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Foreword

The recent review and subsequent
issue of the Defence Aviation
Safety Manual Version 2 in March
2008 has provided all of us the
opportunity to reconsider the
components of the ADF Aviation
Safety Management System, and
our roles individually as members
of the professional military
aviation capability.

SAFETY IS A COMMAND
RESPONSIBILITY

That ‘command’ responsibility does
not, however, rest only at the
traditionally designated ‘command’
positions, but at all levels
throughout the organisation; the
tradesman, the supervising
technician, the independent
inspector, the maintenance
coordinator, flight line supervisors,
ship flight deck teams, members
of individual crews, air traffic
controller teams, air combat
officers, aircraft captains,
formation leaders,
flight/detachment commanders,
could all be considered ‘command’
positions.

The commitment by command to
support the ADF Aviation Safety
Management System (ASMS) is
critical to the successful
implementation of the ASMS. At all
levels this requires, and is
achievable through, a
demonstrable commitment by
sound leadership. At more senior
levels this may include ensuring
adequate funding and
appropriately experienced manning
levels are made available
commensurate with ongoing
operational and training tasking.

COMMUNICATION

A key component to successful
organisations is communication.
In all forms and in all directions;
both within services and the ADF,
and to external agencies that
form part of the Australian
aviation ‘landscape’. Open and
frank communication up, down
and across the spectrum of ranks
and specialisations provides all
of us the best opportunity to
ensure the safety of our
colleagues, the platforms we
operate and the ‘platforms’ we
operate from.

Whilst in the military hierarchy
traditional communication could
be considered ‘outward’ from
command, this should not
discourage those of lower ranks or
lesser experience from raising
considered safety concerns should
any arise. Every individual member
of the professional military
aviation capability has an
important role in aviation safety.

We also need to engage, and keep
engaging, with the various support
elements that in the current
environment may or may not be in
uniform, or within the ADO.




Engagement, and the sharing of
information and experience, is
integral to the successful
utilisation of the operational air
environment. There exists external
to the ADF a vast experience pool
across the various elements that
contribute to the ADF’s use of air
power, and we, ADF at all levels,
can ill-afford to become
isolationist or elitist in our
thinking. Nor is expertise directly
and only linked to professional
and ‘life’ experience; in the
rapidly changing technological
world we find ourselves it may be
the ‘less life experienced’
members of our team that may
be able to contribute with more
technology friendly concepts.

DATA VERSUS INFORMATION

What does this mean? Various
dictionaries define data as ‘fact
or information’, yet these same
sources define information as
‘knowledge passed, facts told...’

We have all experienced a
number of workplace surveys and
analysis team visits, reviews,
attitude surveys etc, and there is
recognition that this level of
auditing may be contributing to a
perception of a level of survey
fatigue. A ‘glass half full’
perspective might consider the
benefits that could accrue from
having the subject matter experts
review their own situation,
however it is essential that the
data gained from reviews is
analysed, reviewed, considered as
part of the larger system, and
utilised in a timely manner.

It is only after the ‘data’ has been
processed, considered, if
necessary acted upon, and
perhaps most importantly shared
or communicated that this ‘data’
evolves into ‘information’.
Collecting of data for its own
sake is a burden both on those
being surveyed or reviewed and
those doing the collating.
Similarly if the raw data is simply
collated vice utilised it remains
‘data’, not information.

MENTORING

The passing of lessons learnt
through (at times) harsh
experience could be considered
more vital in Defence than in
some other more forgiving or
benign professions. The
experiences of those before us
have shaped both the world we
live and operate in, and the way
we have traditionally approached
that world. As recent years have
demonstrated, it is perhaps
insufficient to view the world
though ‘experience only glasses’
without due consideration of the
changing political, cultural,
regulatory, societal, and

environmental landscape in which

we find ourselves. It behoves all
of us in the ADO to readily
contribute to our ‘corporate
knowledge’ based on the broad
range of experiences we have
gained during our service, and
pre-service, careers. There are
none as blind as those who will
not see.

Every member of the professional
military aviation capability has a
responsibility to demonstrate
their commitment to the ADF
Aviation Safety Management
System, to ensure we are all
provided a safe working
environment in order to best
employ our assets: physical and
technological, personnel and
platform.

Stay safe.

/B
7

GPCAPT C.A. White
Director Defence Aviation
and Air Force Safety
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Bravo Zulu

T

ABATA Evans
723 Squadron

Epng
On the 15 April S

2008, ABATA Evans

was carrying out a BFI on aircraft
862. Whilst inspecting the MRH he
checked the integrity of the MRH
sleeve earthing strap and discovered
that it was not correctly secured.
Further investigation found that the
stirrup nut holding the strap was
inadequately torqued.

AB Evans advised his supervisor of
the discovery. They then thought it
prudent to check all 6 stirrup nuts,
discovering that 4 nuts in total were
inadequately torqued. A complete
inspection of the head was then
undertaken where it was identified
that a split pin securing a nut on a
PCL seemed to have been installed
upside down.

During the rectification of the split
pin AB Evans noticed the nut and
bolt assembly rotated within the
PCL eye end.

] T

ABATA Gilmour
HMAS STUART

During the pre-launch

checks for an MTF post RADALT
change, the Seahawk aircraft was
engaged on deck while a sailor was
loading codes in the nose bay
avionics compartment. As part of
the Flight Deck team, ABATA Gilmour
was standing outside the rotor disc
at the forward end of the flight
deck. Whilst the codes were being
loaded, he observed something
moving inside the nose avionics bay.
ABATA Gilmour notified the Flight
Deck Marshaller who sent the sailor
who had loaded the codes back to
the aircraft to investigate.

It was then discovered that the

Upon closer inspection it was noted  BFls conducted on the aircraft had

that the castellated nuts on all 3 not discovered the discrepancies.

PCLs were beyond the split pin The resultant investigation noted

holes and that all PCLs were several deficiencies including

missing washers and were therefore  inadequate tooling and the need

of the incorrect configuration. for additional MQI steps to be
inserted in the MM cards.

AB Evans is to be commended for
his diligence during the conduct of
the BFI as previously conducted

BZ to ABATA Evans.

Stability Augmentation System
(SAS) 2 sensor cluster plug was
disconnected.

ABATA Gilmour is commended for
his excellent vigilance especially
in areas that are not of his trade
or directly related to the task at
hand. His keen eye and
appropriate communication to
the Flight Deck Marshaller
prevented the aircraft from
launching with part of the AFCS
disabled.

BZ to ABATA Gilmour.



Moving in the Right
Directions

Having been in the Aviation Force
Element Group (AVNFEG) since
October 2006, | am still a newbie
around the Squadrons. Because |
do not know much of what is
happening technically or tactically
- | ask a lot of questions. Luckily
for me most everyone takes the
time to give me the short version
which means | then ask the Fleet
Aviation Safety Officer or one of
the Engineers what all the
acronyms mean so | can try to
comprehend what | was told.

As this happens on a consistent
basis | am acutely aware of the
importance of communication.
Occasionally, | even get around to
asking about how things are or
the culture of the workplace.
More often than not, these types
of questions are answered by the
question what good will it do?

A very good question that
requires my communicating a bit
of what has been intended and
what has been accomplished.

As part of the Fleet Aviation
Safety Cell (FASC), our role is to
make it a matter of practice for
Squadrons to be willing to take a
look under their organisational
hood to assess the current
condition of their organisational
environment regarding safety.

To make sure that the Squadron
is doing all that it can to foster a
culture that supports a safety
management system we:

conduct focus groups
carry out investigations

carry out surveys,

BY DR ROBERT FORSTERLEE
AVIATION PSYCHOLOGIST
HMAS ALBATROSS

analyse Air Safety
Occurrence Reports
(ASORs),

provide advice,
conduct training,

provide feedback to
stakeholders, and most
importantly

listen.

Our listening is shown in our
actions such as implementing
training on human factors or
modifying the safety
questionnaires after consulting
with those who comprise the
AVNFEG. While a lot of emphasis
is placed on aspects of safety
that the surveys cover, the issues
of health, workplace environment,
and organisational commitment
have also been addressed. From
all these workplace factors the
basics of team work such as
communications, trust, sharing,
and collaboration have been
highlighted as central to
understanding the tolerance for
risk taking and receptivity to
innovation.

Fly Navy
Fly Safe



Strongly Slightly
Agree  Agree Agree
1 2 3

Disagree
4 5 6

Slightly Strongly

Disagree Disagree

Squadron Command encourages everyone to be safety conscious and
to follow the rules

Within the Squadron, good communication flow exists up and down

the chain of command

Squadron Overall 723 817 816 Squadron Overall 723 817 816
Mean/Average Mean/Average

2007 1.41 1.39 1.32 1.43 2007 2.28 2.19 2.5 2.3
Mean/Average Mean/Average

2006 1.68 1.8 1.59 1.59 2006 2.67 3.15 2.17 2.39

The Table above indicates that the Squadrons agree to strongly agree
with the statement.

This Table above indicates there is an agreement about communication,
but it is not as strong as the levels of agreement with the standards
and safety consciousness of the previous questions.

OR

| believe my Squadron sets high quality standards and strives to Morale and motivation in my Squadron are high

maintain quality control

Squadron Overall
Mean/Average

2007 1.64
Mean/Average

2006 2.05

723 817 816

1.59 1.77 1.63

2.03 2.07 2.08

Again, this Table above indicates that there is agreement with the

statement.

As demonstrated above, even
what seem like minor changes to
responses indicate that the
Squadron environments seem to
be supporting cultures where the
organisation is not rigid and
unchanging. Therefore, sharing
your knowledge should not be
difficult and you should be
motivated to discuss any of the
hurdles that arise within the
workplace.

Is assessing the quality of the
workplace really as simple as
counting the numbers of ticks in
a box, you might ask? Certainly
not, every organisation is faced
with the challenge to maintain
openness in its culture to allow
for continued knowledge sharing,
collaboration, and development.
The responses to the questions of
communication flow and morale
are good examples of this issue.

Squadron Overall
Mean/Average

2007 2.58
Mean/Average

2006 2.99

723 817 816

2.14 2.59 3.27

4.28 2.86 3.91

The Table above on morale shows that there is still only a slight
agreement, but that there has been movement in a positive direction.

These two items reveal that all
Squadrons agree with the
statements, but that there are
differences within each that show
improvement, maintenance, and
decline occurring. Where
communication improved,
motivation and morale followed
suit. This serves to remind
everyone that these behaviours
are intrinsically linked. As such, it
is not enough to share the same

passion for a particular goal
(maintaining and flying aircraft).
How we go about the business
(the process) of managing the
achievement of goals requires
each person involved to be
connected with others through
input and feedback.

A fundamental belief being
reflected not only within the items
above, but in focus groups and



individual contacts is that
organisations (the RAN included)
are made up of people and the
functional capability of the
organisation relies on the
relationships and the way that
people interact with each other.
Put simply, an organisation is only
as good as the communications
of the people working within it.
Thus, the quality of an
organisation is a reflection of the
quality of the conversations
between its members.

Within the RAN, the culture of a
Squadron is created and
sustained by the daily
conversations, negotiations, and
commitments which take place
between members. Therefore, to
change a cultural atmosphere
there has to be different quality
of the conversations. Who is
speaking to whom, how
individuals are spoken to, when
conversations take place are all
contributing factors.

The only way to gauge the quality
of exchanges among members is

to understand and recognise the
positive and negative patterns of
behaviour that keep being
repeated. If a SQN holds a “this
is the way it's always been done
mentality, the organisation
remains stuck with its old, and
potentially ineffective and unsafe
ways of working. While the best
parts of a system should be
maintained, all parts must be
scrutinised continually to ensure
best practices are being utilised.

”

In brief, without frank and open
discussions about the work
environment there is poor
communication (lack of trust) of
issues such as:

Feeling pressure or seeing
other's being pushed to get
the job done (gap between
policy and practice),

Feeling like senior staff
disregard concerns (being
under utilised, lack of
involvement),

Having to work with manuals
that are confusing - hard to
understand or have to be
reread several times
(blocked goals), and

Not feeling well supervised
(lack of mentorship).

In this kind of workplace, nothing
will ever change (stagnation).

So, keep telling us at the FASC
what is important to you. It is not
easy to begin conversations with
strangers - so we will be striving
to introduce ourselves and
become more familiar figures
around the Squadrons. With your
input, we can assist in having
your stories told in order to make
the connections within the
organisation more effective, foster
diversified thinking, and promote
new ways of behaving that
encourage communication and a
safe and effective workplace
achieving real change that is
sustainable over time.

Fly Navy
Fly Safe



New Assistant Fleet Aviation
Safety Officer (AFASO)

CPOATV Chris Nightingale joined
the Fleet Aviation Safety Cell
(FASC) on 23 Jun 08 as the new
AFASO. Chris has replaced CPOATA
Anthony Wills who has been
posted to TA-AVN as the CIO ATT.
The FASC staff would like to thank
Anthony for his efforts over the
past two years and in particular his
commitment promoting Aviation
Flight Safety within the RAN. Good
luck for the future Willsy and
congratulations on your recent
promotion to Warrant Officer.

CPO Nightingale joined the RAN in
1989 from Adelaide and
conducted apprenticeship training
at HMAS NIRIMBA. From there he
was posted to FIMA at HMAS
KUTTABUL fitting out operational
ships bound for the 1991 Gulf
War. Upon completion of his tenure
at Garden Island he proceeded to
HMAS ALBATROSS to complete his
apprenticeship training at the
fabled old F Hangar.

Upon completion of this training
he was posted to Naval Air Station
(NAS) Avionics where he served at
the battery recharging facility and
also gained experience in the
systems and instruments sections.
A posting to 723 Squadron
followed where he gained
authorisations on the AS350BA
Squirrel and the Bell 206. Chris
undertook numerous
flights/detachments with the
Squirrel aircraft during this period.

In 1999 he took an opportunity to
be a member of a Tri-Service
environment whilst posted to
ARMYLM SQN in Oakey QLD.

He was employed as a technical
assessor and later as a logistical
engineer, obtaining engineering
authorisation for numerous Army
and Navy aircraft. Further
logistical experience was gained
with a posting to NASPO AS350
platform as a technical assessor
and logistical engineer upon his
return from Oakey.

Chris returned to 723 Squadron
in 2001 and served in a number
of positions including the
Squadron Quality cell during
which time he held the position
as the Squadron Quality
Manager.

He was awarded his FSMS
authorisation in 2004 and
proceeded to embark numerous
Squirrel flights and detachments
to sea. Chris was posted to FAEU
in 2006 as the Senior Lead
Auditor/ Inspector conducting
pre-embarkation inspections and
reviewing naval aviation policy
and regulations.

Chris can be contacted on
(02) 4424 1251 or email
chris.nightingale@defence.gov.au



Everyone tried to tell me about
the vast differences between the
“small boys” and a carrier, in
terms of size, speed, and scope
of operations.

No big deal, | thought. |
understood that my role as a
maintainer boiled down to two
primary functions: to fix and
maintain the helos in the hangar
bay, and to launch and recover
the helos on the flight deck. Well |
learned a new lesson one day
when | rushed from the hangar
bay to the flight deck between
jobs.

The incident occurred on my first
carrier cruise aboard USS Kitty
Hawk as an SH-60B maintainer
for HSL-51 Det. 3. All my previous
deployments with the squadron
for nearly four years had been on
guided-missile cruisers as part of
a one-aircraft detachment. | really
didn’t think this ship would be
any different. Boy was | wrong!

Warlord 703 was well into
scheduled phase maintenance
and fully de-paneled in the
hangar bay. | was doing a
standard fire-bottle op-check and
going step by step on the IETMS
laptop. The fire bottles and the
CADS had been removed from
the aircraft, and the voltmeter
verified no stray voltage existed.
To test the 10g impact-switch
circuit, | disconnected the cannon
plug and ran an insulated jumper
cable across the leads. This
simulates the impact of a 10g
crash landing when the
fire-extinguisher circuit breaker is
closed, which then would
discharge both fire bottles
simultaneously. The fire bottles
were removed at this point.
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All checks were good! | was in the
process of finishing up the last few
steps, when | got called to the
flight deck to recover Warlord 710.
No sweat, | thought, the phase
would be over in record time. As |
was climbing the ladder to the
flight deck, all | could think about
was the rapid progress on 703.The
fact that | had left the insulated
jumper cable attached to the
impact-switch leads must have
slipped my mind.

We recovered 710 and finished the
normal routine of engine wash,
fold and stuff in the helo hole.
Everyone on night check, including
myself, spent the remainder of the
evening on inspections and gripes
written after 710’s flight.

The following day, the AOs began
hooking up the CADS and fire
bottles on 703. As it so happened,
another maintainer closed the fire-
extinguisher circuit breaker during
the course of the phase.

The inevitable result was the
discharge of the No. 2 fire bottle
into the No. 2 engine. Fortunately,
the No. 1 fire bottle had not been
connected yet, or it would have
fired, too.

When | got the word, | was in
utter disbelief. How could | make
such a simple mistake? Needless
to say, my senior chief was in
utter disbelief as well! | can’t
repeat some of the words he had
for me.

These CADS can injure people. |
can’t imagine how | would have
felt had | been responsible for a
shipmate losing his finger, hand,
sight, or even his life. Thankfully,
no one was hurt because of my
carelessness. Despite being the
lead AE on my detachment, | put
another person at risk because |
forgot to remove a 4-inch piece
of wire. | forever will be reminded
of this incident each time | CDI a
discrepancy.

| have heard the words, “In this
job, distractions can be deadly,
but they mean much more to me
now. | learned an important
lesson: Maintainers must do
every job, no matter how big or
small, from start to finish. And do
one job at a time.

Petty Officer Peterson works in the
AE shop at HSL-51.

This article has been reproduced
from the Navy & Marine Corps
Aviation Maintenance Safety
Magazine - Mech. The author was
AE2 Andrew Peterson.

A/FASO Comments

A classic example of re-directing
personnel who are in the middle
of a maintenance task. To avoid
such events, always document
your progress in the

AMD / CAMM?2 prior to accepting
a new task. Remember the safety
net of documentation is not only
for yourself but for all other
personnel working on the aircraft.

For maintenance managers and
supervisors that are doing the
redirecting, take a slight pause
and think, "What is this Person
Doing" before re-tasking.



BY LEUT M BROWN AND
LEUT D CROSS
816 SQUADRON

The Christine Factor

To all those who have operated Seahawks or worked on them, you will
all be familiar with Seahawk 872, nicknamed ‘Christine’.

There are many stories as to why
she got her name but everyone
agrees she has a personality of
her own. She hates being ashore
and loves going to sea.
Mechanically she won't give you
much trouble but electronically
she often seems possessed with
the strangest of demons.

The aircraft descended to
approximately 70 feet before
a control input was made by
both pilots to correct the
descent.....

We had been flying Christine
through workup and the first part
of our deployment, and had all
become very used to her quirky
ways. One day we had a
generator that would not work.
Once it was replaced the new
generator would work fine for
another 5 hours before it too
would go U/S, until our
maintainers ‘tricked’ the aircraft
into thinking it was airborne by
pulling the weight on wheels CB,
after which it would work
normally. This problem confused
us but not nearly as much as one
story we heard when Christine
had changed radio frequencies
on the aircrew in flight, and while
they tried to analyse what had
happened she decided to change
the frequency back to the original
settings. These are just a couple
of examples to try and describe
Christine’s personality.

Fly Navy
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The most exciting example of
Christine’s behaviour occurred
during Fast Rope Training while on
OP CATALYST in the Northern
Arabian Gulf (NAG). It was a
warm, clear day typical for
September in the NAG and we
were inserting sticks of five fast
ropers onto one of the British
LPA’s. After each stick we would
land on via Clear Deck and then
retrieve the team members for
another circuit. Two circuits went
by without incident then while on
downwind for the third, the
Automatic Flight Control System
(AFCS) commanded a large
increase in collective pitch
followed by an equally drastic
decrease in collective. RADALT
height hold was engaged at the
time and it certainly got both of
our attention. Just as quickly did
this occur, did it stop its erratic
behaviour, which we did not find
surprising. You're thinking this is
an easy decision to make - take
the aircraft home, no height hold
engaged and return it to
maintenance for fault finding.
Well as we explained earlier this
is Christine and there have been
many more faults that the aircrew
or maintainers could not explain
because they never happened
again or they could not be
reproduced.

The aircraft captain was on his
first tour at sea at the end of his
second year on a flight, and the
co-pilot was also on his first tour
during his first year at sea. For
both of us it was our first time in
the Gulf. We had both been
operating the infamous Christine
for a while and after diagnosis
concluded that this was another

fault that could only be explained
by the ‘Christine Factor'. We
elected to monitor the problem
while continuing the sortie, as the
aircraft was now operating
normally and the next two circuits
occurred without incident.

The following circuit the co-pilot,
in the left seat, was at the
controls for a launch to port while
the aircraft captain was carrying
out backup duties. As the aircraft
cleared to port it was climbed to
120 feet and accelerated to 120
knots (we were used to operating
below 150 feet as this was in a
low threat band). The co-pilot
levelled and released the
collective trim switch to engage
RADALT height hold. Immediately
the aircraft descended with a
large control input commanded
by the AFCS. The aircraft
descended to approximately 70
feet before a control input was
made by both pilots to correct
the descent. The descent was
stopped by 40 feet on RADALT
before a climb could be
commenced.

In hindsight, what had occurred
was that as the co-pilot levelled
at 120 feet he carried out an
internal scan of his instruments
and the aircraft captain
commenced the After Take Off
checklist. Both eyes were inside
the aircraft at this stage so we
were only alerted of the rapid
descent via the RADALT warning
tone as the aircraft descended
through 100 feet. We certainly
weren't going to give Christine any
further chances after that takeoff,
so we disengaged our RADALT
hold and returned home to mum
without further incident.



LESSONS LEARNT

Appropriate scan and adequate
back up.

The departure and arrival are
critical phases of flight, especially
during deck operations. During
the climb, acceleration and level
off, a high degree of attention is
required from both front seat
aircrew. We had become used to
the continuous circuits such that
by the last circuit we had become
overly efficient in our departure
procedure, and were commencing
our checks prior to safely
completing the level off. With our
eyes both in the cockpit at this
critical point of flight we were
both late in recognising the large
excursion of the collective.

Also, we take for granted the finer
points of being a good co-pilot -
something that is bread-and-
butter stuff for our observer
brethren but not necessarily so
for pilots who have been trained
almost solely for single pilot
operations. Remember, even while
you're the non flying pilot, the
priorities of Aviate-Navigate-
Communicate-Administrate still
apply.

If there’s any doubt, knock it
off.

After the first collective excursion,
we were conducting our diagnosis
however the symptoms ceased to
continue. With both of us being
keen to get as much as possible
out of our embarked tours, and
also to get the job done in an
operational theatre (even though
it was only a training sortie), we

incorrectly decided to monitor the
problem and continue with our
sortie. A more prudent and
sensible course of action would
have been to knock the fast
roping training on the head and
return the aircraft back to
maintenance.

To the junior aircrew of the Fleet
Air Arm, you may think that logging
as much flight time as you can will
help develop your experience in
aviation. Even though you may
think you are logging very little,
nothing is more important than to
know your limits, the aircrafts
limits and when to knock a sortie
on the head, regardless of the
flight time you may achieve if you
opt to continue.

Remember you will get to fly
another day!

LEUT Brown / LEUT Cross are
awarded a $200 cash prize for
their article submission to
TOUCHDOWN magazine.
Congratulations.

ABOVE “CHRISTINE”

Fly Navy
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What a Night

The replacement of the Wessex
with the Sea King was a
revolution in terms of stability of
the hover, crew comfort,
navigational accuracy and power
margins. | remember the
significant change in flying
atmosphere from anxiety and
tension in the Wessex to calm
and confidence in the Sea King.
| was on the first Operational
Flying Training Course to be run in
Australia and was revelling in the
ability to see the world on the
radar and navigate accurately on
the ground stabilised plot. In
addition the hydraulic oil no
longer dripped on your head and
you could hear clearly on the
intercom! Rear crew could also
‘fly’ the aircraft in winching
situations using the auxiliary
hover trim. We were revelling in
this new technology and vastly
improved capability.

It was a black moonless night
and | was switching between
scales on the ground
stabilised plot....

Sea King Flight was yet to
become the new 817 and we
were gradually training up our
new squadron of Sea King
aviators and maintainers.

| was completing my OFT and was
programmed to fly a ‘mutual’
night sortie teamed with an
aircrewman under training and no
rear seat instructor. The sortie
was a jumpex for pilot training
and only involved basic jump
navigation from the rear crew.

Consequently there was only one
fully qualified Sea King aircrew in
the crew of four, the QHI. The sortie
went as briefed. We divided
Shoalhaven Bight into two and our
consort 906 was operating to the
north, flying the typical jump
profiles familiar to ASW dipping
helos, 200 feet transits and
transitions to 40 ft hover, lowering
the transducer to 50 ft. It was a
black moonless night and | was
switching between scales on the
ground stabilised plot, monitoring
our separation and practising my
jump navigation. The pilot under
training was busy learning the
system.

ABOVE THE INCIDENT AIRCRAFT SEA KING 906

The adrenaline kicked in hard
when we heard the mayday call.
‘906 ditching’. ‘Where are they?’
came the call from my pilots. | had
a mild panic as | switched back to
my large scale plot and tried to
re-orientate myself and find the
transponder return. Two sweeps
and | marked the position with my
grease pencil then it disappeared.

Phew!! | had a heading to pass
and conned the aircraft to
‘ontop’. The pilots did a standard
circuit and came to the hover
visual with wreckage and
survivors. | racked my brain to try
to remember how many were
onboard and who they were but
the brain must have shut down
on that currently irrelevant
information and | concentrated
on setting up for a live night
winch. This evolution is
notoriously difficult in a helicopter
with a huge downwash on a dark
night and even worse with an
inexperienced crew and a

medium swell.
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| remember the QHI talking to
the crew and calming us down.
He let the pilot under training
(experienced Wessex pilot) fly the
aircraft while he kept the big
picture and monitored the
comms which were running hot
on Nowra approach.



The first winch took forever,
probably 20 minutes as we
adjusted to the conditions, low
swell, debris everywhere, targeting
the survivor, establishing a stable
hover, coping with the spray and
light reflections and trying to stay
calm. The next three went much
more smoothly and we received
confirmation of the number of
(POB) from NAS and were on our
way with our bedraggled cargo.

906 suffered a total loss of main
rotor gear box oil. There was a
choice of flying to the beach, only
a few miles away but the captain
made a bold decision to conduct
a controlled ditching rather than
risk gearbox failure and an
uncontrolled crash. He later
confided that he felt a very real
‘guiding presence’ behind him
during the incident. The aircraft
rolled over on landing due to the
sea state. The crew had some
difficulty exiting the aircraft and
were considered lucky to have
found their exit after being
disoriented inside. Again it was
pre Australian HUET although
some of the aircrew had
completed HUET in the UK.

The accident was very
significantly the first major Sea
King loss and so soon after
acceptance. It was sobering to
realise that with the huge
advancement in technology we
were still vulnerable to
catastrophic ditchings.
Additionally, we had lost 10% of
our capability in one night.

WHAT WERE THE LESSONS?

Don't let technology lull you into
complacency.

With experienced leadership even
an inexperienced crew can
achieve a successful outcome.
The calming influence of the
aircraft captain and the trust he
placed in his crew was a very
significant enabling factor.

Always be prepared for the worst
scenario. If | asked the question
‘what if my consort ditches?’

| would have been better set up
to mark their position. | only just
managed to plot them before
they ‘disappeared’.

Aviation safety has improved
dramatically since these days but
| believe the lessons stand the
test of time. | trust that as we
heed these lessons we won'’t
need pages in our log books
titled ‘Flying Accident history’.

LCDR Jones is awarded a $50 cash
prize for his article submission to
TOUCHDOWN magazine.
Congratulations.

ABOVE THE UPTURNED AIRCRAFT ALONGSIDE HMAS CRESWELL WHARF

Fly Navy
Fly Safe



Brief what you plan to Fly -
Fly what you Brief

Throughout my flying career |
have always tried to make sure |
am honest about what | have
done. When mistakes have been
made | have always felt | could
hold my hand up to them due to
the flight safety regime | have
worked in. | am now a 40 year
old LEUT so read into that what
you will.

My story starts and ends in a far
off land while on an exchange
posting. It was my last flight and
my relief’s first in a foreign
military helicopter. So that we
could chat and just watch the
sights, we had been put in the

back while two pilots flew the trip.

Our trip was to take in the sights
of the “Capitol” City on a
recognised low flying route; a
sortie | had done on numerous
occasions in the past.

Two days before our trip an Air
Ambulance had collided with a
tower crane in poor weather on
the same route. This fact was
raised in the brief and discussed
at length with a “This won’t
happen to us” attitude shown
towards it.

The Brief was comprehensive with
all the usual points covered. The
one thing that | still remember
specifically (this is three years
ago and | am getting on a bit)
was the inadvertent entry into
cloud brief...... “We will roll wings
level and pull in power
establishing an IF climb, non
flying pilot to contact ATC for
clearance”

We walked to the aircraft in good
time and manned up.

The crew consisted of two pilots;
both 03s, P1 with in excess of
1500 hours and towards the end
of his second tour, P2 had 1000
hours plus having arrived with us
on his second tour about 6
months previously. The old (2400
hr Observer) and new exchange
officer (1900 Hr Observer),
Aircrewman (second tour 1000
hours) and a further pax. We were
flying in a Seahawk Truck Variant,
fitted with a GPS/INS Nav
System with full navaids. We
departed and headed through the
normal route to “The Capitol”,
there was a little more cloud than
briefed but nothing untoward.

My intercom was intermittent (1
am sure the pilots were happy
about this) but aside from that
the aircraft was fully serviceable.

As we approached the Capitol we
identified the crane the air
ambulance had hit and then
started talking about the various
famous landmarks that could be
seen. At this point the Nav was
easy, the communications were
good and we were following an
established route. After all the
highlights we got to a more
mundane area where there was
less to see and here the cloud
base started to lower gradually.
The pilots started to make all the
right noises with the P1 handing
control to the P2 and telling him
to fly an orbit while he got a
clearance to climb and change
category to IFR. This is where
things started to go wrong.
Instead of starting his orbit then
and there the P2 decided to
continue on the route while the
P1 was talking to ATC about our
climb.

As the weather closed down on us
further the P2 then decided to turn
and about half way through the turn
flew into the low cloud. In this area
there are numerous tower cranes,
masts and tall buildings. | would like
you to remember the brief “Roll wings
level and pull power, establishing an
IF climb”. All should not have been
lost here but this is where the P2
made his big mistake.

Looking out of my window on the left
hand side (low wing side) | could see
the odd house, tree, piece of road
through the gloup and this is what
the P2 used as his visual reference
as he pushed the nose down and
tightened the angle of bank to try
and re-establish visual flight. It got
really scary when he then released
the controls and said “I am
disorientated you have control”.

The P1 looked up from his map and
broke off his radio transmission to
look across at the P2 and see that he
had let go of the controls. He
immediately took control, rolled the
wings level and pulled power. His
correct action | believe saved us all.
As we rolled wings level and started
to climb | saw a tower crane pass my
window at around 80 metres in the
mist! We were below the top of it!

You may be wondering what my
reactions were through this. | was
prodding the Aircrewman very hard,
who was sitting between me and the
pilots and pointing up mouthing “get
the .....up” as | could not speak on
intercom at this point. The
intermittent intercom turned out to be
more important than | had thought it
would be. | could have alerted the P1
to the predicament we were in if my
comms had been serviceable.



The aircraft was very quiet on the
45 minute transit home. The P2
did ask if we wanted to drop down
through the cloud when he saw a
gap closer to home. He received a
curt “are you serious?” from the
P1. At this point | was simply
happy to be alive but I have not
covered the worst part of this story
yet. On landing we walked into the
Squadron (I nearly kissed the
ground on exiting the aircraft) and
| explained to my relief that this
was the first time our allies had
tried to kill me during my
exchange so his mind could rest
easy.

We headed for the debrief where
the P1 and Aircraft Captain starts
with what we were all thinking.

“Mate what the hell were you
doing” or words to that effect!
The P2 answered that “yeah |
should have turned earlier and
there wouldn’t have been a
problem.” At this point |
interjected and mentioned that
it was not the fact that he flew
us into cloud that was the issue,
it was his subsequent actions.
Here is what | believe is the
worst part of the whole story; he
would not admit that he had
done anything wrong, just
stating that he lost his visual
references and should have
turned earlier.

After the debrief the P1 asked
me what | thought our actions
should be.

| said | thought we should raise
the issue with the Safety Officer
as the P2 would not admit that
he had done anything wrong. The
P1 said that “that would finish his
career!” My answer? “He nearly
killed us and he thinks he hasn’t
done anything wrong.”

The P1 took a different step and
spoke to a different 05 than the
Safety O who said he would
counsel the P2.

So what do | think are the main
issues here?

If we brief standard things like

the inadvertent entry into IMC it
is for a reason. There have been
many painful lessons learned in

the past to establish these
actions so that we can fly safer.

At low level in poor weather there
is very little room for error. The
incident from start to finish was
probably 1 minute; we could have
died.

When we make mistakes we must
admit what we have done and fall
on our sword so others may
benefit and hopefully not fall into
the same trap. Life is not a
rehearsal....you only get one go at
this.

We must have a flight safety
regime that does not persecute
people for being honest. There
was no ASOR equivalent from this
flight and no remedial training for
our friend the P2, who to this day
may still be doing similar
stuff....or maybe not!

FASO Comment:

Share your experiences with
others in the crewroom and
morning brief. If you have an
Aviation Safety Occurrence, put
in an ASOR. Both aim to get word
on the street, raise awareness
and prevent re-occurrence. Your
honesty may help save a life!

LEUT Simpson is awarded a $100
cash prize for his article
submission to TOUCHDOWN
magazine. Congratulations.

Fly Navy
Fly Safe



Temporarily Medical
Unfit For Flying (TMUFF)

Most aircrew have at some time
been made Temporarily Medical
Unfit For Flying (TMUFF), and
hopefully returned to flying status
soon after. Some aircrew have
also found out what happens if
you remain TMUFF for longer than
eight weeks, and ended up going
through the Medical Employment
Classification Review (MECR)
system, detailed in HD 236, and
DI(G) 16-15. I will focus on
TMUFF this time, hopefully
busting some myths, and discuss
the application of the MECR
system to aircrew in a later
article.

A recent ASOR (723SQN-001-
2008) indicated confusion as to
when an aircrew member was
considered TMUFF, or required
medical consultation to be
returned to flying.

Aircrew must not undertake flying
or aircraft controlling duties when
they have a medical or dental
condition that may compromise
flight safety or mission
effectiveness unless authorised to
do so by their CO.

—_

_

The following personnel can make
aircrew TMUFF:

. Any health care provider

. Authorising officers and flight

commanders

. The individual (self imposed)

There are several circumstances
detailed in DI(G) OPS 22-2 -
Temporary Medical Unfitness for
Flying and Aircraft Control Duties
mandating TMUFF (eg following
aircraft accident or physiological
incident), however, general
principles used in the
consideration of a requirement
for TMUFF include:

. The effect of a medical condition

on the member’s ability to
function safely in the aviation
environment (eg risk of seizure
following moderate head injury),

. The effects of any treatment for

the condition on the member’s
ability to function safely in their
aircrew role (eg codeine based
cold and flu tablets causing
cognitive impairment), and,;

. The effect of the aviation

environment on the medical
condition (eg worsening back
pain due to vibration and flying
position).

As a general rule, aircrew should
consider themselves TMUFF if
medication is required to treat
their condition. Usually there is a
combination of all three factors
above to consider, and if
medications are required then
there may be an extended TMUFF
or “ground trial” to ensure no
unwanted side effects occur. In

this case, a review by an Aviation
Medical Officer (AVMO) is required
to document successful ground
trial, prior to return to flying. For
example, if high blood pressure is
picked up on your Specialist
Employment Stream Annual Health
Assessment (SESAHA), this may
not require immediate grounding,
however, a 4 week ground trial is
required once a decision has been
made to start an approved blood
pressure medication. Once an
appropriate ground trial and any
associated MECR paperwork has
been completed, the aircrew
member may then be considered fit
to fly despite the use of
medication. Medications for limited
duration use, such as antibiotics,
sleeping tablets, or antimalarials,
still require a documented ground
trial, but no MECR is required.

Myth 1: An AVMO is required to
ground a certain quota of aircrew
in order to maintain currency.
Busted, in fact, as | will explain
below, the AVMO is in the best
position to prevent unnecessary
TMUFFE.

The AVMO has an understanding of
the stressors within the aviation
environment, and the interaction
with medical conditions. If the
AVMO is involved in the SQN flying
activities, they will be more likely to
understand specific aspects of your
work environment and be better
equipped to determine fitness to
fly. If a non-AVMO is requested to
assess aircrew for fitness to fly
(and they don’t know they can’t do
this), they will be more likely to err
on the side of caution and ground
you. It is difficult to do a risk
assessment if you do not
understand to level of risk.



But just because you take the
doc flying, doesn’t mean you are
immune to TMUFF. One example
that | came across while at a
training base, was an instructor
who took me flying and then after
the flight asked me for the results
of a scan he had a few weeks
prior to posting in. | was very
helpful and took him straight
back to the medical centre for
review, only to find that although
the scan was normal in
appearance, the report suggested
a diagnosis of migraine. This is
not a good thing to write in a
pilot’s medical chart, and
technically he should have been
TMUFF from the date that report
was filed. Luckily | was able to
call in a favour from the specialist
and had him back flying within a
week (after a few more tests to
exclude migraine). | found it a bit
hard to get a flight for a while
after that, but | eventually
convinced the SQN that it could
have been much worse if | hadn’t
questioned and quickly excluded
a diagnosis incompatible with
flight duties. Many of you have
probably been in a situation
where you have to wait a least a
week just to get a test or
appointment booked.

Myth 2: Aircrew can return to
flying without medical review if
they self TMUFF and avoid the
medical system in the first place.
Busted, it is the member’s
responsibility to ensure they are
fit to fly on any particular day -
not an AVMO’s, however, once the
aircrew member (or anyone else)
has determined they are should
be TMUFF, only an AVMO can
return them to flying. Non-AVMO
health care providers, such as
doctors, nurses or medics must

discuss your situation with an
AVMO if no AVMO is available for
face to face consultation.

A PM 101 with the words
“TMUFF” or “unfit to fly” is usually
followed by “for x days”, or
sometimes “until review by
medical officer”. Often the aircrew
member assumes they are
automatically upgraded at the
end of a TMUFF period. Only the
administrative TMUFF situations
outlined in DI(G) OPS 22-2, such
as following routine
immunisation, blood donation,
simulated flight or alcohol
ingestion, do not require review
prior to return to flying.
Otherwise, a requirement for
review prior to return to flying
should be assumed. Only an
AVMO can determine if a review
is not required following a TMUFF
period, and in that situation, in
addition to the TMUFF
recommendation, they would
usually annotate on the PM101
“fit to fly from (date)”.

Myth 3: TMUFF is just a
recommendation to the CO, who
can ignore this and make you fly
anyway. Confirmed, the ultimate
responsibility to authorise
members of aviation related
occupations to fly or control
aircraft lies with their CO. Based
on a combination of risk
assessment, operational need
and advice from the AVYMO, the
CO retains the right to override
the TMUFF recommendation. That
said, | would suggest any CO who
ignores medical advice is taking
on a lot more responsibility than
they may be intending to,
including the possibility of
increased risk of mission failure,
liability for compensation to the

member if their medical condition
is worsened by the aviation
environment, or compensation for
any damage or injury caused due
to medical incapacitation of the
aircrew.

The system is designed to allow
the CO to request more
information from the AVMO if
required to make an informed
decision. This can also be done if
there is no Aviation trained MO
available, but again, in all but the
most urgent requirements, the
advice of an AVMO should be
sought by, or on behalf of the CO.
It is very difficult to consult over
the telephone, so most AVMOs
will request the member is at
least assessed by a medical
officer before being asked to
make a call on returning to fly.

Myth 4: You don’t need to be
seen and examined by an AYMO
to have TMUFF reversed. Partially
confirmed, DI (G) OPS 22-2
allows for non-AVMO health care
providers, such as a clinical
manager on a ship, to
recommend reversal of TMUFF in
situations where there is no AVMO
available. There is, however, a
requirement that the health care
provider has made every effort,
and continues to make every
effort to consult with an AVMO to
confirm fitness to fly. The health
care provider must inform the CO
if the advice from an AVMO has
not been obtained. Again the
ultimate responsibility to
authorise reversal of TMUFF lies
with the CO, based on a
combination of risk assessment,
operational needs and medical
advice. The CO must determine
whether mission needs require
the member to fly before AYMO

advice can be obtained or
whether they can wait for
confirmation of fitness to fly from
an AVMO. If any CO or health care
provider has trouble contacting
an AVMO then call SO AVMED on
02 44241265, or the AVMED 24
hr advice line on 0408234044.

Despite the above, certain
situations specified in DI(G) OPS
22-2 mandate direct AVMO
review prior to return to flying.
These include TMUFF due to:

1. Psychosocial conditions
(eg “stress”)

2. Critical incidents
3. Aircraft accident

4. Physiological incidents
(eg spatial disorientation, or
smoke/fumes exposure)

Very importantly, the CO must be
aware of his or her responsibility
with regard to the application of
the recommendations or
restrictions imposed by either a
PM 101 or MECR. All uniformed
members, health care providers
and supervisors should know
their responsibilities under these
systems or they may find
themselves the subject of, or an
affected person of a BOI. A recent
BOI reminds us that being
ignorant of procedures or DIs, is
no excuse for allowing a
uniformed member to participate
in a work environment, or perform
duties that they are medically
unfit to do. This will be discussed
further in the next SO AVMED
Touchdown article covering the
aircrew MECR process.



ASOR Watch -
A Summary of RAN Aircraft
Safety Occurrences

Presented are a selection of ASORs from the previous quarter to
highlight hazards encountered in our daily business.

ALPHA 400 HELMET - AS350BA

During pre-flight acceptance of SE,
one of the crew’s Alpha 200
helmets was found to have been
removed for bay service. Due to
unavailability of an SE sailor to fit
another helmet, the crew decided
to utilise an Alpha 400 helmet for
the sortie.

FASO Comment:

There was little guidance on this
issue in the previous edition of
ABR5150. CANAG direction is that
the Alpha 400 is not to be used by
an active aircrew member unless
approved by COMAUSNAVAIRGRR.
This requirement is waived if the
crew member is under instruction
for cabin gunning. The next edition
of ABR5150 due out on the
streets shortly will reflect.

TAXIWAY CONFLICTION - AS350BA

AS350BA was taxiing southbound
on TWY B to the aircraft wash
facility when advised by ATC that
RWY 03 would be available to
avoid a Sea King under tow in the
opposite direction. The AS350BA
entered RWY 03 and proceeded to

the aircraft wash facility. On
completion of the wash, a
clearance was sought to taxi
northbound on TWY B. ATC again
cautioned about the Sea King on
TWY B. Approaching the Sea King
the AS350BA was manoeuvred to
safely pass, entering the RWY 03
flight strip in the process without
a clearance. A second Sea King
was on final for RWY 21 at the
time.

FASO Comment:

The investigation highlighted a
series of human factors issues
including informal and ambiguous
clearances by ATC and
expectation error by the crew, lack
of attention and loss of situational
awareness. Importantly, especially
in familiar and benign
surroundings, the flight isn’t over
until the aircraft is in the lines and
shutdown.

SOMETHING DOESN'T LOOK
RIGHT - §-70B-2

During post engagement of an
embarked S-70B-2, a maintainer
that was part of the flight deck
team was observing 'codes' being

loaded into the nose avionics bay
by another member of the FDT.
During this evolution he noticed a
loose cluster plug on part of the
AFCS. He alerted the Flight Deck
Marshaller who instructed the
same maintainer who loaded the
‘codes' to return under the disk
to reconnect the loose plug. This
was completed and the aircraft
launched. Soon after, this action
was communicated to the AC who
terminated the sortie to further
investigate the occurrence.

The investigation found that the
plug was left disconnected from
part of the AFCS as a result of
maintenance conducted on the
system. The removal of this plug
was not detailed in the specified
maintenance procedure and
documentation for the
disconnection was not
completed. This removed two
defences in that there were no
prompts for the plug to be
reconnected as part of the
maintenance. In addition, a BF
inspection had been conducted
prior to the maintenance on the
AFSC and was still current,
however no PBF inspection was



conducted after the maintenance
was completed, eliminating the
chance of someone seeing the
disconnected plug prior to
release from maintenance.

DFASO Comments:

This incident is a classic
demonstration of how individual
factors align to produce an
incident that had the potential to
be far more serious. Undoubtedly
there were local conditions that
contributed to individuals making
these errors such as fatigue and
distraction, however this incident
demonstrates how a number of
key principles such as
communication and
documentation are integral in
ensuring the safety of our flight
operations. The principle of
'Knock It Off' should remain in
the forefront of people's minds
when they get signals based on
their professional experience that
there is potential for the holes to
align and result in an incident, or
worse, an accident.

For further information on this
incident read ASOR (STUART-
005-2008)

WHAT, MORE OIL CAPS?

Whilst carrying out pre flight
inspection on A22-021, aircrew
discovered that the engine oil cap
was unsecured. The aircraft had
been Before Flight Inspected
(BFI) and the oil replenishment
signed by maintenance.

Investigations revealed that
during the conduct of the BFI, the
engine oil level was discovered
below serviceable limits. Once
the BFI was completed, the same
maintainer then serviced the
engine oil to the appropriate level

with the assistance of another
maintainer. With this now
complete, the maintainer cleaned
the work area and closed the
access cowling whilst the
assistant returned the
replenishment rig.

Prior to certifying for the
maintenance conducted, the
maintainer was called away to
assist with an aircraft that had
recently become unserviceable in
a location away from the
Squadron lines. Upon his return,
the maintainer certified the BFI
however was then directed not to
make the appropriate white page
entry as detailed in AEOM 16/07

Outcomes to this incident
resulted in the release of issue 2
to AEOM 16/07 that directs
independent maintainers to
conduct Partial Before Flight
(PBF) inspections after
maintenance has been
conducted during the conduct of
a BFI.

DFASO Comments:

This is an example of the
importance of maintaining
awareness of both your own
limitations and those you
supervise. Concurrent tasking of
personnel can diminish the
ability for them to make the
appropriate checks in their mind

about the adequacy of their work.

This is important to recognise as
a tradesman, and when you feel
your ability to conduct a
thorough job is compromised
though multiple taskings it is
time to alert your supervisor.
Similarly, as a supervisor, it is
vital to ensure that multiple
tasking of your personnel does
not inhibit their ability to carry
out maintenance correctly.

TWO-SIX, HEAVY - S-70B-2

An S-70B-2 aircraft had been
moved outside the hangar in
preparation for a blade spread. A
maintainer went to single-
handedly remove the blade
restraints on the yellow main rotor
blade.

As the maintainer retracted the
quick release pin from the lower
support bar, the restrain pole
sprung out and with the weight of
the main rotor blade, struck the
person on the back of the left
hand. The blade also struck the
upper VHF/UHF antenna and the
tail rotor drive shaft cover causing
subsequent damage.

Investigations revealed that an
incorrectly adjusted blade fold
microswitch had put an increased
load on the blade supports.
Additionally, whilst it is a common
practice to use two personnel to
lower the blue and yellow main
rotor blades, it was determined
that there was nothing mandated
to ensure its compliance.

Outcomes to this incident
included the incorporation of a
caution in NAP7210.024-6-1 to
ensure that two personnel are
used when removing blade
restraint poles. Furthermore, a
caution was placed to make
maintenance staff aware of the
risks involved with incorrectly
adjusted main rotor blade fold
microswitches.

DFASO Comments:

A task we have conducted many
times before can often surprise
us. A task as simple as removing
a blade restraint can lead to
injury and significant damage to
the aircraft. Had this aircraft
been embarked, this incident
could have rendered the aircraft
U/S for a significant period due
to damage to the VHF/UHF
antenna. A reminder that we must
exercise caution during the
simplest evolutions.
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RAN Aviation
Safety Snippets

‘Safety Through Education’

NIP IT IN THE BUD, PUT IT IN AN
OPHAZ

Operational Hazard Reports
(OPHAZ) are used for reporting all
aviation and aviation-related
hazards, before such hazards
result in an occurrence.
Submission of an OPHAZ provides
the wider aviation community
visibility of an identified hazard
and ensures appropriate action is
taken to prevent the hazard from
developing into an actual aviation
safety occurrence.

Congratulations to 816SQN who
have embraced the OPHAZ with a
seven fold increase in their
reporting in the last 12 months.
Overall, however, across the FEG
we have observed a decrease in
reporting of OPHAZ compared
with the previous 12 months. So,
if you have identified a hazard,
don’t keep it to yourself. Talk to
your SASO / MASO about raising
an OPHAZ before your mates get
caught out by something you
knew about.

You can find more information on
the completion and submission
of an OPHAZ in the new DASM at
Section 3 Chapter 8.

VERSION 2 DEFENCE AVIATION
SAFETY MANUAL (DASM) NOW
AVAILABLE

The Defence Aviation Safety Manual
is our prime reference for aviation
safety and has recently undergone
an upgrade. Version 2 now provides
both policy and guidance on each
of the 12 elements of the Defence
aviation safety management
framework.

The new version features greater
Command accountability, more
auditable procedures and additional
educational content. The electronic
DASM is located on the DRN at:

http://defweb.cbr.defence.gov.au/h
ome/documents/departmental/ma
nuals/safetymanv3.htm

or, from the DRN Home Page, by
selecting Our Organisation >
DDAAFS > Defence Safety Manual >
SAFETYMAN Volume 3 Part 1
Defence Aviation Safety Manual.
Uncontrolled copies can be printed
from the link provided and CD
copies have been distributed to Air
Capable Ships.

The DASM will remain a dynamic
document and everyone is asked to
play an active part in contributing to
its continuing improvement and
applicability so, with the next
amendment due 31 Mar 09, send
your suggestions via completed
PIRR (Webform No AO 011) to
DDAAFS at email
DFS-ADF@defence.gov.au

or fax (02) 6266 4751.

Remember, every accident is
individually preventable.

TOUCHDOWN ARTICLE NOV 07 -
‘IT WAS THERE WHEN WE TOOK
OFF

Following the publication of the
above story in the November
edition of Touchdown, feedback
was received from Mr Greg Morris
informing the Iroquois door was
recovered by Peter Holstein from
Aerowasp Helicopters who was
conducting a training flight in the
Tianjara area around 1998.

Peter informed that the door had
landed upright in bushes and
only became visible after a fire
had passed through the area,
burning the bushes and exposing
the door. The door was basically
undamaged from the fall or the
fire.

An inspection of the door
revealed that all the rollers were
worn as was the lower door slide,
both which contributed to the
separation of the door in flight.

AVNFEG SAFETY STAND DOWN

The next AVNFEG Safety Stand
Down for all aviation
maintenance and aircrew
personnel is scheduled for Tues
02 Sep 08 at HMAS Albatross.



TOUCHDOWN ARTICLE APR 08 -
‘DITCHING’

The above story stated that the
Wessex aircraft was powered by a
Rolls Royce Gnome engine. This is
incorrect. The Wessex aircraft was
in fact powered by a Gazelle
engine.

Thanks to Mr Bill Crowley at
NASPO.

NAVY SAFETY AWARDS - 2008

Nominations for the 2008 Navy
Safety Awards are now being
sought.

There is a lot of commendable
work being done to ‘Keep Navy
Safe’ and recognition of this effort
is important. The Navy Safety
Awards consists of two main
awards:

THE CHIEF OF NAVY AWARD FOR
SAFETY EXCELLENCE

This award recognises the
achievements of
units/ships/establishments in
each of the following three
categories. Each category award
winner will receive a trophy and
framed certificate.

Category 1 - Leadership Award
for Injury Prevention and
Management

This award recognises
unit/ship/establishment
commitment to best practice
through exceptional leadership,
strategic integration,
crew/employee involvement, Ship’s
Safety Team and Safety and
Emergency Management
Committee involvement.

Category 2 - Best Workplace
Health and Safety Management
System

This award recognises
demonstrated commitment to
continuous improvement of
workplace health and safety
through the implementation of an
integrated systems approach.

Category 3 - Best Solution to an
Identified Workplace Health and
Safety Issue

This award recognises excellence
in developing and implementing a
solution to an identified workplace
health and safety issue. Entries for
this award may include a product
solution, design/engineering
innovation, training program,
awareness raising activity or other
risk control measure that reduces
the risk of work-related injury and
disease.

Commander Dave Allen Award
for Safety Excellence

This award recognises an
individual who has made an
outstanding contribution to any
aspect of safety in Navy. Any
nomination for this award must
reflect a level of performance
and/or vigilance significantly in
excess of that which could
reasonably be expected of the
rank or experience level of the
nominee. The award winner will
receive a trophy, framed
certificate and $1000 prize
money.

Closing Date and Awards
Program

Nominations will close on 30
September 2008. Judging will
take place during October and
the award ceremony will take
place during November. Details
of date and venue for the award
ceremony will be advised
separately.

Nominations should be sent
to:

Navy Safety Awards 2008
Directorate of Navy Safety
Systems

CP4-6-033

Department of Defence
CANBERRA ACT 2600

Fly Navy
Fly Safe
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The Best Original Entry Wins a Flight Safety Gift Pack!

Think of a caption for the photo above and send it to navyairsafety@defence.gov.au orTel (02) 4424 2328.
Competition closes 31 October 2008.
The best caption will be published in TOUCHDOWN 3 of 2008.

WINNER OF THE TOUCHDOWN APRIL 08 CAPTION COMPETITION IS:

LS Ann Bradbery of HMAS ALBATROSS

‘Where are the rest of the Village People?... I'm not doing this alone!’

LS Bradbery will receive a Gift Pack from the Fleet Aviation Safety Cell. Congratulations!
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