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Foreword

As the new Commodore, now that
| have been in the seat for a few
months, it is timely for me to say
a few words on aviation safety for
this edition of Touchdown. | am
going to start off by having a
quick look at a USAF accident
that | think we will all be familiar
with, the 1994 crash of Czar 52,
a B52 being flown by LT COL Bud
Holland.

Here was a perfectly serviceable
aircraft that was flown into the
ground by an outwardly
competent and professional
aviator in the course of
deliberately violating a number of
rules and procedures. While this
was definitely the last time Bud
Holland ‘bent’ a few rules, it
certainly wasn't the first. The
subsequent inquiry into the crash
of Czar 52 discovered that Bud
Holland had a long history of
bending the rules and pushing
the limits and he had been
getting away with it for years.
Nobody, it seems, had stepped in
to stop this pattern of behaviour,
although quite a few people
around Bud Holland at the time
knew of it.

So, how is this relevant to Navy
Aviation in 20087? In studying this
case we often talk about Bud
Holland as a ‘rogue’ individual,
but what does this mean? If | can
paraphrase DrTony Kern in his
very useful book Redefining
Airmanship, his discussion of
rogue behaviour goes something
like:

The patterns of poor discipline
are not always of the “mass
hysteria” type. There are also
individuals, usually of high
experience and skill, who see the
built in flexibility of aviation as a
chaotic environment that can be
manipulated. These rogue
individuals are often popular and
possess considerable social
skills. They have learned what
rules they can break, when, and
with whom.

They are typically perceived much
differently by superiors than by
peers or subordinates.

Their brand of poor airmanship
can have far-reaching
implications. Because of their
perceived skill and expertise,
many younger members see
these rogues as role models and
begin to copy their brand of so-
called “airmanship”’

From the data | see here in the
head shed collected from our
cultural surveys and from our
safety stand-down workshops,
data which incidentally gels very
well with the results of CDF's ADF
Rotary-Wing Safety Review from
earlier this year, we have a pretty
good safety culture. This is further
reinforced when | chat to you on
the hangar floor or in the
crewrooms.

ABOVE CZAR 52 SECONDS BEFORE IMPACTING THE GROUND



And while there is always room

for improvement, | don’t have the
safety culture Master Caution on
flashing magenta at the moment.

However, we are vulnerable to
rogue behaviour and it is
incumbent on each one of us not
to tolerate it. If you see
something that is wrong or you
hear someone utter those
infamous words “I know a quick
way to get this done”, stop it then
and there. If you can’t stop it, tell
your supervisor and they’ll stop it.
If your supervisor can't stop it, tell
me and I'll stop it. This is the
only way we can deal with rogues
- constant vigilance and zero
tolerance. Work together as a
team, look out for your mates and
stay safe. This way we get to
preserve the precious and limited
assets we have, both human and
materiel, for the real reason that
we are here - to keep that
maritime combat aviation
capability at sea, where it
belongs.

g

CDRE A C Dalton, RAN
COMAUSNAVAIRGRP
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Bravo Zulu

ABATA Hughes
HMAS ANZAC

Whilst conducting an w

after flight inspection

on Seahawk (871) aboard HMAS
ANZAC, ABATA Hughes noticed
that something about the Tail
Rotor Disconnect Coupling Spring
‘just didn’t look right’. With some
doubt present in his mind and
recalling a relevant piece of
information from his EAC, he
decided to consult the
maintenance publications to
satisfy his concerns.

The publication explained that the
Disconnect Spring must have four
full turns and that where the
spring coil starts and finishes
must be parallel. Although
difficult to notice, the Disconnect
Spring on Seahawk (871) did not
match the description in the
maintenance manual.

ABATA Crouch
817 Squadron

The spring was determined to be
unserviceable and immediately
replaced with a serviceable item.

ABATA Hughes is to be
commended for his diligence and
professionalism in identifying this

During a routine Before Flight
Inspection (BFI) onboard HMAS
Success during exercise RIMPAC
2008, ABATA Crouch noticed a
hydraulic union on the port main
undercarriage brake system was
leaking and through further
investigation he found that the
main undercarriage brake
pipeline fitting was loose. Upon
closer examination, AB Crouch
found the port main
undercarriage brake pipeline end
fitting was cracked.

The port main undercarriage
brake pipeline was replaced and

discrepancy and trusting his
professional judgement in
diagnosing the situation. His
actions resulted in preventing a
potentially serious incident.

BZ

brake bleeds were performed
before the aircraft was released
for further flight. Serviceable
brake systems for helicopter deck
operations at sea are critical and
if this had not been found prior
to flight there was a potential of
a brake failure on the flight deck
causing an aircraft incident or
accident.

AB Crouch is commended for his
exceptional attention to detail
beyond the scope of his BFI.

BZ



SMNATA Ely
816 Squadron

On 5 August 2008,

SMNATA Ely was conducting an
AF inspection on the main rotor
head of Seahawk (881). During
the inspection SMN Ely
discovered impact damage to
three of the four pitch horn
assemblies; the damage being
attributed to contact with the
droop stop bolts. Two of the
damaged pitch horns required
only minor repairs, whilst the third
required a further damage
assessment and subsequent
rework action. Further inspection
of the main rotor system
attributed the cause of pitch horn
damage to an internal failure of
the main rotor accumulator which
was subsequently replaced.

As Seahawk (881) was only part
way through its return to service

LSATA Falt
817 Squadron i

Whilst carrying out a

Mandatory Inspection post a
Number 1 engine change on
aircraft N16-918 onboard HMAS
Success during RIMAC 2008,
LSATA Falt found that two split
pins were not installed in the
auto-manual control rod fitted to
the engine.

The removal and installation
Mandatory Inspections for an
engine installation do not require
this area to be inspected;

-

test flight program, SMN Ely’s
timely discovery prevented an
occurrence of much greater
damage to the aircraft and further
delay to its return to service.

Also, on 18 August 2008 whilst
conducting a BF inspection of the
cabin area of Seahawk (880),
SMN Ely discovered the cargo
door locating pin receptacle
missing from the forward cargo
door frame. The cargo door
locating pin receptacle was
subsequently attained from
stores and installed, thus
providing the required proper
cargo door alignment and
security when closed.

SMNATA Ely is to be commended
for his diligence in conducting
routine inspection tasks and

however LS Falt's superior
attention to detail allowed him to
discover the problem which, if left
undetected, could have led to a
catastrophic engine failure.

LS Falt is commended for his

actions and his attention to
detail.

BZ

excellent attention to detail in the
conduct of his duty.

BZ
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New FASO Joins
Aviation FEG

LCDR Derek Frew joined the Fleet
Aviation Safety Cell (FASC) on 27
Oct 08 as the new Fleet Aviation
Safety Officer (FASO). LCDR Frew
replaces LCDR Peter Wynter who is
off to fly the MRH-90. The FASC staff
would like to thank Pete for his
efforts over the past 22 months and
wish himself, Teresa and Sarah all
the best in sunny Townsville.

LCDR Derek Frew joined the RAN in
1973 as a Junior Entry Midshipman.
Following schooling and training as
a Seaman Officer he served as an
Officer of the Watch from 1978 until
he was selected for pilot sub-
specialisation and commenced pilot
training in 1980/81.

Having successfully graduated from
1FTS, 2FTS and helicopter
conversion he joined 723 SQN in
1982. Here he was initially qualified
on the UH-1B, and later on the Bell
206B-1 and the AS350.

During this first tour at 723 SQN
LCDR Frew undertook several
deployments and short term
embarkations in a range of ships,
most of which are no longer in
service. He also spent time in
Sinai as part of the Australian
commitment to the Multi National
Force and Observers flying the UH-
1H helicopter.

Following his return, LCDR Frew
was amongst the first of 723 SQN
aircrew to convert to the AS350
and he was the inaugural Flight
Commander of HMAS Adelaide
Flight with Taipan 60. During the
embarked time LCDR Frew also
maintained his skills as an Officer
of the Watch and during one
memorable period when the
aircraft was unserviceable, the ship
was under the control of the
‘Birdies’ with the O0W, QM,
Boatswains Mate and Leading
Seaman of the Watch on Deck all
being members of the embarked
Flight.

Following Staff Course in 1986
LCDR Frew spent a short period of
time at HMAS CRESWELL where he
filled the role of Training
Development Officer. During this
time he assisted in the
introduction of the Junior Officer's
Staff Course. In mid 1988 LCDR
Frew was posted to SITU and
attended the S-70B-2 systems
training in the USA before returning
to the AWSC and commencing the
introduction of the S70 into the
RAN. During his subsequent
posting in the Directorate of Naval
Air Warfare LCDR Frew worked on
the introduction of the S-70B-2
into service, the acquisition of FLIR
and ESM for the aircraft in the first
Gulf War and the commencement
of Project 1405, the Seahawk
Upgrade Program.

During this 4 year posting he
managed to fill all positions from
Staff Officer Helicopters through to
Director.

LCDR Frew was posted in
command of HMAS GAWLER in
1992 and as the Maritime
Surveillance Adviser to Tonga
following his command. On return
to Australia, he filled the position
as Staff Officer Maritime Plans in
HQNORCOM and returned to the
aviation fold in 1997 when he was
posted as the inaugural Ship’s
Aviation Officer in HMAS
MANOORA. The highlight of this
posting was seeing the
development of the HCO Office and
the re-development of multi-spot
helicopter SOP in the RAN. LCDR
Frew left HMAS MANOORA to
spend 2 years as the Naval Adviser
to 81 Wg, RAAF where he had the
opportunity to fly in both Hawk
127 and FA-18 aircraft. A stint in
the ADF Peacekeeping Centre
followed before LCDR Frew rejoined
723 SQN in Jan 2005 as SASO
and Detachment Commander. Prior
to posting as FASO he underwent
training in the USA and UK in
specialist Aviation Safety related
COUrses.

LCDR Frew is married with 2
mature children and 2
grandchildren.

Ships Flights/Embarkations:

HMAS STALWART - UH-1B
HMAS TOBRUK - UH-1B

HMAS SYDNEY - Bell 206B-1
HMAS ADELAIDE - AS350B
HMAS DARWIN - AS350B

HMAS CANBERRA - AS350BA
HMAS WARRAMUNGA- AS350BA
HMAS BALLARAT - AS350BA



How Well Do You Know

Dangerous Goods?

It had been a busy few days. We
were participating in exercise
RIMPAC and like everyone were
intensely keen to perform well. We
had been working a night routine
performing mostly ASW sorties for
nearly two weeks and had been
doing really well until we suffered
some damage to a main rotor
blade late one evening. We
worked through the night and
finished off the maintenance and
test flights the next day. On
becoming serviceable we
conducted a VERTREP serial
followed by a CASEX that night
and were thinking we hadn’t done
too badly to return the aircraft
back to service so quickly.

A day or so later, we were starting
to adjust back to a day routine
with the end of the exercise in
sight when maintenance noticed
the starboard main wheel had
worn just beyond limits through to
the canvas. Reluctant to jack the
aircraft at sea and coupled with
the ship’s proximity to Kaneohe
Bay Marine Corps Air Station, we
decided to fly ashore the next day
to perform the aircraft
maintenance.

Once this decision was made two
maintenance personnel were
tasked to gather the tooling,
spares and relevant publications
that night for the next day’s flight
ashore and subsequent
maintenance. This however was
carried out after the existing day’s
maintenance - such as After
Flight Inspections - were
completed. With the maintenance
completed, tooling and spares
were gathered and placed in the
aircraft for securing the following
day. Domestics were then dutifully
completed and another long hot
day was completed.

The following morning the aircraft
flew ashore with three aircrew,
three maintenance personnel and
one passenger. The aircraft was
jacked and tyre changed without
incident. Whilst cleaning up and
preparing for departure the aircraft
captain noticed a container
labelled ‘White Spirits’. Upon
questioning the origin of the
container we realised that we had
flown with Dangerous Goods (DG).

Although the amount was small
and it was disposed of before the
return flight it was too late. How
had this happened? Was it that
‘norms’ had crept into our business
processes? Was it fatigue from the
previous day’s busy schedule or
body clock rotation? Was it just
complacency on our behalf as a
crew? Was it mission creep to keep
performing well and achieving set
goals without fully realising the
potential dangers?

| personally think it was probably
a little of each, coupled with
being task-focused and a classic
case of the ‘holes’ lining up. No
less than three maintenance
personnel and an aircrew sailor
had seen that small seemingly
innocuous bottle of white spirits
in the aircraft yet no one thought
to remove it or check that it was
packed correctly in accordance
with the |ATA regulations.

This shows that although we may
think we are alert we may not
always be aware of the potential
dangers. We must all continually
strive to further our knowledge
and awareness of all aspects of
aviation safety to ensure that
events like these are not
repeated.

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




Aviation Safety
at the CTG Level

Over the past 18 months | have
been involved in Talisman Saber
‘07, FCP '08 and RIMPAC 08 whilst
working with the Fleet Battle Staff.
During these exercises | have been
the Helicopter Element Co-ordinator
and also the main Rotary Wing
advisor to RAN Command.

| thought that | would pen a short
article to highlight that Aviation
Safety does not rest purely at the
Squadron level, the Ship level or the
FEG level; it exists throughout all
levels of Command. It must be
emphasised that during the above
exercises the number one priority is
the conduct of all operations safely.
This is re-enforced at planning
conferences and at most daily briefs
from 3 star level to tactical briefs at
Squadrons or in Ships, so what
happens if an incident occurs?

It must be remembered that if an
ASOR is released it will only go to
National Command elements.
Visibility of an incident may not be
seen if Command elements are
embarked in coalition units. The
advent of ‘Same-Time’ chat, which
links all Command Elements
through watch keepers or liaison
officer (LNO’s), means that incidents
can be reported via chat. This is how
the following incident was made
known to the Maritime Component
Commander (MCC) embarked in
USS KITTY HAWK.

a.

| do not intend going into detail but
the incident involved a RAAF MPRA
and a USN helicopter. It was
reported that the helicopter
approached too close to the MPRA b.
whilst conducting Anti-submarine
operations at night. | was tasked to
find out what happened and report
to the MCC. My initial response was
to contact the MPRA detachment
via secure Voice over Internet

Protocol (VOIP) communications.
This gave me their side of the story.
| then contacted the USN
detachment via chat to gain their
side of the story. The incident was
then reviewed by checking the
digital recording system from the Air
Control Unit. The outcome was that
no vertical or horizontal separation
rules had been broken; the closest
the aircraft came to each other was d.
10nm, which is well outside the
criteria laid down in ATP-1D Volume
2. | then de-briefed the MCC and
also the Carrier Strike Group
Commander on the incident and
made recommendations which were f.
then published in the Daily

Intentions Message and SPIN’s. The
incident was then briefed by the

MCC to all Component Commanders
at the daily VIDCON and also up to  §g.
the 3 Star Admiral at PACOM.

C.

e.

| hope that the incident above
demonstrates that Aviation Safety
is, and should always be, at the
forefront of all personnel from SMN
to 3 Star Admiral. Through my
involvement in a number of
exercises/operations | have seen a
variety of lessons re-learnt and the
following should always be
confirmed by flying crews in order to
reduce the risk of incidences re-
occurring:

h.

Ensure that the sortie is on the Air
Tasking Order. If you are not on it
you should not be flying. Know your
mission number, squawk and call
sign, they can change during the
day for different missions;

Know your lateral and vertical
separation criteria. The minimum is
1500 yards/300 feet for
Helicopter/MPRA when operating
under the same ACU. For those
aviators that have not conducted
many ASW serials in close proximity

to other aircraft this can seem very
close, especially at night;

Brief the separation criteria at your
flying brief when PWO’s and ASAC’s
are in attendance. If you are not
happy, you do not have to fly to
these minimum, but advise your
ACU/playmates;

Know which ACU is controlling you
and what form of control you and
your playmates are under;

Know the sonobuoy dropping rules;

Know what airspace is in force.
Airspace like waterspace can change
during an exercise and these
changes will be detailed in the ACO;

Use your LNO if you cannot get hold
of information. The advent of
technology means that all
information should be capable of
being pushed to your Ship if you are
not in receipt of it;

CAOC and CTG staff can do all that
is possible to de-conflict airspace
but ultimately you must use all
sensors (from RADAR to Mk 1
eyeball) to maintain your situational
awareness, and

. Ensure that your pre- flight brief

covers every eventuality and ‘what if’
scenario. If you need to brief 90
minutes before a sortie to cover all
tactical aspects of the serial do that.
It is far safer to brief in a timely
fashion than to create a self induced
pressure because you have tried to
rush a brief.

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




CUT, CUT, CUT

How quickly a situation can get
out of hand.

Even in the sheltered waters of
Jervis Bay (JB) it seems unrealistic
referring to a Hi-line transfer to a
vessel underway as routine, yet
routine is most likely how we would
have described the pending wet
utility sortie. It was a student pilot
sortie at 723 Squadron, with the
crew consisting of a senior
AS350BA instructor in the left seat,
the student pilot in the right and
myself, a qualified utility observer in
the back of the aircraft. Conditions
on the day were CAVOK with a 15kt
breeze from the NE and a ‘moderate
swell’ on the waters of JB.

Let’s get to the incident.

Following successful delivery of the
‘monkey’s fist’ to the deck team the
aircraft was conned up and over the
after end of the vessel for delivery
of the message bag. At this point a
number of factors were already
working against the crew, one of
which was not identified until after
the evolution; this being the
communications setup. As the
aircraft moved over the vessel the
pilot’s control inputs to my con were
slightly exaggerated. Once over the
vessel the aircraft started drifting
back, although we were still
maintaining a good position
starboard of the centreline. In

The pilots action in response to
the ‘move ahead’ call was more
than | had anticipated which
resulted in the message bag
flying past the deck team...

The sortie consisted of dummy boat,
message bag and Hi-line transfers,
the last of which was conducted
‘Autopilot-out’ (the aircrafts
stabilisation system is deselected
requiring greater pilot control and
concentration). Moderate swell,
does not conjure images of a
pitching rolling vessel and while this
was not necessarily the case, a
small target area like the back of a
DMS workboat, even in JB, can
move around quite a bit. Add to this
scenario a student pilot in the initial
phase of instruction for the
evolution, denied his aircraft
stabilisation system and a qualified
yet reasonably inexperienced
observer and a routine evolution all
of a sudden becomes quite
challenging.

response to this aft drift a ‘move
ahead’ correction was passed to the
pilot which was immediately acted
upon. During this time | had
winched the message bag out to a
height from which it could be
retrieved by the deck team. The
pilots action in response to the
‘move ahead’ call was more than |
had anticipated which resulted in
the message bag flying past the
deck team and impacting the
wheelhouse where it become
snagged on fittings on the aft
bulkhead. At this point a number of
things happened simultaneously.
Firstly, there was relief on the part
of myself that the winch wire did not
wrap itself around the mast on top
of the wheelhouse, subsequently,
was the thought that the bag was

not actually snagged and was about
to fall from its position onto the
deck of the vessel. Regardless, it
seemed prudent to pay out more
winch cable thus reducing the
chance of the cable being pulled
taught. In these few seconds it was
also realised that the bag was
indeed snagged and posed a risk to
the aircraft. Realising this, | made
the call ‘CUT, CUT, CUT turned to the
cable cutter and lifted the switch
guard, breaking the lock wire. This
action did not activate the squib
and realising that no attempt to cut
the cable had been made by the
pilots, | hit the toggle switch firing
the squib. As the winch cable
separated from the aircraft, the
message bag went over the rails
and into the water, as during the
short time of making the ‘CUT call
and activating the squib, the bag
had come free from the wheelhouse
and was resting on the side rails of
the vessel.

Realising that the front seat crew
were unaware that the cable cutter
had been activated, | voiced to
them that the message bag had
become snagged and that the cable
had indeed been cut. In response
came the truly laconic words from
the instructor ‘... Oh, you cut it did
you......0h......well get the ATIS, lets
go home’ his response was not
commensurate with the heart rate
being experienced by myself.

A number of points came out of the
incident and were de-briefed by the
crew. The first point of concern was
the fact that | called ‘CUT, CUT, CUT
but no action was taken by either
pilot. Secondly, it was realised that
a combination of radio selection
and volume settings, combined with
very busy airwaves (Nowra Approach
was becoming active and ATC were
conducting radio checks with

aircraft operating within the
airspace) were contributing factors.
Additionally, in making the ‘CUT call
IAW SOP’s | did not alert the pilots
by raising my voice or changing my
tone to indicate the urgency of the
situation.

From my point of view when a Hi-
line evolution starts to go wrong the
best course of action is to ‘knock it
off’, reset and start again. The Hi-
line transfer is a procedure which
deserves respect. Things can go
wrong very quickly and when they
do you need to make a decision. In
this case - watch the message bag
come free from the wheelhouse or
fire the cable cutter.

In this instance the bag did end up
coming free from the vessel but to
hesitate in anticipation of this could
have been catastrophic.

SBLT Broadbent is awarded a $200
cash prize for his article
submission to TOUCHDOWN
magazine. Congratulations.
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Aviation Medical
Employment Classification
Review (AMECR)

Aircrew who are on medical restrictions (e.g. TMUFF) for longer than
eight weeks, or sick leave for longer than four weeks, are required to go
through the Medical Employment Classification Review (MECR) system,
detailed in HD 236, and DI (G) PERS 16-15. For those in aviation
related occupations, there is a slightly enhanced version, the AMECR.

In Defence, health information is
collected by health personnel in
order to manage, diagnose, and
treat an individual’s health on an
ongoing basis, and to provide
documentary evidence of the
preparedness of an individual for
military operations. An
individual’s health information
may be used for purposes other
than for clinical management by
Defence health practitioners.
Further details of privacy of
health information can be found
in DI (G) PERS 16-20, but
essentially the MECR system is
designed so that COs and
personnel managers can be
informed of member’s work
restrictions without revealing the
medical diagnosis.

The AMECR is used to change an
aircrew or controller's Medical
Employment Classification (MEC)
and/or Specialist Employment
Classification (SPEC). An Aviation
Medical Officer (AVMO) reviews
the member, their file and
additional information in the
member’s health statement
(AD524) or workplace disability
report (AD523). The medical
condition(s) and restrictions are
listed on the Medical-In-
Confidence MECR record (PM
518).The MECR is forwarded to
an appropriate medical authority
for confirmation. Once confirmed,
the Staff-In-Confidence MEC
advice (PM 532) is released to

the member, the member’s CO
and personnel managers, and
PMKeys is updated. Listed in
Annex G to HD 236 are standard
employment restriction codes that
may appear on the PM 532, for
example, 3-1 (no marching) or
6-7 (unfit for flying from any sea
borne platform). This list is not
exhaustive and additional
clarification or restrictions can be
added to the PM 532 by the
confirming authority. The CO must
ensure the member is employed
in accordance with the specified
restrictions.

MEC category definitions and
codes that may appear on the
PM 532 can be found in Annex B
to HD 236 with the broad
categories as follows:

MEC 1. Members who are
medically fit for employment in a
deployed or seagoing
environment without restriction.

MEC 2. Members who require
access to various levels of
medical support or employment
restrictions, however, they remain
medically fit for duties in their
occupation in a deployed or
seagoing environment.

MEC 3. Members who are
medically unfit for duties in their
occupation in a deployed or
seagoing environment. After a
maximum of 12 months their

MEC is reviewed. If still medically
unfit, they are downgraded to MEC
4 or, if appropriate, referred to a
Medical Employment Classification
Review Board (MECRB) for
consideration of an extension to
remain MEC 3.

MEC 4. Members who are
medically unfit for deployment or
seagoing service in the long-term
(more than 12 months). Members
who are classified as MEC 4 will be
subject to review and confirmation
of their classification by a MECRB.

The SPEC is added for specialist
employment streams (Aircrew — A;
Controllers — C; Divers — D;
Parachutists — P; and Submariners
— S) to allow for management of
specialist duties. All those in
aviation related occupations will
therefore have a two part MEC, for
example, MEC 1 C2.The aviation
SPECs are:

A1 or C1. Fit for unrestricted
aircrew or controlling duties.

A2 or C2. Fit for aircrew or
controlling duties but with some
restrictions.

A3 or C3. Unfit for aircrew or
controlling duties in the medium-
term (eight weeks to 12 months).

A4 or C4. Unfit for aircrew or
controlling duties in the long-term
(greater than 12 months).



The criteria for the type of AMECR
to be conducted by the AVYMO are
as follows:

UNIT AMECR (UAMECR):

a. Unfitness for flying or aircraft
control duties, or other
employment restrictions for a
period exceeding eight weeks
but less than 12 months.

b. Absence from duty on medical
grounds for more than 28 days.

c. Return to duty after a period of
grounding or unfitness for
aircraft control duties in excess
of eight weeks.

INSTITUTE AMECR (IAMECR):

a. All cases where the criteria for
UAMECR are met but further
investigation or research is

required.

b. Return to duty after mental

disorders and substance abuse.

c. UAMECR cases in which SO
AVMED - Navy or Commanding
Officer RAAF Institute of
Aviation Medicine (AVMED)
concludes that a higher level of
AMECR is required.

CENTRAL AMECR (CAMECR):

a. Confirmed or likely to be: MEC
4 or SPEC A or C4; MEC 304
for more than four months;
MEC 301, or SPEC A or C3 for
more than 12 months.

b. Have been classified as: MEC
205 for more than 24 months;
SPEC A or C2 and have had
employment restrictions for

more than 24 months (this
does not include personnel
who are required to wear visual
correction or are taking
approved medication).

c. Doubtful or controversial
cases; as required by the
Service Director of Personnel;
or, whenever a MEC allocated
by the MECRB requires review.

The MECRB is a personnel
management function. The
purpose of a MECRB is to
endorse, or amend, the MEC
confirmed at a CAMECR and to
assess the long term
employability of an individual.
There are usually about five
members on the board, with only
one of those required to be a
doctor, and the DG or
representative of the relevant
personnel management agency
chairing the board. For CAMECR,
the doctor is a Senior AVMO.

Important differences for AMECRs
for Navy aircrew compared with
non-aviation MECR procedures
include:

a. AMECR must be completed by
an AVMO.

b. UAMECR must be confirmed by
SO AVMED.

c. IAMECR is unique to aviation
related occupations, must be
confirmed by AVMED, with
comments from SO AVMED.

d. CAMECR must be confirmed by
AVMED, with comments from
SO AVMED. A detailed AVMED
CAMECR report is sent to the
MECRB.

Note: Navy aircrew who have had
a UAMECR should check their PM
532 to ensure it complies with
point b above. If not, the UAMECR
needs to be re-submitted to SO
AVMED - Navy for confirmation.

The general principles used in
AMECR deliberations are similar
to those for TMUFF; the effects of
a medical condition or treatment
on the member’s ability to
function safely in the aviation
environment, and; whether the
aviation environment will
exacerbate the medical condition.

All AMECR cases are considered
individually with reference to
Australian and international
medical standards. Consistency
and fairness is maintained by
involving AVMED when required.
The aim of the AMECR system is
to return the member to their
previous aircrew or controller
duties, while ensuring no
reduction in aircrew performance
or flight safety, despite their
medical condition. We do not
want to waste the valuable
training and experience these
members have. Some may argue
lack of experience in junior
(medically fit) aircrew may be
more of a flight safety risk than
the risk of medical incapacitation
for some older (not so medically
fit) aircrew, however, that's a
subject for a crew room
discussion sometime.



Tampering with Torque

Proper torque values play an
important role in day-to- day
aircraft maintenance. Torque
wrenches are precision
instruments, calibrated to
indicate the exact amount of
force being applied to a nut or
bolt. This is paramount in
ensuring that aircraft components
are precisely installed so that
nuts and bolts don't become
loose, which could permit
excessive play, disconnections,
and, ultimately, unexpected
performance. Torque instruments
must therefore be well
maintained and regularly verified
to guarantee accuracy. The role of
the technician is to keep it clean
and release the pressure and
locks (Figure 1) and reset the
torque value to its lowest setting
after every use and before
storing.

ABOVE FIGURE 1: LOCKING MECHANISM

The internal maintenance of
torque wrenches is the job of the
technicians at the Canadian
Forces Tool Control Centre
(CFTCC). They have access to the
manuals, special tools and
conforming parts, besides also
possessing the qualifications and
experience. While units have
electronic torque testers at their
disposal, they are prohibited from
making repairs by regulations: the
torque testers are meant to
simply determine whether a
wrench is a go or no-go.
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ABOVE FIGURE 2: A SAMPLING OF THE
UNSAFE ITEMS FOUND THAT REVEALED
OBVIOUS TAMPERING:

1. RATCHET SEAL, SOLDERED, IN PLACE OF
THE CERRO SAFE SEAL

2. COTTER PIN FOUND IN LOAD SPRING

3. CIRCLIPS AND AIRCRAFT WASHERS
USED AS SPACERS

4. METAL SHAVING FOUND INSIDE TORQUE
WRENCH

5. BROKEN BALL BEARINGS IN LOCK
MECHANISM

A very disturbing trend is
emerging, where a high
percentage of torque wrenches
that come to CFTCC for repair
have been opened or altered in
some way. It is not unusual to
receive one with the handle
covered in duct tape in an
attempt to hold it all together. Are
technicians really using tools in
this condition? We hope not! A
taped up wrench may be good
enough for the garage, but it
doesn't cut it for aircraft
maintenance. And the things that
are found inside torque wrenches
are also very unsettling (Figure
2): spacers have been replaced
with circlips or aircraft washers;
parts are installed in the wrong
order, or just plain missing;
sometimes there are split pins,
locking wire, and metal shavings
in handles and spring tubes; and
incorrect lubricants are found to
have been used, clogging the
internal mechanism or causing
excessive wear.

These can all have a drastic effect
on the operation and accuracy of
the instrument. Modifying the
internal mechanism of a torque
wrench will simply lead to no good.

With the number of torque
wrenches available in units, there is
no need to take it upon yourself to
make a wrench work and save the
day. There is no reason to grind
down pivot blocks, drill holes
through ratchet tangs, or shave,
grind or shorten load screws. But
this all happens on a regular basis
and it is compromising the integrity
of torque wrenches. Based on the
number of altered torque wrenches
seen at CFTCC, it appears that
there are many altered wrenches
out there. This is worrisome
because CFTCC only sees the
wrenches that are actually sent for
repair: it is possible that many
altered wrenches out there are still
considered serviceable.

Most torque wrench companies are
quick to point out their tamperproof
products. But CFTCC takes an extra
step beyond what even they offer
and puts seals over main
adjustment points in an effort to
further deter tampering. You may
have seen the seals that adorn our
handy work, stating "calibration
void if seal broken." If the seal is
missing or broken, you can no
longer be assured that the torque
you dial in is the one you are really
going to get. All this tamper
proofing makes our job a little
easier in determining which tools
have been altered. However,
tampering makes for time-
consuming repairs, frequently
results in scrapping wrenches, and,
in the end, can contribute to
injuries and accidents.



ABOVE FIGURE 3: USER VERIFICATION
LABEL

ABOVE FIGURE 4 FIGURE 4: TAMPER
SEAL

ABOVE FIGURE 5: CERRO SAFE SEAL

The most obvious sign of
tampering is the condition of the
labels: check for a correct
calibration inspection due date
on the user verification label
(Figure 3). Also check that the
tamper seal is in place and that
it is not broken or cut (Figure 4).
Next, check the Cerro safe seal -
a dull solder plug in the end of
the handle or calibration screw
(Figure 5) - has not been
removed and replaced with
solder, silicone or something that
looks like wax.

Solder is shiny and very hard; it
requires very high temperatures
in order to put it in place, which
can then cause the internal spot-
weld on the handle to fail.
Silicone will not stay in place and
can become FOD. And the wax-
like substance tends to gum up
the handle and is very time
consuming to remove.

Finally, check the pivot pin of the
fixed or ratchet head. Does it
show signs of tampering? CFTCC
has had torque wrenches come
in for repair with nuts and bolts
in place of rivets, or sometimes
circlips are missing. Have a look
at the handle: does it show signs
of abuse, such as marks from
jack handles or extension bars
being used? The use of
extensions destroys ratchets,
bends torque wrench spring
tubes, and leads to over-torquing.
Some torque wrench models have
plastic handles that can break
when dropped or subjected to
excessive force. If anything is
missing or looks suspicious, have
the wrench verified. It's worth your
time.

Torque wrench tampering is a
serious problem that must be
addressed. As a technician, it is
your responsibility to ensure the
tools you use are treated with
appropriate respect. As a
supervisor, it is your responsibility
to ensure your technicians are
using the tools correctly. This can
start with picking up the torque
wrench off the tool board during
your walk-around and checking
for signs of tampering. Torque
wrenches are precision
instruments and require a little
extra care to ensure that you are
getting the torque you need.

Tampering costs time, money
and, in certain circumstances,
lives. Don't find yourself paying
the price for using a torque
wrench that has been tampered
with.

DO

Treat a torque wrench like the
precision instrument it is.

Return torque wrenches to the
lowest value on the scale for
storage.

Pull torque wrench to apply
torque: do not push.

Apply torque smoothly: don't use
a fast jerky motion.

DO NOT
Use cheater bars or extensions.

Exceed rated torque capacity of
the wrench.

Use torque wrenches to break
fasteners loose.

Tamper with torque wrenches.

This article has been reproduced
with the permission of Flight
Comment, the Canadian Forces
Flight Safety Magazine.
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The History of CRM - Cockpit or
Crew Resource Management?

In 1989, the three-person crew flying United Airlines DC-10 flight from Denver to Chicago
responded as a model team to imminent danger.

The crew, which had been trained in crew resource management, faced the disintegration of the
centre engine, severing lines to the rudder and ailerons needed to manoeuvre the plane. In the 34
minutes before crash landing just short of the Sioux City airport runway, the crew had to devise a
strategy for bringing the plane under control, assessing damage, choosing a landing site, and
preparing the crew and passengers for the crash.

Minute-by-minute analysis of the cockpit conversation revealed intense interaction - 31
communications per minute (one per second at its peak). In these minutes the crew members
recruited a fourth pilot who was flying as a passenger, prioritised their work, and kept one another
aware of unfolding events and decisions. Junior crew members freely suggested alternatives and
the captain responded with appropriate commands.

Bursts of social conversation provided emotional support, enabling the crew to cope with the
extreme stress, and to save the lives of 185 of the 296 people on board.

SIOUX CITY - A CLASSIC PROMOTION FOR CRM TRAINING

Background -

In the late 1970’s a number of
airline accidents occurred which,
after investigation revealed
inadequate use of the available
resources at the time. In 1979 a
workshop was held to discuss these
issues and from this and other
similar proceedings CRM was born.

Contemporary world aviation
industry statistics indicate that
approximately 80 per cent of all
aviation accidents have ‘human
error’ as a contributing factor
(Department of Defence, 2004). The
latest generation of CRM training
looks deeply into Professor James
Reason’s models of threat and error
management, that in a way return to
the original Cockpit Resource
Management, or first generation
CRM concept.

The National Transportation Safety

Board (NTSB) define CRM as “using
all available sources - information,

equipment, and people - to achieve
safe and efficient flight operations”
(Basecrew, 2007). More specifically,
it is the active process employed by

crew members to identify existing
and potential errors and threats.
CRM trained crew’s then develop,
communicate, and implement plans
and actions to avoid or mitigate
these perceived threats. At the same
time CRM often improves morale
and enhances efficiency.

The Development of CRM -

The roots of CRM training are
usually traced back to a workshop,
‘Resource Management on the
Flight-deck’ sponsored by the
National Aeronautics and Space
Administration (NASA) in 1979
(Cooper et al, 1980). The research
presented at this meeting identified
the human error aspects of the
majority of air crashes as failures of
interpersonal communications,
decision making, and leadership.

At this meeting, the label Cockpit
Resource Management was applied
to the process of training crews to
reduce “pilot error” by making better
use of the human resources
(Helmreich, 1999). CRM has
changed dramatically since its
inception. As CRM programs have

matured and evolved they have
become more modular and the focus
has broadened to include all
elements of the system in which
crews function.

1st Generation CRM - Cockpit
Resource Management -

The first comprehensive CRM program
was initiated by United Airlines in
1981. The training was developed
with the aid of consultants who had
developed training programs to
enhance managerial effectiveness.
Conducted in a seminar setting, the
program emphasised self assessment,
changing individual styles and
correcting deficiencies (Helmreich et
al, 1996). Other airlines training
during this era focused on correcting
the lack of assertiveness by juniors
and reducing the cockpit gradient
developed through the authoritarian
behaviour of captains. Many employed
games and exercises unrelated to
aviation to illustrate concepts. In
addition to classroom training,
programs also included full mission
simulator training - Line Oriented
Flight Training (LOFT) where crews
could practice interpersonal skills



without jeopardy. Despite overall
acceptance, many of these
courses encountered strong
resistance.

2nd Generation CRM - Crew
Resource Management -

NASA held another workshop for
the industry in 1986 (Orlady and
Foushee, 1987). A new
generation of CRM courses was
beginning to emerge.
Accompanying a change in the
emphasis of training to focus on
cockpit group dynamics was a
change in name from Cockpit to
Crew Resource Management. The
new courses, dealt with more
specific aviation concepts related
to flight operations and more
team oriented in nature. As an
example, one of the most widely
used exercises or games was
called ‘Lost on the Moon’- an
exercise in prioritising what
essential supplies would be
needed if one became stranded
there (Helmreich et al, 1996).

3rd Generation CRM -
Broadening the Scope -

In the early 1990s, CRM
proceeded down multiple paths.

Training began to reflect
characteristics of the aviation
system in which crews must
function. Several airlines began to
include modules addressing CRM
issues in the use of flight-deck
automation. Programs also began
to address the recognition and
assessment of human performance
limitations. CRM began to be
extended to other groups within
airlines such as flight attendants,
dispatchers, and maintenance
personnel. While third generation
courses filled a recognised need to
extend the concept of the flight
crew, they may also have had the
unintended consequence of
diluting the original focus on the
reduction of human error
(Helmreich et al, 1996).

4th Generation CRM -
Integration -

The Federal Aviation Administration
introduced a major change in the
training and qualification of flight
crews in 1990 with the initiation of
its Advanced Qualification Program.
Organisations were then required
to provide both CRM and LOFT for
all flight crews. Additionally
airlines were required to undertake

technical training on all aircraft
types they flew (Global Risk
Alliance, 2004).

5th Generation CRM - Threat
and Error Management -

CRM has returned to its original
concept of training to avoid
errors, which has been influenced
by Professor James Reason’s
models and studies. CRM can be
Seen as an error countermeasure
with three lines of defence.To
gain acceptance of the error
management approach,
organisations must communicate
their formal understanding that
errors will occur, and should
adopt a non-punitive approach to
error. This does not imply that any
organisation should accept wilful
violation of its rules or
procedures (Helmreich et al,
1996).

CRM training began in the ADF in
the late 1980’s without any over
arching defence wide policy
guidance. By the mid 1990’s the
amount of CRM training
undertaken decreased until the

WEAKNESSES

GENERATION  STRENGTHS
FIRST Paradigm shift
Highlighted issues and enforced change
SECOND Greater focus on group dynamics and
Stress/situational awareness management
THIRD Safety culture and human factors introduced
CRM expanded to cabin/maintenance staff
FOURTH Adv. Qual program introduced by FAA
Aircraft specific and LOFT training mandatory
FIFTH Threat and error management focus

Blame-free cultures, greater accident analysis

Strengths and Weaknesses of CRM models

Initial design, lacked expertise
Encountered strong resistance

Less focus on error management
No LOFT integration

Original purpose seen to have diluted
Still no formal qualification or requirements

Little focus on threat/error management
Not mandated for cabin/maintenance staff

Further development is still required

BOI results of an ADF accident in
the late 1990's found that no
specific CRM training was
provided to the crew.

CRM is now utilised throughout
the ADF, it is seen as one of the
most successful techniques for
enhancing aviation safety. Line
Orientated Flight Training,
currently used by 816 and 817
Squadrons works towards
addressing CRM issues ‘on the
spot’ in a simulated environment.

In order to be effective, CRM
must be permanently integrated
into all aspects of training and
operations. It is unrealistic to
expect a short CRM program will
reverse years of habit. To be
maximally effective CRM should
be embedded in every stage of
training and operations, Varying
levels of CRM training are evident
throughout all FAA aircrew
training syllabus. CRM is a key
element of all Fleet Air Arm
Squadron Safety Management
Systems and will continue to
prove its worth during the
introduction of new FAA
helicopter types capabilities.

References:

Basecrew. (2007). Crew Resource
Management. Retrieved September 14,
2007, from Basecrew.com:
http://www.basecrew.com/crm.html

Cooper et al. (1980). Resource
Management on the Flightdeck. NASA
CP-2120. Moffett Field, CA: NASA.

Department of Defence. (2004). Defence
Aviation Safety Manual. Canberra:
Defence Printing Service.

Global Risk Alliance. (2004). Human Factors
in Aviation Safety, Master of Business
Administration AERO 2305. Melbourne: RMIT.

Helmreich et al. (1996). The Evolution of
Crew Resource Management Training in
Commercial Aviation. Austin: The University
of Texas.




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.

RECOVERY BELOW MINIMUM
FUEL RESERVE - S-70B-2

A/C launched for a 3 hour
surface search with a non-
standard 20nm OUTHOUSE
established to allow the ship
greater tactical flexibility. Sortie
was to be conducted EMCON
silent. On RTB A/C tracked toward
OUTHOUSE from the north,
climbing to 700ft to gain a radar
picture at 40, 30 & 20nm. At
each of these intervals one single
radar contact appeared within the
OUTHOUSE radius bearing 270T
at 13nm that was assumed to be
‘mother’. Tracking toward this
contact, ‘mother’ was visually
identified as a rain squall at
8nm. A/C adopted overt EMCON
and established contact with the
ship, to be informed ‘mothers’
position was bearing 150T at
36nm. The ship had attempted to
communicate this information
earlier to the A/C however with no
joy. A/C called Bingo fuel, had the
ship close at best speed and
adopted endurance profile. A/C
established in SCZ boundary with
fuel level below mandated SOP
requirement, and recovered on

deck 25nm from OUTHOUSE with
both No.1 and No.2 FUEL LOW
CAUTION lights illuminated.

Investigation identified a lack of
common understanding between
the ship’s command team and
aircrew on the application of
OUTHOUSE. This was partly the
result of ambiguity in the
OUTHOUSE procedures and
deficiencies in their promulgation
and subsequent training. The
Command Team understood there
was freedom to manoeuvre
outside OUTHOUSE with the only
requirement being to return to
OUTHOUSE for recovery or
establish communication with the
A/C to update OUTHOUSE.
Additional contributory factors
included the use of a non-
standard OUTHOUSE radius of
20nm and lack of a PAN call
which undoubtedly would have
prompted a more urgent
response from the Ship’s
Command Team. Furthermore, the
decision to RTB at endurance
speed instead of range speed
(due to observed inconsistencies
between actual performance
figures and those detailed in

Flight Reference Cards) resulted
in a lower fuel state on recovery
than would have otherwise been
the case.

FASO Comment:

Some valuable lessons to be
learned from this serious
incident. OUTHOUSE procedures
have been amended and widely
promulgated, with ships
Command Team to be trained in
the use of OUTHOUSE during
specialisation courses. From the
aircrew perspective, most of our
operations have been risk
managed with nominal conditions
established. If you satisfy those
nominal conditions, risk
management complete. If you
deviate, say by expanding
OUTHOUSE radius from 10nm to
20nm, there is a need for further
risk management. Finally,
concern was raised over S-70B-2
FRCs not accurately reflecting
performance figures due
increased AUW post Mod 1405.
AMAFTU testing has
demonstrated that the current S-
70B-2 FRC adequately reflects
the performance of the post
modified A/C.



FIRE ON START - SK-50A

After maintenance was
conducted on an engine cross-
feed valve the previous evening,
during the first start of the day
excess fuel pooled in the engine
tailpipe ignited with hot exhaust
gases causing a fire. Prompt
action by the ground crew
ensured the fire was quickly
extinguished with minimal aircraft
damage and no personnel
injuries.

The maintenance on the aircraft
the previous evening involved
replacement of a faulty engine
cross-feed tube. Post
maintenance, the required fuel
bleeds were carried out and
subsequent inspections to ensure
no fuel was present in the
tailpipes. Whilst the required
inspections were carried out, the
excess fuel in the No 1 engine
tailpipe was not seen by the
tradesman. Whilst this was an
error, the poor lighting conditions
and low outside temperatures

where the inspections were
conducted probably contributed
to the excess fuel not being seen.

The tradesman conducting the BF
the following morning was not
aware of the maintenance
conducted the previous night and
did not notice the excess fuel
during his inspection.

DFASO Comment:

This incident was handled well by
aircrew and ground crew. It
serves as a reminder to the
effect that adverse environmental
conditions can have the conduct
of maintenance. It is important
that the conditions we work in
are taken into account and
appropriate risk mitigation
strategies are employed to
assure quality of maintenance is
not affected. The missing of the
fuel during the BF also reminds
us that it is beneficial to conduct
even basic maintenance tasks
with an appreciation of
maintenance recently conducted
on the aircraft.
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A MISSING CONNECTION -
$-70B-2

During a ground run post a tail
rotor tension check, the aircraft
SAS/BOOST pre-flight check
failed. A quick investigation on
the flight line revealed that a plug
to the pilot assist module was
not connected.

During the tail rotor tension check
the previous evening the
SAS/BOOST plug was
disconnected as part of the
procedure. There were some
difficulties experienced during the
maintenance resulting in it taking
much longer than expected, and
the task was not finished until
late in the evening. Whilst the
publications contain a step for
reconnection of the plug, it was
not connected during the final
stages of the maintenance
procedure. This may have been
due to fatigue and fixation on the
fact the job was complete after
experiencing problems and
delays.

The absence of a specific QA
step for reconnection and
maintenance functional checks
meant the disconnected plug was
not detected during the remaining
maintenance. The subsequent BF
and pilot pre-flight failed to
notice the plug disconnected
possibly due to its location and
orientation making it difficult to
sight.

DFASO Comment:

Again human factors emerge in a
maintenance incident. This is
another example of how
motivation and fatigue can result
in simple maintenance steps
being missed despite the correct
procedures being in the
publications. It is impossible to
eliminate fatigue and human
reactions to frustrations
experienced during maintenance,
thus it is vital we conform to
procedures detailed in the
maintenance publications. Whilst
easier said than done when
fixated on completing a
maintenance task late in the
evening, the option to ‘Knock it
off’ exists and will be supported if
anyone is senses the potential
that there is a high risk of errors
occurring.



Fly Navy
Fly Safe

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 02 March 2009.
The best caption will be published in TOUCHDOWN 1 of 2009.

WINNER OF THE TOUCHDOWN AUGUST 08 CAPTION COMPETITION IS:

Mr Garry Callow who sent the following caption from Saudi Arabia.

FDM to Flyco: ‘Can you get the ship onto a flying course, my arms are killing me!’

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