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RADM N RALPH, AO, DSC, RAN (RET)

The focus of this edition of
TOUCHDOWN is ‘In order to
look to the future of Aviation
Safety, we need to look back’.
It's a long way back to my time
in the Fleet Air Arm which was
mainly between 1952 and
1974 and much has obviously
changed since, but in any
organisation most changes
are evolutionary as would be
the case with Flight Safety.

| have asked a long time
friend and colleague of

those days, Ray Godfrey, with
whom | shared the Vietnam
experience in 1967-68, and
who was one of the first
Flight Safety Officers at HMAS
ALBATROSS (and a very
effective one) to share in the
preparation of this Foreword.
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During the 50’s and most

of the 60’s we operated
British aircraft types,

Fireflies, Sea Furies, Sea
Venoms, Gannets, Wessex
and Sycamore. A formal
flight safety program and
organisation was not active
those days and much was left
to briefing officers, standard
operating procedures, and
the conscientiousness of the
individual. We received copies
of the USN Flight Safety
magazines which were always
very good reading and this
helped promote the general
awareness. The introduction
of Skyhawks and Trackers
toward the end of the 60’s,
brought with it a much greater
emphasis on Flight Safety

Foreword

as crews and maintenance
staff who had trained in

the US on these types had
been well indoctrinated into
the USN system and, with
the help of USN exchange
officers in the Squadrons,
we began to tap into the
USN'’s very sophisticated
well-documented Flight
Safety program. In the early
70’s HMAS ALBATROSS

was operating Skyhawks,
Trackers, Wessex, Sea King
(from 1975), Iroquois, Macchi
and HS 748 all working hard
so a discrete flight safety
organisation with a Station
Flight Safety Officer was
established.

An aircraft accident or
incident is like a disease, and
the way to minimise the risk

is to avoid the risk factors to
the maximum possible extent.
Should a threatening situation
eventuate we must know what
to do to minimise its impact.

Our experiences of earlier
days suggest the following
as enduring aspects of flight
safety:

* the person - a high level
of physical fitness and
health, a clear mind free
of worry and too much
stress so as to maintain
a keen alertness and
concentration;

* a well-developed, co-
ordinated and actively
promoted flight safety
program actively supported
by all participants;

* a sound knowledge of the
aircraft systems among
crew members to enable

evaluation of any problem
and what should be done
about it;

a sound ability to interpret
weather data and to
recognise looming weather
changes, look at the
number of light civil aircraft
still coming to grief because
of weather

a strong sense of inter
co-operation among
individual aircraft crews in
closely monitoring potential
hazards when planning

and conducting aircraft
operations , e.g. overloading
the aircraft;

* aready willingness
for anyone involved to
share their ‘near miss’
experiences by fully
reporting incidents, fess up
to mistakes so others can
learn from them too.

These are elementary,
motherhood statements

and there would be more

that could be listed, but to
ignore them is to court risk.
Admittedly, there’s always the
chance that apparent endless
repetition of such tenets could
start to become background
noise causing them to slip
from consciousness but on
the other hand it’s arguably
more likely that repetition

will effect the right reactions
instinctively.

There’s nothing like being
remote from mothership on
the wide blue sea or during a
black rainy night to sharpen
up thoughts about what
could go wrong and what

am | going to do about it,

or what better preparation
should | have made to reduce
risk. Flying from Nowra to
Canberra over the ‘tiger
country’ had a similar effect.
Our Vietnam experience

was also similar, no crew
wanted to risk themselves
and their aircraft by having

to land in an unsecured area
with some problem which
could have been prevented.
Obviously such situations and
appropriate responses should
be thought through before the
flight.

An informal Flight Safety
program existed in Vietnam
but there would have been
great advantage if it was
much more active, especially
when many of our young US
Army counterparts lacked
flying experience. Combat
flying is more intense, the
challenges more extreme
and necessary operational
risk-taking beyond that
acceptable in peacetime for

obvious reasons. Generally
the cause of accidents as
opposed to combat damage
fitted a well-known pattern,
e.g. ‘Huey gunship crashed
for no apparent reason’ but
on investigation the aircraft
was found to be overloaded
with a couple of maintainers
catching a lift back to their
base. ‘Gung ho pilot was
showing off and recklessly
risked his aircraft by trying
to tease VC in foxholes to
show themselves’ - he was
shot and killed by those he
sought. Thankfully the co-
pilot recovered the aircraft
and returned to base. ‘A VIP
UH-1H loaded up 11 senior
officers and took off downwind
- killing all onboard. ‘Aircraft
maintainer found an M60
aircraft door gun, pulled the
trigger’ yes it was loaded and
the aircraft suffered major
structural damage. The
aircraft door gunner should
have unloaded the gun on
return to base and secured

the weapon in its proper
place. There were lots more.

These were senseless
breaches of safety, when we
needed all the aircraft and
personnel we could get for the
combat mission.

There could be a tendency
to leave the responsibility for
flight safety development,
thinking and actions to the
Station or Squadron Flight
Safety Officers. We're sure
you would agree that it's

a professional discipline
requiring everyone’s active
participation.

We are very impressed

with what we have seen in
TOUCHDOWN and it seems
to reflect a healthy Flight
Safety regime in the Fleet Air
Arm today. The articles by so
many contributors giving their
experiences are fundamental
to a successful program and
these suggest a high level of
involvement by most. Flight

safety effectiveness is not
measured only by avoidable
incidents or accidents, its
best measure is the level of
participation and involvement
by all concerned.

Neil Ralph

Ralph, Neil (1932-), RADM,
AO 1987 (AM 1980) DSC
1968; b. 25 Jun. 1932
Melbourne; joined RAN 1952,
qual. first as observer, then
as pilot 1958; served 805

All Weather Fighter (Sea
Venom) Squadron; to UK for
helicopter training, returned
with Wessex 31A in 1961;
725 and 817 ASW Helo
Squadrons in Albatross and
Melbourne; Vietham War

(CO RAN Helicopter Flight
1967-68); Exec. Officer
Sydney; Comdr. (Air) Albatross;
Dir. Naval Training 1974;

CO Torrens; Royal Coll. Def.
Studies 1981; CO RAN Air Stn
Nowra 1984; Dep. Chief of
Naval Staff 1985-88 (retd.);
Commissioner for Vets Affairs.
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LEUT C HANDFORD, RAN &
CPO S WALTERS
HQFAA

Over the last two years, the
FAASC has undergone many
changes. Not only has the Cell
re-located physically, it has
continued to work with HQ-FAA
and the squadrons and units
promoting ownership and
understanding of our ASMS.
As DFASO and AFASO, we have
been privileged to witness and
to be a part of this positive
change. Unfortunately, the
time has now come for both of
us to bid farewell and move on
to new postings. AFASO (CPO
Stu Walters) will be posted on
promotion to Warrant Officer
to take up a position in Fleet,
while DFASO (LEUT Carmen
Handford) will be posted to
DGTA, Melbourne. This edition
of TOUCHDOWN provides

the ideal opportunity for us

to express our gratitude and
share our thoughts on the past
two years.
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Farewell DFASO & AFASO

We are leaving the FAASC

at a time when the FAA is
facing many changes. The
Navy will be acquiring new
aircraft types, new operating
platforms, new weapons

systems, all of which will alter
our operational focus. In this

crucial period of transition it
is paramount that we, as the

FAA, keep a focus on our most

important asset - our people.
To this end, we need to
ensure that our SMS adapts
to these new challenges.

Working at the FAASC has
been both challenging and
rewarding. We have worked
alongside a professional
team of individuals who are
dedicated and passionate
in their safety roles. Over
the last two years, through
collaboration with the FAA,
the FAASC has been able to
streamline our processes

and become more proactive
in providing the FAA and
greater Navy with the most
current information on our
ASMS. This is achieved
through continuous
education, information
sharing, trend analysis,
climate surveys and ASOR
reviews.

We have thoroughly enjoyed
our time at the FAASC

and working with some
outstanding individuals. Our
replacements, LEUT Andrew
Patmore and CPO Scott Wake,
will be joining a professional
and motivated team. We wish
them both every success in
their new roles.

FASO’s Message

Firstly, | would like to take the
opportunity to thank everyone
for your support for my first
year as FASO. It has been a
year of new experiences and
challenges. The efforts of

the FAASC team have been
outstanding; LEUT Handford
and CPO Walters have been

a crucial part of that team.
They are both moving on and
up with their next step in their
careers and | wish them the
best in the future but they

will be missed here in the
Safety Cell. |look forward

to continuing the proactive
work they were both part of.
Remember to stay focused on
what is happening today, look
for and speak up about the
hazards you see and stay safe
over Christmas and New Years.

Bravo Zulu

ABATA B Harris
808 Squadron

While carrying

out the SMR

inspection

attached to the

BFI on MRH90 A40-

011, ABATA Harris performed
an ‘upper stop functional
check’ and inspected the
integrity of the lock wire
securing the upper stop lock
cam located on one side of
the Main Rotor Head Upper
Stop Ring. ABATA Harris’
inspection went beyond what
was required and as a result,
found that a ‘circlip’ required
to secure the Flyweight Arm to
the Upper Stop was missing
from the adjacent side.

ABATA Harris promptly
informed his supervisors of
the anomaly and the aircraft
was immediately removed
from the flying program. A full
investigation to determine the
correct configuration of the
remaining Squadron aircraft
was undertaken. Further
enquires with other operators
of the MRH9O0 revealed
similar anomalies.

AB Harris’ diligence and
attention to detail prevented
a potential failure of a safety
critical item. AB Harris is to
be commended for his efforts
and encouraged to continue
this professional attitude
towards his maintenance of
the MRH9O aircraft.

BZ ABATA Harris

CPL R Libbis
816 Squadron

Whilst conducting

an aircraft wash,

CPL Libbis was

carrying out a QA

step on the removal

of barrier tape from the No.4
Tail Rotor Drive Shaft. CPL
Libbis identified a significant
crack on the skin of aircraft
874 under the drive shaft
emanating from the port
side of the Tail Rotor Drive
Shaft fairing hinge support.
Further investigation revealed
the damage to be beyond
the serviceable limits of the

structure in this area of the
airframe.

The vigilance and attention
to detail demonstrated by
CPL Libbis on this occasion
prevented more serious
consequences should this
have gone unnoticed, a
significant hazard would
have been presented to both
personnel and aircraft should
it have been released for
flight.

CPL Libbis’s diligence, work
ethic, and attention to detail
are commendable.

BZ CPL Libbis
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Bravo Zulu

LSATVT Lynch
816 Squadron

Following fault

finding processes

with starting

a problematic

APU, a ground run

was required with APU test
equipment installed. Prior

to the ground run, LS Lynch
suggested that he use his
iPad to video the operation of
the test set to gain maximum
training benefit from the
evolution. An entry was made
in CAMMZ2 highlighting the
use of the iPad, with it being
switched to ‘Airline Mode’.

The end result of his initiative
has enabled a very user
friendly and thorough analysis
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of the test. Due to the

nature of the test requiring
the concurrent observation

of numerous indicators and
sequence lights, the use of
the iPad enabled the MM’s
and REO to replay and zoom

in on certain areas of the
video numerous times in order
to identify the exact point

of failure. Additionally, this
prevented the requirement to
carryout another ground run
with follow on fault finding tree
information being able to be
verified, identifying parameters
which were not required to

be observed as part of the
original test.

LSATV Lynch’s dedication and
initiative is to be commended.

BZ LSATV Lynch

ABATA K Onate
808 Squadron

On the 03 Jul 12,

ABATA Onate was

tasked with

carrying out

a turn around

flight servicing inspection on
aircraft A40-011.

During this inspection AB
Onate showed outstanding
diligence when he discovered
impact damage on a single
blade on the first stage of
the axial compressor. The

angle and the limited lighting
would have made finding
this damage difficult. His
diligence is further evident
as the inspection of the
compressor blades is not
called for in the turn around
inspection. Subsequent
inspections revealed damage
to other blades.

ABATA Onate is commended
for his attention to detail and
his diligence in carrying out
his inspections.

BZ ABATA Onate

Bravo Zulu

LSATV G Rogers
AMAFTU

Following on from
ASOR-001-2012,

where an AMAFTU

NVG image capture and
recording set resulted in FOD
in the cockpit, LSATV Rogers
identified and manufactured

a solution to reduce the risk of
FOD for future trials.

The device is used by the units
test crews to record the image
from night vision goggles
when looking at aircraft
cockpit and ship lighting as
part of first of class flight

trials or in-service trials. The
original configuration had 5
connections, over 5 meters

of excess cabling, cable tied
standard AV connections and
a domestic AA battery pack,
which used the rounded edges
of the pack to secure the

batteries.

LSATV Rogers looked at this
existing design and discussed
the use of the item with the
unit’s flight test crews to
determine a design that would
meet the requirements of front
seat and rear seat operation.
LSATV Rogers design features
only two connections with

a unique wiring loom that
combines the video and power
cables. The battery pack in
his design is now built into the
base of video camera fixed
using the tripod mount and
with Velcro securing straps for
each row of batteries.

LSATV Rogers innovative
design is not only safer in
operation due to the reduced
potential for snagging and FOD,
the design is simpler and faster
to operate.

BZ LSATV Rogers.

ABATV R Sizmur
816 Squadron

Whilst conducting a

training evolution

in preparation

for Exercise Triton

Warrior, Black Team

were unloading a Practice
Delivery Torpedo from a
Seahawk 884. AB Sizmur, who
was not part of the designated
team, noticed that the Bomb
Hoist Cable was incorrectly
positioned through the aircraft
bomb rack frame to the
hoisting adapter on the torpedo
to be unloaded.

The unloading evolution

was ceased by AB Sizmur
who called a “STOP” to the
unloading procedure and
highlighted the anomaly to the
Team Leader. This resulted in
the cable being re-positioned

prior to continuing the
unloading. This attention to
detail and “quick to identify and
act” resulted in the rectification
of the incorrectly positioned
cable, which had the potential
to damage equipment,
endanger personnel and

cause a reduction in training
output due to unserviceable
equipment.

Subsequently a new Caution
has been submitted via AOO11
to the Arming Manual to
highlight verification of cable
position and the removal of a
hazard which had the potential
to damage equipment.

AB Sizmur is commended
for her direct actions and the
courage to say “STOP” even
though she was not directly
involved with the evolution.

BZ ABATV Sizmur
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Bravo Zulu

WOATA R Damm and
POATA P Good

816 Squadron

The Fleet Air Arm

has been in

the process

of introducing a

‘Round FRIES Bar’ (Fast Rope
Insertion/Exertion System)
into the S-70B-2 Seahawk for
some time now

It was expected that a
relatively straightforward
and quick installation of

the FRIES Bar would be

all that was required due

to the expectation that all
components were organized
within a shipping crate.
However the reality was that
a significant amount of work
was required.

Ultimately the work amounted
to a team of four personnel
working almost full-time on
the task for approximately
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two weeks. This work was
managed without complaint
by WOATA Roger Damm

and POATA Paul Good - the
squadron’s full-time reservists
who work in a training
capacity on the journal
progression aircraft.

Ultimately the work by WO
Damm, PO Good and 816
Squadron Trainees has
helped deliver improved
capability to the FAA and
has enhanced the ability

to conduct boarding party
evolutions in the operational
environment.

WO Damm’s and PO Good’s
diligence, resourcefulness,
expertise and professionalism
are reflective of Navy’'s
values and are consequently
deserving of recognition and
commendation.

BZ WOATA Damm and
POATA Good

ABATV J Moyers and
SMNATA M Hoeksema

723 Squadron

During a recent

723 Squadron

detachment to

RAAF Wagga in

support of Pilot Rotary Course,
ABATV Moyers was involved

in conducting a BFl of a
Squirrel aircraft. Part of this
inspection calls for ensuring
that the Teflon ring under the
droop stop ring is centred
correctly. Whilst ensuring
that this item was correct in
its location he noticed that
the droop stop ring retainers
were loose. Not knowing
about these items as it was
not called for in the schedule
(and also because he is a
junior ATV), AB Moyers asked
for assistance from SMNATA
Hoeksema. Both sailors
informed the MM of what had
been found on the aircraft and
that no previous maintenance
had been conducted within
that area during the course

of the detachment. As a

result the aircraft was placed
unserviceable.

In the event these components
had continued to go unnoticed
they may have had a dramatic
impact upon aircraft handling
or performance, or more
significantly they may have
resulted in a catastrophic
failure. Both sailors’ actions
directly assisted in maintaining
the airworthiness of the aircraft
type. This discovery resulted

in an ASOR investigation

and the entire fleet of
AS350BA aircraft checked for
compliance. ABATV Moyers
and SMN Hoeksema are to be
commended on their efforts

in the discovery of these loose
items and the action taken in
bringing this to the attention

of the MM. This is particularly
praiseworthy given their
relatively junior experience
levels and also that the area

of concern was outside ABATV
Moyers area of knowledge.

BZ ABATV Moyers and
SMNATA Hoeksema

Bravo Zulu

Absent from Photo - CPO Little, CPO Wratten, AB Anderson

Red Team
816 Squadron

Recently 816

Squadron

Maintenance

Red Team

displayed a high

level of attention to detail and
excellent use of maintenance
crew resource management.
Red Team identified a Tail
landing gear (S70B2) oleo
manifold union that was
incorrectly orientated and
assembled during fault
finding/troubleshooting of

a leak in the oleo (that may
have been coming from

the associated pipelines

and fittings). The fault had
been evident for a number

of weeks and had cost the
Squadron a number of sorties
(the tail oleo was changed
two weeks prior for failure

- low pressure). The team
worked well together and
discussed with each other
(all with varying levels of
experience) if the component
looked correct after removal,
and on receipt of the new
manifold from stores,
confirmed the incorrectly
assembled item. The actions
of these maintainers and
their supervisors averted

a further oleo change and
re-established a serviceable
aircraft to the Flying program.

BZ 816 Squadron
Maintenance Red Team

Absent from Photo - LCDR Helen Anderson, RAN (Flight Commander)
LCDR Nigel Rowan, RAN (Flight Commander)

Flight 3
816 Squadron
HMAS MELBOURNE

816 Squadron

Flight Three

was embarked in

HMAS MELBOURNE

for the recent OP Slipper
deployment. The Flight
demonstrated an excellent
reporting culture throughout
the deployment. When
provided with feedback

for ASOR quality and
completeness the Flight
immediately acted upon the
information and endeavored

to improve the quality for
future reports. The Flight
showed a high level of
learning and development
throughout the period with

a progressive improvement
in ASOR quality. They
demonstrated a desire to find
the root cause of incidents
and discover the underlying
reasons behind the mistakes
and errors occurring on the
flight. The openness for
reporting in the flight is to be
commended and a credit to
all members, the Flight ASO
and Flight Commander.

BZ Flight 3
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CAPT D REILLY, RANR
HQFAA

Given that this edition is
themed as a ‘vintage edition’
- perhaps you will allow me a
little self indulgence as | bring
up a small personal incident.
It that clearly demonstrated
that as an engineer | was not
as close to being a technical
demi-god as | had been

led to believe by my fellow
engineers, training staff and
my mum! Moreover, the poor
judgement and intellectual
arrogance that precipitated
my decision, when brought
into the cold light of day,
drummed home my own
fallibility - a lesson that has
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It All Started With A

stayed with me for the rest
of my career. Of course |
would like to say it was the
only time | was wrong ...

but that in itself might be

a little understated as well.
Nevertheless, this life lesson
provided me with a framework
for recovery when | make
mistakes, which has held me
in good stead throughout my
career.

Right; the story: Imagine me,
a 4 year seniority LEUT, mid
1980’s having completed

a successful design post

to the then Superintendent
Aircraft Maintenance and

Safety Pin!

Repair (I told you this was
vintage) where I'd designed
and manually calculated
(no, not with a slide-rule) the
deck tie down configurations
for all our rotary types
across the air capable range
of ships. | even had the
MILSPEC updated based

on my calculations; boy was
| clever; | knew aircraft, or
so | thought. | was bursting
with intellectual arrogance
and unfounded enthusiasm,
especially now that | held in
my hand a posting signal to
take the HC723 Squadron
AEO billet with a three month

handover (old Navy could
afford such luxuries!).

On arrival at HC723, |
presented myself to the
Charlie Oscar* (no names, no
Court Martial), | can recall
he looked at me quizzically,
probably wondering how he
could bring this ‘wet behind
the ears’ engineer into the
real world of operations
before he entrusted me
with a squadron full of his
aircraft. | can recall he
smiled, somewhat amused,
and said “Right Reilly, you
can accompany the Squirrel
Flight which is transiting to

WA in a Herc as the Flight
Senior Maintenance Sailor -
don’t stuff it up.” The Flight
Senior Maintenance Sailor
(FSMS) and a small band

of maintainers forming up

a stand alone Flight, was a
new concept, allowing single
aircraft embarkations and
medium term deployments.
Although HMAS MORESBY
had been operating a Bell
206 (Kiowa) off its little
elevated flight deck for some
years, the FAA was just
adopting this configuration
as normal business for the
newly acquired FFG’s. Surely
I thought, an FSMS, not an
onerous task for someone
who knew aircraft!

Long story short, we arrived
at RAAF Base Pearce, after
the early morning departure
and the obligatory 10 hours of
high noise soaking common
to the G model Hercs and
immediately started putting
the aircraft back together
again. Of course, for a
Squirrel, at the time this
meant a thorough inspection
that nothing had rattled
loose, blade replacement and
a Before Flight inspection.
Such a simple task, even
aircrew could do it! Indeed
this thinking was the essence
of my first error - assuming
maintenance inspections
could be done by anyone -
even aircrew. You see | was
an Aviation Engineer Officer
wasn’t I? - an AEO - arbiter
of the rules; one who could
make the call on regulatory
compliance, the definer of
technical risk and wearer of
the ‘Go - NoGo’ badge - |
knew aircraft!

So, on the basis of

misplaced overconfidence
and a willingness to take
calculated risks | decided to
refer a simple maintenance
inspection to my aircrew. To
put this situation into context,
in those days (pre-Continuous

Charge and QA, QI, and

little if any back to base
communications) there was a
strong cultural and regulatory
taboo for aircrew to conduct
any level of maintenance.
Perhaps | was ahead of my
time... but that’s how it was.

| had a distraction at the
time My father had just been
admitted to Charles Gardner
Hospital in Perth the week
before - suspected heart
attack - so | had planned

to see him during this visit.
As the day wore on it was
becoming obvious | might
miss visiting hours. As |
contemplated a solution there
were little alarm bells going
off in the deep recesses, the
decision had been based on
a quick risk assessment (not
quite as rigidly performed as
today’s standards demand),
comprising the simplicity of
the task and the high calibre
of my aircrew, especially

of the elk of my Flight
Commander. For ease of
discussion, let’s assign him a
name... say ‘Derek’ ... as good
as any name | would suggest.
Anyway, in mitigation My

role as FSMS was to sign

off the only independent QA
step - the proper seating of

the blade securing pins (like
big ‘safety pins’). Clear and
easy to inspect but this step
came last in the process and
for reasons that elude my
memory, the preparations
were taking a long time. |
started to look at my watch
more frequently. | wanted

to head for Perth before
nightfall and my mind started
to work out a solution - yep
- let the Flight Commander
check the pins were correctly
positioned and sign for it in
the maintenance manager’s
signature box.

Of course Derek could see
the logic, but he did question
the authority to do so, clearly
an FSMS (a Chief normally)
could not and would not
authorise aircrew to conduct
and sign for maintenance.
However, | was an AEO and |
insisted (here my infallibility
complex kicked in), so there
Derek stood, faced with a
fairly persuasive individual
who was informing him that
as the HC723 AEO desig, |
could authorise anyone to
conduct maintenance - even
aircrew! To be fair, Derek
did repechage a couple of
times but | was on a roll once

| saw the look of uncertainty
in Derek’s face and my
perceived personal urgency to
make visiting hours took on
larger emotional proportions.

| must have been pretty
convincing, | believed it myself
and the bells were now silent.

To be safe we ran through
the diagrams, reviewed the
whole maintenance process,
clearly demonstrated the
correct fit of the pin and
departed having blessed
Derek with the ‘magic’ of a
Maintenance Inspector and
left, rejoicing. Needless to
say, the maintenance was
conducted, the inspection
was straightforward and
completed and the TA100
(pre-cursor to the EE500)
signed up accordingly and
the subsequent sorties went
without incident. And yes, |
made visiting hours! All was
well.

Well, at least until we arrived
back at the squadron and the
doc check was conducted

by the squadron WOAT, who
drew the CO’s immediate
attention to a blatant breach
of the existing maintenance
regulations. The sacred line
had been crossed; aircrew
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had been called to conduct
maintenance and had even
evidenced their transgression
in the documentation.
Charlie Oscar was less than
understanding, in fact, the
dressing down | received

for exceeding my authority
and misleading the Flight
Commander was only
surpassed by the explosive
reception Derek received
for being led astray by an
engineer! Both of us left the
CO’s office that day with no
uncertainty about the rights
and wrongs of exceeding
authority.

| noticed that Derek
henceforth exercised a
healthy level of suspicion

in dealing with engineering
advice (especially mine). |
fundamentally understood
that | had lost my self
assessed demi-god status,
realising that engineers

have no special prerogative
over the regulations - nor
should they. They must guard
against emotion colouring
their reasoning processes.
After all, despite our steely
eyed exterior, engineers are
also human (groan! | hear
you say). Furthermore, when
a mistake (perhaps arguably a
‘violation’ in today’s parlance)
is made (and from personal
experience, | make ‘mistakes’
more frequently than | would
like to admit), you need to
‘fess up’, clean it up and get
on with it - with no excuse or
quarter expected second time
round.

Young (and by this | mean
‘inexperienced’) engineers
especially need to guard
against their almost universal
intellectual arrogance as
they pop out of a prolonged
academic environment. They
need to be open to on-going
experiential learning - ‘the
finishing school of life.” They
must accept their fallibility
and be humble enough
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to accept that experience
trumps theory. Indeed,
irrespective how confident
they may be, they need

to expect they will make
mistakes (hopefully not
serious ones - and certainly
no blatant violations)

and their superiors must
appreciate that they will.
However, once recognised,
they need to respond
positively to fix their errors
quickly and honestly, learning
from them. In effect, young
engineers need to have two
feet firmly on the ground
when making decisions and
be able to recover with good
humour and a determination
not to re-offend.

Over the years | have

had cause to ponder the
factors that contributed to
my decision as the breach
unfolded, and indeed what
could have gone wrong.
Simple though it was, it
shook my self belief and
pointed me to a much more
objective path toward risk
assessment and gave me

a penchant for compliance
(with an enthusiasm perhaps
akin to a reformed smokerl).

On reflection, there was

a very low probability of
things going wrong with

this particular maintenance
evolution but the assignment
of maintenance tasks to non-
technical, non-experienced,
non-qualified, non-authorised
person on my personal say
so had the very real potential
to undermine the safety
processes built into our
compliancy framework. Any
rogue approach like this flies
in the face of safety and risk
management learnt the hard
way over the years. If | had
not been picked up early

and ‘recalibrated’, perhaps
my re-interpretation of the
regulatory environment to
suit the occasion might

have become the norm in

my behaviour. Others might
have followed my lead and
our compliance system would
have become increasingly
arbitrary. In our business that
would have certainly been
disastrous.

Perhaps ironically, perhaps
fortuitously, this experience
was one of the prime
catalysts for my subsequent
writing of the Navy’s Aviation

Maintenance Instructions
(NAMI’s - circa 1988-1998).
These regulations introduced
limited maintenance
activities by aircrew,
Continuous Charge, the
concept of the Responsible
Engineering Officer (REO)
and the foundations of the
empowerment that Aviation
Engineer Officers (AVEOs)

in their role as Senior
Maintenance Managers
(SMMs) enjoy today, where
they could indeed exercise
such discretion in similar
circumstances.

Epilogue: | was subsequently
posted as the FSMS of a
Squirrel Flight doing an Indian
Ocean tour. There | learnt that
standing in for an experienced
CPO maintainer is a humbling
experience and no small task.
That experience also served
me well with a number of
other life lessons....but that’s
another story...

1 Charlie Oscar - Commanding Officer

CAPT Reilly is awarded $50
cash prize for his article

submission to TOUCHDOWN
magazine. Congratulations

CAPT S LOCKEY, RAN
MH-60R PROJECT

In order to look to the

future of Aviation Safety,

we often need to look back.
Sometimes looking back at
other industries can be just
as insightful as looking back
at aviation mishaps. After
all, Human Factors feature
in every incident or accident,
regardless of the hardware -
trains, ships or helicopters.

Clapham Junction
Disaster

Clapham Junction in South
London is the busiest railway
junction in Europe. On the
morning of 12 Dec 1988
there was a multiple train
collision due to incorrect
signalling. As a result of the
accident 35 people died and
nearly 500 were injured,

69 of them seriously. The
Weekly Operating Notice
(issued to train crews to
keep them up to date with
changes on the network)
had an entry in the issue

for Saturday, 10 December
1988 which read: ‘Signal
WA25 has been abolished
and a new 4-aspect
automatic signal WF138 has
been provided.’ It was that
new signal WF138 which,
two days later, failed to stop
the trains colliding.

An inquiry was launched
and found that the major
contributing factor was
the failure of senior
management to recognise
that the re-signalling
should have been treated
as a major, safety-critical
project. Staffing levels were
grossly inadequate and
the employees (fatigued
by months of gruelling

Trains, Ships and Helicopters
- The Human Connection

work) were carrying out the
complete re-signalling of the
largest and busiest railway
junction on the whole

British rail system. Although
one supervisor identified
the loose wiring during an
inspection he did not voice
concerns for fear of “rocking
the boat.” This action, or
lack thereof, ultimately cost

the lives of 35 people.

For more information on the
Clapham Junction Disaster
see:

http://en.wikipedia.org/
wiki/Clapham_Junction_
rail_crash or http://www.
railwaysarchive.co.uk/
docsummary.php?doclD=36

Herald of Free
Enterprise

The Herald of Free
Enterprise was a roll-on
roll-off (RORO) ferry which
capsized moments after
leaving the Belgian port of
Zeebrugge on the night of
06 March 1987, killing 193
passengers and crew. After
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leaving the harbour and
having reached a speed of
just over 15 knots, the ship
listed 30 degrees to port,
briefly righted itself, then
again listed heavily to port
this time capsizing. The
entire event took place in
less than a minute.

It quickly became apparent
to the rescuers that the
Herald of Free Enterprise
had sailed from the port

of Zeebrugge with her

bow doors open. The

crew member responsible
for closing the doors fell
asleep after being relieved
earlier that day and was not
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awakened by the ‘harbour
stations’ call alerting the
crew to take their assigned
positions for departure from
the dock. None of the ships
personnel waited for the
crew member to return to
his station (as it wasn’t their
responsibility) and the door
remained open.

The investigation into the
capsizing identified design
issues, training deficiencies
and communication
shortfalls contributed to the
accident.

For more information
on the Herald of Free

Enterprise Disaster: http://
en.wikipedia.org/wiki/MS_
Herald_of_Free_Enterprise
or http://www.maib.gov.uk/
publications/investigation_
reports/herald_of_free_
enterprise/herald_of_free_
enterprise_report.cfm

The Human
Connection

In 1988, 35 people were
killed in a train accident that
could have been avoided
had a supervisor been more
assertive when conducting
his inspection of the wiring
modifications. In 1987, 193
people were killed because

of a poor design and an
attitude of ‘it’s not my
responsibility; it’s not in my
duty statement.’

So what have these two
events got to do with the
future of Aviation Safety?
Just as in every aviation
accident, both of these
tragic accidents occurred

as a result of the actions or
inactions of people - that is,
because of Human Factors.

Ponder for a moment what
you would do if faced with
a similar situation to the
supervisor who ignored the
loose wiring at Clapham
Junction. Would you speak
up, or would you take the
easy route and not rock the
boat? What about if you are
faced with a workload like
the technicians conducting
the signalling modification
at Clapham Junction?

What would you do if placed
in the same situation as the
crew on the Herald of Free
Enterprise. Would you let a
potential safety critical issue
remain unaddressed just
because it wasn’t in your
duty statement, or would
you take steps to ensure
that the people around you
were kept safe?

To maintain a safe aviation
environment in the future,
we can take lessons from
accidents of the past,

even those involving trains
and ships. In the aviation
environment we need
everyone out there to be
safety managers and to be
assertive when it comes

to highlighting potential
safety problems. If you see
something that is potentially
unsafe, even if it’s not your
‘part of ship,’ be assertive
and speak up. Sometimes
people’s lives depend on
you having the courage to
make the hard call.

RAN ARTICLE
SPOTLIGHT MAGAZINE 1990

Any helicopter crew will be
familiar with the procedures
used in conducting winching
operations and | am sure that
they would be aware of the
things that are most likely to
go wrong, and how they should
be dealt with.

What is not so readily
appreciated is the speed with
which events can degenerate
from a co-ordinated, controlled
operation into a shambiles,
costing at best red faces and
an expensive repair and at
worst, a lost helicopter and
human tragedy. There simply
is not time to sit back and
assess events in slow time,
and far too many helicopter
crews have been caught

out because they were not
fast enough to anticipate a
potential hazard. The following
examples may serve to
illustrate this point:

Case One

During a water hoisting
exercise the crewman of an
Iroquois began to run the hoist
cable out whilst on short finals
to the small boat being used
as the target vessel. When

he looked back he noticed
that the cable had dropped
between the aircraft and the
skid. He selected ‘slow UP’ on
the hoist and whilst dividing
his attention between the
boat and the cable the sling
attachment hook snagged

on the emplaning steps. A
loud bang was heard and on
investigation the mount at
the base of the hoist column
was found to be cracked. The
hoisting was aborted and the
aircraft returned to base.

Why Weight for Disaster?

Case Two

A Seaking helicopter was
conducting winching
operations with a naval vessel.
After completing the transfer
of one person and papers to
the ship, the winch hook was
left lying on the deck whilst the
message bag was opened; the
ship rolled heavily to starboard
and the hook dragged across
the deck and lodged in the
deck -edge guardrail. Despite
the winchman'’s effort to give
sufficient slack, the cable
came under tension and
parted at the hook attachment
point, the remaining cable
then springing back and
looping about the winch. The
helicopter recovered to base
and on further investigation
was found to have suffered
Cat 3 damage with extensive
cracking around the frames

in the vicinity of the winch
attachment points.

Both these unfortunate
incidents had many
similarities:

* They were avoidable.

* They could easily have
resulted in the loss of the
aircraft.

* They happened in the direct
view of the winch operator
who was aware that a
problem was developing,
but despite his complete
attention was simply not
quick enough to prevent the
situation from deteriorating.

So, what lessons are to be
learned from these incidents?

ANTICIPATE HAZARDS, before
they can bite you. Winching to
a moving platform bristling with
potential snagging hazards is

a dangerous occupation. Brief
yourself on vital actions before
you start, and discuss the
operation with your crew.

BE AWARE that if events
go wrong they will probably
happen extremely quickly.
There will not be time to
assess the problem, recall
SOPs and discuss the
action to be taken: by then

you may be passing ten
fathoms still attached to your
helicopter. The best weapon
is anticipation - think ahead
to determine the probable
behaviour of the winch

and cable, and the actions
(sometimes irrational) of
other people involved in the
operation.

IF YOU ARE UNHAPPY ABOUT
A SITUATION, either hold off or
withdraw from it and discuss
the situation with the rest

of the crew. Winching really
is an exercise in which the
highest standards of crew
co-operation are required.
Full understanding between
all members of the crew can
avoid sticky situations.

The key word is, of course,
ANTICIPATION. When carried
out by a professional, well
briefed crew, it will go a long
way towards avoiding incidents
such as those discussed
above.

Article Courtesy of Spotlight
Magazine Issue 1/90
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v HUET Probably Saved My Life

NACTP

Fly Navy
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It was 23 May 1979. We were
freshly embarked in CVS21
HMAS MELBOURNE for an
HS817 ASW* work-up in the
EAXAZ?, All three front line
squadrons were embarked

- HS817 SK50 Sea Kings,
VS816 S2E Trackers and
VF805 A4E Skyhawks.

It was early in the work-up
and VF805 had the morning
deck session for some touch
and go circuits. | took Oggy,
one of our new Seaking pilots
(SBLT Mark Ogden) up to the
goofers® deck so we could
watch the Skyhawks as they
came in to land.

No sooner had we arrived
when LT Kev Finan*, 805’s
USN exchange officer landed
and caught No. 4 wire. When
the aircraft did not slow down
it was clear the arrestor wire
had broken. It was quite
surreal as we watched the
Skyhawk roll forward and just
start to tip over the forward
edge of the angle deck, as
Kev Finan ejected with a
bang. Thankfully the Ad’s
had a zero/zero seat and the
parachute deployed and we
watched him drift back down
from about 200ft and settle
in the water behind the ship.
He was picked up by the
Wessex SAR aircraft quickly
and back on board wet and
shocked, but all in one piece.

| briefly tell you the morning’s
happenings above for some
context because | felt sure
flying would be cancelled for
at least the rest of the day.

It wasn’t. Whilst fixed wing
flying on the carrier need

an arrestor wire system,
helicopters of course do not.

This still taken from film, displays limited movement in tail rotor. CAPT Wright’s arm is visible in rear window in preparation to jettison.

That afternoon we launched
in Seaking 901 for a dunking/
screening exercise (dunking
really focuses your attention
- get ready SH60 Romeo
crew desigs). The crew was
LCDR Vic Batesse (P1), SBLT
Mark Ogden (P2), yours truly
(Tacco/Observer) and LSA
Mick Skewes (Aircrewman/
sonar guru).

We were no more that 20
minutes into the sortie

and our second dip when
Mick and | heard an awful
graunching/rubbing noise
from aft and above our
heads. It went away or at
least abated so that we felt
slightly less concerned. As
we transitioned forward out
of the dip it got loud again.
Throughout this time all four
of us were trying to put our
finger on likely causes. But we
were guessing and no one had
experienced this noise before,
remembering it was loud even
with our helmets on and all
other ambient noise, so we did
not think it was good.

Vic Batesse declared a Pan
and started to head gingerly
back to the ship at a speed
around 70-80 knots. Once we
were in forward flight the noise
abated almost completely. We
had by then concluded the
graunching noise was most
likely coming form the tail rotor
drive shaft.

On the short return flight

to the Ship (10-12 nautical
miles) we did all the usual
checklist items and also
debated whether it might be
worth attempting a running
landing. Remember the

aft end of the deck was

not a happy place, with

the mornings broken wire
investigation underway. But
in any case, Vic very wisely
decided that it was best to
come to a hover beside the
Ship before we move across.
His logic was that we did not
want to cause a crash on
deck scenario if we had a tail
rotor failure in the transition.
How very wise he was!

As we transitioned into the
hover the graunching noise
penetrated our helmet and
our brains in the back of the
aircraft and both pilots well
and truly heard it. | think
Mick and | looked at each
other briefly with that “Oh
S@#t - this is not going to end
well” look in our eyes. Then it
all happened very quickly just
as we came into the hover,
the torque increased along
the tail rotor drive shaft and
the bang above our head was
LOUD and definitive.

The tail rotor drive shaft

broke at one of the support
bearings in the tailcone and
the aircraft immediately
started to spin and fall.
Luckily we were in about a 40-
50 foot hover and the aircraft
only rotated about 540-720
degrees before we hit the
water right alongside the ship.
The main rotors hit the side
of the ship which probably
caused the momentum for
the aircraft to roll as soon as
we hit the water.

The next 60 seconds are a
blur. | know that | already
had my seat down and back,
and as we hit the water |
jettisoned the window as
the aircraft rolled upside
down. At this stage Mick
was encouraging me to do
it quickly (or colourful words
to that effect) because he
needed to get out after me
through the same window.

As the water poured in we
were climbing out. | have
no doubt that my recent
HUET® training had helped
me to act without conscious
thought, and as a result we
instinctively escaped the
aircraft, just as it rolled and
settled upside down, with
the nose well down, on the
surface.

The first thing Mick and |
noticed as we inflated our
PFDs® was how far the ship
was already away from us,
and still heading away, and
then we looked for the two
pilots. Oggy was about 10
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metres away, but no sign of
Vic. As the three of us got
closer Oggy was about to
attempt to dive down and try
to find Vic, we pointed out
how hard that would be with
his PFD on and were about to
get further into the argument
when Vic thankfully popped
up. He had his mictel lead
from the back of his helmet
caught up and that had
momentarily prevented him
from getting out of the aircraft.
The leads used to be longer,

| think we have learned from
that aspect of 901’s ditching.

Not long after Vic appeared

on the surface, Seaking 901
disappeared to the bottom of
the Tasman Sea off Jervis Bay,
never to be seen again. | think
it was on the surface for about
1 to 2 minutes before it sunk
to the continental shelf. We
were no sooner all together

on the surface watching the
ship in the distance when

the inflatable rescue boat
pulled up beside us, pulled

us inboard and quickly back
to the Ship. We were checked
into the sick bay for a few
minor repairs and a good

rest, complete with a Mai

Fly Navy
Fly Safe

Tai cocktail to lift our spirits,
courtesy of the Ship’s doctor!

What did | learn? Well that
may be obvious, but even
when you get some warning;
you don’t always think it will
go bad as quickly as it did
for us. The time to react
when something goes bang
is short, and all the liferaft
drills, PFD drills in the pool,
and especially HUET training,
all give aircrew a much better
chance of acting without
needing to think too hard
when your brain is already
overloaded.

The other thing it taught

me during future sorties
(especially dunking in a 40
foot hover, and especially
dunking at night), was to
always be ready for the big
bang. | would regularly, while
sitting in the dip, do the drill.
Seat down and back, and
hand up to the window jettison
lever ready to punch it out. |
never needed it again - but |
did feel reassured that | could
get out quick if | needed to.

As we in the FAA look forward
to SHB0R and the ASW
dipping role again, and as we

also prepare to bring flat tops
back into the ORBAT’, we have
much to learn and refresh.
Yes different capabilities,
different ways of doing things,
but when the s@#t hits the
fan, or worse still — your
aircraft hits the water, you

will | hope, like me, realise
how valuable it was to pay
attention to HUET and related
safety equipment training. |
think HUET helped save us
from a watery grave. | am now
a card carrying member of the
Goldfish club,® and hope you
never join.

We returned alongside in
Sydney the next day. The
Commanding Officer CDRE
David Martin, RAN, led from
the front by opening up

the ship and the five crew
members to the waiting
media, always hungry for
another HMAS MELBOURNE
bad news story back then. By
being open and up front the
story only lived 24 hours and
then the media moved on,
because in my view, CDRE
Martin made it clear that
whilst it was a bad day losing
two aircraft within hours of
each other, the Navy had

nothing (sinister) to hide. |
learnt a lot about open comms
from CDRE Martin, no wonder
he was so well regarded

in command, then later as
Flag Officer Naval Support
Command and as Governor

of NSW. But that is another
story.

1 HS817 ASW - Squadron that
operated the Sea King MK50 Anti
Submarine Warfare Helicopter

2 EAXA - Exercise area off the East
Coast of Australia

3 HMAS MELBOURNE'’s goofers deck
was above flyco at the aft end of the
island - a good view for flying ops

4 Google Kevin Finan and Alaska to
see what Kev is now up to

S HUET - Helicopter Underwater
Escape Training

¢ PFD - Personal Floatation Device

7 ORBAT - Order of Battle

8 The Goldfish Club - an organisation
which was formed in 1942 for
aviators rescued from the sea.
Qualification is quite simple in that
all you have to do is be rescued

from the sea after ditching in your
aircraft or coming down into the drink
from any kind of flying machine and
subsequently being rescued. It has
about 500 members.

CAPT Wright is awarded $200
cash prize for his article
submission to TOUCHDOWN
magazine. Congratulations

LCDR P BROWN, RAN
SPOTLIGHT MAGAZINE 1991

There are normally two
reasons for writing a flight
safety article: to complain
about something someone
else has done, or to admit to
the world that you stuffed up
badly and, hopefully, someone
will learn from your mistakes.
Unfortunately this article is not
due to the former!

The sortie in question was
practice for my upcoming QFI
catcheck. The sequences to
cover included Vmcg, V1/
V2 splits and high speed
aborts. The sequences were
comprehensively briefed and
all exercises detailed in full.

The first demonstration

was Vmcg, which required
simulating an engine failure

at 80 kts (88 kts being Vmcg),
and aborting the take-off
using nose wheel steering

and differential brakes. The
exercise went well with a
relatively gentle divergence
from runway centreline. The
aircraft was taxied back to the
threshold of RW 26, where the
before take-off checks were
completed, ensuring flaps were
set at 15 degrees for a DRY
take- off.

The next sequence was a
demonstration of a V1/V2
split. V2 was calculated at 97
kts and an artificial split of 90
kts V1 and 100 kts V2 was
briefed for the exercise.

For those not familiar with
NAS NOWRA, the overrun/
clearway for RW 26 consists
of a cleared area 2 500 ft long
and approximately 500 ft wide
rising at a gradient of about 2
degrees ending with tall gum
trees.

For Practice!?*#]!

A final check of the cockpit,
flaps set at 15 degrees and
control lock off was made
before the take-off was
commenced. Everything felt
normal up to 90 kts when the
other QFI called ‘PRACTICE!”
(practice what?)

My first impression was

that this was a better
demonstration of Vmcg than
the previous one. The aircraft
was maintained on centreline
using coarse movements of
the nosewheel steering until
100 kts when the aircraft was
rotated to the take-off attitude.
Once clear of the ground the
landing gear was raised and
rudder forces trimmed out.

It became immediately obvious
to me that the aircraft was not
climbing at anywhere near a
normal rate for single engine
operations at our relatively
low operating weight. | called
to the other QFI in the left
seat (aircraft captain) that

the aircraft was not climbing
and he confirmed that he

had inadvertently pulled the
port HP cock to OFF instead

of retarding the port throttle!
With the HP cock in the OFF
position, the autofeathering
system is deactivated and the
propeller has to be manually
feathered. The extra drag
associated with the windmilling
propeller partially explained
our lack of climb performance.

At this stage | started looking
for a suitable place to force-
land straight ahead.

The airspeed was maintained
at our prebriefed real V2 of
97 kts while a double check
was made that the landing

gear was up and the starboard
engine was developing full
power. At about the time the
aircraft crossed the airfield
perimeter fence the stall
warning activated at 97 kts
instead of an expected 89 kts.
This quickly prompted both
QFis to check the flap setting
which, to our horror, indicated
UP! Somehow, during the initial
‘panic’ in the cockpit, one of
us (and neither remembers
doing it) inadvertently selected
the flaps to UP. Flap was
reselected to 15 degrees as

| selected water methanol

ON for both engines. As the
flaps ran to their setting the
water methanol took effect
and the aircraft started a

slow climb. The left hand

pilot then completed the
manual feather drill which
reduced the drag dramatically,
allowing the aircraft to obtain
a considerably better rate of
climb.

We continued the climb clear
of the circuit area where the
port engine was restarted. The
closest we came to the trees
was about 50 feet.

Lessons learnt

1. Expect the unexpected.
Because we had briefed a
simulated engine failure
and were more concerned
with the teaching points to
be gained by the exercise,

I had mentally dumped the
procedures | would have
normally carried out. So,
when we had a REAL engine
failure, albeit crew imposed,
my immediate reactions were
clouded with confusion, which
wasted time in diagnosing and
rectifying the problem. Carry
out all immediate actions

in practice emergencies as
you would carry them out for
real. Because we didn’t follow
the laid down procedures,we
found ourselves in an extreme
situation where we ended up
making procedural mistakes
which very nearly cost us our
lives and the Navy a valuable
aircraft.

2. Don’t ever be complacent.
With two very experienced
pilots flying (over 7 000 hrs
combined flight time), the
last thing | expected was a
self imposed real emergency.
Making mistakes is not
confined to the more junior or
inexperienced aviators.

3. Positively identify the
switch/lever/control you
want to move BEFORE you
move it. This last lesson is the
most obvious. But honestly,
when was the last time that
YOU moved an incorrect
control and were lucky enough
to get away with it?

Article Courtesy of Spotlight
Magazine Issue 3/91
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LEUT D TINDALL, RAN
723 SQUADRON

| have an interesting story

of one very short night of
tasking that | took part in
whilst flying Sea King Mk4s,
that did not involve enemy
action. Itis a story of my time
on Operation Herrick with

the Joint Helicopter Force
Afghanistan (JHFA) and UK
Junglies. | have selected one
of the nights where captaincy,
authorisation and crew
resource management (CRM)
were at its best.

Situation

As night fell, so did the
temperature finally reaching
dew point. The TAF* for Camp
Bastion, Afghanistan, read
cloud base overcast at 50 feet
and visibility of 3000m, which
was worse in showers and
included thunderstorms in the
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One Small Night of Tasking

area. The crazy thing was how
quiet the base sounded with
no aircraft flying at all and the
peaceful noise of heavy rain.
At the night brief there were no
Head of Departments (HoDs)
present, the highest ranking
person on watch was an Acting
Major (OPSO) who informed
us that after an important Ops
Brief at Headquarters (HQ),

all the HoDs were stuck in a
Main Operating Base (MOB)
Headquarters tent due to the
weather. Needless to say, the
longer the HoDs were away,
the time between brief and lift
was being compressed for the
following morning’s Operation
(Op), which had been planned
for weeks. The other issue
was that the authoriser for

the Op was the Commander
Joint Air Group (COMJAG) who

needed to be at the final brief
to authorise the flight and
Operation, was also in the HQ
tent.

The weather was forecast to
persist at Bastion, until an
improving change was due
around the Op time, where the
cloud base would lift to 200ft
above ground level (AGL).

The light to mod showers
would continue, however this
was considered as a tactical
advantage and assist with the
element of surprise. As we
were minutes from being stood
down due to weather, the
OPSO asked if he could have a
word with the Aircraft Captains
and Authorisers for the night’'s
tasking, as we always flew in
at least a formation of two
aircraft. We all knew what was

coming. The OPSO indicated
that the HoDs were happy to
authorise us to launch and
recover them, as the weather
at the HQ had now improved.
No TAF was available at the
MOB and this assessment
was made based on what they
could see out of the window.

The Royal Air Force (RAF)
Chinooks and Merlin’s were
not Red lllume (RI) trained

at the time2. The only other
suitable asset remaining was
the RN Lynx 9A and Sea King
Mk4+. The questions were
asked, “Can you go and get
them?” and “What do you
need?” So this is where the
planning and authorisation
process began. It became
immediately obvious that with
the associated increase in risk

levels and a discussion with
my authorising officer, | would
need to seek authorisation
from the O0-6 level at the HQ. |
discussed with the authorising
officer my considerations

and the caveat that any
conditions out of our standard
authorisation must come
from him. | pointed out that
it was my plan to launch as a
single aircraft, accepting the
increased risk of down bird
scenario, as a single aircraft
there would be the option

for flight in IMC2. In addition,
there would be decreased risk
by only sending one crew. |
had discussed this with my
crew already, along with the
Detachment Commander

and we configured the crew
with an experienced co-pilot
and two senior Aircrewmen.
The next concern was the
weather conditions. We

were content that we could
depart from Camp Bastion

on night vision devices (NVD)
and maintain our terrain
clearance using NVD to climb
to our MSA. The planned
route had to negotiate a
number of obstacles including
3000ft vertical wire cables
that littered the area. The
Meterological Officer had just
removed the thunderstorms
from the TAF, but the showers,
visibility and cloud remained
unchanged. The planned
route was the clearest route
to the HQ, giving us a safe

but non-tactical and almost a
constant angle descent. The
flight was authorised with the
caveat that if we were not
happy at any point airborne,
to return to Camp Bastion for
an instrument approach. All
signatures and paperwork
were carried out and we
walked to the aircraft.

Execution

We departed under
conventional conditions as
the cultural lighting at Bastion
was too bright for NVD. At

approximately 100ft, we
then went onto NVD and as
expected entered cloud at
our minimum safe altitude.
To our surprise we could see
through the cloud. It was not
very thick and the brightness
of the conventional lights
from Bastion delivered good
terrain contrast through the
NVDs. The temperature was
approximately 20 degrees, so
icing was not a consideration,
and we continued our climb
above the small arm threat
band. We flew the planned
route on GPS and on the
tactical radio network gained
clearance from the air

space coordination (JTAC)

to approach and land at the
MOB HQ. On a 4nm final we
could again see through the
cloud including all obstacles
and set up for a GPS
approach into the MOB, flying
a constant angle approach.
At approximately 500 ft AGL
we broke clear of cloud and
the visibility on NVD was
unrestricted. We finished
our descent tactically and
manoeuvred to the landing
site without incident. We
embarked the pax including
COMJAG (0-6 level) and his
staff and returned back to
Camp Bastion. We returned
back to HQ to pick up a
further load of passengers
which went without incident.
We had proved that we could
operate safely within these
environmental conditions and
so this was going to turn out
to be a busy night.

On Return

Once back and shutdown

at Camp Bastion, the war
continued. It was business as
usual and we headed back to
our cabins to get some well
deserved rest. As we were
unloading our kit from the
Land Rover, the OPSO located
us to inform us we had further
tasking, as we had proven
ourselves in the difficult

conditions. The mission was
to fly to a Forward Operating
Base (FOB) in a known
Taliban stronghold to pick

up a troop who needed to
return to the UK immediately
for compassionate reasons.
There was also a time
pressure consideration as
the C-17 would be departing
in 2 hours and the flight time
to the FOB was about an
hour return. | dispatched my
crew back to the aircraft and
instructed my co-pilot to start
the aircraft and wait for me
to arrive. | proceeded to the
Ops tent for a face to face
brief. | conducted a standard
brief which included MATE
J2 brief (Met ATC Tech
Exercise Intel/J2) and went
to discuss the mission with
COMJAG, as once again the
weather conditions were
outside my detachment
authorisers remit. | passed
him my concerns which were
mirrored from the previous
sortie and he authorised

our flight after a discussion
with the J2 Officer of the
most recent threats in the
area. Again the weather was
the most limiting factor and
the showers were getting
substantially heavier. |
departed the ops tent and
arrived at the aircraft to brief
my crew on the mission.

Execution

We taxied for fuel whilst |
briefed the crew. Again we
departed, however in contrast
to last time, we were now
heading over the desert and
towards the baron green
zone landscape with no
cultural lighting. Our NVD
were working hard, but the
life saving Head Up Display
(HUD) gave my crew amazing
situational awareness as it
provides attitude, height and
distance to target among
other information. Again
using GPS and the tactical
net, we positioned on finals
and at 10nm out | called

the JTAC for clearance. He
stated the area was clear
which indicated to me that
the landing site has been
swept for IEDs, a desert

box had been set up with
cyalumes, it was secure from
the enemy and to approach
from the west. | enquired as
to whether or not there was
any Black Illume available.
Black lllume is an Infa Red
(IR) light source that can

be delivered through flares,
mortars or a night sun. He
informed me that Black lllume
mortars were ready to be
deployed in intervals until
we had landed and to call 2
minutes to landing when on
the approach .
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This mission profile was
nothing out of the ordinary

as we operated to this FOB
regularly by day or night. |
called for the illumination and
the mortars went up. All of

a sudden, the sky became
brighter than a full moon night
and we could see the FOB

and all associated hazards
through the poor visibility. We
could also see how heavy the
rain was, meanwhile the Sea
King Mk4+ continued to leak
like a sieve. We lined up on
finals and carried out a tactical
approach utilising the dust
landing technique and the use
of the aircraft’s IR flood light.
At 50ft and 0.1 nm short of
the FOB, | switched the Master
Armament Safety Switch
(MASS) to SAFE and there was
an almighty zapping noise

and flash inside the aircraft.
My port door aircrewman
immediately looked inside

the aircraft for fire and
confirmed that it was clear. |
had received a minor electric
shock through my arm, enough
to startle me. | confirmed
engine temperatures and
pressures, however there were
no abnormalities. |instructed
the co-pilot to continue with
the approach and landing.
Once on the ground we
carried out a visual inspection
with the torch and got our
passengers onboard. There
was nothing inside indicating
that there was an immediate
problem except the water
dripping onto my head through
a circuit breaker panel. To
minimise our vulnerability to
enemy fire, we wasted no time
in getting off the ground. We
departed the FOB with the
NVD HUD supplying my co-pilot
with all the information he
required. | passed to the JTAC
not to use any further black
illume as this might give the
enemy a combat indicator of
our departure direction. When
clear of the FOB, | turned the
MASS to live and everything
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appeared serviceable. Once
well clear over the desert, |
tested the DAS kit* to confirm
that it was still serviceable and
it all operated as normal. We
returned to Bastion where we
were cleared to land next to
the C-17 which was waiting
to depart back to the UK. We
dropped off the passengers
and they embarked the C-17
for their return flight home.
Mission accomplished.

On Return

My crew and | unpacked the
Sea King Mk4+ and returned
our weapons and ammo

to the armoury. | placed

the aircraft unserviceable
due to water ingress. After
the post flight admin was
completed, we went to the
Ops tent to see COMJAG and
debrief. COMJAG was already
in bed in preparation for the
morning brief and the OPSO
asked if | had any dramas

to report. | reported a slight
aircraft malfunction due to the
spurious cockpit indication,
however the mission and
tasking was accomplished.
We debriefed as a crew to
discuss the decisions and
events of the evening. This
de-brief was important to

help develop captaincy and
decision making for my
co-pilot. It also allowed me

to confirm the details with
regards to the incident signal |
was about to draft after being
zapped whilst flying. My crew
were all buzzing from the hit of
adrenaline which you become
accustomed to flying in an
operational environment. We
went to get some SCRAN®
before getting our heads down
for the next day’s standard
tasking day/night.

Points to Note

¢ Experience/ Supervision:
Crew experience was a
key element. This was
my 5th Afghan tour, both
crewman’s 3rd Afghan (7th

or 8th total including Iraq/
Bosnia) but my co-pilots
1st ever Op tour. The
learning curve for co-pilots
was massive but they

did very well which is a
credit to the training they
received on Operational
Flying Training. The
co-pilot had a mere 350
hours total flying hours
when he arrived for this Op
tour and had no limitations
on capabilities. However,
due to their inexperience
they did like to surprise the
Aircraft Captains every now
and then but I'm certain
they only did it to see if

we were paying attention
(many of those stories

to be shared another

day). Vigilance should be
applied every time you are
in an aircraft whether you
are on operations or during
training.

Capability/NVD: NVD was
critically important to these
types of missions. They
enabled us to see other
aircraft, features and the
ground when otherwise we
would not be able to. We
identified hazards and key
land marks that got us into
the FOBs safely and without
them, the mission would
have carried a lot more risk,
or in fact been impossible
by night.

Authorisation: Planning,
briefing, authorisation and
de-brief are so important
to clarify that all pre-flight
requirements are fulfilled
and the mission can be
carried out safely. The
authorisation process of
proceeding up the chain
of command in proportion
to the level of risk is
something that can be
applied to the operational
or training environment.
Know the rules, know the
limits and use the process
in place so things are not

missed. Adhering to your
authorisation is paramount,
whether it is in training or
during operations.

Real-time/ Perceived
Pressure: These decisions
and thought processes
were influenced by real time
operations and conditions.
Consideration needs to be
given to the influence of
the real-time or perceived
pressure. The levels that
you may accept and have
to deal with on operations
will be greatly different to
what you may accept in
the training environment.
CAVOK® and known training
areas will one day be
replaced with open ocean
or vast deserts filled with
people, ships and aircraft
that do not want you to be
there.

FASO Comment:

The experiences of those
selected for Op tours overseas
are worth paying attention
too. The lessons LEUT Tindall
highlights in this article are not
only particular to operational
flying but that of the everyday.
Anything can change in a
second and knowing your
limits both individually and as
a crew, physically, mentally
and procedurally are key in
ensuring you remain within the
calculated risks.

1 Position weather forecast.

2 Red lllume indicates that night
environmental conditions were below
a specific threshold with respect to
millilux levels, which increased the
risk of flying at night on night vision
devices (NVD).

3 IMC - flight in weather conditions
that require reliance on instruments
i.e. in cloud.

“ DAS Kit - Defensive Aid Suite (l.e. IR
Jammer, flares etc)

5 SCRAN - Naval term for dinner.

¢ CAVOK - clear weather conditions.

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

LEUT D COEY-BRADDON, RAN
ARMY HELICOPTER SCHOOL

In February 2011, myself

and 4 other Navy pilots

under training planned a

trip under the Aircrew Flying
Currency Scheme (ACFS)
from Bankstown Airport to
Tyagarah, located on the NSW
North Coast.

The trip was to be our last
under the ACFS. After
returning, four of us were
joining 723 Squadron to
commence Pilot Rotary
Conversion. For myself it
was the first trip | had ever
undertaken that involved
signing for an aircraft, taking
it to unfamiliar airfields, in
unfamiliar airspace and
returning some days later.
Navigation flights during
Advance Pilot Training at
Pearce had covered this,
however having an instructor
there to take charge and
make the big decisions if
needed, somewhat limits the
training value and Captaincy
development of such flights.
The absence of such a safety
net meant this trip was to
become possibly one of the
greatest learning experiences
| have had since joining the
Navy as a pilot over 4 years
ago.

In total there were three
aircraft taking part. All three
aircraft were single piston-
engined, light aircraft. Myself
and another pilot were the
crew of a Diamond Da40 (tail
number - DIV), 2 other pilots
were in a Robin Alpha 160A
(ZXY) and a fifth pilot flew solo
in a Piper Archer (NRB).

All five of us had completed
Advanced Pilot Training,
some quite recently, others

In the Company of
Thunderstorms

A || 4

over 18 months ago. Our
plan was to track coastal

to the North, stop overnight
in Coffs Harbour and then
continue on to Tyagarah the
next day. We all departed
without incident, taking off
from Bankstown and tracking
north-east around Sydney
before hitting the coast and
heading North. | was the
Aircraft Captain of DIV for
this flight and we departed in
company with NRB. ZXY took
a slightly different route and
rendezvoused with us later in
the trip.

The weather forecast for this
particular day was consistent
along the central coast -
moderate northerly winds,
broken cloud at 1000-2000ft
and passing showers and
thunderstorms. The cloud
was no real concern for the
majority of the trip, as once
we left controlled airspace,
flying coastal at 500ft would
keep us well clear. We had

discussed prior to departure
that there was one area
where things might get a

bit more complicated. This
was the narrow VFR (visual
flight rules) corridor that

we would use to transit
through RAAF Williamtown
controlled airspace. Avoiding
weather outside controlled
airspace is relatively simple,
provided you are not confined
by terrain or controlled
airspace boundaries - just
manoeuvre to stay clear of
the weather. In controlled
airspace you have less
freedom to manoeuvre and
the requirements to stay
clear of the weather are more
restrictive.

My concern was that

a passing shower or
thunderstorm would prevent
us passing through the narrow
corridor and if Air Traffic
Control (ATC) were unable

to permit an alternate track,
we could be left in a holding

pattern south of controlled
airspace until the weather
passed. The main cost of this
was in fuel and time, which
was an inconvenience more
than anything - as we had
more than sufficient fuel and
daylight remaining.

As we approached the
Williamtown airspace, we
could see some dark cloud
patches developing offshore
to the east of our proposed
track through the VFR
corridor. The weather initially
did not look particularly
severe, this was partly due
to the fact that the area

was covered with broken
cloud which obscured the
thunderstorms vertical
extent from view. The VFR
corridor specifies an altitude
of 500ft, which | maintained
as we were cleared to transit
through. Approaching abeam
the dark cloud, which was
approximately 4-5nm to

the east of our position, we
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started to encounter light to
moderate turbulence and it
became clear that conditions
were more hazardous than
initially thought. We noticed
some interesting rotor cloud
formations appearing to the
east. The Professional ADF
Aviators Reference Manual
states thunderstorms should
be avoided by 10nm laterally,
a figure that | know was not
clear in my mind at the time.
At this point heavy rain began
to fall from the cloud and
lightning could be seen within
- Thunderstorm! Both the
co-pilot and | began to feel
very uncomfortable with our
position, particularly being
so close to the ground. It

is possible that any severe
turbulence from a microburst
could have seen us heading
much closer to the ground
with little warning. | called
ATC and requested clearance
to manoeuvre left of track

to increase our separation
from the thunderstorm. This
increased our separation

out to approximately

6-7nm and the conditions
improved significantly. After
gaining clearance, NRB
followed our track and we
manoeuvred past the storm
without incident. Shortly
after, we heard ZXY passing
through the same area

and requesting a climb to
1000ft in order to increase
their ground separation.

The thunderstorm, which
was tracking southerly, had
increased its distance from
the coast and was therefore
more displaced from their
position.

While our actions enabled
us to safely manoeuvre past
the thunderstorm without
incident, a more cautious
approach was warranted.
While | believe we gave
good consideration to the
weather conditions for the
route, highlighting the areas
for concern as we had been
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trained to do, in hindsight it
could have been better. My
concern prior to departure
that a shower might block
the VFR corridor should have
extended to “a thunderstorm
with a 10nm bubble around
it might block the corridor”.
The decision to manoeuvre
around the thunderstorm
was consistent with my initial
plan for avoiding any showers
in the corridor though it did
not give enough respect to
the hazardous conditions we
encountered. It would have
been more appropriate to
request an alternate track
earlier, such that we never
penetrated the 10nm buffer
zone around the storm.
Though in reality, identifying
the presence of the
thunderstorm at such an early
point, given the surrounding
cloud cover, would have been
very difficult.

It is essential to know the
margins for safety regarding
manoeuvring through and
around weather. Inadequate
background knowledge
regarding phenomenon like
turbulence, thunderstorms
and freezing levels have

led to many aircraft losses
over the years. While | did
not provide the right safety

margin initially, it took only

a few seconds for both
crewmembers in the aircraft
to realise action needed to
be taken. Days worth of
lectures from Basic Flying
Training flashed through our
minds in seconds, telling

of microbursts, severe
turbulence, hail, updraughts
and lightning. Paying heed to
this background knowledge
enabled us to steer clear
from what could have been

a disastrous situation. The
thunderstorm we encountered
was never going to be the end
of us, though encountering
these conditions without the
training we possessed may
well have!

In my opinion, experiences
such as this are extremely
valuable in developing skills
and judgment as an aviator.
Even in my relatively short
time as a pilot | have felt

my confidence noticeably
increase after experiencing
flights where issues such

as cloud, rain, strong wind
and turbulence have needed
to be accounted for, slowly
building the picture of what
weather is acceptable, when
to press on and when to
turn back. While we have
all spent many enjoyable

hours overflying the south
coast of NSW on beautiful
sky clear, nil wind summer
days, its not what develops
us as pilots and gives us the
confidence to handle adverse
conditions when required.

| believe the training and
guidance we have received,
and continue to receive,
along with the regulations
within our organisation
regarding meteorological
minima enable us to handle
these situations safely as
aircrew. In fact | believe
encountering situations

like the one outlined in this
article allow us as aircrew
to operate more safely, with
the experiences of the past
guiding us away from the
proverbial thunderstorms of
the future.

FASO Comment:

Lesson’s highlighted above
show how taking the training
you have received and
instilling those lessons
make professionals of

us all regardless of the
circumstances. The ‘cheap’
lessons are those that we all
walk away from make sure we
learn from these as much as
if not more than those that
cost us more.

ASLT W GLADDING, RAN &
ASLT S LAIDLAW, RAN
723 SQUADRON

The purpose of this article

is to discuss some human
factors involved in drink
driving. In the Defence
organisation we often talk
about human factors in

the workplace, specifically

in roles where we work in
crews or teams. Perhaps it
is worthwhile every now and
then to stop and consider
human factors in our decision
making processes outside

of the workplace, especially
with the Christmas holidays
not too far around the corner.
Some people make decisions
based on peer pressure or
by justifying it to themselves
internally, while others may
feel a sense of obligation to
a certain task. This article
will expand on these decision
making issues.

Peer pressure is a factor that
is more prevalent in younger
members, however it is

Human Factors and
Drink Driving

certainly not unheard of in
senior ranks. This can often
lead to making decisions that
solo you may not think were
such a great idea, but when
surrounded by friends or
colleagues (especially ones
you look up to) you might
consider and even act on. It
is simply human nature to
not want to ostracise oneself
from a group. However it is
unacceptable these days to
simply make poor decisions
with the reasoning “the guys
told me to.” Saying no can be
a hard decision, but it is one
we have probably all made
and will need to make again.

Sometimes you may even find
that you justify a decision to
yourself....“l haven’t had that
much to drink, and my mate
really needs a lift.” Whilst
similar to peer pressure, it
often manifests itself inside
your own head. You can

end up pressuring yourself
into a bad decision, without
anyone else even needing to!
If you find yourself needing
to justify a decision you feel
uncomfortable about, step
back, it's probably the wrong
choice!

One factor that links in with
this is a sense of obligation,
where you feel like the task
is more important than the
consequences. It's similar
to justification but you feel
there may be an actual
reason for doing so. Maybe
a vehicle needs to be moved
somewhere, or parked at

a different location. But
forgetting the consequences
can be a dire mistake.
Maybe you will move the
vehicle around the block

to a mates drive way and
nothing will come of it. Or
maybe you will crash, due
to your impaired reflexes

whilst under the influence,
and injure somebody who is
completely innocent. This is
unacceptable, hurting yourself
due to poor judgement is one
thing, hurting someone else is
out of the question.

So what can you take from this
article that you don’t already
know or haven’t heard before?
Probably nothing. But let this
act as a reminder before you
go on leave over Christmas,

or at any time for that matter.
There are so many different
ways you can be coaxed into
making the wrong decision.
Ultimately at the end of the
day you are responsible for
your own actions, especially
as a member of Defence.
Notwithstanding this though,
you are a member of society.
If your loved one was injured
or Kkilled, would you care how
the other driver justified it to
themselves?
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Caption Competition

Turbo charged power napping. Expert level

WINNER OF ISSUE 2 2012 CAPTION COMPETITION:
LSATV Steve Bacales
723 Squadron, HMAS ALBATROSS
LSATV Bacales will receive a gift pack from the FAASC.
Congratulations.

LICH ‘OUChdof‘Whi'
Mdgazine | \\ \

| ) \
. RS
Think of a caption for the photo above and sent it to For more information call (02) 442 42328

navyairsafety@defence.gov.au Competition Closes 01 Mar 13

REISSUE OF DEFENCE AVIATION SAFETY MANUAL AS
AUSTRALIAN AIR PUBLICATION

References:
A. Defence Aviation Safety Manual (DASM) Issue 3.0 of 31 Mar 2009

B.  Minute DDAAFS/0UT/2012/AB9769801

Due to Defence Instructions Business Rules not being conducive to frequent and urgent updates for the Defence Aviation Safety
Manual (DASM), it has been recommended that DASM be re-issued as a Tri-Service Australian Air Publication (AAP).

DASM is in the process of being reissued as AAP 6734.001 - Defence Aviation Safety Manual. The AAP is scheduled to be released
15 Oct 12 and will supersede DASM on release.
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Sure these may seem a little old, outdated, maybe even a little inappropriate...
But isn’t the safety message still the same

SAFETY - The Best
Deal In The rack H!

Don't Be A Joker
About SAFETY!

Royal Australian Navy Safety Bulletin, October 1986, Inside Cover

DANIS!19

WIILE WRRKING,
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Royal Australian Navy Safety Bulletin, January 1987, Page 27

SAFTEY SLOGANS
AND TIPS

General:

o o0 M N

10.
11.

12.

13.
14.

15.
16.
17.
18.

19.
20.
21.

22.
23.

24.
25.

26.

Tidy up before you trip up.

Accidents wreck lives.

Carelessness send many to an early grave.
Safety is NOT a health hazard.

Safety helmets save skulls.

Inexperience + Impatience + Improper section
precisely equals Injury.

Accidents do not happen - they are caused.
Take safety along, it can’t hurt.
Play it safe and enjoy life.

Accidents cost money.

Report a hazard and
prevent andzaccident. AVOI D FALI.S

WALK, DON'T RUN
USE THE HANDRAIL

Let us not meet by
accident.

Safety is no accident.

Safety depends on headbone and backbone, not
wishbone and tailbone.

Beware of slips and trips.
Be sure he (she) is qualified to handle the job.
Be safe ALL the time.

Better to harp on safety whilte you are alive - you may
not GET a harp when you are dead!

Are you physically fit to do the job?
Replace the guards, hands you can’t!!

Prevent an accident - know and use the correct
working methods.

Prevent am accident - understand job dangers.

Prevent an accident - inform personnel of unsafe acts
immdeiately.

Prevent an accident - know emergency drills.

Prevent an accident - wear correct protective clothing
for the job.

Prevent an accident - employ safe personal practices.

Royal Australian Navy Safety Bulletin, October 1986, Page 24
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UPCOMING AVIATION TRAINING COURSES

COURSES DATES FOR 2012/2013

HUETWITH EBS ® 04 Dec 12 *19Feb 13 ® 09 Apri13
® 06 Dec 12 e 05 Mar13

HUET WITHOUT EBS ® 03 Dec 12 © 06 Dec 12 *12Feb 13
¢ 05 Dec 12 ® 07 Dec 12 ® 16 Apr 13

FLIGHT DECKTEAM ® 03 Dec 12 ® 04 Feb 13 ®25Feb 13
e 21 Jan13 * 18 Feb 13 ® 08 Apr13
VERTREP/TRANSFER *11Feb 13 ¢ 11 Mar 13 25 Mar 13

(HELO DIRECTOR (HD)/
HELO VERTREP TEAM)

VERTERP LOAD SUPERVISOR * 18 Mar 13
COURSES

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




