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FAASC Monthly Safety Bulletin TREND SPOTTING

and education, the FAASC team has developed a safety bulletin to be
published on a monthly basis. The aim of the safety bulletin is to provide
relevant information on current issues within the naval aviation community.

W ith our ongoing requirement of aviation safety awareness, training

The bulletin provides information such as the ASOR of the Month which is aimed
at educating personnel on contributing factors, ASOR trending which gives the
reader information on the top four contributing factors as well as the number

of ASOR’s raised, open and closed. The aim here is to improve feedback of the
ASORs and OPHAZ that you raise.

The FAASC snapshot is information on what issues FAASC staff are currently
dealing with. It is hoped that providing a monthly aviation safety bulletin that it
will create discussion amongst personnel, provide a tool for feedback on current
issues and stimulate robust safety oriented discussion.

A good discussion raising point is always the question of “What would you have
done in the same circumstances?”. FAASC would appreciate input to the bulletin
from interested personnel from all ranks who have relevant and interesting
information on aviation safety matters. Also, if you have a safety related question
that you feel a publicly acknowledged answer would be of benefit, please send
them to our team. We cannot guarantee all questions will be answered, but we
will give it our best shot.

The bulletin is currently entitled TREND SPOTTING, however we are on the hunt
for a more appropriate and catchy name. Your suggestions are most welcomed.

THE NEXT ISSUE OUT SOON!
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DIRECTOR DEFENCE AVIATION &
AIR FORCE SAFETY (DDAAFS)

Fly Navy
Fly Safe

Foreword

| have said in the past that many
organisations tend to over complicate
safety for their personnel, and
Defence is not immune to this.

We have a diverse workforce

and range of tasks, complicated
organisational structure, and plethora
of Safety Management Systems that
when combined can make it difficult
to know what to do, and when to do it.
However, operating safely is generally
quite simple, and is based on knowing
the impact of your decisions/actions
on yourself, and others. Our aviation
safety management system is a great
framework of the factors that impact
safety in the aviation environment.

The recognised 12 element Aviation
Safety Management System, while
important in keeping us focused

in the correct areas, on its own
does not make us safe. As you are
all aware the interface of Aviation
with many other services on a ship
means that everyone can impact
aviation safety. A clear example of
this is the danger to safe operations
caused by foreign objects.

Recent trend analysis indicates that
our attention to FOD, both aboard
ship and on land is not as vigilant as
it should be. Everyone, not just the
aviators, can improve in maintaining
our workplace clear of FOD. Simply
picking up a loose article, whatever
or wherever it is, could stop it making
its way onto a flight deck or into an
aircraft and causing an accident.

Every one of us, in everything that we
do, and every decision that we make
impacts on how safe we conduct our
business. We are all safety officers
and the standard we accept sets

an example to others. | encourage
everyone to be pro-active and vigilant,
for your actions or decisions today
could as easily stop an accident, as
cause one.

GPCAPT A CLEMENTS, RAAF
Director Defence Aviation &
Air Force Safety (DDAAFS)



New Assistant Editor

LSCIS Maxwell joined the Fleet
Air Arm Safety Cell (FAASC) in
July 2011 as the new Assistant

Editor for Touchdown Magazine.

LS Maxwell has replaced CPO
Schofield.

LS Maxwell joined the RAN

as a Communications and
Informations Systems Sailor

in 2000. On completion of
training LS Maxwell posted to
MHQ for a short period before
posting into HMAS Manoora.
On completion of her initial Sea
posting she posted straight

Bravo Zulu

National Praise for AMAFTU Unit Safety Officer - LCDR A Rohrsheim

LCDR A Rohrsheim
AMAFTU

After receiving

awards by both

Navy and Defence

OHS bodies,

LCDR Rohrsheim has been
recognised at the National
level. This time as a finalist at
the Safety Rehabilitation and
Compensation Commission
Awards.

As the Unit Safety Officer at
AMAFTU, LCDR Rohrsheim
has demonstrated a passion
and a complete commitment
to safety by introducing
initiatives that have now been
embraced across the Fleet
Air Arm and beyond. At the
tactical level, he has built a
safety culture within AMAFTU
that is indeed considered
best practice, and has
achieved this by providing
simple, yet thought provoking
reviews of ASORS and safety

correspondence to

all personnel within

the unit. Rohrsheim’s

review of ASORs often

challenges the reader

to question what they
would have done in the same
situation and this ultimately
leads to further discussion on
safety related issues.

At the operational level, LCDR
Rohrsheim has shown great
initiative and commitment

by completely revamping

the units outdated Safety
Management Standing
Instructions and took this a
step further by generating a
compliance matrix against

all higher level regulations.
This matrix has served to not
only provide Command with

a very clear picture of the
safety compliance situation
but has also provided external
regulatory organisations with
a very transparent insight into

into HMAS Norman for a twelve
month period. LS Maxwell

then posted ashore to HMAS
Waterhen as an Able Seaman
where she also completed a
searide in HMAS Stuart. A short
time later she completed her
tier 2 course at HMAS Cerberus
to return to sea as a Leading
Seaman in HMAS Newcastle.
She later returned to HMAS
Waterhen and then transferred
to the Naval Reserves. Since
then LS Maxwell has been
involved in a number of
postings and projects including

the unit’s safety system. This
body of work has proven so
successful that it has now
been adopted by FASO in
support of all flying safety
systems across the FAA and
received accolades from

the Directorate of Defence
Aviation and Air Force Safety
(DDAAFS) and Airworthiness
Regulators at numerous
Airworthiness Boards.

As one of only two Flight

Test Organisations in the

ADF, AMAFTU are often
required to fly aircraft beyond
the certification basis in
order to establish limits for
subsequent operational

use. This requires a robust,
effective, and sometimes
innovative approach to flight
safety, and it is very clear that
LCDR Rohrsheim provides this
level of service. He has set

a standard and commitment
to safety that we should all

the RANSSSS, FAAM 60th
Anniversary, NDEP and most
recently as the Assistant Career
Manager for the Naval Reserve
Shopfront. Hayley was highly
recommended for the position
by her predecessor, and that is
a significant recommendation.

We at FAASC welcome Hayley to
the task and wish Annie all of
the best for the future.

LS Maxwell can be reached
via email on hayley.
maxwell@defence.gov.au or
navyairsafety@defence.gov.au

aspire to and the FAA wishes
him every success when

the winners for the National
awards are announced in
September.

BZ LCDR A Rohrsheim.

LCDR Rohrsheim’s
achievement was also
reported in the 09 June 2011
edition of Navy News.

Fly Navy
Fly Safe



Bravo Zulu

LS B Nemeth and
AB J Newton
723 Squadron

During a routine
hoist installation
ona 723 SQN AS350BA,

LS Nemeth and AB

Newton carried out hoist

pre installation checks in
accordance with maintenance
procedures. These checks
included an earthing check

of the Hoist Cable Cutting
Cartridge Firing Circuit.

The check sequences
detailed within the
maintenance procedures
were written with the
assumption that the hoist was
correctly wired when received
from the manufacturer, and
only required an earthing
check of the hoist firing circuit
against the hoist earthing
circuit. In this particular

case the two circuits were
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POATA J Cook
816 Squadron

IIn late April 2011
during a night watch
rotation at 816 SQN,
POATA Cook was tasked with
clearing hours on aircraft 873
by reviewing all open Carried
Forward Unserviceabilities
(CFUs) and Special
Maintenance Requirements
(SMRs)

During POATA Cook review
of the SMRs he noticed one
in particular that he was not
familiar with and was not

transposed.
Consequently,

a voltage check
carried out
between these two
points, as stipulated
in the maintenance
documentation,
would still show the
required aircraft
voltage despite
being incorrectly
configured.

Drawing on their

own technical

knowledge, LS

Nemeth and AB

Newton performed additional
wiring checks against a
known earth and revealed
the mistake. Left undetected,
the wiring error would have
disabled the Hoist Cable
Cutting circuit and could
potentially have endangered
the aircraft during winching
operations if the cable

in accordance with current
maintenance procedures. In
tracing the origin of this SMR
back to a Track and Balance
of the Main Rotor Head post
a spindle and blade change,
POATA Cook determined

not only that the SMR was
unnecessary but that three
important SMRs calling for
Torque Checks of the Pitch
Control Rod Jam Nuts to

be conducted within 9-13
airframe hours had not been
raised at all. POATA Cook’s
diligence and thoroughness
in carrying out his duty as

became entangled. As a
result of the action of LS
Nemeth and AB Newton, an
IMPACT Signal was released
by 723 SQN.

The Civil Aviation Safety
Authority (CASA) subsequently
released Airworthiness
Bulletin 25-017 to alert the
wider AS350BA community.

a flightline Maintenance
Manager highlighted an
important missed step

from maintenance that had
occurred in excess of a week
beforehand.

POATA Cook’s actions helped
to maintain the technical
airworthiness and fitness

for flight of the aircraft and
his professional behaviour
exemplifies the best traditions
of the Fleet Air Arm and RAN
more broadly.

BZ POATA J Cook.

LS Nemeth and AB Newton
are congratulated for their
diligence and attention

to detail in detecting this
potentially dangerous
configuration; one with safety
implications beyond the Fleet
Air Arm.

BZ LS B Nemeth and
AB J Newton



Bravo Zulu

ABATA S Bain
817 Squadron

On the afternoon
of 30 Jun 11, Sea
King helicopter Shark 07

was preparing to taxi for a
Maintenance Test Flight. Whilst
the aircrew were conducting
their pre-flight checks, the
aircraft marshaller, ABATA Scott
Bain, noted a small puddle of
fluid on the deck beneath the
starboard side of the aircraft.
Knowing that the aircraft
‘collector cans’ should not

be full to overflowing so soon
after starting, he immediately
notified his line supervisor who
was cleared to enter the disc

to investigate the suspected
leak. Fuel was subsequently

spotted running down the side
of the aircraft from the number
two engine and the aircraft
was shutdown and returned

to maintenance. On further
inspection a significant leak
was apparent.

ABATA Bain’s attention

to detail and subsequent
action prevented the aircraft
from launching with a
significant fuel leak in its
engine compartment, which
could have had catastrophic
consequences. His actions
exemplify the high standard
of personal diligence and
attention to detail of our
people in the Fleet Air Arm.

BZ ABATA S Bain.

ABATA H Frost
723 Squadron

Whilst conducting an
after-flight inspection
ona 723 SQN AS350BA,

AB Frost discovered that the
aircraft hydraulic pump drive
belt was showing a significant
amount of damage.

Closer inspection revealed
that the hydraulic pump had
bearings worn beyond limits
in the pulley assembly. This
resulted in the pulley rotating
with an excessive amount of
axial play that displaced the
hydraulic belt and resulted in
damage to the belt as it came

into contact with the outer
components of the hydraulic
pump pulley.

Damage to the pulley
belts are a rare occurrence
and AB Frost is to be
commended for her diligence,
professionalism and attention
to detail in observing this
unserviceability and bringing
it to the attention of her
supervisor. Her actions
ensured a swift rectification
of the issue and quickly
returned the aircraft to a
serviceable state.

BZ ABATA H Frost.

Fly Navy
Fly Safe



CAPTAIN D REILLY, RANR
HQFAA
ACKNOWLEDGING
CONTRIBUTIONS FROM
DR FORSTERLEE

Compliance noun

1. the act of complying;

an acquiescing, or
yielding.... 4. In compliance
with, in keeping or
accordance with ...

Innovation noun

1. something new or
different introduced,

2. the act of innovating;
introducing new things
or methods ...

Macquarie
Dictionary 4th Ed
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Achieving Compliance while
Fostering Innovation

Compliance requires
behaviour conforming

or operating within a set
framework of defined rules.
Conversely, innovation
challenges the way we do
business and introduces
“new things or methods”.

On the surface it seems that
being compliant and being
innovative are mutually
exclusive. Indeed, how can
you do what is regulated
when you choose to do
something different?

There is no questioning the
need for compliance - that
is, we must conduct our
activities in accordance

with the regulations. This
imperative was articulated in
my previous Touchdown article
(April 2011) “Compliance

Vs Safety or are they the
same thing?” as the very
foundation of safe practice,
albeit not the only ingredient.
However, equally essential

to organisational learning,
growth and ultimately,
survival, is the fostering of
continuous improvement
within our culture. This can
only be made possible by
leadership supporting the
process of innovation and
more specifically, senior
leadership, encouraging

all levels to participate.

A continuous improvement
culture is achieved when
innovation is evidenced as
‘normal business’ throughout
the organisation. This
requires actively directing
and seeking improvement
(leadership) and subsequently,
active adoption of proposed
changes to the way business
is done to gain efficiencies
(innovation). Now the paradox
becomes more evident; how
can we be compliant (abide
by the rules) but actively
encourage things to be done
differently (innovation)?

On reflection, these
behaviours are only mutually
exclusive in the extremes.



To clarify this; the reality is
that very few systems are
deliberately designed to
operate in the extreme. If
the regulatory framework is
too detailed and prescriptive
then doing things differently
is totally constrained; but
conversely, if the regulatory
framework is ethereal,

then the infinite range of
actions arising will produce
chaotic outcomes.

Almost all regulatory
frameworks seek a ‘sweet
spot’ where compliancy is
assured but efficiencies

are continually sought and
instituted. Designing an
optimal framework to allow
innovation yet meet system
obligations is key, but not
necessarily readily apparent.
There will always be a natural
tension between a framework
that produces consistent,
uniform desired results (safe
operations) and the need to
continually improve the way
we do business (efficient
operations). This optimal point
occurs where continuous
improvement is evident

and indeed encouraged,

yet activities are compliant;
this is the point where we
can claim to maintain ‘safe
and efficient’ operations.

We might expect where
regulations are less than
definitive there is a more
natural acceptance of
innovation at the local level.
In such an environment being
compliant also aligns with the
goal of efficiency. However, if
a regulation is detailed and
prescriptive there seems

to be an unstated demand

to comply in the absolute,
which appears to deliberately

stifle consideration of the
underlying purpose of the
regulation. Innovation in such
a framework is possible, but
requires courage to challenge
the regulation. That is, while
you won't find any regulation
decreeing you cannot suggest
change, it can be a daunting
task to put up one’s hand
and take responsibility

for putting forward a

new idea! This indeed is

the level of courage that
leaders need to champion,
recognise and reward so

the proposing improvement
eventually becomes a
cultural norm, rather than

a confronting experience.

Importantly, if you drill down
to the spirit and intent of
even the most prescriptive of
directions, there is always an
allowance for change (and

in most cases a mechanism
for suggesting such change
is incorporated in the very
same regulations). However,
in reality this is where
organisations often struggle
to put theory into effect

(and | suspect ours are no
different) as those that are
the ‘gatekeepers’ of regulation
are often those who are
charged with considering the
merit of proposed change

- two mind sets which are
often diametrically opposed.
Unfortunately, it sometimes
appears as if the gatekeepers
of standards are bent on
maintaining the status

quo rather than keeping

up with the organisations
changing knowledge base,
working conditions, and
culture of the day. Their
seemingly infinite inertia

to accept and incorporate
change is frustrating for

those trying to engage with
the innovation process and
often turns people off from
making an effort to propose
change in the first place.

Clearly, leaders must take
up the banner and challenge
their organisations, under
the flag of Continuous
Improvement, to not only
encourage, but reward those
individuals who champion
innovative suggestions by
processing new ideas with

the high priority they deserve.

This approach would not only
be a measure of personal
success but a reflection

on successful leadership
within the organisation.

The innovators, that is, you
and me, cannot lose faith in
the system. We must realise
that for some activities the
change process is stepped,
requiring compliance in

the first instance followed
by processing through

the regulatory framework.
Whatever the constraints,
we all need to respect the
knowledge and judgement
gained through professional
experience; these underpin
the regulatory framework
and yet, we must actively

encourage and formalise
suggestions aimed at
efficiency gains.

From a Command
perspective, innovation

needs to be encouraged,
indeed, demanded of our
people, while still ensuring
immediate implementation is
constrained within the scope
of the regulations and that
actions comply in the first
instance and inefficiencies
are challenged in the medium
term. That is, Command needs
to encourage a ‘comply then
challenge’ culture with respect
to innovation. Command

must also champion
innovation to the gate-keeping
organisations, challenging
them not only to process
suggestions objectively but do
so with a priority reflective of
the importance of efficiency
to the organisation.

Importantly, effective leaders
at all levels should publically
encourage new ideas, they
should reward the innovator;
motivate the hesitant and
openly challenge those who
simply seek to maintain the
status quo! The innovators
themselves should expect

no less of their leaders.

Fly Navy
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LEUT J HAWLEY
723 SQUADRON

The following event took place
whilst deployed as part of a
Lynx flight with the Royal Navy
on Operations in the MEAO.
Lynx flights only have one crew
consisting of the Flight Pilot,
who in this case was the Flight
Commander (FLTCDR), and the
Flight Observer (FLOBS).

“Initiate Outhouse Now, Now,
Now. Outhouse initiated in
Posn Nxxx Exxx. Tracking 230
at 10 knots. Time 1700Z,
FLOBS read back”. The usual
pre-launch patter from the
Aircraft Controller (AC) filtered
through telebrief. | paused my
checks to write the position
on my kneeboard, reading
back the details verbatim. At
this moment a big question
mark appeared in my head,

| had noted the ships plan

at the flying brief as 230 at
20 knots, why was outhouse
now lagging by 10 knots?
“FLOBS read-back correct,
Bridge read-back:” As the
bridge read back outhouse |
entered their response into
the tactical system of the
aircraft and cross referenced
with that on my kneeboard,
checked and correct all-round
and confirmed by the AC on
telebrief: “Bridge read-back
correct”.

A host of checks still needed
completing to ensure we were
able to make our AL15 launch.
The two correct read-backs

of outhouse checked by the
Aircraft Controller gave me
enough confidence to crack-
on. In the brief lull between
calling for lashings and the
pre-takeoff checks | gave my
FLTCDR the outbound leg
brief from the tactical update,
adding to the end, “oh and
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Don’t Assume

outhouse is tracking SW at
10 knots, | thought our PIM to
make the RAS RV tomorrow
was 20?” A concerned look
from the right hand seat was
interrupted by the lashings
out and pre-take off checks.
Shortly after our Mk 8 Lynx
was clearing to port and
thundering into the black
night sky of the Gulf of Aden.
Our mission: conduct an NVG
ASuUW search for smugglers in
vicinity of the Yemeni territorial
limit.

The tasking took place at
approx 2000 local, with no
moon. Both the ship and
aircraft were operating

on minimum lighting and
restricted EMCON (EMissions
CONtrol) policy utilising a
secure frequency agile circuit
to remain covert.

The sortie began with a 100
ft 120kt tactical departure

out to 10 Nm before climbing
to 400 ft to commence a
limited radar search. Patterns
of life this close to Yemen were
a new variable for the sortie,
and a dense array of varied
shipping from small bulk
carriers to large cargo dhows,
fishing vessels and ferries
provided for an interesting and
busy Plot/ID/Report phase.

Given the low illumination
levels, poor FLIR performance,
and relatively high shipping
density, we were working

hard as a crew. The poor

FLIR performance meant

that smaller vessels needed
to be ID’d the old fashioned
way, by probing at 100’ and
using the IR searchlight to
illuminate details for the NVGs
to ascertain details.

The sortie was progressing
well and after about 45
minutes we had identified and

reported about 20 contacts,
passing our endurance and
position from outhouse every
20 minutes. RN SOP is for

the Aircraft Controller to
acknowledge with “Roger out”.

On the run in to probe a
contact a new message came
in “FLASH stand by new
tasking to ENE, wait out”. The
probe was knocked off and
aircraft climbed and altered to
track to the ENE.

The next voice on the Net was
the OPSO, so we knew that
something interesting was
going down. “New tasking from
Bahrain, possibly drug and
weapons drop to take place

in Posn Nxx Exxx proceed and
report any vessels in vicinity,
if you find anything interesting
intention will be for Mother

to alter and close but at this
stage intention is to continue
tracking to the SW.”



“Wilco Out”. A flurry of key
strokes and the new search
area was plotted with aircraft
tracking towards it. A quick
spin of the whizz wheel and

a discussion in the cockpit
identified that the best course
of action was to proceed to
the search area, plot and ID
vessels in vicinity and RTB. If
any contacts of interest were
identified then pass details
and recover, refuel, re-brief
and get more details from the
Ops-Room. The option of lily-
padding onto Mum for a quick
suck of gas was discussed in
the cockpit and discounted
given the ship’s track away
from the search area and the
time taken to deviate. | passed
our new plan to the Aircraft
Controller. Bingo fuel and
Charlie time were calculated
and verified, and we decided
that the aircraft had fuel to
request a 10 minute extension
to Charlie if required. This
would have the aircraft landing
on at its Minimum Land-on
Allowance of fuel. The option
was passed to the ship to
maximise time on task but
approval was not sought at this
stage.

En route to the new area, with
our plan sorted and admin out
of the way | briefed the Flight
Commander that | would turn
the radar on for two sweeps

in the maximum range scale
to start constructing a plot in
the search area and to update
our older plot. This also gave
us a chance to update Mum’s
position. Owing to the 180°
radar, and the limited EMCON
policy | had not held Mum

on radar at any stage during
the sortie. After one sweep

no radar paint

appeared under

her system

track DR, or

indeed nearby. |

located a radar

paint 9.5 Nm

from Outhouse

that had not

been identified,

and using

ESM identified

the contact

with a high

confidence as

Mum. | updated

the DR track

and checked

the system

calculated

course

and speed, 225 at 21

kts. | appraised the Flight
commander of the discrepancy,
stating that Mum was about
to depart from 10Nm from
Outhouse without informing
the aircraft, and | believed
that both the aircraft and ship
had different positions for
Outhouse.

| broadcast an operations
normal with my range and
bearing from outhouse, and
requested Mum'’s range

and bearing from Outhouse.
This was answered by

an uncomfortable pause
followed by random keying of
the microphone. The Flight
Commander then transmitted
“Say the position you hold
Outhouse in” Followed by
another uncomfortable silence
then an uncertain read-back
from the ship. | checked the
position with that held in our
tactical system, and it was
incorrect. | let the FLTCDR
know about the discrepancy,

and he made the decision to
knock it on the head as we had
lost confidence in the safety
service being provided to us.
“Mother we hold Outhouse in a
different position, hold you my
gadget intention is to terminate
sortie and RTB” - A long pause
followed by “Roger RTB”. An
aided recovery was made
shortly after, with the decision
made to finish flying for the
night pending a debrief of the
evenings events.

The chilling fact that was very
apparent following the debrief
was this: had the aircrew not
recognised the discrepancy of
the Outhouse position, then
upon recovery to the outhouse
position the ship would have
been 20Nm further away than
anticipated. This problem
would have been exacerbated
with the planned request for

a landing time extension. The
aircraft would not have had
sufficient fuel to recover. The
inevitable outcome for this
scenario was, at best, a forced

A concerned
look from the
right hand seat
was interrupted
by the lashings
out and pre-
take off checks
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You and your
crew are the
ones who
will pay for
it should

a mistake
be made or
something
overlooked
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landing in Yemen or, at worst, a
night ditching at sea; neither a
very attractive option.

The subsequent analysis
of events turned up some
interesting and disturbing
points:

* The course and speed of
230/20 was true and the ship
maintained this course and
speed throughout.

The Ops room tapes showed
that the Aircraft Controller had
passed an incorrect Course
and Speed to the aircraft and
bridge on telebrief, which had
been correctly read back and
logged by both the bridge and
aircraft.

The Aircraft and bridge crews
entered the 230/10 Outhouse
into their own Navigation
systems, however the Ops
room command system had
the 230/20 Outhouse entered
by the Aircraft Controller.

At 40 minutes into the

sortie the bridge identified

a discrepancy between

the ships position from
outhouse held by the bridge
navigation system and the
Ops room tactical system.

This was passed to the LAC
who checked the outhouse
position with the bridge
and notified the bridge that
Outhouse was 230/20,
the Officer Of the Watch
then changed the position
of Outhouse in the bridge
Navigation system. No one
informed the aircraft crew.

¢ The aircraft was held
intermittently on radar by the
ship; however the discrepancy
between reported position
from outhouse and actual
position was not identified by
the Aircraft Controller or Air
Picture Supervisor.

As such there are some
valuable lessons that are readily
identifiable from this event:

* Don’t ignore the doubt in
your mind when it’s raised;
had | queried the Outhouse
discrepancy when | noticed it
during the launch sequence
this potentially fatal situation
would have been negated.

* Although there are many

people on the ship looking out

for your safety, they are not
the ones launching into the
dark night. You and your crew
are the ones who will pay for

it should a mistake be made

or something overlooked. It is
in your best interests to gross
error check critical information
and keep a close eye on it.

If you have that “gut feeling”

that something’s not right

then take the time out of the
sortie to check it out. In this
instance it probably saved
our lives. Strict EMCON is
counterproductive if it is
followed by a large SAR to
locate a missing aircraft.

¢ Get your ship involved with
aviation, the more they

understand the importance of
aviation safety and the critical
role they play, the more likely
they are to speak up about
mistakes.

After the excitement had
subsided, the flight commander
and | had our own quiet
reflection on the flight deck,
cognisant of how close we

had just come to ditching and
incredulous at the failure of all
the protocols and safety nets to
stop this situation developing.
He, a far more experienced and
capable aviator than I, imparted
some wise words that | hope

to remember for the rest of

my career: “Mate the best way
to keep yourself safe in Naval
Aviation is to assume the ship is
trying to kill you.”

By FASO:

We have witnessed several
almost identical Outhouse
failures in recent years, the
most recent being 23 July
2011. In all cases there has
been a breakdown in the
understanding of the limitations
and responsibilities imposed

on ships by the adoption of
Outhouse procedures, or a lack
of communication between

the ship and the aircraft when
Outhouse needs to be amended.
The message is clear. It is
mandatory that the limitations
imposed by adopting Outhouse
is understood by all at the
pre-flight briefing and rigidly
adhered to during the flight.

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




CPOATWO D WAPLES
HQ FAA

As an ‘old-age Birdie’,

| am on a steep learning
curve within HQ-FAA as the
Engineering Manager for

the Naval Unmanned Aerial
Systems Development Unit.
Two of our recent tasks were
to take the Phoenix UAT
through the Airworthiness
process to enable it to be
used as a target for the HMAS
Perth ASMD missile firing and
the other was to sponsor an
embarkation trial of the Scan
Eagle UAS onboard HMAS
Melville.

The Phoenix UAT being a
never used before piece of
kit in the ADF meant that
we needed to start from
scratch and had to rely on
manufacturer’s claims,
theoretical assessments for
engineering reliability, and
operational suitability.

These assessments were
then translated into risks
with rules, regulations and
procedures being developed
to minimise the potential
outcomes of the identified
risks. From receiving the task
to required completion date
was less than 4 months. Not
an easy task and | admit most
of it was beyond me.

Having successfully achieved
the Phoenix flights without
incident we were looking
forward to a short break
before we tackled the Scan
Eagle paper work. This false
sense of having time on our
side disappeared when the
trial dates were moved left
from late August to early June,
leaving only one month to get
the job done.

Utilising Other Peoples
Lessons Learnt

Thankfully the Scan Eagle UAS
has been service with 20 STA
Regt for 5 years accumulating
some 35,000 flying hours

and had undergone a series
of ADF Airworthiness Boards
giving us the “warm and fuzzy”
that the system reliability,
documentation and operating
parameters had been tested
and reviewed to a reasonably
acceptable level.

As we were to use a different
motor to the Army and it was
to be operated by different
people in a vastly different
environment, ie: Gulf of
Carpentaria v's Afghanistan,
a strategy to identify potential
risks that these differences
may induce over the known
historical baseline was
needed. The solution was to

find out what did not work

so well during those 35,000
hrs of operations and convert
those events to a maritime
environment for closer
assessment.

This was achieved by research
of the DAHRTS database.

The fact that the operating
unit had taken the time

and effort to report system
failures, incidents, hazards
etc, whether they be human
or materiel provided us with
sufficient information to make
a more valid assessment of
potential risks than would
have been possible then

by use of the best guess or
theoretical methods.

On the down side we
found inconsistencies with

ScanEagle - embarked launch

identification of what the
real event / incident was,
assessment of casual factors,
and the depth that some of
the ASORS were investigated
to. DAHRTS is a repository
of corporate knowledge.

The value of that knowledge
and usefulness to others is
predicated on the quality of
the reporting.

By FASO:

It is gratifying to see the
system being used as a
“lessons learnt” tool but

the point of how valuable

are those lessons being
dependent on the quality of
the report should be in the
forefront of everyone’s mind
the next time they draft and /
or submit an ASOR.
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auese AVRM in an Operational
Environment, When You
Least Expect It...

“The pirates are not happy
and they have an F1 bomb
on the ship and they are going
to blow it up if you don’t give
them a green light”

When | rolled out of my pit
some time around 0550 for
the 0630 flying brief, those
weren’t the words | was
expecting to hear from a
fishing boat crew member held
hostage on a pirate mother
ship at about 1930 that night,
whilst flying around a pirated
tanker in the Arabian Sea. And
| certainly wasn’t expecting to
be conducting an immediate
AVRM consideration in order
to extend crew duty to ensure
those pirates left the MV CPO
China without harming her
crew.

The aircraft was on a surface
search sortie when the ship
received advice of a distress
call from a merchant ship
under attack from pirates
around six hours steaming
away. The aircraft was
recalled, retasked to launch
ahead of the ship, assess the
situation and report. Through
the aircraft’s presence on
scene, the pirates decided
that it would be a good time
to leave the CPO China.

The following morning, the
Enhanced Boarding Capability
(EBC) team boarded CPO
China and confirmed the
vessel clear of pirates and it
continued on its voyage.

| know you are itching for me
to getinto it, but | won’t go into
the minute-by-minute details
of the two sorties; that is for a
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different forum. | will discuss
how we used immediate AVRM
operationally to successfully
achieve a mission which
meant that the 20 crew of

the CPO China avoided being
beaten, tortured and starved,
possibly years in captivity or
executed. My aim is to provoke
the reader into thinking

more about AVRM and, most
importantly, analysing how
you can apply AVRM principles
to accept risk for mission
flexibility where the benefit
outweighs the cost.

We were in the early part of
the second surface search
sortie for the day, with
merchant traffic starting to
space out away from the Gulf
of Aden and the Internationally
Recognised Transit Corridor.

It was a quiet sortie in good
conditions, and as we reported
our second ops normal, were
ordered to return to the ship
refuel and relaunch to locate

a vessel that had just made

a distress call due to being
under attack by pirates.

On return to the ship we
received a brief of what was
known about the ship and its
approximate location, which
turned out to be a little over
an hour’s flying time from
our launch position. Without
really knowing what to expect
on arrival on scene | thought
it would be prudent for me to
keep the same crew from the
previous sortie and make an
assessment on what to do
from there, noting that | was
also the authorising officer.
We’d come across pirated



vessels before, and had
certainly photographed quite a
few, but never caught anyone
in the act. This was the source
of our uncertainty as to what
would happen when we
arrived.

After some quick discussion
with the command team

we had an idea of when the
ship would arrive on scene,
and that it was probable we
would need another sortie
that evening. What was also
evident was that we (both
the ship and the aircraft)
were “it”, there was no other
warship or embarked aircraft
nearby able to assist.

By the time we reached our
BINGO fuel state we had
reached the situation where
the pirates had decided they
needed to get off the ship
and escape the area. They
realised they were out-gunned
and they no longer had a
decisive advantage. What we

needed to do, however, was
ensure there was an aircraft
providing top cover should we
be in a position to insert the
EBC and to ensure the pirates
actually departed the vessel
rather than try to embark
reinforcements.

With our frigate on scene
we recovered, conducted

a rapid handover brief to
the oncoming crew and
re-launched to regain our
topcover position. The pirate
mother ship was in the
process of launching a skiff
to recover their personnel
from the CPO China, and
things were looking good
for the entire process to be
completed within an hour or
so. This would get the crew
back onboard within the crew
duty period.

| briefed the command team
on my assessment of the
status of the mission. What
was evident was any delay

in getting either the EBC in
the water or the pirates off
the ship would require an
extension to crew duty. With
this in mind | started an
immediate AVRM process to
consider risks of extending
crew duty. This was a
combination of mental, oral
and written processes, with
discussion with the other
Flight personnel and some
scrawled ACMEE notes on my
kneeboard.

With time being of the
essence to try and prevent
the pirates breaching the
citadel and being able to

use the ship’s company as
hostages, the time available
certainly precluded a formally
documented analysis. Noting
we needed that aircraft
overhead to ensure the pirates
still felt compelled to leave
the CPO China, the CO and |
discussed our options which
concluded with needing an

... the ship
received advice
of a distress
call froma
merchant ship
under attack
from pirates
around six
hours steaming
away
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... once the
adrenalin
started to wear
off it was pretty
clear everyone
was starting to
feel the effects
of fatigue
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aircraft overhead and the fact
there were no other assets
available to assist. | had
already made a brief fatigue
assessment of the oncoming
crew and asked the FSMS to
do the same for the flight deck
team. The oncoming crew
were already aware of the
possibility of a likely crew duty
extension, and had prepared
for that possibility by taking
caffeinated energy drinks to
consume in-flight to offset the
immediate effects of fatigue if
needed.

In order to facilitate the
second sortie, the CO and

I, with due regard to the
available information, came to
the conclusion that crew duty
should be initially extended
by two hours for aircrew and
for maintainers to achieve
that extension (effectively a
three hour extension). The
AVRM process indicated a low
residual risk level associated
with this decision. | also
appointed the P2 as ‘devil’s

advocate’ to automatically
query any decision we made
to further extend crew duty.

Due to problems with the
pirate skiff’s engine they

were delayed getting into a
position to recover their crew,
necessitating the activation of
the plan to extend crew duty.
As the sortie progressed the
pirates encountered further
delays but they had returned
to the Mother ship by the time
the aircraft was recovered at
the end of the two hour crew
duty extension at 2330. The
Captain and | had discussed
the option to further extend
the crew, however the CO
decided not to pursue this as
the pirates had left the vessel,
eliminating the need for
further flight. The aircraft was
recovered and stowed without
incident, and after a quick
debrief, all Flight personnel
got their heads down for a
start at the recommencement
of crew duty the following day.

We recommenced crew duty
after the normal rest period
however the aircraft was not
required, so our CPO China
mission was complete.

So how did we use AVRM
to justify and achieve the
crew duty extension? The
following extract from the
DASM, section 3 chapter 7
paragraph 7.13c states:

“‘Immediate RM is a
consolidated version of the
risk management process
described, that may be
completed as a mental, oral
or informally documented
review of a task for which
there are minor deviations
from the nominal task
profile (e.g. minor mission
or environmental changes;
or in place of deliberate
RM, either where the time
available precludes formally
documented analysis, or
where an informal approach
is appropriate).”

Time was of the essence to
maintain the imperative for
the pirates to leave the CPO
China. ASOR MEL-001-2011
Operational extension of crew
duty period describes an
immediate AVRM prior to the
flight with specific reference
to environmental conditions,
crew fatigue, length of duty
day, crew composition, crew
individual self assessment
of fatigue, effect of fatigue
on mission and mission
necessity.

From a crewing perspective,
| decided to keep the original
crew flying for the initial
location of CPO China. This
was due to them being in

a flying mindset and as the
authorising officer, with a
potential to extend crew duty,
| wanted to get maximum
situational awareness of a
scenario we had not seen



before. This decision also
ensured the oncoming crew,
who may need to be extended,
had the best opportunity to
rest and then prepare for that
sortie. By keeping the SENSO
from the first sortie as an
additional crewmember for
the second, we also achieved
a level of crew continuity.

One consideration not clearly
discussed in the ASOR was
post-mission crew duty
amendment. Noting the
mission was not complete,
Command decided to take a
normal crew duty break and
rebrief the following morning
to launch for a boarding
operation. We did consider
the length of rest after the
extension, (at the time the
decision was made) but due
to the operational requirement
to have the aircraft airborne
as soon as possible, it

was considered that the
normal rest period would
give us the best balance of
safety versus operational
capability. Additional stand
down considerations were
pushed aside due to mission
imperatives until after the
mission was complete and
the aircraft made serviceable
again. No use was made of
the Crew Duty/Rest Planner
(CDRP) tool as time was of
the essence to be prepared
(rested) for the next day,
although in retrospect | could
have used it instead of staying
in the operations room to
monitor the progress of the
mission.

From an immediate AVRM
perspective, | would not have
done anything differently

until afterwards and used the
CDRP to specifically assess
the implications of the events
when making decisions about
crew rest and workload in

the following days. I'm glad

we didn’t push the flying any
further that night, once the
adrenalin started to wear off
it was pretty clear everyone
was starting to feel the effects
of fatigue after a long and

at times exciting and tense
work day. Having the ‘devil’s
advocate’ was also really
handy in preventing any
mission creep slipping in and
accepting any unnecessary
risk.

What | do wonder about is
how | would have acted in an
AVRM and flight authorisation
context had the pirates stayed
put on the vessel, or if we
were in a position where we
had to cover the insertion

of the EBC. This is a great
‘what-if’ exercise to get you
thinking about levels of risk
you can accept as the Flight
Commander and from whom
you have to seek approval with
increasing risk levels versus
where you will draw the line
and say no to further flying.

The moral of the story is AVRM
is there to help you do your
job effectively, not hinder you.
In our specific context for this
mission, application of the
immediate AVRM process
allowed us to quantify and
assess the risk of increasing
crew duty limits in excess of
those prescribed in ABR 5150,
and successfully, effectively,
and most importantly safely
achieve the mission.

1From wikipedia and urban
dictionary, | found out that an F1
bomb could either be a Mk 28 F1
thermonuclear bomb, or when you
are using internet explorer on a really
slow computer and accidentally hit
the F1 key ... so there fortunately was
no F1 bomb!

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

The following letter of gratitude was
sent by Claus-Peter Offen, the ship
operator of the CPO China, to the
Commanding Officer, HMAS Melbourne.
CPO China was recently assisted by
HMAS Melbourne on 3 January 2011 to
thwart a pirate attack. The letter reads:

Master HMAS Melbourne
Royal Australian Navy

Dear Sir,

Please allow me to express my sincere
gratitude for the action you and the
entire crew of HMAS Melbourne have
taken to save my vessel CPO China from
a pirate assault.

I say this also in the name of all
members of Offen-Tankers, the crew of
the CPO China and their kinsmen.

We know this incident could have had
a disastrous outcome. Your prompt and
Sswift reaction to the distress call of the
ship was a great relief to all people on
board the CPO China and the shore
staff involved.

It is reassuring to experience once
again that the brotherhood of sea is still
a strong bond among civilized nations
and goes way beyond just fulfilling
duties.

More than 100 ships fly the Offen-flag
and a number of them call Australian
ports on a regular basis. In the past a
number of these ships were involved
actively in rescue operations also in
Australian waters.

It is good to know that help is available
when for a chance help is needed.

Most sincerely

Claus-Peter Offen
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CAPT C J LAWRENCE, RAN
NAVY AVIATION SYSTEMS
PROGRAM OFFICE

Defence is one of the

most inherently dangerous
environments in which
personnel can be employed.
Not only are hazards evident in
the operational environment,
but also exposure to
substances during the design,
construction and maintenance
of our weapons platforms

can be hazardous to the

well being of maintenance
personnel, operators and the
environment.

In 2009 COMCARE undertook
an investigation into the
management of hazardous
substances within defence.
The investigation concluded
that defence was in breach of
the Occupational Health and
Safety (OH&S) Act and various
OH&S Regulations.

Defence negotiated an
enforceable undertaking

that requires Defence to
develop and implement a
comprehensive system for the
management of hazardous
substances across all
Department of Defence and
ADF workplaces by December
2011.

Within the Fleet Air Arm (FAA),
NASPO, as the Authorised
Engineering Organisation
(AEO), has undertaken

to review and identify all
hazardous substances either
fitted to or used on FAA
aircraft. Furthermore, NASPO
will confirm that up to date
Safety Data Sheets (SDS) for
those substances are available
from CHEMALERT, providing

a robust system for all FAA
personnel to access hazardous
substance information.

Across the three aviation
platforms managed by NASPO,
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Hazardous Substances

a total of 56,000 items have
initially been categorised as
potentially hazardous. A review
of each of these items will
now be undertaken to identify
current controls, maintenance
procedures or safer
alternatives that will be used
to produce risk assessments
for each individual hazardous
item and substance.

This is a massive task for
NASPO that will require
assistance from a wide
cross section of the FAA
community. There may be

a requirement for health
monitoring, technical
substitutions, publication
amendments, training and
version control of the risk
assessment documentation,
all of which will require careful
management to ensure a

detailed, accurate and timely
review is conducted to meet
Defence’s obligation.

A small team of trained
personnel has formed within
NASPO to work through

the register of hazardous
substances, contact relevant
manufacturers, produce risk
assessments and update
CHEMALERT. CHEMALERT has
already been updated with
information for all commonly
used hazardous substances
and that information is now
available to all operational
personnel.

So why is NASPO involved?
Firstly, NASPO must

comply with the legislative
requirements of the
enforceable undertaking, and
secondly, | am committed to
providing the end FAA user

with the best advice possible
with regard to hazardous
substances.

Many of the substances
mandated for use in aviation
maintenance activities

are hazardous not only to
the maintainer but to their
surrounding work colleagues.
| do not accept ignorance as
an excuse for exposing our
workforce to those risks.

A detailed outline of the
hazardous substance project
can be found on the Defence
OH&S Website - http://ohsc.
defence.gov.au/Programs/
HazardousSubstances.

If you're not sure, treat all
substances with care. No risk
to your health is worth taking
when dealing with hazardous
substances.



R BYRNE
AP LIBRARIAN
HQ FAA

Publications. Love them or
hate them, everybody uses
them—but if they are not
correct, they can adversely
impact on the safety and
airworthiness of our aircraft
and crews. Most people in
aviation use publications
daily: aircrew use checkilists,
maintenance staff use
servicing and maintenance
documents and administrative
staff use procedural and
administrative manuals.

Many publications are now
electronic and this can
simplify the amendment
process provided the
electronic distribution is
timely and recognised.
However, despite the steady
transition to electronic format,
many publications are still
distributed in hardcopy and
may remain this way for some
time. Some publications,
such as aircrew checklists and
before/after flight checklists
may always exist in a hardcopy
form. Adherence to the
instructions contained in these
publications is considered

Aviation Publications
and Amendments

to be mandatory for the safe
operation of the aircraft and
its systems, yet these are
often the ones that exhibit the
greatest number of anomalies
in the amendment process.

In recent months, the Aviation
Technical Library staff have
noted cases of personnel not
carrying out amendments
correctly by failing to follow
the instructions on the
amendment face sheet. Many
of these errors are probably
simple oversights, but they
have been observed across
ranks, categories and in

both contractor and Service
organisations. The main errors
observed have been:

¢ not signing the amendment
sheet in accordance with
AAP 5030.001 CD, sect 5,
chap 1, paras 31-32;

* not signing to certify
the 100% page check
in accordance with AAP
5030.001 CD, sect 5, chap
1, para 33; and

* in some cases the page
check has been signed for,

but the actual muster of
pages has been incorrect.

Incorrect completion of
document amendment
procedures has led to wrong
pages being removed or
superseded pages remaining
in publications. When such an
error is detected these pages
then need to be replaced or
removed as appropriate. As

a consequence, all holders of
the relevant publication may
then be required to carry out

a 100% page check of their
publication to ensure there are
no systemic errors. Potentially,
these errors could also lead

to incorrect information

being used for a servicing or
operation. In some cases,

the discovery of the faulty
amendment can result in the
requirement for maintenance
to be repeated. A recent
example identified to the AP
Library a set of publications
where three amendments
dating over six months had
not been incorporated despite
the amendments having been
issued to the holder.

In the amendment process
there will always be an
element of possible errors
due to operational tempo,
perceived pressures and the
inherent factor of human
interaction, but with care and
diligence we can all improve.

Poorly amended documents
place our reputation for
professionalism at risk. In the
worst case, the impact of a
wrongly amended publication
could be personal injury or
equipment failure. By being
more diligent and disciplined
in the process when carrying
out amendments all personnel
can correct these deficiencies.
The Aviation Technical Library
staff is always able to help

if you have any concerns or
questions.

FASO Comment:

APs form the backbone of
aviation. If the publication is
not right, then how can we
expect personnel to carry
out procedures correctly. It
remains the responsibility
of the custodian to ensure
his/her publications are
maintained to the correct
amendment state. My guide
is to carry out a 100% page
muster on the following
occasions:

e initial receipt of the
publications from the AP
library,

* following any amendment,

* before any audit,

* immediately before
returning the publication to
the library, and

e at least annually.
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LCDR S SKINNER, RAN
817 SQUADRON
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Tactical Engineering
Decision Making

In Early January 2011,

a large ADF Rotary Wing
Taskforce was established
to participate in Operation
Queensland Flood Assist
(Op QFA) in direct response
to the flooding events in
South Eastern Queensland.

The role undertaken by 817
Squadron as an element
within this task force has been
well documented, particularly
the dramatic events which

occurred on the 11 Jan
11 in the Lockyer Valley.

Whilst clearly not as
dramatic as the operations
themselves, the engineering
and maintenance effort
undertaken to participate

in this short notice
deployment over the
Christmas leave period was
considerable and complex.

This article focuses on some
of the tactical engineering

decisions made to enable

the deployed 817 Squadron
aircraft to ‘stay in the fight’
during some of the key
phases of the Operation that
took maintenance personnel
outside of their comfort zones
and regulated system.

The deployment began
relatively simply (for a short
notice deployment over a
long leave period). On 04
Jan 11 the order was passed



to deploy two aircraft with
supporting maintenance
equipment and personnel
into Roma, QLD by 05 Jan

11 to assist where possible
with the flooding events
occurring in the Balonne and
surrounding river catchments.

The Squadron was able to
recall a qualified workforce,
comprised primarily of Flight
1 personnel and compile a
self deployable maintenance
kit for this mission. The

550 mile deployment and
operations out of Roma
airfield were effected without
any major complications.

Late on the evening of

10 Jan 11 flooding in the
city of Toowoomba and
Lockyer Valley required
both aircraft to be moved
from Roma to Oakey at first
light the following day.

Fuel loads required for the
transit meant that only five
maintenance personnel
were able to deploy with the
aircraft. Further complications
arose when one aircraft
departed Oakey for tasking
with two junior maintainers,
and the growing floodwaters
required the aircraft to be
recovered to RAAF Amberley.

With all roads closed and

no ability to airlift the
maintenance workforce

and equipment from Oakey
or Roma, this aircraft was
isolated from effective
maintenance support and
engineering decision making.
This became particularly
poignant as it left only

two junior maintainers to
manage aircraft after-flight
servings and the rectification

of an intermittent engine
fire warning without an
appropriate Maintenance

Management System in place.

Following discussions
between the CO, FSMS and
AEO an authorisation was
provided for the maintenance
to be conducted with
experienced members of
the aircrew acting as trade
supervisors and conducting
independent inspections

as required. Whilst this
scenario was far from ideal,
it was a practical reality

of the situation which had
presented itself and the only
way to continue operations.

In addition to the
complications of the
intermittent fire warning,
horrendous flying conditions
and approaching crew rest
issues, it was apparent that
both aircraft were rapidly
approaching an R1 servicing
due to the heavy flying
commitments undertaken.

With the situation in the
Lockyer Valley worsening it
was likely that the aircraft
would have to be withdrawn
from critically required
support at some time to
complete this servicing.
Further complicating the
matter, there was not an
appropriate compliment of
maintenance staff available
in locality to complete the
servicing. This situation was
clearly untenable to the
mission being undertaken.

A few options presented
themselves, none

of which were ideal.
These options were:

a.to complete the servicing
and remove the aircraft
from the operation for up
to a day,

b.to seek a Maintenance
Interval Extension Request
(MIER) for the servicing,

c. to carry forward (CFU) the
servicing when it fell due, or

d.to have contingency
maintenance invoked.

With the FSMS remote

from his aircraft and
support resources, and only
intermittent communications
with Command, discussing
these options also proved
difficult. The FSMS was also
attempting to have the Joint
Movement Coordination
Centre (JMCC) relocate all of
his personnel and deployed
equipment via C-130 to

a suitable operational
airfield to effect support of
the deployed aircraft and
conduct the maintenance
should it be necessary.

Limited discussions between
the Squadron CO and the
AEO quickly and clearly
articulated that removing the
aircraft from the operation
was highly undesirable,
approaching untenable given
the nature of the task.

The FSMS and the AEO
reviewed the other options
with a focus on how the
aircraft could continue
operations within the confines
of the Technical Airworthiness
Regulations. Being detached
from the direct pressures

of the situation, the AEO
undertook to investigate and
provide direction on the most
appropriate way forward.

With all roads
closed and no
ability to airlift
the maintenance
workforce and
equipment from
Oakey or Roma,
this aircraft

was isolated
from effective
maintenance
support and
engineering
decision making.
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... the

nature of the
operations
and the
question of
‘would we do
this at home’
demonstrated
it was a sound
course of
action ...
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At this point, it is important to
contextualise the makeup of
an R1 servicing. It comprises
of three main elements,
vibration analysis, inspection
of critical elements and the
lubrication of a number of
key rotating components.
The servicing takes
approximately six hours to
complete, but emergent
work and the results of the
vibration analysis can extend
this time significantly.

Under the current construct
of the Technical Airworthiness
Regulations, a decision on
deferring any maintenance
can be made by the SMM
with appropriate due diligence
(TAREG 5.1.6). However,
within the ADF mandated
solution to those regulations
the Technical Airworthiness
Management Manual
(TAMM)* states that deferring
scheduled maintenance
requires a Maintenance
Interval Extension. As the

R1 servicing has Safety or
Safety Hidden elements,
there was no option to locally
extend the servicing and to
do so would only provide a
negligible 2.5 AFHRs. It was
anticipated that an extension
of 50% or 25 AFHRs would
enable the aircraft to
continue to contribute to

the operation until options
could be reassessed.

The option of a Carried
Forward Unserviceability
(CFU) was also examined and
is technically permissible
under constrains of

TAREG 5.1.6. However the
TAMM clearly stipulates

that this regulation is
applicable to corrective, not

scheduled, maintenance.

The use of Deferred
Maintenance in this
situation to carry forward
the uncompleted parts of
the servicing package could
have been considered in
contravention of the TAMM.

The final option of having
contingency maintenance
invoked to delay the
servicing was discussed.

The concept of contingency
maintenance was established
to ensure that during

conflict scope is provided

to enable flexibility in the
servicing routines so as

not to jeopardize critical
operations. Through these
discussions it remained
unclear who had the authority
in a peacetime operation

to invoke contingency
maintenance, if indeed it

was possible. Unable to

gain clarity on this issue,

the idea was abandoned.

With a decreasing options set
and contracting time window,
the AEO contacted NASPO to
discuss the option of applying
a MIER to the servicing. To
their very great credit, the
Sea King platform within
NASPO recalled a number

of key personnel and were
able to very quickly conduct
engineering analysis which
provided scope to MIER the
R1 for 25 AFHRs. A request
was made for an urgent MIER
to the R1 to be conducted

in 25 AFHRs or at the First
Available Opportunity.

NASPO responded within

two hours with approval

of the MIER provided

some critical lubrication

packages were completed.

As it eventuated, operations
began to draw down from
the critical lifesaving tasks
to more strategic and

less time critical logistics
operations shortly after
invoking the MIER.

Within two days the
detachment, augmented by
a third aircraft, formed part
of an 18 aircraft task group
conducting important, but
relatively benign logistical
operations. It was after this
reduction in the time criticality
of the tasking that the AEO
(having deployed in the
intervening period with the
third aircraft) approached the
CO to conduct the required
servicing. This was initially
met with some resistance
however discussions over

the intent of the MIER,
particularly the requirement
to conduct it at the first
available opportunity, the
nature of the operations and
the question of ‘would we do
this at home’ demonstrated it
was a sound course of action.
The appropriateness of this
decision was reinforced

upon the discovery of minor
chafing and broken strands
on one of the tail rotor
control cables during the
conduct of the R1 servicing.

In all, the MIER was an
excellent outcome for the
Squadron, the operation and
the people of Queensland.
Furthermore, it speaks
particularly highly of

the support provided by
NASPO. On this occasion,
rapid appropriate tactical
engineering decision making



enabled 817 Squadron
to ‘stay in the fight'.

In review of this evolution,
there is value in considering
the potential outcome, had
NASPO not been able to be
SO responsive in providing a
MIER. On a personal note,
this review is particularly
interesting within the concept
of the ‘spirit’ of the technical
airworthiness regulations, or
to borrow an Army phrase,
‘the Commanders Intent’.

The regulations and
corresponding guidance in
the TAMM are constructed
to provide the ADF aviation
community with a framework
to conduct engineering and
maintenance to minimise
the risk to airworthiness.
Application of the TAMM as
written made it clear that

should a SPO sponsored MIER
have been unachievable,
there was no further recourse
for continued operations.
However, it would be difficult
to argue that the system

was deliberately structured

to remove the ability of the
engineering management
team to make a tactical
decision to defer scheduled
maintenance in potential
lifesaving circumstances
such as those experienced

by this detachment. Indeed,
that very capability is at

the core of TAREG 5.1.6.

Had the MIER not been
available, and should the
operation have required
those additional AFHRs, as
the AEO of 817 Squadron |
would have provided for the
aircraft to continue flying.

| would have likely done
this through a mechanism
of rendering the aircraft
unserviceable for the R1
package and then deferring
the maintenance using an
appropriate risk management
based decision. In doing

so, | would have knowingly
contravened the TAMM, but
| would contend that | would
have operated within the
spirit of the regulations.

Whilst a hypothetical scenario
| would expect, should it

have been necessary, the
ADF Technical Airworthiness
Authority would support

me in this decision.

1 AAP 7001.059 Section 3
Chapter 11

On this
occasion, rapid
appropriate
tactical
engineering
decision making
enabled 817
Squadron to
‘stay in the fight'.
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A recent incident at NUSQN 808
(ref ASOR 808SQN-021-2011)
highlighted that there is more to
the humble torque check than
suggested by the simplicity of
the associated hardware. In fact,
there are multiple techniques
available to validate torque
settings, and the technique
used depends largely on the
underlying design philosophy
applied to the system. This
article will discuss the forces
associated in bolt torques, bolt
failures and associated torque
check methods.

A bolt is often selected by a
design engineer because it
allows for easy component
replacement and inspections
which can not be achieved with
more permanent attachment
methods such as welding,
adhesives and rivets. Should a
bolt fail as a result of incorrect
installation on a safety critical
component, the result may be
catastrophic. The most common
reason a bolt fails is that it is
not fitted correctly i.e. it is loose
within the joint. A bolt is generally
designed to far exceed the joint
design load requirements if fitted
correctly. A loose or incorrectly
tightened bolt may fail under
normal operating conditions
within only a small number of
cycles or seconds.

A bolt which has been fitted

to the correct torque applies a
clamping load to the joint as
shown in Figure 1. The correctly
fitted bolt only experiences

part of applied load and the
remainder is absorbed in the
joint. The same bolt if incorrectly
tightened can experience the
entire load as the joint is not
performing as intended during

The Nuts and Bolts of Torque
Check Procedures

design. Potential consequences
of an incorrectly fitted bolt in a
joint may include:

e Crack initiation and failure;

* Increased fastener fretting as
a result of micro movement
between components in
contact;

* Changes in load paths/
distribution between
assembled components;

* Reduction in fatigue strength
and

* Damage to the attached
assemblies or airframe.

Bolt Forces

Whilst tightening a bolt to
achieve the correct torque

there are two reactive forces,
torsion and tension, as shown

in Figure 2. Tension is the
desirable clamping force and
remains after the bolt has been
tightened. The torsional force has
two components, static friction
and dynamic friction, which are
crucial to understanding bolt
torque. Static or breakout friction
is the initial friction experienced
between all surfaces in contact
including the thread, bolt head
and washer. Dynamic friction
occurs as the bolt is turning,

and the head and thread friction
increases as the tension in the
bolt increases.

As the nut is tightened the elastic
properties of the bolt allow it to
stretch. The bolt is attempting to
retain its original length and this
force prevents loosening. Once
under the correct torque the bolt
applies a suitable clamping force
to retain the joint at the required
design load.

Certain conditions, which the
tradesman must consider



Force applied
to the joint

Large force applied
to the joint

Figure 1 Bolted fixture under load

during fitment, may affect the
amount of torque required to
apply the desired tension in
the bolt shank. A bolt which
has grit, burrs or paint in the
thread will require more force
to be applied to overcome the
associated increase in friction
and, consequently, the tension
applied to the clamping joint
will be reduced. Similarly,
lubricants may also affect
torque and the maintenance
manual should be consulted
for torque values of lubricated
threads.

To ensure that the joint
assembly remains secure

the design torque must

be retained. This may be
achieved mechanically by
using dedicated locking
mechanisms such as lock-
wire, locking washers, or
adhesives. Monitoring tell tale
markings or conducting torque
checks at periods defined by
the aircraft OEM can also be
used to ensure that the torque
setting is retained.

Torque

Tension
in bolt in

Torque Procedure

In order to correctly torque

a bolt, the bolt must be
tightened with a calibrated
torque wrench with continuous
motion applied until the
indicated torque is achieved.
Should the torque procedure
be interrupted a false
indication may be given as
static friction must again be
overcome.

Torque Check

Torque checks are performed
to ensure a bolt has not
become loose after fitment
or that a bolt was not over
torqued during its installation.
A bolt may become loose

in a joint as a result of the
following:

¢ Vibration: A slightly
misaligned joint may
experience micro movement
which allows sliding of the
nut or bolt head over the
washer during loading and
vibration.

Differential temperatures:

- Force

Clamping Force
on joint

Figure 2
Application of
Bolt Torque

Components fitted at
extreme differential
temperatures may cause
the clamping force to
reduce as the temperature
between the components
equalise.

Embedding: At installation
the bolt head may cause
plastic deformation to the
joint surface which results
in a reduction of the tensile
clamping in the bolt.

Surface finish: Bolts

fitted to a surface with
contaminants or damage
to the mating surfaces may
prevent achievement of the
correct clamping force.

Three accepted industry
standard torque check
methods are presented below.
However, the aircraft type
maintenance manual or, if
not specified, AAP 7021.001-
1(AM1) Aircraft Structural
Hardware must be consulted
for type specific authoritative
techniques. Torque checks are
carried out to ensure that the
bolt design torque has been
retained after an OEM defined
number of AFHRS or events.
Industry standard torque
check methods include:

* Crack on method: A
torque wrench is set to
the minimum torque and
applied. If the nut does not
move before the minimum
torque is indicated the
check is passed. During
this check the static friction
will influence the torque
indication.

Crack off method: A torque
indicating tool is applied
and the bolt is loosened.
The tool records the
maximum torque required
to remove the nut. This
method is carried out with
specific tooling and a torque
wrench should never be
used to loosen hardware. As
with the crack on method,
static friction will influence

the torque indication.

* Marked Fastener method:
The nut and assembly
are marked with a non
permanent marker. The
nut is then loosened
or backed off whilst
assuring separation of
the components does not
occur. The torque is then
checked by applying a
torque indicating wrench
and measuring the torque
value at the mark. If the
defined minimum torque
value is met, then the
hardware is serviceable.
This method accounts for
the affects of static friction
as the bolt is backed off
and the torque is indicated
under dynamic loading.

The marked fastener method
is performed in the same
manner in which the bolt
was designed to be fitted i.e.
dynamic torque is measured.
Generally only one bolt
should have a torque check
performed at one time as
several bolts being loosened
at the same timeon a
component may affect the
resultant torque.

This article discussed how
bolts have been designed

to meet the requirements

in order to maintain the
structural integrity of an
aircraft under applied loads.
The torque check techniques
presented are all valid
however other torque check
techniques may also be called
for by the OEM as a result of
the aircraft design philosophy.
Torque checks are required

to ensure that the bolt has
been fitted correctly and has
retained the design torque
during the period of aircraft
use.

1 Bolt Science Limited, The Effect of

a Large Applied External Force, www.
boltsci com d01Jul11
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Hence, it is
important that
the investigator
delves more
deeply into

an analysis of
contributing
factors, in order
to produce an
explanatory
analysis.
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A Question of Context:

In the April 2010 edition

of Touchdown, CMDR
Spurgin made the following
recommendation to ASOR
investigators:

‘When selected to conduct

a Service investigation

or inquiry into an alleged
maintenance incident,
remember that your dominant
purpose is the collection of
facts. Witnesses will be more
forthcoming with relevant
information when the inquirer
allows them the opportunity
to provide their version of
events, and critically, the
context in which the alleged
incident occurred.’

This may lead some

people to question how

this can be realized in an
interview without becoming
inquisitorial; after all,
inquisitors are just trying to
get to the facts, aren’t they?
Bat-and-ball style question
and answer interviews are

an efficient method for an
investigating officer to find
out who erred and what they
did wrong in order to get
paper work, that is otherwise
interfering with more pressing
tasks such as maintenance or
flight planning, completed.

The problem is that in
following an inquisitorial path
a safety incident investigator
is reinstating his/her context
to the incident, rather than
that of the witness . If an
investigator believes that
person/s involved in a safety-
related incident have a case
to answer for their actions,
then that course of action
should replace, not follow,
the ASOR process; provided

the investigator is satisfied
no further risk to personnel
or equipment exists. There

is precedent for this within
ADF aviation; however this

is the exception, not the

rule. In order for a witness

to reinstate their context to
an incident the most widely
recommended approach
when interviewing a voluntary
adult witness is the Cognitive
Interview Technique. The

two main objectives of the
interview are information
quantity and quality.

In layman’s terms the
cognitive interview technique
is conducted without coercion
and uses various tools at

the interviewer’s disposal

to facilitate memory recall.
The interviewer should avoid
using leading questions

and permit the witness to
recall the event without
interruption, effectively in

a story-like manner. The
interviewer should attempt
to reinstate in the witness’s
mind the external, cognitive
and emotional features
experienced at the time of
incident, facilitate focused
concentration, multiple
retrieval attempts and
subsequently tailor follow-up
questioning to the witness’s
mental representation (Fisher
et al., 1989). After allowing
him/her to recall the incident
within his/her context the
investigator is in a position to
probe pertinent points deeper
in order to progress from a
causal line of enquiry to an
explanatory analysis.

Free-recall will provide
quantity of information and by

PART 1

probing deeper with follow-up
non-leading questions, quality
of information should follow. If
during free-recall of an event,
either a witness reveals or

an investigator identifies a
contributing factor to the
incident, then this becomes

a witness mark, which is
causal and in need of further
analysis. This is effectively
the ‘what occurred’, but not
the how or why.

If an investigation stops
once the what occurred is
uncovered, then it is more
likely that a third party
reading the report may infer
fault or blame on individuals.
Hence it is important that
the investigator delves more
deeply into an analysis of
contributing factors, in order
to produce an explanatory
analysis.

If personnel do not have
access to the safety-reporting
database, in particular
junior sailors, feelings

of disempowerment and
disenfranchisement can
arise if the management of
the safety reporting system
is perceived as subject to
manipulation or simply a
process of admonishment.
The outcome could be
mistrust of the system,

a perception of double
standards and reluctance
to report or cooperate in

a full and frank manner
with an investigation (Cox
et al., 2006). A culture of
differentiation and ambiguity
may develop, where groups
construct different versions
of reality, fostered by a lack
of clarity and transparency



(Richter & Koch, 2004).
Equally a culture of
integration may itself not be
realistically achievable in an
organisation consisting of
micro-cultures.

However a culture of
bounded ambiguity, where
there is a degree of mutual
understanding between
interviewer and witness of
how incidents are investigated
and reported, should be
achievable for a Squadron

or Flight with proactive
guidance from all levels of
management (Richter &
Koch, 2004). In order for
this to succeed everyone in
the system needs to remain
cognisant that trust is a
dynamic phenomena moving
along a continuum based

on attitudes, expectations

and behaviour (Ashleigh &
Stanton, cited in Cox et al.,
2006).

A safety investigation should
be a process of scientific
enquiry, which leads to an
improved understanding

of previously unknown or
speculative interactions.
Such an enquiry should not
be limited to the physical
sciences, but also include the
social sciences. The Defence
Aviation Safety Manual
provides investigative models
in the Annexes to Chapter

9, Investigations, that can
assist a line of enquiry into
technical, environmental and
human factors. Unfortunately
a psychosocial line of enquiry
can sometimes be more
difficult than a materiel
investigation, since all of

us, including investigators,
acculturate (acquire the

A safety

culture) to the workplace and investigation
therefore may not recognize

latent problems. This can be ShOUld be a
thought of as a problem of

habituation (de-sensitization) process Of

to warning signals that may
otherwise serve as leading
indicators for an incident or
accident. Habituation may
appear to be problematic
in this context, however,

scientific enquiry,
which leads to
an improved

paradoxically, it can also be nd r ndin
thought of as a necessity for u e Sta g
successful acculturation to of previously
the work-domain in the first
place. Subsequent incidents unknown or
and accidents then generate .
a short-term sensitization to SpGC“Iatlve
perceived warning signals . .
amongst the workforce. interactions.
PART 2 IN THE NEXT EDITION OF TOUCHDOWN
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“Oh bugger”, my
resigned brain
informed me,
“the engineers
must have
removed them
from the cockpit
when they were
working on the
aircraft.
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Turbo Prop Glider

Only six short weeks prior, |
had been endorsed on a new
type of aircraft for a job | knew
intimately - survey flying. | had
spent five long months working
back to back in the type of
places where 90% of the
population is highly venomous;
Kalgoorlie, Emerald and
Ingham, Queensland and
finally to the Tanami Desert

in the NT. During that period

| had flown just over 500
hours and as a result had all
the sparkle of a two year old
dishcloth.

Despite the company being
low on pilots and high on
workload, | needed a break
and | got it; so | took and
enjoyed every moment of a

4 week break. On my return |
was rostered to complete the

job in the Tanami that was
started 6 weeks before, and |
was looking forward to being
out in the field with the survey
crew again.

Before | could go my boss
asked me to do a “quick job”
out of Jandakot, a “half day”
gig. | knew in my bones it
would be anything but a half
day job, but | agreed with a
good deal of reluctance. He
gave me the flight plan and
told me everything would be
ready to go first thing in the
morning, all | had to do was
turn up. Foolishly believing
him, | turned up for work bright
eyed, bushy tailed and as
alone as a man can be. Cue
a boring wait during which

I ran out of games to play

in my head. When my boss

turned up, clearly in the sort
of disorganised rush usually
only achieved by maddened
chickens, he informed me
who my operator was - an
employee with all the natural
charm of an angry skunk. This
was going to be a VERY long
day.

The job turned out to be a
routine flight to Carnamah
(about 200nm north of Perth)
to fly over a test range in order
to calibrate a very sensitive
instrument used on survey.
The sortie is basically a
NAVEX over water to perform
background radiation checks
en-route to Carnamah where
the test range is located.
There, a series of lines are
flown at different heights
from 50ft to 1000ft in order



to measure the sensors
response to a benchmarked
and ground surveyed site. On
completion you fly home via
the quickest means.

Before you can kick the tyres
and light the fires the aircraft
has to go through a rather
lengthy and tedious calibration
procedure, much akin to
pulling your own teeth, in order
to get the sensors warmed

up and reading accurately.
This presented me with a
not-to-be-missed opportunity
to leave my favourite operator
out in the sweltering heat
whilst | did fuel ordering and
weather forecasting with great
meticulousness from the air
conditioned office.

The aircraft had just come
out of maintenance and

was missing most of the
documentation which usually
resides in pouches and flight
bags. During that retrieval
process my boss poked his
head into the hangar and said
that he had to leave. In the
pre-flight my operator informed
me that there was a change
of plan where he needed

to reconfigure the survey
equipment after flying the test
range and then re-fly the test
range, extending our flight
time by 20 minutes - yeah
right! I hadn’t prepared a flight
plan or calculated any flight
details since | had flown the
test range heaps of times. In
other words | “John Wayne’d”
it and told my operator “she’ll
be right” and we continued on
with the pre-flight.

Whilst going through the after
start checks | noticed the fuel
computer was not functioning

correctly - it was on and
reading but | was unable to
add fuel to the total quantity.
I'll add here that as part of

my endorsement | had been
shown how to operate the

fuel computer to a basic level.
That is to say | knew how to
add fuel after a refuelling
event and select the various
modes indicating fuel flow,
quantity, endurance, specific
air range etc. But for the life of
me | couldn’t get it to work on
that day. This wasn’t a show
stopper as the instrument
was not part of the MEL but it
did detract from my ability to
gauge my fuel state accurately
during the flight.

We blasted off and headed
towards Carnamah performing
our background radiation
checks at various heights
about 10km offshore. As

we arrived at the test range
we spotted our ground crew
in the Toyota Land cruiser
taking ground measurements
- it's always a nice feeling

to know that you're flying in
the right spot. On completion
of the first test range we
landed at a nearby ag-strip.

| remember retarding the

PCL to ground idle to reduce
fuel consumption while the
operator was busy in the back
of the aircraft reconfiguring
the equipment. | looked at
the fuel gauges (the tiny,
inappropriately sized gauges)
which indicated that we had
still over 2/3 of fuel on board
- no problems. The operator
came back in the cockpit
after about 20 minutes of
industrious but useless
beavering and informed me
that he was having trouble

with the reconfiguration

and that he would be about
another 10 - 15 minutes.

It's at this point that | start
looking for the fuel cards

just in case we have to divert
to Geraldton for a refuel.
Naturally, in keeping with

the tone of the rest of the

day, they were missing. “Oh
bugger”, my resigned brain
informed me, “the engineers
must have removed them from
the cockpit when they were
working on the aircraft. Well,
I've been at ground idle all this
time | couldn’t have burnt up
that much fuel.”

We successfully reconfigure
and finish the second test
range. Now more cognisant
of my fuel state | recheck

the gauges which indicate
more than %2 full. Still looking
good at this stage | make the
decision to head home rather
than divert.

The forecast conditions at
Perth are fine with south
westerly winds increasing in
strength in the late afternoon.
This is the case as we track
further south and my ETI for
Jandakot has now increased
by 30 minutes. | think to
myself that this will be close
and there’s a good chance
that I'll be eating into my
fixed reserves. What do | do
about it? | could divert to
RAAF Pearce but then how
am | going to get fuel and how
will | explain this to the Chief
Pilot? | could divert back to
Geraldton but by this stage

it would take longer to get
there as | had passed the ETP.
Instead | decide to press on
towards Jandakot with one
eyeball stapled to the fuel

gauges. It had dawned on

me that | could advise ATC of
my fuel state issue and | am
sure they would have assisted
me. But pride and ego have

a nasty way of popping in for
a visit without notice at the
least convenient time, like an
irritating relative.

As we approached Jandakot |
got a clearance for a straight
in approach and we landed
without incident, taxied in
and shut down. | called the
fuel truck over for a refill and
when he finally topped the
aircraft up | calculated that we
had 12 minutes of flight time
remaining in the tanks before
we would have turned into a
glider.

The roller-coaster ride of
emotions that you feel

after such an experience is
epic. | felt a healthy mix of
embarrassment, nausea and
colossal screw-up! As bitter
as it tasted | managed to
summon up the courage to
call my Chief Pilot and tell him
all about it. In anticipation of
a diatribe that could cause my
right ear to burst into flames, |
held the phone at arm’s length
from the side of my head. To
my surprise he was grateful
for my sense of honesty, the
courage to admit my mistake,
and trust in him and as a
result he dealt with me in a
rather firm but fair mentoring
way. | was humbled at his
approach to me and | can truly
say that | learned invaluable
lessons that day which [ still
carry with me.

Except the one that says
you have to be nice to your
operator.

Fly Navy
Fly Safe



For more than 30 years, the Fleet Air Arm
Association of Australia has promoted the
interests of its members and the Fleet Air Arm.
Divisions exist in most states and the ACT.
Please join us for the camaraderie and the
important work of promoting naval aviation.

WHAT DOES THE ASSOCIATION
DO?

* QUARTERLY ‘SLIPSTREAM’ MAGAZINE -
Opportunity for contemporary aviation articles,
messages and stories from old shipmates, and
other interesting articles from Veteran Affairs and
other government agencies, that may affect you
now or in the future.

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

* FAA MEMORIAL WALL - Established near the
FAA Museum.

* FAA WALL OF SERVICE - Established near the
FAA Museum.

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

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

* HOW DO I JOIN - As each state division has
varying fees, refer to contacts on our web page.

* OUR EXPECTATIONS OF YOU - Be proud of
your FAA heritage and the FAA family.

If you feel inclined, write an article for the
‘Slipstream’ magazine. Contact your State
Division or National Committee if you require
more information (refer to our website for all
contacts).
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Caption Competition

Think of a caption for the photo left and send it to
navyairsafety@defence.gov.au Competiton closes
01 November 2011.

TAIPAN 01, you are cleared to take off!

WINNER OF THE APRIL 2011 CAPTION COMPETITION:
LEUT Nathan Reid — S70B Software Production Manager
NASPO, HMAS ALBATROSS

LEUT Reid will receive a gift pack from the FASC.
Congratulations.




DEFENCE OHS HAZARD ALERT No 03 — 06/2011
SAFETY SHOWER PRESSURE PADS

BACKGROUND

1.

OHS Branch has recently been advised of a
safety shower pressure pad incident, where an
ADF member was injured.

The injury occurred when the member was
testing the safety shower in an Ordnance
Loading Area and activated the pressure pad
with his hand. On removing his hand, it caught
between the spring loaded pressure plate and
the shower frame. This resulted in a fracture
and degloving of his finger.

HAZARD

3.

The safety shower model is Walk on 16 spray
heads eye face platform operated (order code
EM690, by ENWARE Australia Pty Ltd).

These safety showers are designed to be
operated by foot only.

OHS REQUIREMENTS

5.

Under the Occupational Health and Safety Act
1991, Defence is to ensure the ‘absence of risk
at work to the health and safety of employees in
connection with the use, handling, storage or
transport of plant or substances’.

As safety showers are an item of plant, they
must be risk managed in accordance with the
Occupational Health and Safety (Safety
Standards) Regulations 1994 — Part 4 — Plant.

The SAFETYMAN policy: volume 2, part 3B,
chapter 1 — Management of plant in Defence,
provides details for managing plant safely, see:

http://defweb.cbr.defence.gov.au/home/docume
nts/data/DEFPUBS/DEPTMAN/SAFETYMANV1

[V1P3B/01.pdf.

ACTIONS TO BE TAKEN

8.

This OHS incident is currently under
investigation by Comcare, and it is yet to be
established whether this incident was caused, in
part, by product malfunction or user error. While
awaiting the findings/recommendations of this
investigation, the following actions are required:

10.

e Personnel who use, test or maintain these
showers are to do so in accordance with
the manufacturer's instructions and any
workplace operating procedures;

e Defence Support Group is to ensure that
signs showing correct operation are
attached to each safety shower, and
where necessary, improve signage to
include ‘Foot operation only’; and

e Managers/Supervisors are to ensure
relevant personnel are informed of this
hazard, and provide instruction on the safe
use of these showers (eg workplace
operating procedures).

This Hazard Alert is to be disseminated widely
by Groups and Services to any person who
uses, tests, maintains, or has other
responsibilities for these showers.

OHS Branch will provide further information
on the outcomes of the Comcare investigation
in due course.

CONTACT OFFICER:
ohs.dsrp@defence.gov.au



UPCOMING AVIATION TRAINING COURSES

COURSES

FLIGHT DECK MARSHALLER &
HELICOPTER CONTROL OFFICER

FLIGHT DECK TEAM

VERTREP AND TRANSFER
DIRECTOR

VERTREP AND TRANSFER TEAM

VERTERP LOAD SUPERVISOR
COURSES

DATES FOR 2011

* 12 Sep— 16 Sep 2011
* 19 Sep — 23 Sep 2011

® 12 Sep— 16 Sep 2011
* 19 Sep — 23 Sep 2011

* 05 Sep 2011

* 05 Sep 2011

¢ 01 Nov 2011

* 10 Oct-14 Oct 2011
® 24 Oct - 28 Oct 2011

* 10 Oct - 14 Oct 2011
® 24 Oct — 28 Oct 2011

® 17 Oct 2011
® 31 0ct 2011

® 17 Oct 2011
31 Oct 2011

© 07 Nov — 11 Nov 2011
® 14 Nov — 18 Nov 2011
® 28 Nov — 02 Dec 2011

® 07 Nov — 11 Nov 2011
* 14 Nov — 18 Nov 2011
® 28 Nov — 02 Dec 2011

* 21 Nov 2011
e 05 Dec 2011

* 21 Nov 2011
* 05 Dec 2011

For more information on these and other training courses contact Mr Mel Jacques on (02) 442 41466




