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Editorial

This is my ninth and final edition as Editor of TOUCHDOWN.
Like the venerable Sea Kings, whose time in service is not
much different to mine, | am retiring. There is much to reflect
upon on what has been achieved and where we in the ADF are
going and how we are getting there. | know the Fleet Air Arm

is going places that are going to be demanding, challenging

in every aspect and a damn lot of fun. | am also keenly aware
that we set ourselves highly in the overall scheme of things -
with good reason.

| hand over the reins of the Fleet Aviation Safety Cell to LCDR
Natalee Johnston, a capable and experienced operator who
will, no doubt, ensure we continue on the path to aviation
success. With your support and the dedication of the team in
FAASC, Nat will not have any problems in continuing the FASO
input to our future, along with this magazine.

Fly Safely, and be brilliant at the basics.

LCDR Derek Frew, RAN
FASO
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RADM S GILMORE, AM, CSC, RAN
COMMANDER AUSTRALIAN FLEET

It is with great pleasure that
| introduce the December
edition of TOUCHDOWN
2011 as the outgoing Navy
Operational Airworthiness
Authority (OAA). During

my tenure as Commander
Australian Fleet | have
thoroughly enjoyed my close
and routine contact with the
ships, submarines, aircraft and
establishments of our Navy.

The regular interaction with
the most professional people
who generate a highly complex
capability allows me to reflect
on the great things we achieve,
and equally focus on those
areas requiring our continued
attention and vigilance. Safety
is of course one of those areas
where our guard must never be
let down.

Since becoming the Navy
OAA | have witnessed many
improvements in the Fleet Air
Arm (FAA); an organisation
where | have come to
appreciate that continuous
improvement is part of its DNA.
This approach to business is
core to our collective ability to
navigate the wave of change
we are presently enjoying.
Successfully managing such
change is our commitment to
government. The introduction
of multiple new aviation and
surface platforms whilst

still meeting our capability
requirements requires a
mature and well disciplined
organisation. | offer such
maturity may be executed,
viewed and measured through
the lens of a working Safety
Management System.

The MRH 90 continues
along the path to operational
acceptance, and the decision

Fly Navy
Fly Safe

Foreword

to acquire the MH-60R
(“Romeon”) Seahawk has been
welcomed by the war fighting
community. These aircraft

will form Australia’s maritime
tactical rotary wing capability
well into this century. Alongside
the front line capability must
be a training system that
continues to be up to the

task of providing the highly
qualified and competent
maintenance and aircrew
officers and sailors of the

FAA. The recent decision to
introduce the Bell 429 to meet
the Retention and Motivation
Initiative (RMI) requirements is
welcomed, providing exposure
of our junior Navy Aircrew to a
complex twin-engine aircraft
prior to the future delivery of
the Helicopter Aircrew Training
System (HATS). It is, without
question, an exciting time.

Our objective is a highly
effective and flexible Fleet that
can fight and win at sea where
and when our Government
direct us. Underpinning

such words is our ability to
persistently provide such
maritime military effect, and

in order to assure persistence
one must have a safety culture
of the highest order, and a

risk management system that
enables the force. The FAA has
long been at the forefront in
the development of a robust
and vigorous Safety and Risk
Management System, and you
must continue with a culture
and mindset to hold this in
pride of place. | consider the
aviation approach to safety
culture as the current exemplar
for the RAN. Indeed the FAA
safety system, alongside the
Submarine Force’s equivalent,

are the benchmark | have set
for the rest of Fleet. This is high
praise and you deserve it.

The recent recognition of

FAA members in the Defence
Safety awards, and at the
national level, reflects the
dedication and attitudes
towards safety. Our continued
successful operations in the
MEAO coupled with the sterling
service provided by the RAN to
the Australian people during
the Queensland floods and
Victorian bushfires provide a
canvas of extremes in which
we are asked to operate. As
we look to the future Navy, one
with new and highly impressive
destroyers and amphibious
ships at its heart, both of which
require embarked aviation to
be effective, | see no reduction
in the complexity or intensity of
our missions.

| have been impressed by the
determination and resolve that

the FAA have shown in moving
our Naval Aviation capability
into the future. There remains
much to do and we cannot
afford to relax in the pursuit of
our goals. The strong culture of
the FAA will ensure the many
future challenges are met head
on, with tempered enthusiasm
and always with a professional
approach to the assurance of
safety. | wish the FAA all the
best in the coming years and
look forward to viewing your
successes with ongoing pride.

Fly Safe

RADM S GILMORE, AM, CSC, RAN
Commander Australian Fleet



ADF Scores Well in National Safety

The National Safety Awards
are sponsored by the
Australian Government

Safety, Rehabilitation and
Compensation Commission
(SRCC). As such the
nominations were from across
numerous departments within
government. The Awards Night
(Gala Dinner) was held at the
Docklands in Melbourne with
the ADF represented by VCDF,
HNPAR and contingent of
approximately 50 nominees and
supporting staff.

These awards represented

the third tier, with nominees
previously receiving awards at
the Service and ADF level prior
to nominations at the SRCC
level.

LS Natalie Irvine (816
Squadron) received the
award for — Best Individual

Contribution to Health and
Safety (an outstanding

contribution by a person without

responsibility for OHS as part
of their duties). This was in
recognition of her outstanding
efforts to align RADHAZ
procedures for flying operations

in Anzac Class whilst she served

in HMAS Parramatta.

LCDR Andrew Rohrsheim
(AMAFTU) received the

award for — Best Individual
Contribution to Health and
Safety (an outstanding
contribution by a person with
responsibility for OHS as part
of their duties). This was in
recognition of his outstanding
achievements as Unit

Safety Officer in AMAFTU, in
developing a safety compliance
matrix against all the safety
regulations, which is now seen

Bravo Zulu

ABATA A Armbruster
816 Squadron

On 26 Oct 11 Aircraft
A24-011 (Tiger

880) underwent a
Maintenance Test
Flight for Vibration Absorber
Tuning and Cabin Health. The
aircraft returned with the fault
remaining, requiring further
trouble shooting after having
several adjustments made to
the Forward Cabin and Nose
Vibration absorbers. As these
adjustments seemed to be
having little or no effect on the
system, removal of the nose
and forward cabin absorbers
was carried out for further

inspections of the
absorbers themselves
and associated
airframe fittings.

During the inspection of
the Forward Cabin Vibration
Absorber Airframe Fittings,
for which ABATA Armbruster
was being mentored, and
with the use of only a torch
and mirror he noticed a
discontinuity in the Airframe
Staked Bearing located on
the forward port side. Upon
further investigation and with
the aid of a boroscope, this
discontinuity was confirmed

LS Natalie Irvine (816 Squadron)

as best practice across aviation
safety systems. He was also
recognised for his innovative
and effective methods of
engendering a strong safety
culture throughout the unit.

It is also worthy to note that
PTS received an award and
we defer to Army to provide
information for those keen to
seek further details.

to be a crack running
approximately two thirds
around the circumference of
the bearing with a great deal
of flex being imparted to the
bearing.

ABATA Armbruster is
commended on his diligence
and keen eye during the
inspection process of the
airframe fittings. The areas
in which he was carrying out
these inspections are such
that discontinuities are hard
to find and this discovery
led to the replacement of
the affected bearing, saving
valuable man hours

LCDR Andrew Rohrsheim (AMAFTU)

By the end of the night, the ADF
had won numerous awards
and it clearly demonstrated

to the wider civilian audience,
that we indeed take safety
seriously and are continuously
improving our approach to
OH&S. It also confirmed to the
ADF (particularly VCDF and
HNPAR) that HMAS Albatross is
a leader in this field).

and the need for further
trouble shooting of the aircraft
system. Well done.

BZ ABATA A Armbruster.
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Bravo Zulu

723 Squadron SET

Maintenance Team Delta

AS350BA Squirrel

819 had been a
troublesome helicopter.
Some aircrew thought
the controls didn’t quite feel
right, others thought it was
fine and some just weren’t
sure. It was a very subtle
issue. Every now and then
819 would be returned to
maintenance for investigation
of a control mal-adjustment
only to be returned to flying
because no fault could be
found.

Working only from an
uncertain description “it just
doesn’t feel right”, Team Delta
commenced what turned out
to be quite a lengthy process
of elimination to locate

the cause of the problem.
Team Delta first eliminated
hydraulics, then the Main
Rotor Head and also the

SMNATA A Nadredre
808 Squadron

On 12 Sep 11 SMN

Nadredre, a recently
graduated trainee from
RAAF-STT, Wagga Wagga

and currently waiting to be
posted to MRH-90 Equipment
Application Course, was
being shown how to conduct
a Before Flight Inspection on
aircraft Poseidon 006. The AB
in charge of the evolution was
showing him what to inspect
on the main rotor head.

The inspection criteria for the
main rotor head is to look
for signs of obvious damage,
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main control servos as

the cause of the problem

through a series of ground

tests, measurements and
~ rigging checks. Team Delta

then conducted a visual
inspection of all the control
linkages and conducted a
range of movement check, yet
the cause could still not be
found.

After further investigation
Team Delta determined the
problem to be with the fore
and aft torque tube connected
to the cyclic, as this was the

final component to be isolated.

Gaining access to the torque
tube would take considerable
effort and time as other
components would have to be
removed first.

The fore and aft torque tube
was removed and the two
lateral bearings inspected.
There was a great sense of
professional achievement

security and locking and
evidence of fluid leaks.

SMN Nadredre showed

heightened situational

awareness that went
beyond the scope of the
inspection. He examined the
hardware that locks the nuts
that hold the blue main rotor
blade fold pins in place and
discovered that one of the
bolts was able to spin freely
using only finger force.

Even though the risk of an
incident occurring in regard
to this loose hardware is
minor it was a valuable pick
up and also inspirational

when it was found that one of
the bearings was corroded,
had been binding and was
therefore unserviceable. Team
Delta had solved the problem.

Team Delta replaced the
bearing and after only five
days 819 was returned to
the flight line, a considerable

work from an inexperienced
maintainer. The hardware
was subsequently replaced
and all follow on maintenance
conducted. SMN Nadredre

achievement given the
uncertain nature and
uniqueness of the problem.
This successful outcome

was only possible because

of the professionalism and
perseverance of Maintenance
Team Delta. A job well done.

BZ Team Delta.

is to be commended for his
vigilance and alerting his
supervisor to a potential
incident.

BZ SMN A Nadredre



CAPT D REILLY, RAN
HQFAA

As the decommissioning date
for 817 Squadron and its
venerable Sea Kings draws
near, perhaps a reflection

on their history and lessons
arising is timely. The Sea King
helicopters joined us in the
mid 1970’s and operated as
Navy’s premium ASW platform
throughout the 1980’s taking
over from the Wessex MK31B.
In this Anti-Submarine role
they were especially effective,
but perhaps they are better
known for their more dramatic
involvement in many and
varied responses to national
disasters such as fires, floods
and maritime rescues. These
activities have always kept
them in the forefront of the
public eye. Unfortunately, like
most aircraft types, the Sea
Kings have also had their
share of tragedy, with the loss

of several aircraft operationally

(e.g. Bamaga 1995) and
most dramatically the loss

in 2005 of ‘Shark 02’ at

Nias where all nine crew and
passengers were killed during
the humanitarian mission
following the Indonesian
Tsunami.

The Sea King leaves us with
many lessons, some related
to the maintenance of aging
aircraft, the sustainment of
limited supply pipelines and
the importance to Australia
of medium lift capability

in times of disaster. Most
telling though are the lessons
arising from the Nias tragedy
that have fundamentally
changed not only Navy's way
of maintaining and sustaining
our helicopter fleet but has
had an impact across all of
ADF aviation. Within the FAA

this accident has galvanized
operations, maintenance and
sustainment into a learning
organisation with a strong risk
analysis based safety culture.
It has also driven extensive
structural change. One of
many changes put in place
that have strengthened our
organisation has been the
re-emphasis on the Squadron
Quality Organisations (QO),
the strengthening of the
Quality Manager’s role and
the appointment of a Quality
Officer and introduction of the
Maintenance Safety Officer
function.

Similarly, the introduction
of externally conducted
Maintenance Health Checks

(MHC) by the HQ’s Aircraft
Maintenance Standards
(AMS) unit along with the new
auditing process across the
year by AMS, shows on-going
maturation. Importantly, the
establishment of my own
position as the Chief Staff
Officer Aviation Engineering
(CSO AE), reporting directly
to the Commander of the
Fleet Air Arm, in a revitalised
Headquarters, to provide
advice on the range of
engineering maintenance and
support issues affecting the
FAA, has been one of many
fundamental changes across
Naval Aviation. The CSO AE
role is in itself maturing —
and is soon to be CSO AES
(‘S’ for Support) and will

encompass broader ‘big L
logistics responsibility as the
HQFAA is restructured under
the Naval Aviation Continuous
Improvement Program (NACIP).

Fundamentally, these
organisational changes have
been matched by changes

to the level of supervision
employed on maintenance
tied to a revitalised external
auditing schedule through
AMS and Director General
Technical Airworthiness
(DGTA). Effectively, we now
apply a three tiered system;
Maintainer, Technical
Supervisor and Maintenance
Manager at the workface, and
replicate this corporately with
the Squadron QO, AMS and
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DGTA for auditing purposes.
We have also substantially
revised and defined guidance

and regulatory documentation.

Arguably this may not seem as
efficient as prior supervisory
systems employed by the FAA
but it is difficult not to see that
it produces a safer ‘product,’
and in turn one might argue
that safety equates to
increased sustainability — and
therein lays the efficiency
measure that really counts.

Having given us some hard
won lessons, the departure
of the Sea Kings makes way
for a future that promises to
maintain the FAA's traditions
yet press us into closer
alignment with the US Navy
and the Australian Army. The
unknowns will multiply as we
enter the brave new world of

Fly Navy
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amphibious operations — once
again launching aircraft from
‘Carriers’ with Navy’s purchase
of two Canberra Class Landing
Helicopter Docks (LHDs) and
from a new generation of
Destroyers — the Hobart Class
Air Warfare Destroyers (AWDs).

In some respects these
platforms will bring back the
old with the new; not only does
Navy have to learn how to deal
with large capital ships again
(the LHD’s being one and

a half times the size of the
Maijestic Class Carrier, HMAS
Melbourne) but also how to
operate so many helicopters
(and unmanned air vehicles?)
on a flat top vessel. Initiatives,
like bringing back the ‘Bears’
to handle the aircraftin a

new Aviation Support Branch
(AVN) will require re-invention

of the old skills once taken for
granted in most blue water
navies.

Integration of this branch into
existing and new squadrons
and the probability of
expanding their reach into
para-technical activities like
aircraft refuelling, brings with
it significant challenges. As will
the transition of maintainer
training from aircraft to a
simulator based approach
with both new aircraft types.

Couple these paradigm shifts
with the adoption of external
maintenance regimes (Army
and AA for the MRH90 and US
Navy for the ‘Romeo’) means
our current maintenance
systems and safety culture
drawing as they do from our
Sea King experiences, will be
stress tested and must not be

found wanting or incompatible
with our future.

To meet the challenges this
future presents, we must

not stop the continuous
improvement journey initiated
by the Sea Kings nor erode
our now proven culture of
embracing well considered
and effective change. In
essence, we need to keep our
eyes focussed well beyond the
15 Dec 11 when they cease
calling ‘chocks away’ for the
Sea Kings and realise that
these venerable aircraft have
provided us not only with a
rich history in the defence
and support of Australia but

a legacy of hard won lessons
that we can ill afford to forget.

We may well miss them when
they’re gone — but we will not
forget!




LCDR D FREW, RAN
HQFAA

There are a number of
common deficiencies that
regularly appear in Navy
ASORs. Unfortunately, this
results in a large amount of
the safety team’s time being
diverted into ASOR quality
control, rather than managing
the issues themselves. It also
creates a bad impression of
the quality of RAN ASORs as
many of these faults are not
corrected before an ASOR is
released. When this happens,
a judgement has to be made
on whether it is warranted
for DDAAFS to be engaged

to re-open an ASOR to tidy

it up, or whether to let it “go
through to the keeper”. All
ASORs are read by DDAAFS
staff and the One and Two
Stars on Airworthiness
Boards review every ASOR
for the type. Additionally,
Fleet Commander takes
great interest in ASORs.

The more common ASOR
errors that should be
corrected at the MASO/
SASO, Supervisor and CO
Review level are listed below.

Inappropriate Symbology

Do not use the # symbol
or apostrophes, quotation
marks or parenthesis or
square brackets in ASORs.

While it has no effect on
DAHRTS, when the ASOR
is transmitted to the world
through the Mercury system,
the # will often be seen

by the system as an “end
of message”. Therefore,
incomplete ASORs are
released. Quotation marks
are also not recognised, so
to avoid your ASOR being
transmitted with a heap

Common ASOR Deficiencies

of symbols, use the words
quote/unquote. Apostrophes
are also garbled by Mercury.
The following symbols are
the only ones allowed by
Mercury:?/-:().,;

INITIAL INFORMATION
Details

Often, the details required
when raising an ASOR are
missing or inaccurate. For
example, pertinent weather
information is sometimes not
included. For the aircraft tail
number, there is no need to
type in N24, as the N24 is
captured in the “Aircraft Type”
selection. Another area that
is often confused (because it
is not intuitive) is the “Aircraft
Involved” and the “Associated
Aircraft” in the “People

Involved” section of the ASOR.

The Associated Aircraft is
the one belonging to the
ASOR crew, while the Aircraft
Involved refers to other
aircraft (such as in a traffic
confliction). Don’t omit data
such as Nav lights, strobes
etc etc in the check boxes.

AC563s

Raising AC563s is mandatory
for any exposure or injury, and
for the most part this task

is completed as required.
However, there have been a
number of occasions where
the completion of an AC563
has not been annotated in
the “People Involved” data.
When reviewing ASORs, if an
exposure has occurred, check
the AC563 has been raised
and that the report number
has been included. Squadron
Safety Officers should be able
to assist in ensuring AC563

reports are complete and
properly registered. AC 563
are now electronic and are
to be completed on line.

Narratives Posing as
Analysis.

All of the information relevant
to an ASOR investigation
should be found in the
Analysis. Consequently, there
will always be repetition

of some, if not all of the
information in the Narrative.
The Narrative only needs to
be a brief summation of the
event (WHAT happened) and
should not try to explain WHY
things occurred (unless it

is an event). The Narrative

should not be used as the
basis for deriving investigation
findings. In an Event only, the
narrative needs to include
corrective actions. If there
are human factors involved,
such as errors, slips, lapses,
fatigue, pressure etc etc the
occurrence should not be

an Event, as casual factors
need to be investigated.

ANALYSIS

Superficial Analysis of
Incidents

This is something of a
tightrope for investigators. It
is important to not waste a
disproportionate amount of

Fly Navy
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time investigating an incident.
However, if human factors
or organisational influences
appear contributory, they
should be investigated as
these are the underlying
faults that will lead to other
occurrences. It is usually
pretty easy to identify WHO
did WHAT, but ask yourself
— “Do we know WHY? and
has this been investigated.”

Analysis Does Not Tell the
Whole Story

As stated, everything should
be in the Analysis. A reader
should not have to piece
together the Narrative,
Analysis, Findings and
Supervisors Comments

to get a complete picture
of an ASOR incident.

There should also be no
information that has been
left out because it was
thought to be unnecessary.
Likewise, do not make
assumptions about what
the reader (a non-squadron
person) might understand.

You should be able to read
the Analysis in isolation
and know everything

that needs to be known
about an occurrence.

Lack of a Sequence of
Events or Timeline.

A sequence of events or
timeline is not always needed.
However, for incidents which
have occurred over a span
of time, had the involvement
of one or more aircrews or
maintenance watches or
are more complex in nature,
a sequence of events/
timeline vastly improves

the readability of an ASOR.
This in turn improves the
understanding and lessons
that can be derived.

FINDINGS

Findings — Too Wordy and/or
Contains New Information.

Fly Navy
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Findings should be simple
one or two sentence
statements of fact

derived from the Analysis.
There should be NO new
information in the Findings;
everything learnt during the
investigation should be in the
Analysis. Ask yourself if your
Finding can be backed up (or
proven) by information solely
residing in the Analysis. A
good method of checking is
to note the finding in terms
of “... as indicated at Para

x of the investigation”.

CONTRIBUTING
FACTORS

Too Few or Incorrect
Contributing Factors

As a very basic rule of thumb,
each piece of Analysis

should have at least one
commensurate Finding (there
could be more). Each Finding
will often have at least one
Contributing Factor. As well as
a lack of Contributing Factors,
they are often incorrectly
assigned. For example, a
Contributing Factor of a
violation might be assigned,
when the analysis clearly
shows an error occurred due
to fatigue. Ask yourself the
question “Does the analysis
and findings justify or prove
the Contributing Factors?” An
extensive list of Contributing
Factors is in the DASM, Sect
3, Ch 8, Annex D, Appendix 4.

UNIT ACTIONS

Inadequate/Ineffective Unit
Actions

Not all ASORs require Unit
Actions or Recommendations.
However, there are times
when ASORs are processed
and either have no Unit
Actions, or only have a

Unit Action for education
purposes. If the ASOR has
revealed an underlying
problem with our structure,

processes, or culture, then
it needs to be properly
addressed. Ask whether
the Unit Actions and
Recommendations are
sufficient to prevent a
recurrence of the incident.
This is, after all, one of
the primary reasons for
the ASOR process!

Unit Actions for Education
That Don’t Include Other
Units.

As indicated in the previous
paragraph, if an incident
requires one Unit to provide
education on an issue, then
that information should
usually be distributed

Sqgn and flight-wide. You
are all flying the same
aircraft and face the same
issues! A single Unit Action
should be sufficient to
cover this requirement for
wide-spread education.

Unit Actions That Don’t
“Close the Loop”

Unit Actions are sometimes
signed off in the “Unit Actions
Response” with a comment
noting that the action
required “will be done”. For
example, the UA might require
a PIRR/AO11 to be raised,
and the response is closed
off saying the PIRR/A011

will be raised. This does not
close the ASOR loop as there
is no evidence that the PIRR/
AO11 HAS been raised, nor
that it has been accepted!
The Unit Action should
provide evidence that what
needs to be done to prevent
recurrence has been done.

In regards to PIRR/AO11s
specifically, we don’t wait until
a PIRR/AO11 has actually
been processed but it is
satisfactory in a response to
note the PIRR/AO11 number
and date submitted as
evidence that the procedure
has been enacted. The

ASSC will track the PIRR/
AO11 until NASPO accepts
it. It is then considered to be
tracked by another robust
organisation and the ASOR
can be closed iaw ASSC
Business Rules in ABR 5150.

Unit Actions That Do Not
Detail What Has Been Done

Sometimes Unit Actions
are simply signed off as
completed, but there is no
information to clearly show
what has been achieved.
For example, an action
that requires a “meeting to
be held between affected
parties to establish better
procedures” that is signed
off simply as “completed”
does not provide any
insight into what has been
undertaken to prevent an
incident recurrence.

Unit Actions That Are
Unachievable.

Unit Actions need to

be specific, timely and
achievable. For example,
following a Nowra airspace
incursion, it would be
pointless to raise a Unit
Action requesting a review
of Australian East Coast
ATC services. This is far too
broad in scope, outside of
our influence, and will never
be achieved. (A similar Unit
Action has been raised in
the past!). Such practice
effectively kills any chance
of processing an ASOR in

a timely fashion, because
it cannot be closed off.

Unit Actions That Are Poorly
Directed.

Unit Actions need to be
directed to a specific person
within a Unit who has direct
control over the issue that
needs to be addressed.
Poorly directed Unit Actions
do not get actioned, resulting
in ASORs remaining open too
long and corrective actions



do not get established
to prevent recurrence.

Aircraft Captains Failing to
Pursue ASOR Completion.

ASORs raised by aircrew
are the responsibility of the
crew captain to see through
to completion. Once raised,
ASORs are often neglected,
resulting in relevant safety
messages not getting out in
an appropriate time frame.
If a required investigation
timeframe cannot be

met, inform the FAASC.
COMFAA requires reasons
in writing if the seven day
notification is not met.

RECOMMENDATIONS

Recommendations not
appropriately assigned.

Recommendations are
tasks that are required to
be completed by agencies
outside of your sqn/

flt. This would include
organisations such as
NASPO, HQFAA or DSTO.

All Recommendations are to
be assigned to the FAASC,
who will direct them to the
appropriate agency via

the ASOR Hazard Tacking
Authority (HTA) function.

Recommendations not Acted
Upon

Recommendations by

the HTA are essentially
directives from COMFAA. If
you are the recipient of a HTA
Recommendation you need
to action it in an appropriate
timeframe, and complete the
information flow in the ASOR.

Inappropriate PIRRs.

If an investigation reveals

a procedure is unclear (or
wrong), and by substitution
test, other people would make
errors because of it, then

the publication clearly needs
amendment. However, if it

appears the incident occurred
due to complacency/laziness/
inattention/haste, and the
procedure itself is considered
adequate, then do not submit
a PIRR/AO11 for the sake of
appearing to do something.
This creates unnecessary
workload (particularly for
NASPO) when resources

are already stretched.

COMPLETING THE
ASOR

Supervisor Comments

Sometimes there is a
tendency for Supervisors to
rehash information in the
ASOR, or to try and “tie it all
together”, or even worse,
carry out a more detailed
investigation. There have
been instances where
supervisors draw assumption
or make statements that
are not evident in the
investigation. If a Supervisor
finds this is necessary, then
the investigation is plainly
deficient or lacks clarity.
There should also be no

suggested “fixes” introduced
in the Supervisors Comments.
If there is another or better
way to prevent a recurrence of
an incident, then it should be
sent back to the investigator
to include new Unit Actions

or Recommendations. There
should also be no new
information or hypotheses
presented; it should all

be in the Analysis and
Findings. Basically, if the
Supervisor has to do anything
other than comment on

the occurrence and the
remediation process, the
investigation is inadequate.

Reclassifying Keywords

It is always possible to change
the Keyword and even the
Title as more information
becomes available on the
circumstances of an ASOR.
Remember, failure to close
a door correctly may have
been originally entered

as material on suspicion
there was a problem with
the door, but it is inevitably

Human as the door was
simply not closed correctly!

Accuracy

Most of the above notes refer
to accuracy of information
entered into DAHRTS. The
principle reason this needs
to be addressed is that
DAHRTS has the capability to
store a tremendous amount
of data, which can be used
for trend analysis. As the
saying goes, “garbage in,
garbage out”. Currently,

the level of accuracy of FAA
ASORs is not sufficient to
confidently engage in any
truly valuable trend analysis
of our issues. Trend analysis
is often requested by higher
commands, but at present,
we are only able to offer a
subjective assessment of
where we think our issues lie
based upon what is reported.

Thanks to 92 Wg WASO,
SQNLDR (Ex LCDR) Pete
“Bong” Nelson for the
inspiration and input
into this article.
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LEUT A CLYNE, RAN
816 SQUADRON

As | intensely dislike the
overused saying ‘holes lining
up in the cheese,’ | will avoid
using this. However, | will say
that even though numerous
opportunities were available
to prevent the following from
occurring, it still unfolded to
its (thankfully) uneventful
conclusion.

| will commence with some
background to set the

scene for this article. HMAS
Melbourne returned from

OP SLIPPER in February of
this year, where it then spent
the next 5 months in the
FBE dry dock. Subsequently
her authority to operate
helicopters expired and as

a result the ship required

an Aviation Sea Safety
Assessment (ASSA) before she

Fly Navy
Fly Safe

could recommence helicopter
operations. The ASSA
successfully took place on the
20 Sep 11 (9 days before the
following event) and this was
the first time HMAS Melbourne
had operated with an aircraft
for over 6 months.

During the 3rd week of the
Ship Qualification Trials, Tiger
70 was tasked to launch for

a local navigation exercise

in the vicinity of the Eastern
Australia Exercise Area. Whilst
the weather wasn’t CAVOK,

it was VMC with 35 knots

of wind over the deck, sea
state reaching 4 at times

and the ship pitching up to 2
degrees and rolling 10. These
conditions were by no means
severe, however for an aircraft
captain (AC) with a total of

2 weeks embarked flying
experience and a general
perception that achieving alert
timings were the aim of the
game, it could be considered a
trying situation to be in.

After the aircraft was traversed
from the port hangar onto the
flight deck, rotor blades spread
and the aircraft secured in the
Rapid Securing Device (RSD),
the brake rider in the aircraft
applied the brakes, as per the
Landing Safety Officer (LSO)
checklist in addition to short
term lashings being applied. It
was at this point, that due to
the movement of the aircraft
from the ship’s pitching and
rolling motion, the brake rider
asked if the brakes should

be released based on the
groaning noise emanating

Beams Open, Green Deck, Lift

from them. The marshaller
gave the ok. With the aircraft
now in what was considered
to be a releasable state, the
crew conducted their usual
pre-flight inspections and

the AC accepted the aircraft
from maintenance. | should
highlight here that unlike other
embarked helicopters, when
the Seahawk is secured in

the RSD, it is not immediately
apparent whether the brakes
are applied, as the RSD itself
restrains aircraft movement
with the beams locked closed.

The aircrew strapped into the
aircraft, started up, completed
all their checks (or did they?)
and gave the ‘on deck’ call

to the LSO. The message

was passed to the bridge

that the aircraft was ready to



launch. After the chains were
removed, the RSD beams
were opened and the LSO
called “Beams open, green
deck, lift”. As collective was
raised, the aircraft rolled
forward within the RSD as the
ship pitched down, causing
the Recovery Assist Secure
and Traverse (RAST) probe to
impact the front of the RSD
beams. The AC continued
pulling in collective to lift from
the trap with the application

of aft cyclic, causing a slight
aft pitch up as the ship
simultaneously pitched
upward. The probe cleared

the beams and the aircraft
flew clear of the deck without
further incident. Once airborne
and after carrying out the after
take-off checks, it was realised
the aircraft park brake had
been left off.

What caused the aircraft

to launch without the park
brake on? How did it get to
this scenario? What were the
potential implications and how
could this have been avoided?
| will discuss these matters.

Crew experience and
perceived pressure - With the
AC having limited exposure

to embarked operations and

it being only the first week

at sea after completion of
embarked flying training, it
was noted the AC felt pressure
to have the aircraft off the
deck in a timely manner. This
potentially attributed to the
omission of the checklist item
discussed below. It has to be
said that efficiency comes with
time and experience; however
we know only too well that as
aviators we strive for this goal
immediately.

Checklist omission - Whilst
carrying out the pre-start
checks IAW the Flight
Reference Cards, ‘park brake
— reset’ was omitted. This

checklist action, and the
associated caption on the
front centre console were

both missed by the crew. This
highlights the need for all crew
to think about where they are
and what the flight regime
requires from a systems

point of view. Though not
explicitly written anywhere

to specifically check for the
brakes caption, a diligent crew
member with extra capacity
should attempt to maintain a
critical eye for anything out of
the ordinary.

The second checklist omission
arose from the LSO traversing
checklist which includes the
line ‘Aircraft Brakes — On’.
The marshaller’s decision to
remove the brakes, needed to
be referred to the LSO, as it is
in contradiction to SOPs. The
decision to remove brakes was
based on previous experience
with the aircraft secured in the
hangar (and IAW ABR5419).
On the deck, however,
requirements differ and

this highlights again where
lack of recent experience

may have attributed to this
incident. LSOs conducting
deck evolutions need to adopt
the role of safety officer and
supervisor, watching diligently
for anything unexpected. Of
note, the LSO in this instance
was under supervision at the
time. In this case, an aircraft
rolling forward in the trap
should have promptly been
passed to the aircraft. At the
time however, the student
LSO under instruction was
likely task fixated and again,
lacking experience. Also worth
mentioning, on this particular
FFG, the person on headset
instructing trainee LSOs are
unable to speak directly with
the aircraft’s crew; only the
LSO on the main headset can
do this.

Communication Breakdown
- At no point throughout

the incident was anything
communicated regarding

the brakes being released,
between the time they

were released by the brake
rider and the time the

aircraft attempted to get
airborne, when the left seat
crewmember identified the
forward motion. In these
circumstances the LSO, Flight
Senior Maintenance Sailor,
Flight Commander or the
aircrew needed to be informed
of a decision made against
checklist actions, or even

just an abnormal situation.
Additionally, the LSO had the
opportunity (and the instructor
if the headset permitted) to
inform the aircraft on first
realisation of an abnormal
situation.

Ultimately this incident
highlighted to all parties
involved that:

e Communication is
paramount — simply telling
someone can sometimes
prevent the unlikely (you
don’t always know what
you don’t know). Whilst
the majority of small
abnormalities will not affect
operations, we don’t have
the luxury of identifying
beforehand those that will.

Priorities are always a
balance of safety against
efficiency

Where possible, allow time
to gain experience in the
evolution at hand before any
specific timings are aimed
for, particularly during pre-
workup periods

Follow checklists to the
letter, know them and apply
critical inspection to routine
checks

Avoid task fixation; think
outside the box and always

Once airborne
and after
carrying out the
after take-off
checks, it was
realised the
aircraft park
brake had been
left off.

ask yourself: what could | be
missing?

* Understand that although
your actions may be well-
intended, they need to be
IAW publicised SOPs. If
not, seek approval prior to
proceeding.

It is always easy to analyse
what unfolded with the benefit
of hindsight. Despite what
happened and what has

been written about here, it
needs to be understood that
whilst the Seahawk aircraft

is secured in the RSD, there
is little danger of movement.
In more significant weather
conditions and with an over
zealous response, significant
cyclic inputs may place the
aircraft in an unsafe position,
but that's what the AC gets
paid the big bucks for and in
the end, they make that call
whether to lift or remain in the
comfort of the RSD. The aim
is to prevent and avoid getting
to this decision. Perhaps now
having read this, you could
change just a little bit how you
do business

LEUT Clyne is awarded
a $100 cash prize for
his article submission to
TOUCHDOWN magazine.
Congratulations
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PO L CARTER
FLT3
HMAS MELBOURNE

“Action Seahawk, Action
Seahawk”. The all too familiar
pipe echoed over 1MC,
triggering an almost automatic
response. Everyone knew their
jobs and what was expected of
them. Like clockwork, we went
about our business of getting
the helo out of the hangar, off
the deck and out for another
surface search sortie in
support of JTF633 operations.

Seahawk Flight Three
embarked onboard HMAS
Melbourne (then CMDR Mick
Harris) during the second
quarter of 2010, in preparation
for rotation 24 to the Middle
East Area of Operations
(MEAO). Throughout a rather
disjointed and extensive
workup process, HMAS
Melbourne sailed for Bahrain
on 16 Aug 10 for the six month
deployment.

Having never been
operationally deployed before,
| was looking forward to the
challenge and knew we had
some work ahead of us. Slowly
the days turned into weeks,
and time seemed to just go

by the wayside. The monthly
patrols allowed the opportunity
to forget what day it was and
settle into a routine consistent
with command objectives.
Whenever we visited a port

for re-supply and respite,

the opportunity was taken to
get out and enjoy the sights,
sounds and food the local
cultures had to offer; and to
unwind from the daily grind
experienced during the patrols.

After having flown 372.4
Airframe hours (AFHR) in
theatre with a serviceability
rate of 86%, it was becoming
evident that the numbers
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Enough is Enough...
Knowing When to Say No!

were starting to take their toll
on the maintenance team.
After accounting for all the
maintenance team man-hours
logged during the in-theatre
operations (near on 15000,
equalling approximately 40
Man-hours for every 1 AFHR)
it was clear that we (as does
every maintenance team
deployed on operational
service) had been working to
the limits and beyond when
operationally required, for quite
some time.

All of the warning signs that
fatigue was taking its toll were
slowly becoming more evident
- irritability, basic mistakes,
clumsiness ... the list goes on.
At times, situation pending,
being too motivated to succeed
can be detrimental as people
become output driven and
tend to lose sight of the bigger
picture. The biggest challenge
was being able to recognise
the signs and effects of fatigue
in myself.

It had been a long deployment
and after OUT CHOPPING on

19 Jan 11 with the end nearly
in sight, the team had started
to cast their minds away from
the mission at hand and
towards their post deployment
leave plans. It was a dangerous
mix which came to the fore
during an afternoon of deck
work, where little went right,
personalities clashed and
tempers hit boiling point.

It was then, after consultation
with flight senior sailors, that

| made my opinion known to
the Flight Operations Officer
and in turn, the Aviation
Safety Officer. We were feeling
the pressure to complete a
flexi-phase service prior to
return to Australia, whilst still
trying to achieve an in-theatre
rate of effort in support of a
commitment to meet flying
training requirements for
Squadron trainee aircrew. With
a tired maintenance team and
AT trainees embarked for the
transit home, | felt we were
heading towards a serious
incident...or worse.

| was informed | wasn’t the

only one who had shared these
concerns; a command decision
was made to scale back the
rate of effort which led to a
reduction in maintenance
hours required. This was in
order to give the team more
respite and a chance to regain
focus on the end goal of seeing
not only ourselves, but the
aircraft safely returned to our
parent Squadron.

The right decision was made to
knock it off. No one likes to be
“that person” but sometimes
it takes courage and integrity
to speak up and say no,

rather than to sit idly by on

the sideline and ignore the
bigger issue. The safety of our
personnel and aircraft should
always be at the forefront of a
supervisor's mind and must
never take a backseat in any
instance, regardless of rank or
experience.

PO Carter is awarded a $200
cash prize for his article
submission to TOUCHDOWN
magazine. Congratulations




LCDR J DOLAN, RAN
HQFAA

Through the headsets came
the quiet electrical buzz of
a generator winding down,
which comes during the
normal shutdown of an
engine.

Generator wind-down? Shut
down? A confused look was
exchanged with the pilot. This
should not be happening!

Our location was about 130
nautical miles WNW of Darwin
at about 500 feet. We were

in a Grumman S-2G Tracker
on the homeward leg of an
Operation SEAWATCH patrol,
looking for refugee boats
between Darwin and Timor.

We had just completed the

Seawatch Engine Failure

after take-off checklist on
climbing to 500 feet after
descending to get the name,
details and photographs of a
boat we had detected.

A quick check outside
confirmed the starboard
engine was running down.
We quickly checked all the
selectors (throttles, mixtures,
fuel etc) were in the correct
position for normal operation.
The engine failure checklist
was completed. Without any
secondary indications we had
no idea what had caused the
failure, but fuel contamination
was in the forefront of our
minds.

A Mayday call was made and
was impeccably acknowledged
by the RAAF Air Operations
Communication Centre (AOCC)
at Darwin. The pilot decided
he wanted to have a little
more altitude margin (ie he
wanted to be further from the
water). Normal and fast climb
power settings provided little
response. After discussion it
was decided that we would go
to “Take-Off Power” (maximum
power) for the two minute
limit. At the end of the two
minutes we had managed to
climb a dizzy 300 feet to be

at 800.

The long trek to Darwin was
underway.

The next curiosity was single
engine cruise performance.
By the flight manual at a little
more than normal cruise
power setting airspeed should
have been about 115 knots
with about a 650 pounds/
hour fuel burn. The power
setting required on this day to
achieve only 109 knots was
using fuel at the rate of over
900 pounds/hour. Fortunately
fuel quantity was not an issue.

The lower speed and

higher power setting made
directional control even more
difficult than usual in an
asymmetric Tracker. Both the
pilot and | shared the rudder
pedal load and had our seats

Fly Navy
Fly Safe



adjusted to have our leg
locked for the rudder pedal.

About an hour later we finally
neared the 25 mile approach
control zone of Darwin.
Emergency was selected on
the IFF and the approach call,
prefixed by “Mayday” was
made. The response from
Darwin Approach was not as
we expected - they had no
idea we were an emergency
aircraft!

Two Boeing 727 regular
public transport (RPT) aircraft
inbound from Mount Isa
were told to hold at 30,000
feet. Noting it would take us
about 15 minutes to get to
the airfield we suggested the
RPT aircraft be permitted

to continue approach.

This was met by two very
appreciative responses from
the 727 crews. They were
disembarking passengers
when we finally landed.

We continued to landing
with a rolling exit from the
runway but did not clear the
landing area due to the need
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to stop due to the loss of taxi
directional control. The runway
was closed for 10-15 minutes
until we were towed clear.

Three questions immediately
arose from this incident. What
caused thefailure? Why was
the aircraft performance so
poor? And why was Darwin
Approach unaware of our
emergency condition?

The engine failure was caused
by the shearing of the fuel
pump drive shaft. In theory
we could have restarted

the engine and run it on the
auxiliary fuel pump, however
the flailing drive shaft could
have caused damage, and
possibly a fire in the engine
nacelle. The Tracker did not
have any fire extinguishing
system.

The engine that carried
(dragged?) us home was

due for a service (250

hourly | recall) the following
week. After the post-service
run the engine was made
unserviceable and replaced
because of low power output.

As | mentioned above the
initial Mayday call was
responded to impeccably

by the AOCC operator. What
we did not realise in the
aircraft is that the operator
(who had flown with us on
several occasions) was then
overwhelmed by the situation.
The AOCC supervisor had

to stand-down the operator
and take over their position.
In the related confusion

the supervisor forgot the
procedure to inform the
RAAF Darwin ATC operations
room, but did tell the Tracker
detachment duty officer.
AOCC continued to maintain
our communications until

we handed off to Darwin
Approach. Noting that the
detachment office, RAAF
operations and AOCC were
all located in near vicinity it
was surprising that the ATC
Operations Officer did not
pick up the event by osmosis.
The combination of the IFF
emergency selection and the
call prefix immediately alerted
the Approach controller

of the aircraft state as we
approached his zone.

In this case all turned out
well. What would have
happened if we had taken

a swim? The detachment
maintained a second standby
crew that were recalled

and waiting any further
outcome. A spare aircraft
was prepared most days
unless prevented by routine
maintenance requirements.
Also at that time there was
an Air Force C-47 Dakota and
crew permanently stationed
at RAAF Darwin for various
duties including search and
rescue. After location the
rescue itself would no doubt
have been effected by a
Darwin based patrol boat or
local trawler.

FASO Comment:

We are better now in
recognising that CRM does
not only involve the crew
inside the aircraft.



CPO S WAKE
AMAFTU

With a career spanning in
excess of 20 years, | like
most Aviation Technicians,
had never set foot within the
Aircraft Maintenance and
Flight Trials Unit (AMAFTU).
In my eyes they were just
people with orange lanyards
who would take our aircraft,
throw more orange stuff in
it, and then if we were lucky,
return it serviceable! What

| didn’t understand is that
these same people had
probably been preparing for
each trial months in advance
and the huge report that
inevitably follows defines

Are You Up For The Challenge

the limits for how Squadrons
operate. In essence, they
were challenged with a task
and were innovative in their
approach and at all times
safety was the highest priority.
As | now approach the end of
my AMAFTU posting | thought |
would take the opportunity to
provide some insight into life
as a maintainer at AMAFTU.

On top of the relatively
familiar maintenance tasks,
AMAFTU also do design work
under the NASPO Engineering
Management System,

driving engineering decision
making down to the shop

floor. This design process
culminates in the creation of
Non Standard Modifications
(NSMs) and involves all

the maintenance team in
the design, development
and even construction of
trial equipment and the
maintenance instructions to
fit equipment to both aircraft
and ships. This process
draws heavily on core trade
knowledge (some not utilised
since initial training!) and
specific aircraft experience.
The tools, fabrication and
test equipment available to
facilitate this are second to

none, as AMAFTU has or can
source equipment to meet
almost any requirement. This
process also involves robust
risk mitigation and safety
focus to ensure that both

the trial and the subsequent
release to service are as safe
as possible.

Each First of Class Flight

Trial is a very complex task
and whilst most people are
aware that AMAFTU uses
instrumentation in the
aircraft, very few are aware
that we also instrument the
ship. This activity commences
with a ship survey to ensure
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a smooth fit for our sensors
and on return, it’s straight
into the design, manufacture,
and liaising with the relevant
Squadron to ensure all
aspects (including the
aircraft’s configuration) are
checked and in readiness for
the trial.

On the aircraft front, it's
critical that AMAFTU and
Squadron maintenance
teams work together for

the install, calibration and
checkout of the numerous
sensors to ensure everything
is working as planned. When
inevitable program changes
or unplanned maintenance on
both the aircraft or ship occur,
it’s time to exercise those
skills in communication and
diplomacy! Regular briefings,
direct handovers and asking
the obvious questions all help
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reduce the likelihood of an
incident. Given the number
of people involved in the trial
and the non-standard nature
of the maintenance activities,
there is always potential to
miss something.

After all this we get out to sea
and the real work begins. We
test the limitations through
our people, machines and
environment. Throughout the
trial we chase the conditions
that will ultimately give the
aircraft a Ships Helicopter
Operating Limit (SHOL). That
usually means good winds
and rough seas! Whilst this is
predominantly in the Aircrew
domain, the teamwork
between the ship, flight and
AMAFTU personnel continue
to ensure everything remains
serviceable and as much
information as possible is

recorded about the Ship /
Helicopter interface. It's not
just the wind, pitch and roll
we’'re testing, it's the everyday
tasks of life at sea such

as maintenance activities,
access to stores, damage
control and embarked
aviation life in general. Again
communication and flexibility
are paramount.

On return to NAS, with
another successful trial over,
the work for both AMAFTU
and the Flight maintenance
team are far from finished.
The aircraft and ship need to
be de-instrumented and the
ship de-stored. This is another
time where the probability

of maintenance incidents
heightens. As the adrenaline
runs down and fatigue creeps
in, vigilance is imperative

to ensure human factors

are managed to prevent
incidents. With everything
finally stowed the time has
come to regroup and then
prepare for the next task.

AMAFTU is a unique

place, one, that from a
maintenance perspective,
has you employing your trade
knowledge and experiences
to assist in the various

trials AMAFTU conducts.

The maintenance facility

and working environment is
second to none and is a job
like no other in Naval Aviation.
Couple this with working

in a close knit team of test
specialists and engineers and
the rewards are significant.

| will remember my time at
AMAFTU fondly and take with
me many valuable lessons.

Are you up for the challenge?



LEUT L SHERWIN, RAN
5TH AVN REGT

Acculturation to the work-
domain and habituation to
warning signals is not meant
to imply that an investigator
can normalize the behaviour
from a few across an entire
workforce, but it does mean
that the idea of changing
the person involved in an
incident or accident may not
necessarily alter either the
trajectory or the outcome of
it. Yet this is the implication
when assigning fault or blame.
The premise for this is that the
acculturation of an employee
needs to be considered
within the context that it has
occurred after their critical
neurological development
period.

During formative years,
development of the central
nervous system shapes future
abilities and idiosyncrasies,
with further neurological
modification to our information
processing arising from
work-domain experience and
skill acquisition. Short of an
investigator performing a
series of medical experiments
on his/her witness, the extent
of either critical development
or work-domain modification
is an unknown factor. This
highlights the problem
associated with either inferring
blame on an individual for

an error or attempting to
normalize an individual’s
behaviour to the rest of the
workforce. Both approaches
ignore potential interactions
between neurological
modifications from individual
experience and those from
work-domain acculturation.

Any notion that our differences

A Question of Context:

are only skin-deep is simply

a fallacy. As an example, in a
1997 study the human visual
cortex was discovered to vary
in size between individuals by
over 100% in the examination
of 15 neurologically normal
brains (Andrews et al., 1997).
The importance of this for
our visual system is that our
retinas do not receive a 3D
image of the world; they only
receive a 2D presentation that
is subsequently converted
into 3D by our visual cortex,
which then passes the
information on to other
neural structures for further
processing (Purves et al.,
2008). Similar size variations
have been discovered in other

sensory and motor cortices
of the human brain (White
et al., 1997). Given that the
density of nerve cells does
not vary significantly between
individuals within these
specific brain structures, it

is possible that these size
variations lead to significant
differences in sensory and
motor output (Andrews et al.,
1997; White et al., 1997).

These sensory and motor
cortices provide input to

our association cortices,
which are responsible for
attending to environmental
stimuli, identifying the nature
of the stimuli and selecting
and planning behavioral

PART 2

responses; commonly referred
to as cognition (Purves et

al., 2008). Therefore we

do not actually experience

the world as it really is, we
construct it from our senses
and our knowledge, which
varies from person to person.
And consequently Purves
(2010) suggests our brains
use a probabilistic model of
information processing based
upon our own inferences
about the most likely state

of the world. Hence, our
perception is our reality, and
we are all capable of providing
different versions of it. This

is where we encounter the
problem of context.
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A safety
investigation
report should be
based upon fact
and opinion,
because a
report that is

all fact and

Nno opinion

will not make
sense, and a
report that is all
opinion and no
fact will not be
credible.
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It is an attractive option for
professions to normalize the
expected behaviour of colleagues
based upon a limited number

of learnt responses to a limited
number of trained for scenarios,
because it facilitates trust,
cohesion and group affiliation.
However, human work in a
dynamic environment is not
always a matter of simple
dichotomous choices with a clear
preview of the outcome as often
occurs in training (Dekker, 2002).
There is always the opportunity
for dissociation between data
availability and data observability
leading to similar outcomes from
dissimilar causes (Dekker, 2002;
Gordon, 1949).

Therefore the context for a
witness may not be the same

as for an investigator, and
consequently the need for an
investigator to establish the
context of the situation from

the perspective of the witness.
The argument; if there’s nothing
wrong with the system, then
there must be something

wrong with the person; is itself

a logical argument, but not
necessarily a factually truthful
one, since logical and factual
arguments are not necessarily
the same. A prominent example
of the problem of context and
institutionalized beliefs came
from a team of researchers

that investigated the notion of
normality in psychiatric hospitals
in the US some 40 years ago. The
following paragraph is an extract
from Rosenhan’s (1973) paper:

The researchers entered 12
hospitals under the pretence of
demonstrating mild symptoms of
depression. All except one was
diagnosed with schizophrenia
upon admission. Upon gaining
entry they all ceased simulating
symptoms of abnormality and
spent their time engaged in
normal conversation with hospital
staff, other patients and taking
notes of their experiences.

They initially attempted to take
notes in secret, however this
proved unnecessary as the

staff diagnosed their writing as
an aspect of their pathological
behaviour. Their length of stay
varied from 7 to 52 days, and
despite engaging in normal
behaviour throughout their length
of stay they were all released
with a diagnosis of schizophrenia
‘in remission’. None were ever
declared sane, however some of
the other patients did suspect
them of being sane. Following
this experiment Rosenhan set
up another experiment at a
teaching hospital, where he
informed the staff that over a
three-month period pseudo-
patients would attempt to gain
admission. The hospital staff
subsequently identified 41
suspected pseudo-patients from
the 193 admissions over the
period despite the fact that the
researcher had not arranged for
any pseudo-patients to attempt to
gain admission.

Therefore, it would seem our
diagnosis of a situation could

be primed by our own workplace
culture; and context can vary
significantly depending on
situational factors and our own
perspective. This could apply
equally to an investigator during
post-incident analysis as it

does to a witness at the time of
incident. A safety investigation
report should be based upon fact
and opinion, because a report
that is all fact and no opinion will
not make sense, and a report
that is all opinion and no fact
will not be credible. A report
should clearly state what is fact
and what is opinion, and when
formulating opinion investigators
should be careful not to enter
into the psychologist’s fallacy by
substituting their own context
for that of the witness (Dekker,
2002). Judging the system rather
than the person will improve the
probability of capturing latent
problems; this leads to more

effective remedial actions and
maximizes trust relations.

Postscript

Although CMDR Spurgin’s
original article was directed at
maintenance investigators, this
one is directed at the aviation
system as a whole. Since

initially drafting this article the
flight data recorder (FDR) for

Air France (AF) Flight 447 has
been recovered from the Atlantic
Ocean some two years after the
crash. Hopefully anyone who has
followed the recent FDR findings
from Flight 447 can identify
them with the problems of data
interpretation discussed in this
article. Despite the advances in
aviation technology, according to
‘Curt Lewis and Associate’s’ Flight
Safety International magazine,
loss of control remained the
leading cause of major hull losses
for the airline industry over the
last decade.
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LCDR T SMILLIE, RAN
723 SQUADRON

Flying Instructors are warned
about this phenomenon on
course, we talk about it with
each other but every now and
then it manages to catch us
out. It caught me out big time.

Back in 2003 we embarked
in HMAS Arunta for a training
Detachment to complete the
Deck Landing component

of Pilot and TACCO Seahawk
Operational Flying Training.

The plan was to embark in the
waters off Fremantle and carry

out our training during transit
north along the Western
Australia coast to Darwin.

We were all looking forward
to getting the training done
and maybe have some spare
sorties to explore the north
west part of Australia, one of
the few parts of the country |
had not visited.

| had two pilots and one
TACCO to qualify so | decided
to get going with the training
during embarkation. | took
one of the pilot students in
the right seat. He was an
experienced pilot with many
hours flying the UH-1H with
the Army and was a Qualified
Flying Instructor.

We had a pretty good sortie
introducing him to deck
operations in the S-70B-2
Seahawk including Free Deck
and RAST landings. Overall
he performed well, as | would
expect from a pilot of his
experience. We embarked all
our personnel and equipment
as well as managed to
complete a syllabus sortie -
day 1 a success.

The next couple of days found
us sailing headlong into a

Lulled into a False
Sense of Security

storm which put the deck
out of limits. So as all good
aircrew do we took over the
Wardroom and caught up on
all the movies we could get
our hands on.

On the third day the weather
was starting to abate so

we prepared to go flying. |
decided to continue with
training the pilot | had started
off during the embarkation,
he was keen and had not
suffered too much during the
last couple of days of rough
weather. The ship was still
moving a bit but within deck

limits so we decided to start
with RAST landings.

| was confident that the
student pilot would handle
the conditions because of
his performance during the
previous session a few days
before.

Briefing and deck
preparations all went to plan
and we were ready to go, deck
still moving a bit but within
limits. The ship’s CO was not
willing to maneuver much

as the weather had slowed
him down and he still had to

Suddenly the
ship pitched
nose up, the
student pilot

thought we were
going to hit the
hangar door and
pulled aft cyclic
then lowered
the collective

Fly Navy
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What could | have done
differently?

Were the conditions
suitable for training?

Was the student up to it?
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get to Darwin on time. So we went on
what | thought was going to be a routine
training sortie.

All checks were completed and, with few
encouraging words from me, we went
for a RA landing. Approach to the hover
was all good with the hovering over the
deck a little rough, but so was the ship’s
movement. A couple of words about
scanning the horizon seemed to help.

We were hooked up to the messenger
cable and then received the reassuring
voice of the LSO “Raise the Messenger.”
At this stage | had my eyes down looking
at the RAST panel on the centre consol
activating a switch and looking for four
green lights and relaying that to the
flying pilot. During this time he was still
having a little bit of trouble maintaining
an accurate hover over the deck. | tried
to help out by telling him to relax but

I’'m not too sure if this penetrated his
concentration bubble. He then called
for “Hover Tension“ and the LSO put
pressure on the haul down cable to help
stabilise the hover over the RSD.

The student seemed to be handling
everything OK at this stage and called
“Ready to Land.” There was a short
delay while the LSO applied maximum
tension on the haul down cable.

Suddenly the ship pitched nose up, the
student pilot thought we were going to
hit the hangar door and pulled aft cyclic
then lowered the collective. During all
that | feel a vibration | have never felt
before, sort of like droop stop pounding
-then we are on deck. It's all over in an
instant. There’s silence in the cockpit
while we assess just what happened,
plus a bit of confusion. The LSO then
let us know that all is not well with the
aircraft. We have suffered a main rotor
blade strike on the tail boom.

| was very annoyed with myself as

we secured the aircraft to the deck
and shut down. | got out and went
into the hangar to be by myself for a
while to collect my thoughts. Once |
had gathered my thoughts | told the
student it wasn't his fault, | should
have prevented this sort of thing from
happening. Then | had to start dealing

with the aftermath of a serious incident.
The Commanding Officer of the ship
and the Commanding Officer of the
Squadron were both very good about it,
and | was grateful for that.

| did a lot of reflection during the next
few days on transit to Darwin with a
broken helicopter in the hangar. What
could | have done differently? Were the
conditions suitable for training? Was the
student up to it? Were we suffering from
motion sickness? What | concluded

was that | was a bit too complacent.
What influenced my complacency was
the experience of my student, who had
lots of hours and was a QFI. He had
displayed to me that he was capable of
carrying out deck landings on the same
deck, in the same aircraft in similar
conditions. Should | have been guarding
those controls more closely? That brings
up the eternal quandary of the flying
instructor - control ghosting. How close
do we monitor the controls? We have all
heard the stories of students who look
for a reaction in the instructor before
starting their flare during autorotation
landings, or the instructor who actually
starts the control input.

As military flying instructors we have

to train as realistically as possible and
to a certain extent let students make
mistakes to learn. However, we have

to manage the risk in achieving that
training. On this occasion | should have
been closer to the controls. | should
have made an input, | was caught out. |
could have prevented all of the damage,
debriefed the student then let him have
another go. Later | might have been able
to explore the north west of Australia.

FASO Comment:

A quandary for all instructional staff

is when to intervene. Perhaps this
article can stimulate more articles by
instructors who have averted disaster
by intervening at the right time. Articles
do not need to be lengthy, warries or
filled with action. This is your magazine
to relay safety information that is
pertinent to your employment. Make
use of it as a free educational tool.



LSAJ INGLISH
817 SQUADRON

RCCSDAD. Familiar? This is
briefed by all Navy Aircrew
prior to flying. Recognise,
Control and Contain, Check
for dangerous indications,
Achieve Safe flight, Diagnose,
Actions, Decision. All very
simple stuff, a mnemonic
designed to assist aircrew
during an aircraft emergency.
However, when we find
ourselves involved in high
workload situations do we

all follow these SOPs to the
letter? If not why not?

Hindsight is a wonderful
thing. | am sure every reader
has experienced this many
times before. The saying ‘In
hindsight’ is one of those
commonly used expressions
when people acknowledge
the fact that they are not
perfect individuals, and that
errors, mistakes and poor
judgement could have been
avoided. These times, when
reflected upon, sometimes
make you feel silly, ashamed,
lucky and thankful. But
regardless of how it makes
you feel, at the end of the day
you will have learnt something
new and hopefully you will not
take the same course again.

| had one of these
experiences whilst supporting
a Medical evacuation
operation on Lord Howe
Island in which | was an
Aircrewman in Sea King 921.

The call from Headquarters
was received by 817
Squadron Operations cell

at around 1230 PM on the
afternoon of 17 May 11. The
initial report was that the
Squadron had been tasked
to support an urgent Aero

RCCSDAD

Medical Evacuation (AME)
of an injured hiker on the
summit of Mount Gower,
Lord Howe Island some 318
nautical miles (nm) off the
NSW coast. As minutes ticked
by, details gradually filtered
down that the patient had
broken his lower leg and the
situation was dire with no
ground evacuation possible
due to steep terrain.

The decision was made to
send two Sea Kings to assist
with the hiker’s evacuation.
With 817 Squadron having
just completed an impressive
five ship formation flight that
morning the mood was high
and everyone was eager to
assist in this rescue effort.

To save you from the dry
moment-by-moment chain of

events from HMAS Albatross
to Lord Howe, the final plan
was to fly to Port Macquarie
for the night and continue the
next day in a refreshed state
for the mammoth 360nm
overwater transit. Upon
reaching our destination
after a quick refuel, out with
passengers (pax)/gear and

a brief by local emergency
personnel and we were to be
on our way again.

The one thing | can say about
any over water transit of

that length is that | would
personally rather listen to the
Wiggles’ song ‘Hot Potato’ on
repeat for 3 hours instead

of sitting thinking about the
‘what ifs’ ‘what if we had a
caption illuminate’ or ‘what if
we had the smell of smoke in
the cabin’. These are clearly

not the best things to have
racing though your head
when you are in the middle of
nowhere.

Both aircraft 921 and 907
left the airport at Lord Howe
and headed for the extraction
point. Several orbits were
conducted of the area trying
to ascertain the exact position
as the ridgeline was rugged
and visual clues were non
existent. This changed when
orange smoke appeared from
the scrub canopy signalling
the spot, with several little
faces peering out from below.

It was now evident that this
location would leave the pilots
with little visual references

in the hover. To make things
worse bird life was now very
much awake and trying their
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It was not

until the heart
had stopped
pounding that |
thought about
the events

that had just
occurred and
that something
strange had just
happened.
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hardest to scare the pants off
of us at every opportunity. We
then knew at that moment we
were in for a challenge.

Shark 907 made the first
approach and lowered down
their wireman through a
narrow gap in the scrub
canopy to the steep ridgeline
below. The patient was then
transferred to a Paraguard
Stretcher and the team
briefed for extraction.

The ‘ready’ call came through
the circuit and my aircraft
Shark 921 was sent into the
scene to effect the extraction
of the casualty and doctor
via double lift wireman. The
evolution was challenging,
exciting but straight forward
and the two pax were then
taken back to the airfield for
an awaiting medical team.
Shark 907 then extracted a
further 4 pax and all their
gear via Billy Pugh rescue
net. They then retired back
to the airfield to hold a rotors
running standby for Shark
921 which was now back in
transit to the scene to lift the
last 4 remaining search team
personnel.

Nearing the end of what
turned out to be a busy day
Shark 921, for the final time,
came to the hover over the
extraction point and double
lifted the last 4 pax into

the aircraft cabin and then
as Shark 907 had done
previously, and raised the
ground equipment via the Billy
Pugh net to the rear cargo
door; this is where things
changed and | gained my
valuable learning experience.

Once the net was located at
the rear crew door the control
of the winch was transferred
over to pilot’s winch control to
enable my wireman and | to
man-handle the large, heavy
and bulky net to the rear of
the aircraft. | then gave the
command of ‘Pilot winch

out’ and no movement of the
winch wire was observed. The
command was then repeated
in case the front seat had
failed to hear the call, at that
time the front seat P2 noted
that he was winching out and
had been the entire time. This
action led me to believe that
the pilots winch control was
in fact unserviceable (U/S) at
that time. The wiremen then
requested crew winch control
back again as he was now in
a position to work the handle.
The net was awkwardly moved
to the rear of the cabin and
then the crew set up for the
next evolution of retrieving
Shark 907’s wireman from
the deck below.

With 20 feet of winch cable
out | stopped lowering to
re-position the aircraft over
the extraction point. As |
continued the winch, the wire
started reeling in instead

of out for approximately 1
second until the winch control
was centralised stopping the
winch motion. The winch was
then re-selected to the down
position and the evolution
continued without incident.
At the time, | did not mention
this anomaly to the other
crewmembers about what
had just occurred.

The wireman connected
himself to the cable and as

| winched in to reduce the
cable slack, the winch instead
payed out rather than the
selected in for approximately
1 second. | again centralised
the handle which stopped
this motion. As before, | did
not report this anomaly to
the crew and carried on to
complete the winch without
further incident. Shark 921,
now operations complete,
landed back at Lord Howe
Airfield.

It was not until the heart

had stopped pounding that
| thought about the events
that had just occurred and

that something strange had
just happened. | raised my
concerns about the winch
control with the aircraft
captain and subsequently a
U/S was entered

Now that’s all said and done
let’s go back through the later
part of this evolution in finer
detail, as I’'m sure most of
you are raising questions on
my decision to continue the
evolution with a faulty winch.
Yes, there were some internal
and external factors at play in
the makeup of this incident.
But most can be attributed to
a lack of communication and
awareness.

Firstly, the crew decision to
continue winching after the
Pilot’s winch control had
failed was not effectively
discussed at the time of the
incident. The crew became
task focused due to the
increased work load from
both the rear seat crew
securing an awkward load
and the pilots experiencing
new and challenging
environmental conditions. As
a result, the focus or priority
was not placed upon what
had initially happened; a
winch stoppage of the Pilot’s
Winch control had occurred.

Referring to Flight Reference
Cards (FRCs) actions and
following RCCSDAD for a
stoppage, may have identified
a further problem with the
system. By conducting these
checks it would have also
planted the seed for essential
Aviation Risk Management
(AVRM) processes to play out.
Continuing with a degraded
capability would be accepting
potentially unnecessary risk,
particularly with a second fully
mission capable aircraft close
by and able to complete the
winching task.

During the winch control
reversal anomaly, | assumed
that it was my incorrect



controlling of the winch
handle, and that | had
reversed direction without
realising, that it was my

hand eye co-ordination

and not the system that
might have malfunctioned.

I quickly second guessed
myself and did not back

my own ability and training.
The intermittent nature

and speed in which both of
these incidents occurred,
together with other various
factors such as possible
fatigue limited my time to fully
comprehend and respond to
what had happened. Without
knowing it, | had created a
breakdown in Crew Resource
Management (CRM) within
my crew. How could the crew
know what | was experiencing
on the other end of the wire

if no communication was
entered into? Failure to
speak up and fully diagnose a

problem had the potential for
greater consequences.

Maintenance actions
following this incident failed
to identify the cause of the
winch fault. The winch system
was deemed serviceable as
per the relevant technical
publications and returned to
service. Since this incident
shark 921 had a further 2
reported cases concerning
the same winch system. On
each occasion the fault was
random in time and nature.
Through further fault finding
the maintenance team
concluded that an electrical
fault in the winch handle

was to blame. This caused
the handle to give incorrect
electrical signals to the winch
direction solenoid. The handle
was replaced and assessed
on ground as serviceable.
Shark 921 entered scheduled

retirement in mid Sep 11
and was unable to prove the
winch system under flight
conditions.

It is clear that procedures
were not followed during
this incident and vital steps
in the AVRM process were
missed. As Aircrew we are
all trained to use the AVRM
principles and RCCSDAD

is the tool of choice in all
emergency and fault finding
situations. Following these
steps is designed to protect
us. Negating or omitting
these steps puts us at risk
of further systems failures,
a breakdown of CRM within
the cabin and ultimately an
accident.

This is an incident that could
occur any time when the
winch is used. During training
we run through our RCCSDAD
steps so when needed in real

life operational situations
the actions are a fast and
co-ordinated process. In
hindsight sticking to this
proven formula will prevent a
simple evolution from going
horribly wrong.

Back yourself and your
training. If something is
not working the way it was
designed to; ‘Stop’, take a
breath, communicate and
follow procedures that you
have trained for, as this will
keep you flying for years to
come.

And yes, hindsight is a
wonderful thing, just
unfortunate that it needed to
be used in the first place.

LS Inglish is awarded a $50
cash prize for his article
submission to TOUCHDOWN
magazine. Congratulations
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DAVMED

has Changed
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Classification System

You may recall a previous
Touchdown article on

the Medical Employment
Classification Review (MECR)
process. Well after 10 years,
the MEC system has been
revised. On initial review, it
may appear there has been
a complete rebuild, however,
on closer inspection there are
really only a few renovations
to the old MEC system.

The main change is the
expansion from 4 levels to
5 levels or categories of
classification. The same
basic principle applies:
members who are on medical
restrictions (e.g. TMUFF) for
longer than eight weeks, or
TMU sea or sick leave for
longer than four weeks, are
required to go through the
MECR system, now detailed
in HLTHMAN Vol3, and the
revised DI (G) PERS 16-15.

New environmental
categories have been
introduced. These are:

a. Joint (J). This is the default
environment code for all
personnel within the ADF.

b. Land (L). This is only
used for MEC 2 Army
personnel with significant
employment restrictions.

c. Maritime (M). This is only
used for some MEC 2 ADF
personnel attached to a
maritime environment, who
also have specific health
provider requirements.



Maritime Environment:

The term ‘maritime
environment’ refers to either a
land based Defence workplace
in support of, or actual service
aboard an ocean-going
Defence workplace. Ocean-
going Defence workplaces

may include surface vessels,
aircraft operating from surface
vessels, subsurface craft

or work that entails diving
underwater or within hyperbaric
chambers. They may also
include contracted commercial
enterprises that utilise ADF
members, in support of ocean-
going Defence workplaces.

MEC Structure:

The primary focus of the

MEC system remains on the
employability, deployability and
rehabilitation of the member.
The revised MEC structure

still has very clear deployable
and non-deployable categories
with a number of new MEC
sub-classifications within each
level. The five categories of
the new MEC system are now
written as an alphanumeric
code (e.g. MEC J22 instead of
MEC 202) that is determined
by a member’s primary military
occupation and employment
environment. The allocation

of a MEC will therefore differ
depending on the employed
environment.

There have really only been
cosmetic changes to the MEC
1-3 categories, with the new
alpha-numeric codes making
it a bit more confusing for us
all. For Navy, the “M” code

is only used if the member

is deployable but requires a
specific level of health provider
support (e.g. medical officer).
The other services combine
the “M” code options into
J23. Previously the MEC 203,
204, 205 codes allowed this
information to be captured for
all ADF members. Importantly,

no Navy member should be
allocated J23, as this would
then need further clarification/
MECR prior to any seagoing
service. Some MEC 3 members
may be considered fit for
defined seagoing activities in
accordance with fleet medical
officer (FMO) endorsement.

So essentially, the only big
change is that MEC 4 has been
split into MEC 4 and MEC 5.
Those who previously were
considered non-deployable but
otherwise suitable for a waiver
remain MEC 4 (e.g. J42), but
those identified as Medically
Unfit For Further Service
(MUFFS) will now be made
MEC 5 (J51) and medically
discharged.

For those specialist employment
stream (SES) members,

good news, the Specialist
Employment Classification
(SPEC) has not changed.

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. These SES members

will still have a two part MEC,
for example, MEC J12 A2. The
SPECs are:

A/C/D/C/P1. Fit for
unrestricted specialist duties.

A/C/D/C/P2. Fit for specialist
duties with some restrictions.

A/C/D/C/P3. Temporarily unfit
for specialist duties (up to 12
months).

A/C/D/C/P4. Permanently
unfit for specialist duties
(greater than 12 months).

Aviation related occupations
(SPEC A and C) will continue to
have Aviation MECRs (AMECR)
to be conducted by an AVMO,
and either confirmed or
commented on by SMA AVMED
- Navy.

Old MEC

MEC 1. Medically fit for
employment in a deployed
or seagoing environment
without restriction.

MEC 1

MEC 2. Require access to
various levels of medical
support or employment
restrictions, however,
remain medically fit for
duties in their occupation
in a deployed or seagoing
environment. MEC 201,
202, 203, 204, 205

MEC 3. Medically unfit for
duties in their occupation

in a deployed or seagoing
environment in the medium
term (up to 12 months). Up
to 24 months for pregnancy
or extended rehabilitation.

MEC 301, 302, 303, 304

MEC 4. 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.
Waivers to enable retention
are considered on a case
by case basis.

MEC 401(w), 402, 403

New MEC

MEC 1—Fully Employable
and Deployable.
MEC J11, J12

MEC 2—Employable

and Deployable with
Restrictions. MEC 2 sub
classifications are applicable
in the Joint, Land or Maritime
environments.

MEC J21, )22, J23, M24,
M25, M26, L27, L28, J29

MEC 3—Rehabilitation.

Not fit for operational
deployment. All MEC J3 sub
classifications are applied
in the Joint environment.
Designated Single Service
Medical Officer (DSSMO)
guidance should be sought
where limited opportunities
for non-operational activities
arise.

MEC J31, J32, J33, J34

MEC 4—Employment
Transition. J40 is the default
category applied when a
case is being referred to the
MECRB. Other MEC J4 sub
classifications can only be
allocated by the MECRB.
MEC J40, J41, J42, J43, J44

MEC 5—Medically Unfit for
Further Service. Not capable
or suitable for continued
employment. May only be
allocated by the MECRB.
MEC J51, J52

Fly Navy
Fly Safe



~Farewell 817







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 above and send it to
navyairsafety@defence.gov.au Competition closes 01 March 2012

WINNER OF THE
SEPTEMBER 2011 CAPTION
COMPETITION:

LCDR Guy Burton

- Principal Staff Officer -
Safety Australian Submarine
Force, SUBFOR HQ,

HMAS STIRLING

LCDR Burton will receive
a gift pack from the FASC.
Congratulations.

| know it’s buried here somewhere

Wantte

Write an Artlcle fon pouc:hdo\/vn
‘I\/Iagazme ‘

For more information call (02) 442 42328




FAASC Monthly Safety Bulletin TREND SPOTTING

ith our ongoing requirement of aviation safety awareness,
Wtraining 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. 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 NEXT ISSUE OUT SOON!

Fly Navy
Fly Safe



UPCOMING AVIATION TRAINING COURSES

COURSES
HUET WITH EBS

HUET WITHOUT EBS

FLIGHT DECKTEAM

VERTREP/TRANSFER

(HELO DIRECTOR (HD)/

HELO VERTREP TEAM)

VERTERP LOAD SUPERVISOR

COURSES

DATES FOR 11

* 01 Dec 11
®30Jan 12
* (08 Feb12

® 05 Dec 11
® 31 Jan 12
® 02 Feb 12
® 14 Feb 12
® 06 Mar 12
® 20 Mar 12
® 03 Apr 12

© 30 Jan— 03 Feb 12
e 13Feb—-17Feb 12
® 27 Feb — 02 Mar 12
® 12 Mar — 16 Mar 12
® 26 Mar — 30 Mar 12
© 30 Apr— 04 May 12
e 07 May — 11 May 12

* 06 Feb 12
® 20 Feb 12
e 28 May 12

e 20Feb12
® 28 May 12

e 07 Mar 12
® 02 May 12
® 06 Jun 12

® 17 Apr 12
®12Jun 12
® 26 Jun 12
® 10 Jul 12
® 24 Jul 12
® 01 Aug 11
e 14 Aug 12

® 21 May — 25 May 12
® 04 Jun—08 Jun 12
®18Jun—-22 Jun 12
® 25Jun—-29 Jun 12
® 16 Jul — 20 Jul 12

© 30 Jul - 03 Aug 12

® 13 Aug—17 Aug 12

* 23 Jul 12
* 20 Aug 12
* 22 0ct 12

® 20Aug 12
® 05 Nov 12

® 08 Aug 12
® 05 Sep 12
® 07 Nov 12

*11Sep 12
® 25Sep 12
© 03 0ct 12
® 16 Oct 12
© 20 Nov 12
® 05 Dec 12

*03Sep—07Sep 12
* 17 Sep—21Sep 12
¢ 150ct—19 Oct 12
® 29 Oct— 02 Nov 12
® 12 Nov — 16 Nov 12
® 26 Nov — 30 Nov 12

® 05 Nov 12
* 19 Nov 12
® 03 Dec 12

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




