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But now the more difficult themes
are being tackled, including
manning shortfalls, excessive
administrative workload, and the
ADF regulatory framework itself.
Many of the themes cannot be
solved in-house and other areas
of Defence are being engaged,
such as the Category Sponsors
within DNPR (E&L) and DGTA.
Likewise, some of the themes are
strategic in nature and will take
time to resolve and show effect –
indeed the MRP has a time-line
out to October 2006. But it will
not be buried with time passing.
The MRP has the Maritime
Commander’s personal attention
and a small team is managing its
progress. It is my intention to
update you all on about a
monthly basis to show that work
is progressing.

I want to stress that the MRP is
about making cultural change.
It is about reconsidering how we
do things safely. It is about
understanding our own
accountability. This is not
something I can impose on you
from above. It is something each
of us must consider in our own
workplace. Remember, the MRP
is your plan; it was developed
from your ideas and concerns
and it will be effective if we all
get involved. Think about what
was discussed in those
presentations and think how you
might enact it.

BY CDRE T W BARRETT, RAN
COMAUSNAVAIRGRP

The last issue of Touchdown in
May 2005 carried the tragic news
of the loss of Shark 02. Since
then the Board of Inquiry has
convened in a very open and
transparent manner. Further, a
number of maintenance incidents
have occurred; all of which has
caused us to pause and
reconsider our practises and
procedures. I appreciate that the
attendant scrutiny has been
debilitating on our capacity to
meet operational requirements
and on morale in general. If ever
there was a time to be more
vigilant – now is it. But I don’t
intend to ask you to do this
without recognising the need for
significant changes in how we do
business.

In August last year, most of you
were asked to participate in a
focus group or to provide a
survey response about safety
culture within Naval Aviation.
I am aware many thought it was
an exercise in futility stating:
‘what ever happens to these
surveys; no-one ever does
anything about them’. But let me
say that all of the information you
provided was considered. It was
grouped into a number of themes
and an action plan was
established to resolve these
broad issues. This plan is known
as the Maintenance 
Re-invigoration Plan (MRP) and it
has already started.

It started with a series of
presentations on safety culture
and error management within
maintenance organisations.

Foreword

Lastly, I want to acknowledge the
work that has been done by
maintenance staff during what
was a tough year in 2005. We
have a difficult job to perform at
the best of times, but it is an
important and necessary job, and
you are all part of getting it done
safely. I don’t ask you to forget
the tragic loss of Shark 02, but I
do ask you to look forward to
restoring our professional
standards, in part through the
MRP – if we are successful, it will
be a lasting memory to those
friends and colleagues lost in the
crash.

CDRE T W Barrett, RAN
COMAUSNAVAIRGRP
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Fleet Aviation Safety Officer
TOUCHDOWN Editor
LCDR Shane Firkin, RAN

LCDR Shane Firkin has had a
career in the Royal Australian Navy
of almost 30 years. Since joining
in 1976 as a Junior Recruit at the
age of 15 his entire career has
been associated with the Fleet Air
Arm. During his flying career he
has been qualified on the UHIB
Iroquois Wessex 31B, and was a
member of the first flight to
embark in an RAN FFG for
participation in RIMPAC '84 with a
206B-1 onboard HMAS ADELAIDE.
He completed an Instructors
Course in 1992 and is currently a
B Category Qualified Observer
Instructor. He has had 11 years
flying SK50A Sea Kings, of which
three years were spent instructing
ASW at the Sea King Simulator.
In his last flying posting LCDR
Firkin was the Observer Training
Officer at 723 Squadron instructing
the Basic Rotary Course in
AS350BA Squirrel helicopters.
LCDR Firkin has successfully
completed the Aircraft Accident
Investigators Course at Cranfield
University (UK) and the United
States Navy's Aviation Safety
Officer Course at Naval Air Station
Pensacola, Florida. He is a
qualified SAR Mission Coordinator
and Aviation Risk Management
Facilitator. He is also a graduate of
the RAAF Base Flight Safety
Officers Course. As the Fleet
Aviation Safety Officer LCDR Firkin
is a member of the Airsafe Safe
Systems Working Group, the NAS
Base Flight Safety Committee and
the RAN Maintenance Human
Factors Working Group.

Assistant Fleet Aviation 
Safety Officer
CPOATA Craig Johnson  

Chief Petty Officer Johnson joined
the Royal Australian Navy in 1986.
His aviation maintenance
background consists of 12 years
working on the Westlands Sea King
helicopter with 817 Squadron, a 4
year posting to the Engine Repair
Section at NAS NOWRA where he
was responsible for the depot level
maintenance and functional testing
of Rolls Royce Gnome gas turbine
engines, and a period at NASPO in
the Sea King Airframes Section.
During his 19 year career CPO
Johnson has had the opportunity to
serve as part of a flight on HMAS
TOBRUK on numerous occasions,
including a deployment in East
Timor. He has also served on HMAS
MANOORA in the Solomon Islands
and on HMAS SUCCESS. Before
joining the FASC, CPO Johnson
gained the authorisation of FSMS
and was the Maintenance Unit Chief
at 817 Squadron. CPO Johnson
joined the FASC in early 2004 and
subsequently completed the RAAF
Aviation Safety Officer's course in
December 2004. He has graduated
from the Southern Californian Safety
Institute's (SCSI) Aircraft Accident
Investigator's course and the (SCSI)
Gas Turbine Accident Investigator's
course held in Albuquerque New
Mexico. He is also a member of the
RAN Maintenance Human Factors
Working Group and is the Secretary
to the Air Safety Systems Working
Group (ASSWG). He is always
interested in any safety issues
personnel may have, and may be
contacted on (02) 4424 1251 or by
email:craig.johnson2@defence.gov.au

TOUCHDOWN Magazine 
Co-ordinator
WOA Steve Duffey

Warrant Officer Duffey joined the
RAN in 1972 and transferred to the
Active Reserve’s List on his
discharge from the Navy in July
2005. WO Duffey joined the RAN as
a Naval Airman Aircraft Handler and
served in the carriers HMAS Sydney
and Melbourne. His flying career
began in 1975 as a Search and
Rescue diver before transferring to
the Aircrewman category in 1979.
WO Duffey has flown in a variety of
fixed and rotary wing aircraft
including the Iroquois UHI-B & 
UHI-H, Wessex 31B, Kiowa 206B-1,
HS 748, Sea King MK50, Squirrel,
Seahawk and Blackhawk helicopters.
During his flying career he has
served at 723 and 817 Squadrons
and with the Multinational Peace
Keeping Force in the Sinai. In his
role as a Qualified Aircrewman
Instructor WO Duffey has served at
the Australian Defence Force
Helicopter School in Canberra and
the Aircrew Training School at HMAS
Albatross. Non flying positions have
included RAAF East Sale, AMAFTU,
the Flight Deck Training Unit and
HMAS Tobruk. WO Duffey’s last
position in the PNF was as the Chief
Aircrewman Examiner at
COMAUSNAVAIRGRP where he was
responsible for Aircrewman
helicopter utility flying standards.
WO Duffey looks forward to working
within the Flight Safety Cell as the
Touchdown Magazine coordinator
and encourages all personnel to
think ‘Flight Safety’ and to continue
to support ‘TOUCHDOWN’ the
Australian Navy Aviation Safety and
Information Magazine.

Introducing your FASC Staff for 2006

Aviation Safety Database Manager
Mr Ian Carroll

Mr Carroll joined the RAN in 1971,
and served 13 years in the Royal
Australian Navy as a Radio
Technician including tours at sea in
HMAS Melbourne. He subsequently
transferred to the RAAF in 1984 as
a Radio Technician and instructor
on C130E/H and subsequently
changed role to RAAF Aircrew as a
Flight Engineer / Loadmaster on
DHC4 Caribou aircraft. He was
employed in this role throughout
Australia, New Zealand and New
Guinea, attaining 2684 hrs as a
FLTENG CAT B. His final posting in
1993 was to HQ86 Wing
continuing flying and OPSO duties.
On retirement from the RAAF in
1994 he commenced employment
with the Public Service as the
Configuration Manager for Caribou
from 1994 to 1998. From 1998 to
the present time he has filled the
position of Fleet Aviation Safety
Cell (FASC) Database Manager. His
primary duty as DBM is to manage
the HTAR / DAHRTS databases,
entering all Navy Aviation Hazard
reports (ASOR and OPHAZ)
accident /serious incident
investigation findings,
recommendations and all
subsequent resolution tracking data
into the HTAR database. He is a
graduate of the RAAF Aviation
Safety Officers Course and is an
advisory member to the DFS ADF
DHARTS Development Group.
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Two Australian servicemen have
been honoured for their role in a
tense stand-off with Iranian
gunboats in the Persian Gulf.

Lieutenant-Commander Tony
Johnston and Petty Officer Andrew
Keitley have been awarded the
Distinguished Service Medal
(DSM) for coolly defusing a
situation that could have
ballooned into a major
international incident.

The previously unreported episode
showed how close coalition forces
had come to combat with Iran in
the wake of the Iraq war.

On 06 December 2004, a
boarding party from HMAS
Adelaide was sent to check on a
cargo ship run aground at the
mouth of the Shatt al-Arab - the
river dividing Iraq and Iran.

PO Keitley led 14 men in
speedboats to board the ship
while LCDR Johnston co-piloted a
Seahawk helicopter providing
cover overhead. The 12 Australians
and their two interpreters boarded
the vessel with no problems, but
soon noticed a small boat in the
distance moving towards them at
speed.

The unidentified boat was followed
by others, and the Australians
realised they belonged to the
Iranian Coast Guard - a 
hot-headed outfit involved in the
capture of a group of British
servicemen who had been
boarding a boat in a similar
operation earlier in the year.

What followed was a knife-edge
stand-off in which the Iranians
menaced the Australians over a
four-hour period and made a
number of attempts to force their
way aboard.

At the peak of the drama, as many
as six Iranian gunboats circled the
Australians, brandishing AK-47s,
rocket-propelled grenades and
anti-aircraft missiles.

The Australians armed with only
9mm pistols and two shotguns
took up positions to fend off
boarders.

They breathed a sigh of relief when
the gunboats could not get close
enough in the shallow water.

“It was a fine line,” PO Keitley said.
“They would be highly aggressive
and then they would mellow out
again.”

Between the steady heads of PO
Keitley and LCDR Johnston, the
Australians decided that it would
be too risky to send boats in to
rescue the boarding party.

They worried that the Iranians
would jump the seamen and take
them prisoner during transfer.

Instead, over a nervy 45-minute
period and under the guns of the
Iranians, the Seahawk winched all
14 members of the boarding party
off the cargo ship and to safety.

LCDR Johnston was embarrassed
that only he and PO Keitley had
been honoured.

He said the rest of the flight crew
and maintenance staff aboard the
HMAS Adelaide had worked just as
hard and deserved equal
recognition.

“It was an outstanding
performance all around,” LCDR
Johnston said.

I’m very happy that we were in the right
place at the right time and able to
make a positive contribution to the
outcome of the days events. The fact
that I have been recognised  with the
award of the Distinguished Service
Medal is a great personal honour.

However that is not to say that this was
a solo effort. I flew with three excellent
aviators on this mission, LEUTs Sam
Dale and John Flynn and POA Andrew
Watson. Throughout our CATALYST tour
they set an incredibly high standard
and were very steady on the day under
difficult circumstances. Our excellent
training and their professionalism and
airmanship allowed me the ‘think time’ I
needed to process what was happening
and make the decisions required to
permit a successful outcome.

Back in the ship, when the gravity of the
situation became obvious, the Flight
maintainers (led by now WOATV Pete
Calvert) safely, with a minimum of fuss,
returned our aircraft to a serviceable
state from it’s R4/5 servicing in less
than half an hour. Throughout the
deployment, ADELAIDE Flight’s
maintainers provided Full Mission
Capability for 100% of our programmed
flying. They did this in incredible heat
and humidity as well as very low
temperatures, day and night, in
sandstorms and heavy rain. They did
these things with the utmost safety and
care.

I am extremely proud to receive this
honour as a naval aviator while
acknowledging the utter professionalism
and sheer hard work of my fellow
aircrew and maintainers. I am equally
proud to have been the Flight
Commander of Seahawk Flight 3 –
HMAS Adelaide Flight.

LCDR T Johnston, RAN
COMAUSNAVAIRGRP

BY NICK BUTTERLY 
26 JANUARY 2006
THE COURIER-MAIL

Gulf stand-off earns
hero status  Copyright 2006 News Ltd. All Rights Reserved
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Prior to arrival at my new
Squadron I had very little
exposure to the Aviation Safety
program or its process. The
exception to this was reading
crash comics and ASOR’s in the
crew room and vaguely thinking
“that’s interesting” or “how did
he/she let that happen”.

Within the space of one working
week at the squadron, I was able
to add two of my own ASOR’s to
the reading pile in the crew room.
The first occurrence was the loss
of a pen during a utility sortie.
The second occurrence was the
loss of a pen, in very similar
circumstances, the very next
sortie. You may now be asking
yourself, what is it about the
nature of utility operations that
will cause you to lose a pen?
More importantly, why was the
second incident allowed to
happen after my experience the
previous sortie?

If I had taken heed of advice in
Ask Why Five Times
(TOUCHDOWN 01 April 2003), I
may have prevented the second
incident and possibly the first.

The following is a snippet of my
thoughts when asking ‘why?’ I
had lost a pen outside the
aircraft.

Why was the complete pen
allowed to come out of the
securing sleeve on my arm?

Answer:  The jet stream and the
physical movements when
conducting utility operations
place the left upper arm in a near
vertical position (such that gravity
and the airflow may cause the
pen to come out of the sleeve).

Why, had I removed the securing
flap from my sleeve? 

Answer:  My previous aircraft
cabin was the KingAir B200. We
did not conduct utility operations
nor did we need to move our
bodies rapidly inside the cockpit.
I was never the flying pilot, so I
had both hands free to secure all
the documents and instruments
that I need to use. The cockpit
was formally secured for
departure and rejoin only.
FOD and aircraft security, while an
important issue, was not readily
apparent in our minds due to our
operations. Subsequently to
make my life easier for myself, “I
had removed the flap on my
sleeve” in order to allow making
the retrieval of a pen a simpler
and faster operation.

Why had my colleagues and
other, more experienced
personnel done the same thing? 

Answer:  The same people,
looking back, had no rotary wing
experience.

Why had I not recognised that my
modified flying suit was not
suitable for my new aircraft? 

Answer:  As I sit here now I can
say that I did not thoroughly
examine what I would be doing in
my new aircraft. I failed to
realise that it would be
significantly different than what I
had done at School of Air
Navigation (SAN). I should have
looked closer at the environment
that I would be working in.

The Pen is Mightier
than the Sword

Allow me to speculate, and
hindsight is a wonderful thing, but
had I gone and practiced the
positions and the movements that I
would be performing in the utility
role on an aircraft in the hangar, I
may have noticed this hazard and
removed it.

So what did I learn from this? 
I learnt that preparation for a flight
simply isn’t being able to perform
the task. New evolutions need
thorough planning. Take time prior
to the flight to consider the ‘what if’
and come up with solutions to
prevent an incident from happening
rather than learning about it after
an incident has taken place.

SBLT Hampton raises a number of
significant issues in his article. The
importance of fully pre briefing and
reviewing operations prior to their
conduct (particularly in the training
environment). The power of group
norms – “my colleagues and other
more experienced people had done
the same thing”

One thing that it doesn’t say is that
your aircrew ensemble (flying suit –
boots etc) has been designed and
tested to be utilised in all areas of
your operations. It is part of the
“airworthiness” of the aircrew /
aircraft system. Personal modification
of your issued flying equipment is no
different to unauthorised modification
of the airframe. These items of
aircrew clothing have been specifically
designed and tested to do the job in
all circumstances. If the securing flap
had not been removed from the
sleeve in the first place the incident
may not have occurred.

LCDR R Sellers, RAN
Previous FASO
COMAUSNAVAIRGRP

BY SBLT HAMPTON, RAN
723 SQUADRON

So what did I learn from this? I learnt that preparation for a flight simply
isn’t being able to perform the task.
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Then it dawns with startling reality
and you wonder how it could have
developed so far without you
having done something about it!  

Back in 1986, 816 Squadron was
flying Wessex, specialising in
Counter Terrorist operations. We
did an awful lot of night flying and
believed that we owned the night.
It was the confidence of throwing
ourselves at oil rigs on numerous
black nights, in a six aircraft
formation without lights, radar or
Night Vision Goggles (NVG’s).
The Wally mightn’t have been the
ideal aircraft for the job, but she
was a robust and reliable old girl.

On the night in question we were
conducting practice assaults on
Beecroft Peninsula. I had been
flying the Wessex for almost a year
at that stage and this was to be
my night Tactical Captaincy check.
As Number Four in the formation
we were to be the second aircraft
over the assault point, Two and
Three being the sniper aircraft.

Once over the spot in a 40 feet
hover we would dispatch the fast
rope and simulate sending down
the assault team. This was all
becoming pretty standard to me
and I was quietly confident about
the Captaincy check.

The QHI had been my instructor
on Wessex OFT, my first
operational conversion since
changing over from Observer.
Part of his brief was that he
would fly the first assault and
that I shouldn’t worry about the
backup (the non-flying pilot was
normally a talking airspeed
indicator and RADALT during the
assault phase), concentrating
more on the visual picture so I
could get my eye in.

Start-up, departure and transit to
the area all went according to
plan. After about 10 minutes in
the hold, Lead initiated the
assault and we lined up on the
run-in. Lead and the snipers
accelerated towards the target
with us initially holding our speed
to establish an appropriate
interval. We then accelerated to
80 KIAS at 200 feet AGL. We
were low level in the dark, with
almost no horizon, flying off not
too many visual cues. No sweat!

Shortly thereafter, that horrible
uncomfortable feeling set in.
It didn’t quite look right. We looked
a bit low. Nothing to be too
concerned about, though.
I was probably just getting my eye
in, and after all, I had a highly

experienced QHI to look after my
interests. But that nagging feeling
wouldn’t go away.
The brain was processing messages
which progressed through “this
feels a bit low” to “I’m sure we’re
low” and “*#$% I don’t like this”.
And while the level of anxiety grew
exponentially, the mouth stayed
firmly shut. Finally, in response to
the brain screaming “what the hell
is happening” (or words to that
effect) I caught sight of the RADALT;
60 feet and unwinding rapidly!

In a voice many decibels (and
probably several octaves) higher
than normal I yelled “40 feet!”,
followed almost instantly by “20
feet!”. The aircraft captain levelled
the attitude and pulled in an armful
of collective to cushion the
inevitable impact a fraction before
we hit the ground; and bounced
back airborne.
I remember how loud the crashing
sound was and then thinking
“pause, two, three, yes we’re still
flying”. “OK, let’s get this thing on
the ground”. We landed at the
assault point several hundred
metres in front of us (now
illuminated by “Night Sun”) and
shut down.

BY CMDR A WHITTAKER, RAN
FAVO
MCAUST OPS

CRM? Never heard of it

The brain was processing
messages which progressed
through “this feels a bit low”
to “I’m sure we’re low”...

There are times in a flying career when you know things aren’t quite right.
You don’t necessarily know what the problem is, but you can feel it.

BELOW WINCHING FROM A WESSEX



7TO U C H D O W N   F E B R UA R Y  2 0 0 6

Fly Navy
Fly Safe

As both pilots and the
aircrewman walked around the
aircraft we were probably
surprised to find that apart from
some missing antennas and
foliage in the undercarriage, the
old girl was intact. After a brief
radio discussion with Lead, we
mounted up and flew the aircraft
back to Nowra. The next day we
went to survey the site in
daylight. If we had been 100
metres left or right of the run-in
track we would have hit trees
rather than knee high brush, with
a significantly different outcome.

With the benefits of 20/20
hindsight and CRM training, the
issues are readily apparent but
let me throw in a few, anyway.

Cockpit Gradient. The QHI and I
were both Lieutenants who had
been in the aviation business for
a while, however I was relatively
inexperienced as a pilot.
Additionally, the QHI had been my
instructor fairly recently on OFT
and I was still carrying the aura
of QHI/QFI inviolability built up
on Pilot’s course. To think
yourself or anyone else is immune
from making mistakes is dumb,
and in the business of aviation
we don’t always get a second
chance.

Back-up. Visual flying at low level
in the dark is scary enough.
Doing it without using the
instruments designed to separate
us from terra firma is potentially
suicidal.

Speak up. If it looks bad and it
feels bad, the chances are that it
really is bad. Don’t assume the
other person has the same
perception of the situation and
will correct it. Speak up, early,
and keep talking until you are
satisfied that the situation is
under control. ‘It’s better to be
thought of as a worry wart than
to have one’s epitaph read “but
for the sake of opening his
mouth, he would be here today”.

Down bird actions. When you fly
an aircraft into the ground, make
an emergency landing and shut it
down, it isn’t smart business to
get back airborne without a good
engineering inspection.

CISM. In those days Critical
Incident Stress Management was
conducted over a beer in the
back bar. While I still think that
is a good first response, there is
no stigma attached to getting
professional help. The outwardly
macho image may hide untreated
fears for years.

Luck. Sometimes the only thing
between you and the hereafter is
pure dumb-arse luck.

Needless to say; I learned about
flying from that. And as I wrote
earlier, the Wally was a robust
and reliable old girl (thank
goodness!).

CMDR Whittaker’s article reinforces how
very important the non-flying
crewmembers back up is. If it wasn’t for
his calls of 40 feet – 20 feet!  The
outcome could have been very different!
In this case it bought valuable time and
directed the attention of the flying pilot to
their low altitude and high rate of descent
– probably just in time to save their lives.

It also raises an interesting issue with
regard to crew perception. I discussed this
issue at a recent aviation psychology
symposium in Sydney where one of the
presenters had posed a question
essentially as follows:  “what is the
difference between crews which make a
potentially fatal error and subsequently
recover from the error (correct it in time),
and those crews which continue flight with
the uncorrected error finally resulting in a
major accident. (Very applicable to CFIT).

I believe that we process far more
conscious and subconscious information
than we realise. “That horrible
uncomfortable feeling set in. It didn’t quite
look right” We all need to listen to those
feelings “it doesn’t feel right – I don’t feel
comfortable with the approach” etc.
Particularly in low altitude - low visual cue
scenarios (Night / IMC), if you get that
feeling – it may be the last chance you will
have to recover something that has been
missed – gain some altitude – if necessary
carry out a missed approach and achieve
safe flight - (safe HT / safe HDG / safe
IAS) and give yourself some breathing
space to re do the checks re brief the
approach etc.

I believe that it is the crews who have
learned to listen to that (almost
subliminal) warning and responded to it,
which make up a large proportion of the
crews who recover from the potentially
fatal error in time.

As a crewmember you have a right and a
duty to speak up if you are unhappy with
the way your aircraft is being operated.
Your call could potentially make the
difference between a funeral and a debrief
in the bar.

LCDR R Sellers, RAN
Previous FASO
COMAUSNAVAIRGRP
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In the interests of protecting
Australian fisheries my Seahawk
flight was transferred to HMAS
WARRAMUNGA in support of OP
CELESTA. We spent the first week
of our transit to the Southern
Ocean practicing Boarding Party
(BP) operations including Fast
Rope Insertions, developing

concept of operations, and
discussing all manner of safety
considerations. Training continued
daily including aircraft
familiarisation and rescue training
for BP team members. The
Aviation and BP teams were as
ready as we could reasonably
expect to be.

As we approached the operation
area, environmental conditions
took a turn for the worse.
Although wind speeds dropped as
we proceeded south of the
‘Roaring Forties’, air and sea
temperatures dropped until they
hovered just above freezing and
bands of bad weather cycled
through several times daily.
Finding a suitable window for
boarding operations would require
a combination of skill and luck.

A suspected illegal fishing vessel
was intercepted late in the
afternoon during a period of
lousy weather precluding a
boarding before nightfall. The
plan was to conduct the boarding
at first light the next day. The
aircrew would include two pilots
in front, the Tactical Operator
(TACCO) in the back as Mission
Commander (Communications,
Forward Looking Infra Red (FLIR),
radar) and the SENSO (boarding
party operations).

THE BOARDING

Preparations for the boarding
went without difficulty. Aircraft
startup, engagement and launch
proceeded without difficulty.
We conducted several orbits of
the vessel to ascertain the winds,
ship motion and best area to
conduct the BP insertion.
The flying pilot for the insertion
would be my co-pilot in the right
seat due to wind and visibility of
the ships superstructure.
We completed our checks, asked
for and received authority from
WARRAMUNGA to commence the
boarding and commenced our
run-in from the vessels port side.

As we approached the ship, the
con was handed over to the
SENSO who brought us into
position over the designated
insertion area.

Fast rope deployment was carried
out and the first BP member was
deployed. Several things then
happened in quick succession,
which leads us to the opening
line of this story. The vessel
rolled heavily to starboard, the
aircraft drifted slightly aft and the
fast rope went overboard. The BP
member on the rope attempted
to lock off, but was unable to
hang on and entered the 
near-freezing water.

THE HUGE BURST OF FEAR
REVISITED

Suffice it to say that a lot
happened at this point, most of it
without entering into debate or
discussion. The SENSO called
“Man in the water!” To avoid the
fast rope becoming entangled
with the ship, I called “climb,
climb, climb” and my co-pilot
climbed up and away to clear the
vessel. Once clear the SENSO
successfully recovered the fast
rope. Almost simultaneously the
Mission Commander called “Man
Overboard” to WARRAMUNGA.

Let me say at this point that most
of what I write from here on I
wouldn’t have remembered
clearly if we hadn’t recorded the
whole thing (visuals, internal, and
external communications) on
FLIR. It sounds corny to say that
“the training kicked in and we did
it all automatically” but that’s
almost exactly what happened.

BY LCDR P DAVITT, RAN
816 SQUADRON

The huge burst of fear

I can’t describe the relief I
felt when the BP member was
in the RHIB and safely on his
way back to WARRAMUNGA.
The adventures weren’t over...

“Man in the water! Man in the water!”

I can’t tell you how my heart sank when I heard my Senso Operator
(SENSO) shout those words over the Internal Communication System (ICS).
And things were about to get much worse. I believe I’ve got your attention,
so I’ll go back a bit to the beginning of the story.
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The adventures weren’t over.
The rescue RHIB overturned and
dumped all four personnel in the
water. But that’s another story for
another time.

WHAT WE LEARNED FROM OUR
EXPERIENCE

The biggest bonus from this tale is
that we got the whole thing on
tape. We never would have
guessed what a bonus that would
be. As I mentioned, a lot of what
happened on the day was a
(pleasant) surprise to me when I
watched the tape.

RISK MANAGEMENT/ MITIGATION

Could this happen to you? Sure.
The boarding went to custard…
could have happened to anyone.
The thing is, I wasn’t thinking that
at the beginning of the day…none
of us were. We as aviators like to
think that proper prior planning
will prevent poor performance, and
most times it does. But aviation is
a risky business. All we can do is
assess the risks, mitigate them
where possible, and carry on.

CREW RESOURCE MANAGEMENT

I know this is a dated term but I
want to talk, specifically, about
how we interacted as a crew.
What I was very pleased with is
that without having to think too
much about it, we ALL said and
did the right things when the
scenario rapidly diverged from 
the plan. I think this is largely
due to the fact that we HAVE a
good, positive culture toward CRM
in the aviation community. We
don’t just pay it lip service…we
live it!  I don’t think I appreciated
that fact until, weeks later, I heard
the things we had said on the
recording.

TRAINING

Despite our recent training, the
boarding (obviously) didn’t go to
plan. This goes back to AVRM…
we can’t hope to eliminate all risk
from aviation. What we can do is
conduct aviation training (as we
do) and occasionally revisit that
training to determine if it still
meets the requirements of the
aviators doing the operational
flying.

WHAT CAN YOU LEARN FROM
OUR EXPERIENCE?

I hope this story made you feel
just a little of the tension, fear,
and anxiety I felt on the day.
If so, GOOD!  I hope it makes you
think that second longer when
you’re preparing to go flying.
I hope it makes you think  “I’m
not Superman…I’m not made of
Teflon…how can I be better
prepared for this sortie?”

The sensible employment of
Aviation Risk Management (AVRM),
Crew Resource Management (CRM)
and the chain of command ensured
that this difficult evolution was
conducted within the acceptable
levels of risk.
As it turned out, a member of the
boarding party inadvertently
entered the water. The Southern
Ocean is a very unforgiving
environment and the conditions at
the time of the incident were Air
Temperature of 2°C and Sea
Surface Temperature of 2°C.
Added to this was a heavy rolling
Sea approximately Sea State 4.

The AVRM process carried out
before flight specifically addressed
the possibility of a member of the
boarding party inadvertently
entering the water. The mitigators
identified in the Risk Management
process were applied to the
operation and when the
“unexpected” happened
Warramunga’s crew were
immediately ready to assist.
The boarding party member was
subsequently picked up within the
survival time of his PPE. Imagine
how different the outcome could
have been if the helicopter crew
had been forced to cut the winch
cable and the WARRAMUNGA was
too far away to effect a rescue
within the survival time.

If ever there was an advertisement
for the successful employment of
AVRM and its acceptance and
application in demanding
circumstances, he is the very
valued member of our team, who
although cold and wet for a while,
is alive and well today.

LCDR R Sellers, RAN
Previous FASO
COMAUSNAVAIRGRP

BELOW  S-70B-2 SEAHAWK

We quickly began preparations
for recovery of the BP member.
Our SENSO was puffed and
obviously agitated due to
recovering the 90 foot fast rope,
once recovered he caught his
breath, and we continued. The
Mission Commander began to get
dressed to go down the wire but
initially we planned a single lift
recovery so that we could get the
man out of the water more
quickly. Once ready we lowered
the strop to the BP member but it
became obvious that due to his
Mustang Suit, BP equipment, and
cold he would be unable to don
the strop himself.

We recovered the strop and were
prepared to lower a wireman to
conduct a double lift recovery
when the ship informed us that
the RHIB was inbound to conduct
the recovery. We remained on
station to direct the rescue.

I can’t describe the relief I felt
when the BP member was in the
RHIB and safely on his way back
to WARRAMUNGA.
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With now less
than 20 hours
remaining,
the pintle arm
had to have
minor
modifications.

The First Day 

I had just completed my Aircraft
Maintenance Charge Certificate
(AMCC) part one exam on the
previous day. I was one of 17
personnel who were quite anxious
about their results with this exam.
It was definitely a constant thought
in the back of my mind on this day.

This day was a particularly
important one for me. It was my
first day out of my Chief’s course,
my first day as the 816 Squadron
Servicing Unit Chief (SUCPO) and
my first day in a Chief’s billet.
I was now partly responsible for
seven S-70B-2 Seahawk
helicopters that were being rotated
around a two to three line
program. I had two shifts of
approximately 25 personnel in
each watch to manage and yes, an
AMCC part two oral board to think
about in one weeks time.

The Firing Order

On that first eventful morning, I
was handed the Firing Order for a
practice General Purpose Machine
Gun (GPMG) sortie. Having never
seen one of these orders, even on
my Chief’s course, I was quietly
confused as to what I was to do
with it. It was not until I noticed
the maintenance action paragraph
after reading it two to three times
that I fully understood why I was
given this firing order.

The importance of the sortie
associated with this firing order
was relayed to the Servicing Unit
(SU) staff. This sortie was pivotal
to the qualification of two 
air crewmen who were required for
postings to sea in the immediate
future. If the sortie was missed, a
detrimental effect to the mission
capability to ship’s flights would
have occurred.

The firing order was to go with the
Design Deviation (DD) 112 for the
S-70B-2. This DD related to the
modification and fitment of the
GPMG pintle arm to the modified
Seahawk airframe.

From what I understood, I was to
fit the GPMG pintle arm - that, by
the way was still at stores - to the
Seahawk in accordance with the
DD to affect the firing order sortie.

What a sigh of relief to know that
there was still 24 hours remaining
until the sortie.
Plenty of time to order the pintle
arm, slightly modify it to suit the 
S-70B-2 configuration and fit it in
accordance with the DD.

The Pintle Arm

That afternoon, 816 Squadron
late watch had received the GPMG
pintle mount kit from stores under
the three Naval Stores Numbers
(NSNs) called for by the DD.

Problem 1 

The modification kit came without
adequate aeronautical product
supporting documentation.

816 Squadron Air Engineering Officer
was informed, and with a speedy
reply being that because the
modification kits were part of a non
standard fit, not part of the standard
aircraft configuration, supporting
documentation in the form of a
EE435 MAARS card or EE209
Serviceable label would not be
forthcoming.
The modification kits were new, having
been received and inspected by Navy
Aviation System Project Office
(NASPO) only a few weeks prior.

Modifications to the Pintle Arm

With now less than 20 hours
remaining, the pintle arm had to have
minor modifications to be carried out
in accordance with 
DD 112. These included the
replacement of an azimuth lock and
the replacement of the fold arm lock
hardware. With minimal intervention,
the late watch maintenance
personnel had figured out what had
to go where to complete this
modification. Prior to heading home,
I thought it prudent to have a look at
this pintle arm, its modification
components and cross reference
them with the procedure laid down in
the DD. This I thought would
hopefully reduce any telephone calls
at home that night.

Problem 2 

There were three bolts/nuts that did
not have supporting torque values for
their fitment in the DD.

Noting the time of day being 1620,
I called the NASPO Airframe Design
Engineer (DE) regarding this issue.
The DE promptly gave me two out of
the three torque values with the third
to follow in the next day.

A very steep learning curve
BY CPOATA A WILLS
816 SQUADRON

ABOVE GENERAL PURPOSE MACHINE
GUN (GPMG)
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The Day of the Firing

The following morning, and now
with a full day’s experience in the
job as SUCPO, I was greeted with
what looked like an almost fully
modified GPMG pintle arm ready
to accept a weapon. We now had
less than six hours until the firing
practice would take place.

I contacted our Deputy Engineer
at NASPO who was unable to
supply us with any torque values
for these two bolts that had not
been torqued the preceding
night. I then asked 816 AEO for
guidance. He used his
engineering experience to
determine the optimum torque
value for this bolt, considering the
material, its size and the type of
structure it was securing to.
He directed that the deviation to
the DD would be recorded in the
Carried Forward Unserviceability
(CFU) section of the Aircraft
Maintenance Document (AMD).

Upon securing these bolts to the
fold arm lock with our new torque
rating a third problem was
encountered.

Problem 3 

A large split pin was restricting
the movement of the fold arm
into the stowed position.

Initial reactions as to why this
split pin was creating a restriction
were to ask was the split pin the
correct size. The NASPO DE
came down to the squadron to
alleviate any further problems for
this pintle arm.
After much discussion, both with
senior 816 Squadron
maintenance managers and
NASPO personnel, it was decided
that the split pin required further
pressing into the body of the fold
pin. This would ensure that
adequate distance was created.

Fitting the Arm to the Mount

With a fully modified and
assembled pintle arm, a trial
aircraft was used in the hangar to
ensure maintenance teams were
able to fit this arm in an
expedient manner. The aircraft
that had been designated for the
firing order was currently flying.
It was now less than four hours to
sortie time.

The maintenance team slid the
mount onto the airframe and then
installed the pintle arm into the
mount. Upon checking the list of
Break Down Spares (BDS) and
accompanying illustration, it was
noted that a washer was missing
in the list of BDS.

Problem 4 

A washer was illustrated in the
BDS however not included in the
list.

This problem would cause the nut
to become thread bare upon
securing the pintle arm to the
mount. 816 AEO gave
permission to source a suitable
washer that displayed appropriate
form, fit and function. The use of
this washer would be included in
the CFU stated earlier.

During these stages in this
evolution, the SU management
team constantly reviewed the
risks being taken. At all times,
the team ensured that the risks
taken to deviate from the DD
would not outweigh the costs of
damage to personnel or material.

Fitting the DD to the Aircraft

With Tiger 81 shut down and
released to maintenance and
with less than one hour
remaining, the early watch took
the GPMG mount out ready to be
fitted. A maintainer then
approached the line office.

Problem 5 

A Hi-Lok rivet tail on the airframe
fitting was impinging on the
mount, restricting the fitment of
the mount.

From this problem now arising,
fears as to what next could go
wrong were becoming apparent.
My thoughts were now strongly
biasing toward cancelling the
sortie. Having just received
extensive human factors training
both at Royal Melbourne Institute
of Technology (RMIT) and TA-AVN,
alarm bells were definitely ringing.
What next could go wrong, and
what would be the consequences.

It was at this stage that the 816
Squadron AEO intervened for the
final time, asking about if our
spare aircraft could take the
mount. Upon checking, it was
confirmed and with the DD
allowing fitment to multiple
airframes, the GPMG mount was
successfully fitted!  A suitable CFU
entry was made to fully document
all deviations that were made in
order to fit this pintle arm and
mount.

The Sortie

The GPMG practice firing sortie
was a complete success with no
reported abnormalities to the
function of the pintle arm and
mount. The success of this
mission enabled the qualification
of key aircrew personnel that had
been posted to Ship Flights in the
near future.

Lessons Learnt

From this very steep learning
curve, I learnt the following
lessons:

a Allow adequate time to fully
investigate the maintenance
requirements prior to operations
such as firing orders.

b Do not assume that all DDs are 100
percent validated and tested. Again,
allow adequate time to fully
investigate all maintenance actions
required.

c Constantly inform the relevant
personnel and ensure that the
decisions are being made at the
appropriate levels and that they are
recorded somewhere, even as a diary
entry or a record of conversation.

d Document all deviations to standard
procedures including any risk
analyses carried out and;

e Understand the importance of terms
such as mission first, safety always.

“This is a timely reminder of the
complexity of tasks that maintenance
personnel face on a day to day basis,
even for an evolution such as fitting a
gun mount to an aircraft, and is a
reminder to ensure maintenance
personnel adhere to documentation/
procedures and the processes involved
when the documentation or procedures
can not be followed. It also highlights
the requirement for more human
factors training in maintenance,
particularly at the lower ranks”.

CPOATA C JOHNSON
AFASO
COMAUSNAVAIRGRP

A minute from 816 Squadron to
NASPO was written to highlight
Squadron concerns relating to this
issue. The author successfully passed
his exam and subsequent oral board
the following week of this story.
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After an incident that occurred
more than a few years ago now,
I always take that extra bit of care
to ensure that I am paying
attention during an aircraft start.

The year was 1998, at the time 
I was a Corporal Aircraft
Technician with Naval Support
Flight, 3 Squadron, Royal New
Zealand Air Force. That year was
a very busy and exciting year for
Naval Support Flight they had
retired the Wasp helicopter from
service and had accepted into
service the SH-2F Seasprite.
They had numerous detachments
and deployments, and were
preparing to move Naval Support
Flight from Hobsonville Airfield to
Whenuapai Airfield.

The day started like any other,
morning brew and paper then a
Before Flight Inspection (BFI) for
the one aircraft scheduled to fly.
The aircraft was spotted on the
flightline to await the arrival of
the pilot and his passenger.
At this time there was a lot of
interest, from the heirachy, for this
new helicopter. The interested
passenger today was a Senior
Officer from Naval Staff in
Wellington.

I was the fire/safety number for
this startup, standing next to me
was the marshaller.

With all aboard it was time to
start the engines. The engine
start went as planned. No leaks,
no fires and nothing abnormal.

The pilot asked for the clearance
to engage the rotors and this was
duly given after scanning the area
to ensure that all was clear.

It was now that everything started
to go wrong. With the rotors
engaged, both the marshaller and
myself noticed at about the same
time that the disc was starting to
cone a lot more than is normal.
I remember looking at the Port
landing gear and saw that the
liquid spring was starting to
extend. At this point the
marshaller and myself attempted
to signal the pilot to lower his
collective, because we both
thought, incorrectly, that he had
inadvertently raised it slightly.

About one and half seconds after
this and before the marshaller
could signal a shutdown, the
aircraft rolled to port and turned
in the direction of rotation.

It was trying to take off without
pilot input! 

The marshaller decided that
where he was standing wasn’t the
best place to be, so he exited
stage right.

I on the other hand decided that
maybe behind the fire
extinguisher was the best place
to be. From this vantage point I
had a close up view as the saga
continued to unfold.

The pilot, was by now frantically,
trying to stop the aircraft from
turning all the way over as the
aircraft rolled back the other way
and continued it’s turn in the
direction of rotation. At this point
the pilot cut the throttles and life
settled back down to nearly
normal. The aircraft ended up
facing approximately 120
degrees from the direction.
During the roll to port of the
aircraft I remember looking down
at the top of the rotor disc, which
was passing by about 5-6 feet
away.

No maintenance other than
the After Flight Inspections
(AFI) and the BFI had been
carried out on the detachment
or the while the aircraft was
hangar bound for two days.

A not so normal startup!
POATA A T READER
805 SQUADRON

How often do you, as the flight line start crew, expect something to go
violently wrong during a helicopter start cycle?
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So what had happened to cause
an uncommanded up input into
the collective system. The
subsequent investigation found
that a lockwire was missing from
a locknut that held a locking tang
into what is known as the Tulip
Bearing. The length of this
bearing is adjusted at installation
and is critical to the correct
rigging of the collective system.
Correct assembly of the locking
components involves inserting the
locking tang into a groove in the
adjustable eye end, torquing the
locknut to hold the locking tang
in place and then lockwiring them
together.

With the lockwire missing the
locknut was free to come undone,
the locking tang was free to fall
out and the Tulip Bearing was free
to readjust it’s length, thereby
inducing an uncommanded up
input. There was one and a half
threads remaining until a large
gap appeared in the collective
control system, where no amount
of pilot input would have had any
effect at all.

Why was the lockwire missing?
This I can’t answer. The aircraft in
question had been in the hangar
for two days, after returning from 
a five day detachment. No
maintenance other than the After
Flight Inspections (AFI) and the
BFI had been carried out on the
detachment or the while the
aircraft was hangar bound for two
days.

No blame could be laid for the
missing lockwire. The AFI was
amended to ensure that the
lockwire was checked each After
Flight, and the Maintenance
Manual was amended to have
the locking tang and lockwire
facing aft so that it was more
visible.

From this very serious incident I
learnt a number of valuable
lessons:

1 Be prepared for things to wrong,
because when they do it can
happen very, very quickly. This
whole incident from rotor
engagement back to normal
working day took less than 10
seconds.

2 Remain alert to what is going on
as each phase of an evolution
progresses.

3 AFI’s and BFI’s may be
monotonous tasks carried out on
a daily basis. They are there for a
reason. Do them properly.

Over the last 12 months we have
received a number of ASOR’s
reporting missing or incorrectly
fitted components on our aircraft.
In all of these cases alert and
professional maintenance staff and
aircrew have found and corrected
things that could have had very
serious safety implications if
allowed to go uncorrected or
unreported.

Our work can be hazardous and the
AFI/BFI/PRE Flight inspections are
an integral and absolutely vital part
of our Safety Management System
(SMS). Under Professor James
Reason’s accident causation (Swiss
Cheese) model these inspections
make up some of those barriers
which are in place to prevent
accidents or incidents from
occurring. We cannot afford to pay
lip service to these vital safety
inspections and POATA Reader’s
article gives us a timely reminder 
of this.

The other point very well made in
this article is that when things go
wrong, they can go very quickly
wrong. Every time you walk out
onto that flight line be alert to the
hazards around you and if possible
try to pre brief what you will do in
the event of an emergency or
malfunction.

LCDR R Sellers, RAN
Previous FASO
COMAUSNAVAIRGRP

LEFT HMNZ SH-2F SEASPRITE. PHOTO COURTESY PHIL TREWEEK



BY LCDR S BAILY, RAN
FLIGHT COMMANDER
HMAS NEWCASTLE

The Seahawk lands on via a
constant tension Recovery Assist
(RA), only to be struck by
shrapnel from the Harpoon attack
and bursts into flames. The Ship
Standing Sea Fire Party (SSFP)
and the Flight, fight the fire,
recover the injured aircrew and
overhaul the aircraft. In the
meantime the ship is fighting the
air threat - Asymmetric warfare or
just all in a days work?

For those that have been at sea
this is just another day in the life
of a ship at sea, trying to achieve
AFTP4G training directives and
train up a ships company. For
those that have not been at sea,
see what you are missing!  The
following account is an example
of the Swiss Cheese model nearly
lining up and a Seahawk almost
rolling over the side – NOW do I
have  your attention?

All the events described in the
opening paragraph recently
happened during TASMANEX 04
on HMAS NEWCASTLE. After the
aircraft had landed in the Port
Recovery and Secure Device
(RSD) and shutdown, short-term
lashings were applied for the
duration of the Crash on Deck
exercise. The wind was from the
South West at 35-40kts. Sea
state 3-4 with a large swell, clear
skies and good visibility. Post the
crash on deck exercise debriefs
the Landing Safety Officer (LSO)
initiated intermediate lashings
and blade cuffs to be fitted to the
aircraft. As blade cuffs were
being fitted new Command
intentions required the aircraft to
be straightened, folded and
stowed as soon as possible due
to the probing Beulan aircraft.

The LSO requested straightening
approval and this was given as the
ships head was 310 degrees
speed 20 knots. When
straightening, the aircraft is held on
deck via the RSD beams (holding
the RAST probe) and the Tail Guide
Wires, all lashings are removed.

For those that have never been
witness to a straightening the
sequence of events should take 
3-5 minutes with the aircraft
undergoing some very weird
manoeuvres on the flight deck as 
it is straightened, so that it can be
stowed in the hangar. As the LSO
followed step 3 of the procedure
the Flight Deck Marshaller
informed him that the beams of
the RSD had separated and a RSD
malfunction had occurred. There
was now a 10 tonne helicopter on
a rolling flight deck (7-12 degrees)
secured by 2 cables (not lashings)
which are required for the
straightening procedure. This was
not part of the exercise and was
NOT GOOD!  Instantly the LSO
called on lashings and on brakes
as the straightening was
abandoned at step 3. Once
secured via short-term lashings 
the Officer of the watch (OOW) was
informed of the RSD malfunction.
This information had to be
repeated a number of times due 
to a faulty OOW headset. With the
aircraft secured to the deck the
RSD beams were closed, opened
and then closed with full
functionality. The RSD 
malfunction was repeated to the
OOW as well as the request for
ship flight deck movement to be
minimised until the straightening
was complete, this was
acknowledged by the OOW.
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Picture the scene, Avalonian Warship defending her homeland with her
Seahawk inbound with a Hydraulic problem post a successful Anti
Submarine Underwater Warfare mission (ASUW), 2 x FA-18’s probing the
ship for a Harpoon attack and the ship closed up at action stations
whilst sailing in a heavy sea.

The Fog of War

Once secured via short-term
lashings the Officer of the
Watch (OOW) was informed
of the Recovery and Secure
Device (RSD) malfunction...

ABOVE SEAHAWK ABOVE RSD



The reader should now remember
that the ship is at action stations
whilst still under attack from the
FA-18’s, there is a Damage
Control Exercise (DCX) in full
swing and the OOW headset is
dodgy. The Operations Room and
the Command team are being
inundated with Damage Control
Centre (DCC) information, sitreps
from the AWO, PWO, OOW and an
LSO with a malfunctioning RSD in
heavy seas.
Information overload – yes I think
so!  The LSO had kept the
information flowing to the OOW
but had that information been
accurately passed to the
Command Team, with hindsight
no. The Command Team had
acknowledged that there was a
problem with the RSD but had
not been briefed on the
implications of the malfunction ie
Ship roll + RSD Malfunction
whilst straightening = Rolled
Seahawk + Possible Flight Deck
Team injuries. Now would have
been the time to implement the
SAFEGUARD RULE. This would
have highlighted the severity of
the real time problem to all
parties vice the exercise-induced
problems. However, this is after
all a touchdown article, so the
SAFEGUARD rule was not
implemented, more on that later.

Following discussions between
the LSO and the FDM step 3 of
the straightening was to be
repeated with the assistance of
the OOW and a minimum moving
flight deck. With the lashings
removed and as step 3 was
repeated the ship commenced a
roll to starboard as the aircraft
was moving to starboard. With
the sudden thought that the RSD
could malfunction again (and the
USN Seahawk roll over flight deck
video flashing before his eyes)
the LSO ordered on lashings on
brakes and Command were once
again informed of the problem.

Perhaps it was the tone of the
LSO’s advice, the information
finally registering with the
Command Team or the ASAC
advising Command but the ship
subsequently altered course to
240 and reduced speed to
10knots giving deck movement of
pitch +/- 2 degrees and roll +/-
2 degrees. The straightening was
then completed without further
incident.

So how did the Swiss Cheese
almost line up?  
I offer the following:

RSD Malfunction.

Heavy Seas leading to excessive
deck movement.

OOW Headset leading to poor
communications to the Ops
room.

Command Team Information
overload due to concurrent
exercise scenarios and real time
incident.

Lack of awareness by personnel
of seriousness of the situation.

How could this have been quickly
resolved – THE SAFEGUARD RULE.
Why was it not implemented, did
I think of it?  Yes I did consider
the rule but I believed that
Command were aware of the
problem, I assumed that the OOW
would give me a steady flight
deck and I had functionally
checked the RSD post the
malfunction so assumed that it
would be OK.

So as the ship rolled to starboard
and that video footage flashed
before me I thought: 
“What if anything, could I have
done differently?”

I offer the following with
hindsight:

Use the SAFEGUARD rule if you
believe any confusion exists
between real time and exercise
incidents, or if any danger exists
to personnel.

If a vital item of equipment is
unserviceable get it repaired or
replaced, do not let it possibly
compromise safety.

Ensure that all personnel involved
with the straightening are aware
of the fragility of the procedure.
It does require a steady deck for
3-5 minutes and then the ship is
free to manoeuvre. Alternatively
secure the aircraft and once the
threat has passed straighten the
aircraft.

The following day the aircraft
swapped RSD’s and the port RSD
was inspected. It was found that
the starboard beam cable was
tensioned to 40lbs instead of the
required 85-95lbs tension.
After adjustment the cable could
achieve only a maximum of 75lbs
tension. The cable was stretched
and this combined with the heavy
Sea state caused the RSD to
malfunction. The RSD was
placed U/S to be fully
refurbished in the ships
upcoming IMAV.

Finally the highlights of this
incident were the reactions of a
very junior flight deck team who
had spent just over a week at sea
and the actions of the ASAC.
The deck teams’ quick reactions
in securing the aircraft no doubt
prevented a much more costly
incident occurring and the ASAC
for using her initiative and
passing sitreps to Command
negating the OOW due to his
faulty headset.
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Clear and accurate
communications are a vital part
of our operations especially so in
demanding circumstances such
as those described in the article
above. The author has made a
number of valuable points, in
particular the use of “Safeguard”
procedures where safety may be
jeopardised. I thank the Flight
Commander in NEWCASTLE for
his article and add the following
comments:

As is usually the case when we
review an incident or near miss
there are a number of factors
that flow together as the situation
builds toward the inevitable
incident or accident. In the case
highlighted above, the quick
actions of several personnel
intervened to prevent the incident
from occurring. Where safety
issues are concerned we have no
choice but to be pro-active in our
actions; because the results of
being re-active often occur too
late. Regrettably we are often
reactive after one of our
shipmates or crewmembers has
already been injured, or a
valuable piece of equipment
damaged.

We often put up with
unserviceable or inadequate
equipment to get the job done
and we don’t realise how bad it is
until we really need it and it fails.
There is nothing quite as clear as
the sight called hindsight. Don’t
put up with unserviceable or
inadequate gear – be proactive
and get it fixed or replaced before
you also find that it has become
the weakest link in the chain.

LCDR R Sellers, RAN
Previous FASO
COMAUSNAVAIRGRP
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The early days of aviation in
Australia were punctuated with
numerous aircraft accidents.
Amongst the experts collected
together in 1933 by the
Aeronautical Research Committee
after the numerous crashes of the
DH 80A Puss Moth, including that
of Bert Hinkler, was the
distinguished company director –
H.E. Wimperis. Wimperis identified
clearly that failure of aircraft
components would need to be
addressed in Australia and without
delay. Here he was mindful of the
eighteen months delay between
the first Australian Puss Moth
accident and the availability of an
incident report from the
manufacturer in England. The
Wimperis report led to the
establishment in April 1939 of the
Aeronautical Laboratory, Division
of Aeronautics, CSIR at
Fishermans Bend, Victoria, where

its’ current incarnation still
resides. Today the Defence
Science and Technology
Organisation (DSTO) is still
actively involved in aircraft
accident investigation and the
analysis of in-service failures.

Today DSTO’s primary role in
accident investigation is providing
expert technical assistance and
advice to the Directorate of Flying
Safety (DFS-ADF). This support
ranges from providing trained on-
site investigators through to
provision of laboratory resources
to conduct post-accident
investigations. DSTO has a unique
breadth of expertise in the field of
Aeronautics within Australia
backed up by unique facilities.
This expertise includes materials
science, crashworthiness
investigation, failure analysis,
structural analysis and testing,
metal fatigue analysis and
testing, human factors, aircraft
flight path reconstruction,
vibration diagnosis, aerodynamic
modelling and wind tunnel
testing, fluid contamination
analysis and, propulsion and
drive train analysis. DSTO
involvement in hundreds of

accident investigations includes
major accidents such as the
Blackhawk mid-air collision near
Townsville, the F-111 crash at
Palu Aur in Malaysia, the Macchi
structural failure off Williamtown
and the recent incident involving
a Squirrel at Wagga Wagga.

DSTO has a wide range of tasks
supporting all three services
addressing such issues as
predicting and extending the safe
life of aircraft through to
developing Non-Destructive
Inspection (NDI) techniques to
help return aircraft into service.
Because of its interest in the
fatigue failures of many early
aircraft, DSTO was one of the
pioneers in the science of metal
fatigue. This included the post
WWII fatigue testing of some one
hundred Mustang wing sets.

DSTO and Aircraft 
Accident Support
DSTO involvement in hundreds of accident investigations has included
major accidents such as the Blackhawk mid-air collision near Townsville,
the F-111 crash at Palu Aur in Malaysia, the Macchi structural failure off
Williamtown and the 2001 incident involving a Squirrel at Wagga Wagga.

BY LORRIE MOLENT 
DEFENCE SCIENCE AND
TECHNOLOGY ORGANISATION

BELOW  FIGURE 1:  THE F/A-18 FATIGUE
TEST ARTICLE BEING ROLLED INTO TEST RIG

Today DSTO’s
primary role 
in accident
investigation
is providing
expert
technical
assistance
and advice ...
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The results of this work are still used
today in defining the fatigue
variability (or scatter) of aircraft
structures and form the basis of
many international airworthiness
standards. Since those days, DSTO
has successfully completed
numerous fatigue tests and has
substantially increased the “state-
of-the-art”; DSTO was recently
awarded the international Von

Karman Award for the F/A-18
fatigue test (see Figure 1).
In a world first, both manoeuvre and
dynamic buffet loads were
simultaneously applied to the tail of
the aircraft reproducing realistic
flight conditions.

One area that DSTO has recently
contributed to the science of aircraft
accident investigation was in the
development of a rapid wreckage
mapping system. This development
occurred as a result of the extensive
time required to produce
conventional wreckage maps
subsequent to the Blackhawk mid-
air accident at Townsville.
Using an off the shelf Global
Position System (GPS) with
differential correction and
geographically coded information
system software, maps of wreckage
can now be rapidly produced down
to sub-metre accuracy. This has now
been used in numerous
investigations including the crash of
the Eurocopter Tiger at Townsville,
and the crash of a US Marine Corps
F/A-18 at Delamere (Figure 2).

DSTO has over sixty years
experience in aircraft accident
investigation and failure analysis.
This experience and the
infrastructure is there to support
the entire ADF. In the unfortunate
evident of an aircraft accident,
DSTO is the one organisation
which can approach a technically
complex case with a reasonable
expectation of success.

Since those days, DSTO has
successfully completed
numerous fatigue tests and
has substantially increased
the “state-of-the-art”.

RIGHT FIGURE 2:  PLOT OF AIRCRAFT WRECKAGE
PRODUCED WITH DSTO GPS MAPPING SYSTEM

This development occurred as 
a result of the extensive time required to
produce conventional wreckage maps...
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BY LEUT STEVE WALL, RAN 
METEOROLOGY OFFICER
NAS NOWRA

INTRO

Ice accretion is a phenomenon
that represents a considerable
hazard to aircraft in flight due to
the effect accumulation of ice
has on air flow and engine
performance. The weather
conditions favourable for ice
accretion are not as prevalent in
Australia as in the Northern
Hemisphere, however there are a
number of salient points and
precautions which can help
reduce the possibility of ice
accretion and its effect on the
aircraft when encountered.

BACKGROUND

The freezing point of water is
defined as the temperature at
which a mixture of ice and liquid
water will exist in equilibrium. At
standard atmospheric pressure
(1013.8hPa) this temperature is
0ºC. However liquid water can
exist in temperatures much lower
than 0ºC due to the lack of
freezing nuclei in the atmosphere.

It has been shown that in the
absence of freezing nuclei liquid
water droplets can exist up to
temperatures of –40ºC. These
droplets are known as
supercooled liquid water droplets.

Supercooled liquid water is a
considerable icing threat as when
it impacts a surface it will freeze
onto that surface, beginning the
process of ice accretion.
Supercooled liquid water droplets
exist in cloud that is above the
freezing level and different types
of ice accretion are directly
attributable to the ambient
temperature and type of cloud in
which the ice is formed.

TYPES

Ice accretion is classified by the
physical characteristics of the ice
accumulation, the process by
which the ice forms and where on
the aircraft the icing occurs. The
types discussed in this article
are; rime, clear, mixed, rain, hoar
frost and engine icing.

Rime ice is formed by rapid
freezing of small supercooled
water droplets in temperatures
typically between –10ºC and
–40ºC. When the droplets freeze,
air is trapped between them
forming rime ice that is opaque,
brittle and granular in texture.
The prevalent conditions for the
formation of rime ice exists in
stratiform clouds.

Clear ice is formed by the
relatively slow freezing of larger
super cooled water droplets,
typically in temperatures higher
than –10ºC.

When these droplets freeze little air
is trapped; therefore the ice is
transparent, hard and adheres
strongly to surfaces. The prevalent
conditions for the formation of clear
ice exists in cumilform clouds.

Mixed ice is a combination of rime
and clear ice and can be found in
cumulonimbus clouds where strong
updrafts and warmer temperatures
give rise to ice accretion conditions
where both clear ice and rime ice
formation is favourable resulting in
mixed icing. The icing associated
with this phenomenon is usually
severe as the rapid freezing
attributable to rime icing is coupled
with the physical characteristics of
clear ice.

Rain ice (freezing rain) is formed
when aircraft flying in sub-zero
temperatures encounters rain
falling from warmer temperatures
above. This type of icing is very
rare in this region and will generally
only occur with passage of a warm
front. The icing associated with this
phenomenon is usually severe and
the prevalent condition for the
formation of rain ice exists in
nimbostratus clouds.

Hoar frost is characterised by light
crystalline deposits formed by
sublimation when the dew point of
the air is below 0ºC and the air is
cooled below its dew point. It
forms in clear air in very cold
aircraft descending from high levels
and on aircraft on the surface on a
very cold, clear night.

Engine icing can occur at
temperatures higher than that of
airframe icing and poses a 
greater threat to helicopter pilots 
in particular.

Supercooled liquid water is a considerable icing threat as when it
impacts a surface it will freeze onto that surface, beginning the process
of ice accretion.

ICING

BELOW  PHOTO COURTESY NASA.
MIXED ICE FORMATION ON WING
LEADING EDGE
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Adiabatic expansion at engine
intakes can induce a temperature
drop of up to 5ºC, which means
engine icing can occur at
temperatures higher 
than 0ºC.

EFFECTS

Ice accretion effects many different
areas of aircraft performance and
has been identified as the main
cause of 12% of total fatal aircraft
accidents in the US for the period
1990-2001. Much of the research
into ice accretion has been
conducted in the Northern
Hemisphere (where conditions are
more suitable to ice accretion) and
incidents of icing, while not
common, do occur in Australia
particularly in the southern and
alpine regions.

Ice accretion can affect the
aerodynamics of an aircraft in
many ways, the most notable being
disturbed airflow. It is has been
shown in wind tunnel tests that ice
accumulation no thicker or rougher
than a piece of coarse sandpaper
can reduce lift by 30% and
increase drag by 40%. The weight
of the ice accumulated is not as
significant as the effects on
aerodynamics but is another factor
with the displaced centre of gravity
caused by the extra weight of the
ice the most important aspect.

Unequal ice deposits on external
surfaces, particularly moving parts
can induce severe vibration and
control surfaces may become
jammed or movement stiff and
erratic in icing conditions.
Instrument readings may be
effected due to external vents
being blocked and ice covering
reduces the effectiveness of aerials
and windscreens.

Engine icing can take a number
of forms but the most hazardous
are when air intakes become
blocked or restricted or fuel
vapour and air flow hindered.
Carburettor icing can cause
engine failures in cloudless
conditions in air temperatures as
high as 20ºC due to the rapid
cooling processes in the
carburettor. Another significant
hazard with engine icing occurs
when chunks of ice are ingested
into turbines.

PRECAUTIONS AND ACTIONS

Knowledge of the types of
conditions that are favourable for
ice accretion is imperative and in
the first instance avoids
conditions that may be conducive
to icing if possible. If these
conditions are unavoidable plan
the shortest route through icing
conditions as shown in the
diagram below. Significant
weather charts and sigmets are
two products available which
indicate areas of possible severe
icing.

Employment of de-icing measures
prior to experiencing conditions
that would warrant activation of
such equipment is also another
precaution that could be taken
which would assist in the
prevention of ice accretion.
Ice accretion is normally a
gradual phenomena, except in
the case of freezing rain and
mixed icing in cumulonimbus
clouds. Formulating a plan in
case of ice accretion will ensure
the situation does not get out of
hand. The plan may be to climb
over cloud tops, descend to
warmer air or reverse track out of
the cloud depending on the type
and rate of ice accretion.
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BELOW  DIAGRAM DEPICTS TAKING THE LONGEST ROUTE
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BY FLTLT G CHETTLE
723 SQUADRON

The sortie was to be a Medium
Level Navigation Exercise (NAVEX)
from NAS Nowra to RAAF
AMBERLEY in order to preposition
the aircraft up to Cairns for
embarkation a couple of days
later. It was planned for two of
us to share the captain hours on
the way up to AMBERLEY before
arriving in Cairns to do our
embarked phase of PARC.
The week before the navex, we
had all the routes planned and
sorted with the refuellers and
appropriate agencies where
contacted. We had planned the
navex in good time, as we were
about to go on a couple of days
of leave during 723 Squadron
stand down period.

On the morning of the intended
departure, I asked the Co-Pilot
(CP) to complete the weight and

balance and get the Meteorology
and Notams for the route, while I
began writing up the pre-flight
brief on the board. When I
returned to the classroom to
check the weather, I was
informed there was a Significant
Meteorology warning (SIGMET)
current for occasional severe
turbulence. At that time the
AS350BA Squirrel was forbidden
from flying in forecast severe
turbulence conditions in
accordance with the flight
manual. According to the plotted
area, we could remain clear of
the affected region providing we
stayed coastal until Wollongong.
We had a perceived time
constraint of launching early
enough to arrive before last light
at AMBERLEY. Another limitation
on the Squirrel makes it unable
to fly in Instrument Meteorology

Conditions (IMC) and due to the
weather forecast for AMBERLEY,
we could not be assured of
remaining clear of cloud if we
arrived at night. The Co-Pilot (CP)
elected to ask a non-crew
member (a pilot of similar
experience) to plot the SIGMET,
whilst he checked the weather
and NOTAMS of the airfields and
areas enroute. Unbeknown to
both the CP and myself as
Aircraft Captain, the SIGMET was
plotted incorrectly by the 
non-crew member. The CP did
not check the plot, believing it
had been done correctly by the
non-crew member as did neither
the Authorising Officer (AO) or
myself (as Aircraft Captain)
believing also that the area had
been correctly plotted.

How responsible are you
as the Aircraft Captain?

RIGHT  AS350BA SQUIRREL

Ultimately, the Aircraft Captain signs for and is responsible for
the aircraft and the well-being of his/her crew.

With the
apparent time
constraints
now removed,
none of us
saw the need
to replot the
SIGMET as it
hadn’t
changed and
we believed 
it had been
done correctly
the first time.
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We continued with our planning,
and briefed the sortie with our AO
(who had been on leave during
the original planning of the
navex). At this time he expressed
some concerns about whether we
would be able to arrive at
AMBERLEY before last light.
During the brief, I told the AO that
there was severe turbulence
forecast but we would remain
clear of the forecasted and
plotted area. While packing our
bags into the aircraft, we were
called back to the Squadron to
the CO’s office. On relaying our
plan to the CO, the AO proposed
a new plan to fly to AMBERLEY
over two days to lessen our time
constraints. With the apparent
time constraints now removed,
none of us saw the need to replot
the SIGMET as it hadn’t changed
and we believed it had been
done correctly the first time.
We subsequently rebriefed the
flight, however, immediately prior
to leaving the Squadron for the
second time, we were informed
that the ship had become
unserviceable and was therefore
no longer able to put to sea.
The deployment was therefore
immediately cancelled.

In order to gain some benefit
from all of the preparation that
had been invested into the
original plan, the CO decided to
allow us to take the aircraft on a
navex to RAAF WILLIAMTOWN and
back as a ‘consolation’.
After another check of the
weather, we found there was no
change in the SIGMET and
subsequently launched for
WILLIAMTOWN. When we were
approximately 30 miles South of
WILLIAMTOWN, the ATIS was
reporting severe turbulence.
We decided to divert to RAAF
RICHMOND, which had moderate

turbulence on the ATIS and was
about 35 miles away. On final
approach into RICHMOND, the
tower informed us that we were to
contact the Squadron on landing.
On contacting the Squadron, our
AO asked us to replot the SIGMET.
We did this and found that it had
covered our flightpath for the
duration of the sortie flown North
of Wollongong.

Lessons learned 

Although the Squirrel has since
had the restrictions of flying in
forecast severe turbulence lifted,
this incident remains important
due to the contributing factors
leading up to it. Firstly, the timing
of the deployment was such that
the crew came back from leave on
the morning they were supposed
to be departing. A better solution
would have been for the crew to
come back to work the day before
the departure, allowing the crew to
prepare for any last minute
changes and give the AO a chance
to look at the plan the day before.
This would have reduced some of
the perceived time constraints on
the morning of departure. It would
also have allowed the AO to
concentrate on the domestics
rather than deciding if the plan
was feasible and trying to highlight
any possible ‘gotchas’.

Secondly, the format of the
SIGMET was somewhat 
non-standard. The boundaries of
the SIGMET were depicted by a
combination of airfields,
latitude/longitudes and the Flight
Information Region (FIR) boundary.
The format most recognised was of
boundaries using airfields and
Instrument Flight Rules (IFR)
reporting points only.

SIGMETS are usually plotted
using the PCA (Planning Chart
Australia), which has the airfields
of Australia plotted, however the
latitude/longitudes are not drawn
across the map and are only
marked around the edges of the
map. In the haste to plot the
SIGMET, the non-crew member
had plotted some of the
latitude/longitudes incorrectly
and overlooked the FIR boundary.

Another factor is the plan, which
was in its third iteration by the
time we launched. Certainly
there may have been some level
of ‘press-on-itis’ experienced by
my co-pilot and I. After all the
planning for the embarkation had
fallen through, we felt we were
due some second prize and
decided to go flying in a
somewhat frustrated state.
An amount of complacency is
evident in hindsight, as the
eventual sortie was a much
easier navigation exercise in
comparison to the original plan.

There is also the issue of
balancing the trust placed on
fellow course mates (or crew) 
and maintaining a decent 
Crew Resource Management
environment. Obviously the
lesson learnt here should not be
‘don’t trust anyone’, quite the
contrary. Doubtless there will be
numerous occasions where this
would be quite impractical.
The lesson should be something
along the lines of finding a way
to ensure that the important
items (in this case prohibited
flight into forecast severe
turbulence) are confirmed by the
Aircraft Captain. Ultimately, the
Aircraft Captain signs for and is
responsible for the aircraft and
the well-being of his/her crew.

BELOW  AS350BA SQUIRREL
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Introduction

Every one of us naturally, even
subconsciously, knows the odds
of certain emergency scenarios
eventuating. The chances of
experiencing an engine fire light
without a fire are quite high.
Hydraulics problems are relatively
common. In some cases, it is the
timing of the problem, rather than
the failure itself, which creates
the difficulty. We accommodate
this by training to achieve
proficiency in the most common
and likely scenarios, and develop
skill-sets that should allow us to
safely deal with the more unusual
and difficult emergencies.

On Sunday 13 April 2003, while
operating over Iraq’s Al Faw
peninsular during a low level
recce sortie, our Sea King
suffered an uncommanded
engine shut down that left us in a
rather precarious position over
some not so hospitable terrain.
The odds of this occurring are
pretty low.

Our actions in response to the
shut down can best be described
as an amalgamation of skill-sets
and knowledge. Although simple
in action, the situation was not
one that we practice in either the
aircraft or the simulator at the
Squadron but resulted in a
variation to the basics of the
advanced single engine
transition.

The Emergency

We were conducting the recce for
the Australian Clearance Diving
Team 3 who were conducting
explosive ordinance disposal in
the Al Faw area. The flight profile
involved a number of low level
passes within 1 nautical mile of
the Northern shore of the Al Faw
peninsular. This was being
conducted at 50-70 knots and
between 100-200 feet. The
helicopter was transitioned into a
low (40 feet), slow (20 knots
ground speed) pass along any
suspect ordinance locations so
that the embarked divers could
assess the site. We were about
1.5 hours into the sortie and had
made significant progress down
the peninsular when I saw a large
pile of mortar rounds lying on the
ground near our flight path. I
rolled the Sea King into a 30
degree angle of bank turn to the
left and started to descend
aiming to position the helicopter
so that the divers could identify
the type of mortar round.

The helicopter was about 210
degrees through the 360 degree
turn when things started to go
pear-shaped. At about a height
of 40 feet and 30 knots airspeed,
I heard an annoying whirring
sound from above my head.

In the time that I had to think,
“what the hell is that?” number 1
engine rapidly shut itself down
leaving us in a rather unenviable
position. We didn’t know it at the
time, but the number 1 engine
input coupling, which connects
the free power turbine to the
gearbox had internally fractured
meaning that the engine was now
free to drive itself to destruction.
Fortunately, (although I wasn’t so
sure at the time) the Sea King
engines have a self-protection
system that will automatically
shut the engine down in just this
circumstance. It is designed to
prevent the catastrophic
destruction of the engine in an
uncontrolled over speed.

Landing is normally the option
that would be taken in these
circumstances however it all
depends on the nature of the
surface you intend landing on - in
this case the surface was a soft
sandy, muddy texture covered
with berms and levees making
the required running landing
impossible. I was too low to
effectively slow the aircraft into a
zero-zero landing. The other thing
that I vividly remember was that
our likely landing point would
have been in the exact location of
the mortar rounds. The landing
would have certainly been
spectacular!  That left me with
only 1 option - fly away.

The advanced transition
technique, which I normally have
trouble remembering for the
annual check ride, suddenly
became crystal clear in my head.
I knew what the loud bang was
as soon as I heard it.

BELOW LCDR MOGGACH AND LEUT BRADLEY WITH SHARK 07 ON THE GROUND
AT THE KHAW AZ ZUBAYR HELIPORT AMMUNITION STORAGE FACILITY – MAY 2003

BY LCDR PAUL MOGGACH, RAN
FLIGHT COMMANDER 
HMAS KANIMBLA

A quiet Sunday afternoon
over Iraq
I have to admit that there are some emergency scenarios that I thought
would never happen to me.
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The sound of the coupling failure
followed by the unmistakable
sound of the engine winding
down did not require a 2nd
opinion. I made the ‘war cry’ of
“Torque Split, Call Nr” to which
the P2 responded with the
numbers I needed.

“96, 93, 91, 91”, he called as
the rotor speed fell well below the
normal 102.8 percent. I don’t
recall how much collective I had
pulled in but it was enough to get
the remaining engine topped out
while the Nr drooped to 91
percent. The P2 recalls seeing

the number 2 torque up around
130 percent. That engine had
been a dog during this
deployment but was now working
its heart out. Through all this, 91
percent Nr is the minimum figure
for safe flight and is the number
that stuck in my head.

Decision time - will she keep
flying or are we still going down?
With my eyes on the horizon and
the Nr stabilising at 91 percent,
we managed to level the aircraft.
The P2 remembers the airspeed
wavering around the 25 knot
mark, barely enough to continue.
In this scenario there are 3
figures that all Sea King pilots will
have had thumped into their
heads during their training - 40
knots, 100 percent Nr, 65 knots.

We had levelled the aircraft at
about 10 feet above the ground
and were slowly flying over the
many levees and berms that line
the peninsular foreshore. I gently
trimmed the aircraft forward and
hoped that we didn’t descend too
much. We were still about 45
degrees out of the wind but a
turn in this situation was not
viable. The airspeed very slowly
increased and finally hit the

magic 40 knot figure - things
were finally looking up!  Next
target is 100 percent Nr. The
only way to increase the Nr in
such a situation is to lower the
drag on the blades, and the only
way to do that is to lower the
collective. I can guarantee that
this is not a natural thing to do
when you are flying just 10 feet
off the mud but it does work.
There is the added bonus that a
faster rotor speed brings and that
is greater lift. The end result is
that I lowered the lever and
climbed about 20 feet. So far,
So good. Next target 65 knots.

This is the easiest of the 3 targets
to achieve but still requires a little
finesse. I gently eased the cyclic
forward and let the airspeed
creep up to 65 knots, trading the
newly achieved height for speed.
At 65 knots and 100 percent Nr
the aircraft was finally in safe
flight and we could commence
breathing again.

Getting Home

We subsequently worked through
the check list actions and even
attempted a restart on the
number 1 engine. The start was
successful but the Nf over ran the
Nr indicating a severe disconnect
between the engine and gearbox.
We secured the engine and made
a decision to land at the port
facility at Az Zubayr, just 18nm up
the river. Our ship was over 30nm
away and as tempting as it was
to head home to mother, it just
wasn’t a viable option for a single
engine landing. We knew that
there was a Royal Navy forward
operating base at Az Zubayr and
that they had a Sea King
Squadron in residence. There
was also a large concrete area
that was suitable for the requisite
running landing.

We went through the checks and
eventually conducted a safe
landing.

Final Thoughts

There are a number of things
about our actions during this
incident that are worth noting.

• I do not remember looking inside
the aircraft at any stage. My eyes
were glued to the horizon and
ground ahead of the aircraft - I
had always kept my eyes moving
over the instruments during
training but not in this case.

• I do not recall saying anything
other than “Tq split, call Nr”, during
the initial stages of the emergency.
It wasn’t intentional,
I was just a little too busy for
conversation. However, the TACCO
and ACMN noted, during the 
de-brief, that I had also called
“Flying Away” 3 times during the
initial Nr calls. The psychologists
call this a detachment - a natural
reaction to a stressful situation in
which the human brain focuses all
it’s attention on what it determines
to be the most critical items. A
lack of recollection of such things
is apparently quite common.

• The advanced transition works!
Even when applied to a scenario
not practiced during training, the
technique can be applied to
achieve a recovery to safe flight.

• The decisions made immediately
following the critical failure turned
out to be the easiest. We had
more trouble determining the best
course of action for the landing
than making the decisions
regarding the failure. The thought
of going downbird in a combat
zone was not particularly
appealing but an assessment of
the situation at the landing site
(force protection, facilities, etc.)
made the decision simple.

• Stay focused. It is tempting to
somewhat relax after getting away
from a nasty situation. Remember
that it’s not over until it’s over. The
single engine landing I flew was

I was too low to effectively
slow the aircraft into a 
zero-zero landing ...

what a Qualified Flying Instructor
(QFI) might call ‘unspectacular but
mostly within limits”!  It seemed
bizarre that I could fly an advanced
transition under those
circumstances with accuracy yet
make a meal of the slow time
running landing - something that I
thought I could do in my sleep.

• Emergencies NEVER happen the
way they do during training. We
practice advanced single engine
transitions flying AWAY from the
hover, not INTO the hover. Despite
that, the skill-sets we learn from
such training are equally applicable
to other situations.

• As tempting as it may be, never
think that ‘this will never happen to
me’. You’re sure to be surprised!
Soak up the techniques. They will
form a set of individual skills that
you can use either individually or in
combination as required.

• We came very close to hitting the
ground that day, yet I never thought
we would. As an Aircraft Captain in
time critical situations, you must
trust your judgement, listen to your
crew (they’ll tell you if you’re
stuffing it up!) and have confidence
in your decisions.

• Just 24 hours earlier we had been
flying a similar sortie with the Chief
of Navy (CN) onboard. No…
Doesn’t bear thinking about!

During a flying career emergencies
will be encountered, often at the
worst possible time, and in a form
different to what has been commonly
practiced. Sound decision making
and assertiveness will be the key to a
successful outcome. Know your
aircrafts critical airspeeds and use
them. Always keep your options
open, but the first priority is “Fly the
Aircraft”.

Editorial by LCDR Tony Reyne, RAN
Staff Officer Policy
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Fly Navy
Fly Safe

The Best Original Entry Wins a Gift Pack!

Think of a caption for the photo below and send it to FASC.

Competition closes 01 May 2006.

The best caption will be published in TOUCHDOWN 2 of 2006.

Send all entries to:

The Editor - TOUCHDOWN
Email navyairsafety@defence.gov.au
Tel 02 4424 1236
Fax 02 4424 1604

To enter other unusual aviation photos or cartoons into the caption competition,
please forward your email entry to the Magazine Co-ordinator at:

navyairsafety@defence.gov.au

This edition’s Caption Competition Photograph comes from the CANAG Image Library.

Caption Competition






