of the Royal 
Australian Navy.

BZ CPOATV Hagedoorn

CMDR M ROYALS
725 SQUADRON
Whilst in the hover on 
runway 21, CMDR Royals 
(Gauntlet 08) noticed 
that the gravity 
refuelling panel was 
adrift on Tiger 71. Tiger 
71 had taken off from 21 short 
and was approximately 200 ft 
at the time of passing Gauntlet 
08. CMDR Royals attention to 
detail was outstanding as the 
aircraft was at height and the 
panel is very small. Gauntlet 

08 contacted Tiger 71 
to inform them on the 
unsecured panel, Tiger 71 
terminated their departure 

and tracked for a 
downwind. Tiger 71 
taxied to 816 lines to 

have the panel secured 
without further incident

CMDR Royals can be justifiably 
proud of his contribution to 
aviation safety in the Royal 
Australian Navy.

BZ CMDR Royals
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The interaction of a maintenance 
technician with the aircraft, known as 
the Human-Machine Interface (HMI), 
presents particular challenges to the 
reliable performance of maintenance. 
Fundamental to an effective HMI system 
is the ability of the technician to read, 
understand and apply maintenance 
procedures without error. 

Cognitive research in perception and 
decision-making, as well as legal litigation, 
has lead industry to avoid situations where 
complex reasoning in maintenance is 
required. It is emerging, however, that our 
traditional methods of avoiding complex 

reasoning through ‘proceduralisation’ 
may, in fact, have unseen, negative 
second-order effects on safety. Given 
human error is still a leading cause of 
aviation accidents, this proposal is worth 
investigating further. 

The complexity of modern aircraft requires 
the provision and use of comprehensive 
maintenance instructions to ensure the 
capability is operated and maintained 
safely. 

Hobbs & Williamson (2003) claim these 
instructions are routinely inadequate 
and are particularly likely to lead to rule 
violation. 

To predominantly avoid legal litigation 
(Carvalho, dos Santos, & Vidal, 2006), 
organisations opt to create and clarify 
procedures. However, Carvalho, dos 
Santos, & Vidal (2006) state the “...vivid 
paradigm of high-risk organisations in 
which the design of an exhaustive set of 
rules and procedures enhances system 
reliability, may actually result in the 
opposite outcomes.” The finer details of 
this theory are described through a human 
cognitive processing model applied in 
aviation since the 1980’s.

The Skills, Rules, and Knowledge (SKR) 
framework developed by Rasmussen 

(1983) is a widely known human 
performance model used in the 
analysis of human reliability. Skill 
based behaviour is the performance 
of learned motor-skills where there 
is little conscious monitoring. For 
example, a very conventional skill in 
aviation is loosening and tightening a 
fastener. Skill based errors are known 
as ‘slips.’ Rule-based behaviour is 
goal-orientated behaviour that is 
guided through external instructions 
and does not require (nor use) any 
deep reasoning on behalf of the 
human. 

Rule-based behaviour is applied 
whenever a maintainer is performing 
maintenance guided by written 
procedure. Knowledge-based 
behaviour is the performance of 
problem-solving techniques in 
unfamiliar situations. Knowledge-
based behaviour demands 
comprehensive functional knowledge 
of a system and the ability to analyse, 
both of which are key skills in making 
safe and effective decisions in 
aviation. 

Prior to the turn of the century, 
research advocated that slips in skill-
based performance were more likely 
to lead to an error in maintenance. 

James Reason’s (1990) examination 
of experimental data from three 
separate investigations identified skill-
based errors to be most prevalent, 

contributing to 60.7% of all errors 
compared to 27.1% and 11.3% for rule 
and knowledge based respectively. 
If correct, this perspective arguably 
supports creating and clarifying 
maintenance instructions as 
a defensive barrier to improve 
maintenance reliability. 

Even Hobbs & Williamson (2003) 
highlight that a majority of this 
early research did not consider the 
percentage of time a technician was 
engaged in the areas of skill-rule-
knowledge based behaviour and were 
therefore significantly skewed. Their 
subsequent research demonstrated 
that knowledge-based behaviour is 
applied significantly less than rule-
based and skill-based behaviour in 
aviation maintenance (Williamson & 
Hobbs, 2002). Table 1 apportions the 
percentage use to 3.5% knowledge, 
31.5% rule and 64.9% skill-based 
behaviour (Williamson & Hobbs, 
2002). When used to normalise the 
number of errors, knowledge-based 
behaviour is significantly ‘riskier’ than 
other modes of human performance 
in aviation maintenance. 

The risk of proceduralisation may be 
further exacerbated due to the greater 
consequences of error in knowledge-
based maintenance activities. To 
explain, the process of investigating 
and identifying component/
system failure contributes to the 
highest proportion of knowledge-

based performance in aviation 
maintenance (Hobbs & Williamson, 
2003). As system knowledge, failure 
identification and problem solving 
strategies are critical to aviation 
risk assessment, through logical 
extension, proceduralisation has 
the potential to affect critical safety 
decisions.

Hobbs and Williamson (2002) 
recommend organisations focus 
on interventions that aim to either 
reduce the need for, or improve, 
the quality of knowledge-based 
behaviour. Carvalho, dos Santos, & 
Vidal, (2006) propose industry prefers 
to avoid knowledge-based behaviour 
through proceduralisation on the sole 
argument of protecting management 
from legal action. In the same paper, 
this strategy is also argued to be 
unrealistic as “...all susceptible events 
encountered by humans working 
within complex systems cannot be 
anticipated in formal organisational 
constructs... There are parts of the 
reality of daily activities that do not 
fit into the model of explicit rules.” 
Moreover, under the old adage ‘use 
it or lose it,’ where there are fewer 
opportunities to practice knowledge-
base behaviour, the effectiveness 
and efficiency of problem solving will 
degrade even further (Read, Lenne, & 
Moss, 2012). 

Instead, Carvalho, dos Santos & Vidal 
(2006) argue that we should be taking 

Considering Cognitive Science 
In Maintainability Engineering

LEUT K CARRIAGE, RAN
NASPO

Table 1. Errors, opportunities for error, and ratio of errors to opportunity for error for non-supervisory mechanics 
(Williamson & Hobbs, 2002).

Performance  
level

Percentage of 
errors at  

each level

Percentage of 
task analysis 

observations at 
each level

Ratio of errors  
to opportunity  

for error

Skill 45.4 64.9 0.70

Rule 47.5 31.5 1.51

Knowledge 7.1 3.5 2.03
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advantage of routine violations and human 
error to mature our workforce:

“Where there are performance standards 
to be met, and where skilled personnel are 
consistently using alternative strategies, 
what some people call human error or 
routine violation can be viewed as an 
innovative method used by these experts 
to cope with complex day-to-day situations. 
Under these circumstances routine violations 
can be understood to be part of the process 
for improving operating efficiency and 
even learning opportunities on the job; but 
too often they are seen as increasing the 
potential risk of accidents.”

Designing rules and procedures in which 
personnel understand the underlying 
rationale can also enhance motivation to 
conform (Carvalho, dos Santos, & Vidal, 
2006). 

In summary, our initial efforts to consider 
human factors, even if under threat of legal 
accountability, have been to avoid situations 
where humans are required to ‘think’ during 
maintenance. Within Rasmussen’s (1998) 
SKR human performance model, it has 
been proposed that proceduralisation may 
have a second order effect of ‘dumbing’ the 
maintenance workforce and may eventually 
lead to greater aviation safety risks. Using 
the same framework, it is recommended 
that organisations seek opportunities 
to develop knowledge and skills by (1) 
avoiding proceduralisation where possible, 
and (2) where procedures are absolutely 
necessary, include a clear description of the 
underlying rationale. De-procedurlisation will, 
at first, impact negatively on organisation 
Learning Curves1, however, the short-term 
loss in early sustainment maintainability is 
expected to be offset by a potentially greater 
improvements over the life of type. 

1 See the following link for further 
information regarding learning curves: 
http://www.headscratchingnotes.
net/2012/02/total-productivity-
maintenance-and-learning-curve/
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There we were — sitting in the hover at 40 
ft, dipping sonar in the water, outside the 
edge of the safety trace, waiting for the 
missile launch. The target was tracked 
on sonar and it’s position was being sent 
back to the DDG, HMAS Brisbane, by the 
Sea King’s EXDAK data link. This was 
done by the aircrewman sonar operator 
placing the sonar cursor on the target 
position and using a foot-switch to ‘cut’ 
the position to the ship.

The missile was an IKARA — a remotely 
controlled, small, rocket-powered aircraft 
that carried a Mk 44 or Mk 46 torpedo 
(no warhead in this case), same as 
carried by our Anti-Submarine Warfare 
(ASW) aircraft. Fired from the warship, it 
would level off at about 1100 ft and fly 
to the target (max. range 10 nm) where it 
would release the torpedo.

It took some time for the ship to get all 
it’s systems working in order to proceed 
with the firing (it was a test firing, not war-
time!). The ship’s fire-control radar would 
locate the helicopter’s position and plot 
that with respect to the data-linked target 
position. 

The position of the helicopter would 
be checked to be outside the safety 
trace (1000 yds either side of the firing 
bearing to the target then fanned out at 
30° either side to 10,000 yds). When 
the launch was ordered, the IKARA 
controller (once all the system lights were 
‘green’) would activate the launch by 
pushing two buttons on his control panel 
simultaneously.

The booster stage would launch the 
rocket then the second stage motor would 

take it to the target area, with mid-course 
guidance by radio command link from the 
ship’s IKARA console.

Conditions were near perfect: low sea-
state, a gentle swell, the wind just right to 
give us full view of the ship, launch and 
cruise all the way to the target position, 
with a few small cumulus clouds at just 
the right height to obscure the missile 
from time to time as it flew on its way to 
the stationary acoustic target.

This was my first IKARA firing, I was on 
the controls in the left-hand seat and 
excited to be involved in a rare evolution. 
I watched in fascination as the missile 
blasted away from Brisbane in a cloud of 
smoke, climbed to cruise height, levelled 
off and ‘skitched’ through the clouds on 
its way to the target.

This was awesome — the business end of 
ASW.

All of a sudden the missile changed 
course, it had turned right and was headed 
straight in our direction. As the other pilot, 
the aircraft captain and I watched it fly 
towards us, I had no idea of the danger we 
were in.  

“Where’s the torpedo?” yelled the captain. 

“What?” I replied.

“IT DROPS A ***** TORPEDO!  WHERE’S 
THE ***** TORPEDO?” he said with 
a degree of urgency uncommon in the 
cockpit.

We had lost sight of the missile as it 
neared on top our position, the captain 
grabbed the controls and took us sideways 
to the right at a great rate of knots, the 
RADALT height hold doing a great job of 
keeping us at 40 ft — we may just have 
exceeded the Sea King’s sidewards flight 
limits on this occasion.

I looked to the left and saw the sonar 
dome bouncing horizontally over the sea’s 
surface. That can’t be good for the sonar, I 
thought to myself.

Then I looked out the front and saw the 
torpedo spear into the water right in front 
of us. I transmitted: “Splash point two five 

yards my twelve o’clock. I say again – two 
five yards!”

Brisbane calmly replied: “Roger”

How blasé can they get?

But the fun wasn’t over. As the torpedo 
was released, the air vehicle automatically 
broke up so it didn’t career off into the 
distance to cause more damage and 
mayhem. This also meant that bits and 
pieces of airframe, engine, and various 
other hardware items were now speeding 
or floating down from above – not what you 
want when you are sitting in a rotary-wing 
aircraft underneath it all.

In the end, no damage was suffered other 
than the poor sonar dome and stretched 
cable…. well that and some soiled flying 
suits. We never found out what caused 
the mid-flight course alteration. Was it 
operator error, electronic malfunction? We 
just didn’t know. IKARA was notorious for 
malfunctions, so it’s unlikely a real cause 
could ever be determined.

Lessons?

We no longer operate the Sea King, we 
no longer operate IKARA, so what is to be 
learned from this?

With the Seahawk Romeo, the Fleet Air 
Arm is re-entering the world of dipping-

sonar ASW. We still operate other aircraft 
that drop things from above (torpedoes, 
missiles, sonobuoys, parachutists) that 
could put a crew at risk when sitting in the 
hover for any length of time. This is true 
not only for ASW, with a sonar in the water 
at the end of a long cable that restricts 
manoeuverability, but also for SAR, winch 
transfers, load lifting etc.

I think there are two main lessons to be 
learned from this experience:

1. �Be situationally aware. Have a good idea 
of what may be above you and whether 
there is any risk of objects falling/
flying down from above that won’t be 
compatible with the rotary wings that 
keep you airborne. This was my biggest 
worry when carrying out a rescue of a 
bridge-jumper in San Diego harbour 
(1986) – that some well-meaning soul 
might throw down a life-ring while we 
hovered below the edge of the 200 ft-
high bridge.

2. �Know the features and characteristics 
of weapons systems and other vehicles 
with which you may be involved. 
Ignorance can be harmful if not actually 
fatal.

And a third lesson:
3. �Dipping can be exciting!  

Romeo drivers — enjoy!

Damn The Torpedo!
Full Speed... To The Right

LCDR H MCCALLUM, RANR
HQ-FAA
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The event in question (though innocuous 
and in hindsight somewhat humorous) 
certainly highlighted to me that ‘the 
unexpected’ can and does happen. 
In this case I was the beneficiary of a 
passenger’s astonishing, and to me, 
bewildering actions. 

I have asked myself on a number of 
occasions was there anything else that 
could have been done to avoid the 
sequence of events that occurred, but to 
this day I believe there are some things 
that no matter what barriers, defences or 
mitigators you put in place, ‘some’ people 
will find a way through them!

I was a member of 723 Squadron at 
the time and was participating in the 
Squadron’s annual ‘Mountain Flying’ 
detachment. The detachment was 
primarily focused on completing the 
Mountain Flying elements of the Pilots 
Advanced Rotary Course syllabus and 

supporting Alpine Search and Rescue 
exercises with the NSW Police. 

I was the aircraft captain of Taipan 
23 conducting area familiarisation 
flights of Kosciuszko National Park to 
non ADF personnel (NSW Policeman). 
A comprehensive passenger briefing 
had been conducted prior to all flights. 
The group in question was the last of 
twelve groups of two to be taken flying. 
The passengers were escorted to the 
rotors running aircraft by an experienced 
aircrewman and allocated their seats. 
One of the passengers was seated in 
the front left seat of the aircraft. After all 
passengers had been established on ICS, 
the escorting aircrewman re-briefed the 
emergency procedures paying particular 
attention to the emergency egress course 
of action.

Once the brief was completed I cleared 
the aircrewman out from under the 

flights for aspirant aviators, no amount 
of briefing can equip the passengers with 
all the skills necessary to get through a 
flight ‘unscathed,’ though it does help. 
Direct supervision by an experienced 
crewmember is obviously the ideal solution. 
In this circumstance direct supervision was 
not provided due to weight and balance 
considerations versus the time available 
(requirement to get all passengers flying). 
A comprehensive Risk Management Plan 
(RMP) was developed by the Squadron with 
what was thought to be appropriate checks 
and balances in place. For the majority of 
the sorties conducted that day the RMP 
worked, however the incident above clearly 
highlights the fact that not all scenarios can 
be accounted for.

“If you do not expect the unexpected you 
will not find it, for it is not to be reached by 
search or trail” Heraclitus 535BC – 475 BC 
Ancient Greek Philosopher. Written prior to 
the advent of aviation!

(Google is a wonderful tool!)

LCDR Hattersley is awarded $100 cash 
prize for his article to TOUCHDOWN 
magazine. Congratulations

A Policeman And A DoorLCDR N HATTERSLEY, RAN
BFTS

disc, introduced myself and gave the 
passengers a quick brief of the route we 
would be taking. I had in my mind that 
just prior to launch I would again quickly 
run through the emergency drills and 
reiterate important safety procedures i.e. 
don’t operate the emergency door jettison 
handle in forward flight, keep clear of the 
flight controls!  

As the Before Lift-off Checks were being 
conducted the front left hand door 
completely fell away from it’s hinge. 
I looked at the passenger (with what 
must have been a rather surprised look) 
and asked him if he had jettisoned the 
door with the emergency handle and he 
(looking back at me rather sheepishly) 
replied that he had. When asked why 
he couldn’t explain. The aircraft was 
shutdown and released to maintenance. 
The jettisoning of the door was again 
discussed with the passenger who 
acknowledged that he had understood 
the safety briefs that he had received and 
offered no explanation as to why he had 
jettisoned the door.

What did I learn from this event? Firstly I 
was extremely grateful that this incident 
did not occur in forward flight. The 
consequence of the door impacting 
the tail rotor (though unlikely) would 
have been catastrophic and certainly 
would have put a dampener on my very 
enjoyable detachment! It did however 
have me thinking what my in-flight 
actions would have been if that was 
the case (control responses, passenger 
considerations, jettisoned door location). 
Secondly, people who are not aviation 
savvy can and will do the unexpected. 
Placing personnel into an unfamiliar 
environment that is noisy, cramped and 
vibrating can lead (in my opinion) to 
smart, sensible personnel acting in a 
manner that is not consistent with their 
normal behaviour.

Carrying passengers is a task that is 
carried out regularly within the Navy. 
Whether it is VIP transfers or motivational 
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This particular sortie was my third DL1  
flight as an S70B-2 TACCO, my first being 
the initial DLQ2 the previous month. The 
pilot was a senior QHI3 with whom I hadn’t 
flown before. The aim of this sortie was 
to qualify a LSO4  for the Squadron and 
conduct Clear Deck landings for the Ship’s 
FDM5 currency.

The day into night sortie started normal 
enough, the ship was in the planned 
position and we had 30 kts of wind which 
meant the ship could maintain within 
SHOL6 at slow speed and keep us in our 
operating area. 

The initial Clear Deck and RAs7 were 
standard, with the pilot providing some 
useful tips on the backup required and 
the profile to expect. However as the sortie 
progressed into complete darkness the 
circuits were becoming less standard.

While there was no urgent imperative for 
the sortie to be completed expeditiously, 
there was a desire amongst the crew to 
get all the qualifications completed as 
soon as we could in order to allow the 
ship to commence preparations for their 
following serial. 

As the sortie progressed the circuits 
became tighter and tighter and by the end 
we were in a constant 30° AOB8 turn (the 
night overwater limit) from the time we hit 
200 ft with no distinct downwind leg at all. 

While the S-70B-2 Flying Guide states 
that the DL circuit can be modified to suit 
conditions and timings, it is to be closely 
adhered to at night. The second half of the 
sentence is something I understood, but 
did not realise was explicitly laid out. 

The Flying Guide circuit uses 20° AOB, 

turning finals when the ship is in the 8 or 
4 o’clock and rolling out at 60 KIAS9.

The result of our expeditious circuits 
was that we were rolling out at 90 KIAS, 
already in the green (on slope) on the 
SGSI10 and having blown through our finals 
track. This meant we were descending, 
regaining centreline and decelerating 
all while trying to get a finals call, read 
back our green deck and finalise the 
before landing checks. This left little time 
at a critical stage of flight (descending 
low-level at night) to verbalise the co-pilot 
back-up and cross-check instruments. 

To make matters more uncomfortable, 
the pilot was breaking the limits he had 
explained to me just 20 mins previously. 
When I questioned the pilot about his 
circuits on the next landing he replied 
that it was good that I was feeling nervous 

because if a ‘normal’ pilot flew that circuit 
it would be dangerous, but he was a QHI 
with thousands of DLs so it was fine for him 
to push the limits. At this point alarm bells 
should have been ringing loud and clear, 
but I was not assertive enough to challenge 
someone who was supposed to be setting 
the standard, based on my very limited DL 
experience. 

During the de-brief the pilot told me that 
he could tell I was uncomfortable by the 
tone of my voice and rushed backup, but he 
continued because his experience meant he 
could push the limits. He also reminded me 
that if a junior pilot flew as he had, I should 
insist on an overshoot and stop the sortie if 
they continued to fly so aggressively.

Thinking back on this sortie, I learnt a few 
lessons that I thought were worth sharing. 
Firstly, I have always thought of myself 
as an assertive crew member. However, 
when faced with a steep cockpit gradient 
and a new evolution, I failed to adequately 
challenge what I felt was overly aggressive 
flying. 

If I had a better knowledge of the relevant 
publications, in this case the Flying Guide, I 
would have been more confident. 

Secondly, trusting my instinct and utilising 
what I had learned through CRM training. 
If anyone in the crew doesn’t feel that what 
is going on is appropriate, even if they 
have limited experience, there is probably 
something wrong. This feeling needs to be 
addressed with a better answer than “I’ve 
got lots of experience so it’s ok.” While 
the pilot was capable of flying as he did, 
my experience was not at his level and the 
technique left little margin for error.

Finally in relation to risk, it has been said 
that a superior pilot is one who uses his 
superior judgement to avoid situations that 
would require the use of his superior skills. 
The pilot on that night decided to utilise his 
skills to push the envelope when there was 
no imperative, just for the sake of getting 
a few more DLs in. This placed me under 
unnecessary pressure and reduced my ability 
to provide sound co-pilot backup. Looking 
back, the risk to safety was unnecessary 
and the benefits did not outweigh the costs. 
This should have been the final trigger for 
me to demand a better service from the 
Aircraft Captain. This experience has taught 
me to be assertive when required. I hope for 
you as the reader it provides a lesson that 
just because someone can do something, it 
doesn’t mean they should.

Just Because You Can, 
Doesn’t Mean You Should

LEUT M URQUHART, RAN
816 SQUADRON

A superior pilot 
is one who uses 

his superior 
judgement to 

avoid situations 
that would 

require the use of 
superior skills.

1     DL – Deck Landing
2     DLQ – Deck Landing Qualification
3     QHI – Qualified Helicopter Instructor
4     LSO – Landing Signals Officer
5     FDM – Flight Deck Marshaller
6   SHOL – Ship Helicopter Operating Limits
7   RA – Recovery Assist
8   AOB – Angle of Bank
9    KIAS – Knots Indicated Airspeed
10 SGSI – Stabilised Glide Slope Indicator
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This is not a story of aviation, even though 
there were airborne moments and an 
aircraft engineer was involved. This is 
a story of snow, sun, speed, one wrong 
decision and risk assessments that 
covered it all.

To set the scene I’m going to start with a 
shameless plug of the ADF snow sports. 
I was one of the lucky twenty four people 
who found themselves in Munich Airport 
on the 2nd of January, heading to three 
weeks training in Austria, followed by two 
weeks of competition against the British 
Military snow sport teams in France. 

We spent three weeks building up our 
skills, starting from the basics, moving to 
more complex turns and course surveys 

to understand race strategy. We skied on 
groomed slopes, icy slopes, near vertical 
slopes and navigated through waist deep 
powder. At the end of our three training 
weeks we felt ready to tackle anything the 
mountain could throw at us.

France welcomed us with snow typical to 
that found in Australia in late August. It 
was warm, sunny and sludgy, we felt like 
we had a home field advantage and would 
do well against the British. Then came the 
first day of the racing and the first race on 
the roster was the downhill. If you google 
“ski downhill” you will see a Wikipedia 
page with the list of downhill deaths, a 
page from Skisafe Australia with a list of 
risks and deaths, and a series of YouTube 
videos full of downhill crashes. 

To summarise, downhill is an inherently 
risky event, the aim of which is to 
complete the course as fast as possible, 
focusing purely on speed with the course 
guiding you down the fall line and turns 
only there to change direction with the 
terrain. 

The downhill course (unlike other 
disciplines) is designed to achieve 
maximum possible speed, while keeping 
you on the mountain. 

When standing on top of the course, a 
lot of things go through your mind. You 
realise that you will likely be going faster 
than 100 km/h. You remember what 
it feels like to hit a speed bump when 
going too fast, and hope your knees 
have enough shock absorption capacity 
in them. You try to remember if halfway 
down the course it was left-right-left, or 
left-left-right? 

You check all your equipment as the 
only things separating you from an injury 
in case of a fall are a helmet, a back 
protector and a lycra slick suit. And then 
you realise that the only thing that is 
stopping you from crashing is your own 
skill and ability. You will have to go fast, 
because these skis will not respond at 
slow speed, and if you try to shed some 
speed on course, you’re more likely to 
crash than if you just commit to the 
course. 

All these things go through your head 
over and over all the way until you slide 
through the start gate, and then all you 
can think about is the course. Hundreds 
of meters pass in one breath as you fly 
past the gates. Before you know it, it’s 
the course and you have left over 3 km 
behind in less than two minutes. Your 
heartbeat stabilises, you remember 
how to breathe normally, it feels like the 
mountain has nothing on you, you feel 
damn near invincible and all you can say 
is “can I go again?” 

Two days and two races later the weather 

One Bad Turn changed, we had some fresh snow and 
the air cooled down. The Australian 
snow welcome was replaced overnight 
by crisp French Alps. We had just two 
days and two races left before heading 
back home so we went for a warm up 
morning run on the fresh snow. For a bit 
of fun and practice we decided to train on 
the boarder cross course, and do a few 
practice races between ourselves to enjoy 
the beautiful day. 

Going through the course the first time 
it felt great, the snow was hard packed 
and holding together, my skis were 
sliding perfectly and the edges were 
biting and guiding me when I wanted 
them to. I started taking turns more and 
more aggressively until I took a very 
aggressive line into one corner and ended 
up coming out wide into the soft snow 
on the edges of the course. This quickly 
stopped my skis while I kept moving (with 
skis detached). I got up from that fall 
unscathed, gathered myself together, and 
then with the team went back for another 
run. 

This time when approaching the same 
turn I chose the same line but backed off. 
Unfortunately I didn’t back off far enough 
and ended up making the same mistake 
and crashing in nearly the same spot. 
This time however, when I tried to stand 
up I could feel my right knee was very 
unstable and sliding out from under me. A 

mountain rescue and a quick doctor exam 
later I was diagnosed with a ruptured ACL. 
Ahead of me are a few weeks of reduced 
mobility, operation, and at least six 
months of rehabilitation.

Looking back at my accident it’s easy 
to see it unfolding. With all the training 
we had undertaken I had everything I 
needed to make it down the course safely. 
Yet some of the friends from the human 
factor ‘dirty dozen’ set in and quickly 
dispatched the defences I had. Getting 
close to the end of the trip relaxed me 
and my vigilance was down. Having gone 
through the downhill I was overconfident 
and failed to account for a change in my 
environment and equipment. And lastly 
“the training race,” even though it was a 
friendly with nothing at stake, gave me the 
last small push over the edge and sent 
me onto an unsafe race line. Its easy to 
draw parallels to so many situations we 
experience so often in the Fleet Air Arm, in 
both operations and maintenance. 

Now comes the most exciting part of 
any story - the risk assessment. Risk 
assessments underpin everything we do 
in the military, including snow sports. In 
snow sports, like in any other sport, the 
risk of injury is always prevalent. The risk 
assessment for the exercise went to great 
length to evaluate all foreseeable hazards 
and go through all the steps of the risk 
treatment. 

LEUT D STEPCHENKOV, RAN
DDG CIT

We received the required training, had 
plenty of technique practice and race 
training. Fatigue was not an issue, 
our PPE was to the highest standard 
and we were all looking out for each 
other. We were under the supervision 
of our professional race coach and the 
course was professionally set up with no 
unforseen hazards. But even with all the 
mitigations applied there always remains 
a residual level of risk. It is our job to 
achieve our mission in a safe manner, 
but safe doesn’t mean free from harm, 
it means potential for harm has to be 
reduced to the lowest level, so far as is 
reasonably practicable, but even then it 
can still eventuate. 

What lessons can we draw from my 
sporting misfortune? All of us are exposed 
to risks in our daily work life and we have 
been given the skills and training to 
manage achieving the goal or mission in a 
risk managed environment. The key is we 
must remain vigilant and alert to human 
factors and other hazards, remember our 
training and realistically assess the task 
and environment at hand to ensure you 
are not the one who will realise the risk.

LEUT Stepchenkov is awarded $100 
cash prize for his article to TOUCHDOWN 
magazine. Congratulations
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In 2011 I was fortunate enough to be 
selected to attend number 35 Flight 
Test Engineers’ (FTE) course at Empire 
Test Pilots’ School (ETPS). ETPS was 
established over seventy years ago and 
was the first school of it’s kind in the 
world, it has been working in partnership 
with the Ministry of Defence to provide 
them and overseas governments with 
service pilots and FTE’s qualified for 
employment for acceptance testing 
duties or for aerodynamics and systems 
research. I have written this article to 
communicate to the FAA an incident that 
occurred involving myself whilst in the UK.

Course Conduct
The initial period is filled with a ground 
school phase whereby students are 
required to become more familiar with 
the study of mathematics, aerodynamics, 
aircraft performance, stability and control, 
and basic aero-systems. Once ground 
school is complete, students are broken 
into small mixed pilot and engineer 

syndicates led by a course tutor for 
focused practical flying experience and 
development of skills in the analysis and 
presentation of flight test results. Every 
flying experience is composed of ground 
instruction, briefing, planning, flying 
instruction, exercise completion and the 
submission of a report. 

Lead Up
The exercise was a collective lever delay 
assessment. Before the actual flight I had 
been through the ground school to learn 
the technical background, test techniques 
and risks associated to the tests that 
would take place.

The Theory
In the event of an engine failure in a 
single engine rotary aircraft, the pilot must 
react quickly to avoid loss of control and 
to prevent the rotor speed from decaying 
below acceptable minimums therefore 
preventing rotor stall which could result 
in the loss of life and aircraft. The rotor 

speed decay rate can be estimated by 
applying simple rotational mechanics to 
the problem. By losing the power plant 
and then losing the torque which turns 
the rotor, the rotor speed will start to 
decay rapidly. By reducing the blade pitch 
(therefore reducing the cross-sectional 
drag of the blade) with the collective lever, 
this rotor decay can be counteracted. 

It is vital that the RRPM does not decay 
too far following a loss of power as it may 
then be impossible to establish the aircraft 
in a stabilised autorotation. The minimum 
rotor speed below which recovery is 
impossible is of critical concern. 

Once the minimum rotor speed and 
the rotor speed decay rate have been 
calculated, the maximum time delay 
required before the collective lever is 
lowered can then be established before 
the minimum RRPM is achieved. This 
delay time (intervention time) is broken up 
into two intervals, firstly the time taken for 

What Could Have HappenedLEUT S MACHIN, RAN
808 SQUADRON

Poseidon 26 had been embarked on 
HMAS Adelaide for just over a week 
when Flight Two’s sortie was cancelled 
due to a caution caption on both Plant 
Management Computers (PMCs). The 
troubleshooting phase revealed that a 
damaged bonding strap on the rescue 
hoist was causing erroneous input into 
the PMCs; information not available to the 
pilots prior to start. 

As the maintenance team drew the 
replacement hoist from the PUK, 
inspection of the CAMM data (and more 
importantly it’s travel tag) revealed that it 
had overflown a bay servicing when it was 
fitted to it’s previous aircraft.

The vigilance of the trade supervisor who 
first caught the issue is to be commended 

if for no other reason than the travel tag 
stated the part was serviceable, despite 
also acknowledging that it had overflown 
a servicing. 

Such a discovery is not ideally made in a 
ship borne environment for a number of 
reasons, and the foremost in this instance 
was the absence of a spare aircraft to 
meet the requirements of the Ship’s 
program. 

To further complicate matters, the aircraft 
had to be ranged to start the APU so the 
replacement hoist could be operated 
and serviced to remedy the maintenance 
shortfall. This would not cause an issue 
when ashore, but the burden on the 
undermanned Aviation Department 
on a newly commissioned ship should 

obviously have been avoided through 
correct procedures prior to embarkation. 

This occurrence highlights how a 
simple problem at a squadron can be 
a significant one at sea; it is known 
that Flights at sea do not enjoy the 
level of facility, equipment, operability 
and personnel as their land borne 
counterparts. 

The lesson here (despite noting that the 
overflying of a servicing is concerning) 
is that we must pay attention during our 
pre-embarkation phase. It is admittedly a 
tumultuous period with frequent changes 
and additions, but it is worth our while 
paying this period its due attention to 
avoid greater tumult when we do not have 
firm ground beneath our feet.

Shipborne EnvironmentLEUT C ABBOT, RAN
HMAS ADELAIDE
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After shut down we had a thorough post 
flight debrief between the test crew, the 
releasing officer and the senior tutor. 
It was decided that all testing would 
be postponed until this was debriefed 
to all crews and re-assessed under a 
new risk assessment (as the hazard of 
unintentionally chopping the Emergency 
shut-off lever was not included in the 
initial risk assessment briefed prior to the 
exercise). Furthermore, on speaking with 
my fellow students they also mentioned 
the close proximity and the difficulty in 
chopping the throttle without disturbing 
the Emergency Shut-Off lever.

The following day we went through 
many drills on the ground to determine 
the appropriate hand position and the 
following amendment was made to the 
course notes and briefs:

“During the countdown of “3-2-1 NOW” 
leading to the throttle closure the NHP 
is to push the throttle to the right with 
his thumb freeing it from the gate 
and is to ensure that his knuckles are 
not contacting the fuel shutoff before 
retarding it on the “NOW.” This requires 
the throttle to be gripped mainly by the 
index finger and second finger (knuckles 
flush) rather than the whole clenched 
hand. This procedure is to be practiced on 
the ground prior to start.” 

What were the contributing factors?

Fatigue
Even though I felt fit to fly, there was a 
constant feeling of fatigue (this was also 
felt amongst other students on the course) 
due to the amount of content covered and 
the time spent after hours either prepping 
for or writing up test reports. Additionally I 
was on the course with a young child (ten 
months at the start of the course) who 
was struggling to foster a sleeping pattern 
(this last point contributed least in my 
case as my wife would often get up and 
look after our child to calm him at night).

Perceived Pressure
There was always a sense amongst 
the students to get the job done early, 
otherwise you would run the risk of having 
to play catch-up and fly multiple exercises 
over a compressed period and therefore 
expose yourself to the risk of failing an 
exercise. 

This was experienced on a few occasions 
due to weather, illness or personal 
circumstances and students affected 
would have an increased workload over 
a short period of time so they didn’t fall 
behind in the course work. 

I also put pressure on myself in flight 
to carry on instead of taking a moment 
to assess and admit that I was not one 
hundred percent capable to continue the 
activity, this may be explained as I was 
becoming more task fixated and worrying 
about failure instead of worrying about the 

the pilot to be alerted by cues of engine 
loss and secondly the time for the pilot 
to react to these cues by lowering the 
collective lever. This time is traditionally 
accepted as two seconds.

The Testing
The lever delay assessment was 
conducted in order to measure the 
time of decay and therefore provide 
a recommended practical delay time 
through flight test. This was achieved as 
follows:

The transition into autorotation with lever 
delays was conducted from trimmed 30, 
50, 70, and 90 KIAS straight and level 
flight at a nominal PA of 7000 ft. The Nr 
gauge was marked for minimum Nr at the 
current altitude and for the desired value 
of Nr1 (the NR at which the lever would 
be lowered and autorotation entered). 
Once stable the Non Handling Pilot (NHP) 
initiated the test point by closing the 
throttle to ground idle. The Handling Pilot 
(HP) lowered the collective at the practiced 
rate once Nr reached the pre-marked Nr1. 

Once the lever had been lowered 
(maintaining the A/C attitude) and after 
the Nr starts increasing, the aircraft was 
manoeuvered to achieve 400±10Nr and 
70±10 KIAS in a steady autorotation. 
Once data gathering was complete the 
NHP called complete and the engine 
was advanced using the manufacturer 
approved re-engagement technique. 
Between each test point the crew liaised 
with FTEs in telemetry to confirm data 
collected and to confirm the next test 
point. 

The initial test was conducted with a 
simultaneous throttle chop and collective 
lever drop, the next test point was 
conducted at NR1 = to 5RRPM decay 
followed by a NR1 = to 10RRPM and so on 
until data confirmation of encroachment 
on the minimum RRPM. Recovery was 
commenced when data had been 
gathered, a limit was approached or 
undesired handling was encountered. 

The Occurrence
Now that I have brought you up to speed 
I would like to discuss what occurred on 
this day. I arrived at ETPS in the morning 
for a session of ground school for a future 
flight test activity. I was not rostered on 
for a flying exercise on this day but was 
feeling quite refreshed. I was approached 

LEUT Machin is awarded $200 cash prize 
for his article to TOUCHDOWN magazine. 
Congratulations

Throttle and shut off proximity  Knuckles flush technique

by one of the tutors and asked if I was fit to 
fly my assessment, which was a day earlier 
than planned, this was due to a fellow FTE 
student being unfit to fly. 

The next couple of hours were taken up 
with gathering my thoughts and test cards 
and collecting the briefing points including 
weather and tests to be conducted. 

The brief went well, however a little off 
beat due to the late crew change between 
myself the tutor and the fellow FTE who 
was to occupy the telemetry. The weather 
was excellent with calm winds, VMC 
conditions with few broken clouds at 4000’ 
and a slight haze.

Myself and the tutor (aircraft captain) 
walked, started up and proceeded to the 
test area and altitude (2000’ PA). We 
conducted HASELL (Height, Area, Security, 
Engine, Lookout, Location) checks and 
briefed the first test point (90KIAS, zero 
delay). The pilot confirmed that he was 
ready, I identified and confirmed the 
throttle and called “Standby for a throttle 
chop on the count of 3 with simultaneous 
lever drop. Are you ready?” The pilot 
confirmed ready and I called “3-2-1 Now” 
closing the throttle on now and he dropped 
the collective lever simultaneously. 

We completed the run and re-engaged 
the engine. On debriefing the test point 
immediately after recovery I mentioned 
that my glove had grazed the emergency 

shut off lever (this shuts off the fuel to the 
engine). We discussed this incident and 
agreed to continue with an adjustment to 
my grip.

We then repeated the test as described to 
the initial NR1 value and recovered. Again 
this time my knuckles grazed the shut 
off lever. We discussed some more and 
I re-adjusted my grip once again. On the 
third throttle chop my glove caught and 
partially and unintentionally closed the 
Emergency Shut-off lever, at which point 
I waited for the pilot to lower the lever 
before informing him. 

There were some expletives loosened in 
the moment, once we composed ourselves 
(less than a couple of seconds) we 
scanned the area and identified a large 
clearing to put the aircraft in if required. 

We had a quick discussion and opted to 
push the emergency lever back in position 
and go for a re-light on the hope that it 
hadn’t been fully drawn back and engaged 
the solenoid (which could only be reset 
outside of the aircraft). 

Fortunately we were able to get a re-
light. The handling pilot, myself and the 
releasing officer had a discussion in the 
aircraft and over the radios to continue the 
sortie. It was decided to call it a day and 
return home due to breaking the safety 
wire on the Emergency Shut-Off Lever.

what if — which could have resulted in a 
more serious incident.

Stress
I certainly felt under stress throughout 
the year with a young child at home in a 
relatively foreign environment that I wasn’t 
used to at work, in a foreign country with 
little support. Additionally I was further 
occupied with the workload required to get 
through the course. So I felt I was under 
an amount of stress that I believed was 
manageable however, it was experienced 
over a prolonged period.

Norms
There is some evidence that this 
procedure had been conducted over many 
years without incident and therefore there 
was some creep into the normal day to 
day business. Due to the prestige of the 
school and the caliber of the teaching 
staff, people would blindly follow the 
tutors guidance and course notes without 
stopping and asking the questions and 
doing the right thing. 

Conclusion
Upon reflection I realise that I probably 
wasn’t fit for the task at hand and the 
warning signs were there:

•	 I was feeling fatigued however, I had 
fallen into the can do attitude that 
was being carried by the rest of the 
students on course who were all at a 
similar fatigue level;

•	 Taking on more than I could handle 
at the time (shift in the sortie at late 
notice); and

•	 Not noticing the warning signs (1, 
2 and 3 strikes with the Emergency 
Shut-Off).

Both the aircraft captain and I experienced 
the onset of these warning signs and we 
both definitely failed to recognise this 
and put a stop to it early. My opinion in 
hindsight is, that if it doesn’t feel right 
speak up early and do not continue until 
your are one hundred percent certain on a 
way ahead. 
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For more than 30 years, the Fleet Air Arm 
Association of Australia has promoted the 
interests of its members and the Fleet Air Arm.  
Divisions exist in most States and the ACT.  
Please join us for the camaraderie and the 
important work of promoting naval aviation.

WHAT DOES THE ASSOCIATION 
DO?
• QUARTERLY ‘SLIPSTREAM’ MAGAZINE - 
Opportunity for contemporary Aviation articles, 
messages and stories from old shipmates, and 
other interesting articles from Veteran Affairs and 
other government agencies, that may affect you 
now or in the future.

• AWARDS - Medallions of Merit to high 
performing serving FAA members.

• FAA MEMORIAL WALL - Established near the 
FAA Museum.

• FAA WALL OF SERVICE – Established near the 
FAA Museum.

• SUPPORTS the FAA Museum and the RAN 
Historic Flight in all their activities.

• PUBLISHING relevant and interesting aviation 
related articles and information on the FAAAA 
Website (faaaa.asn.au/)

• HOW DO I JOIN – As each state Division has 
varying fees, refer to contacts on our Web page.

• OUR EXPECTATIONS OF YOU – Be proud of 
your FAA heritage and the FAA family.  

If you feel inclined, write an article for the 
‘Slipstream’ magazine.  Contact your State 
Division or National Committee if you require 
more information (refer to our Website for all 
contacts).
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The Naval Warfare Officer’s Association (NWOA) is a social network for past 
and present Warfare Officers of the Royal Australian Navy. Our purpose is to 

continue the patriotism, loyalty, friendships and camaraderie of Naval Service 
within the wider community. 

 

 

The NWOA welcomes officers qualified in a recognised Naval Warfare course 
and others who, by reason of their close association with, or interest in, the 

objects of this Association. 

 

 

Further details can be found on the NWOA website:  

 

warfareofficers.org.au 



UPCOMING AVIATION TRAINING COURSES

COURSES DATES FOR 2016

HUET WITH EBS •	 21 Apr 16

•	 02 May 16

•	 23 May 16

•	 30 May 16 

•	 04 Jul 16

•	 01 Aug 16

•	 29 Aug 16

HUET WITHOUT EBS •	 04 Apr 16

•	 13 Apr 16

•	 27 Apr 16

•	 10 May 16

•	 15 Jun 16

•	 11 Jul 16

•	 12 Jul 16

•	 25 Jul 16

•	 08 Aug 16

•	 22 Aug 16

•	 23 Aug 16

FLIGHT DECK TEAM •	 04 Apr 16

•	 09 May 16

•	 23 May 16

•	 06 Jun 16

•	 20 Jun 16

•	 18 Jul 16

•	 25 Jul 16

•	 08 Aug 16

•	 15 Aug 16

VERTREP/TRANSFER HELO DIRECTOR 
(HD)/HELO VERTREP TEAM

•	 03 May 16

•	 16 Jun 16

•	 27 Oct 16 •	 01 Nov 16

VERTREP LOAD SUPERVISOR •	 17 May 16 •	 23 Aug 16 •	 15 Nov 16

For more Information on these and other training courses contact Mr Mel Jacques on (02) 4424 1466


