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Foreword

CAPT S CRAIG, RAN
DEPUTY COMMANDER FLEET AIRARM

It was perhaps prescient that one of
the historical issues of TOUCHDOWN |
recently read had a Foreword penned
just months after the results of the
Seaking BOIl had been released.

Its author, VADM Shalders, spoke
compellingly about the lessons we had
to learn both as a Fleet Air Arm and as
a Navy.

As | write this, the tenth anniversary

of the tragic event on Nias is just days
away. | felt it appropriate to explore

not what we have learned from that
catastrophe, but how good leadership
has driven those lessons and how it will
continue to influence our safety culture
and performance into the future.
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Born out of the BOI and the adversity
that preceded it, the FAA has developed
an excellent and just safety culture,
with robust systems and structures in
place to support that culture. Indeed

in many aspects the FAA is the envy of,
and exemplar to, the wider Navy - we
can be justly proud of that. The FAA has
excellent frameworks and systems in
place for performance management,
training, safety, airworthiness,

quality assurance and management

of our relationships with supporting
organisations. But all of the systems in
the world are of little use without good
leadership to ensure that every member
of the FAA and support organisations is

invested in those systems and making
them work. It needs vigilance to identify
errors, deterioration, damage and
hazards; conscientiousness to report
these in an efficient, timely, appropriate
and analytical manner; diligence to
investigate and rectify them and above
all a proactive approach in all of these
domains.

Good leaders will instil in all of those
they command a commitment to
vigilance, conscientiousness and
diligence. Better leaders will maintain
a pre-emptive approach to identifying
and addressing causal factors before
they can impact on safe aircraft
operations and work places. The value

of intuition with a dash of experience
cannot be underestimated and is

very effective in dealing with causal
factors. If we deal with causal factors
there is a reduced requirement to deal
with negative outcomes. Leadership
requires continual assessment of how
your people are travelling, how their
work and workloads are impacting, and
how pressures (real and perceived) are
influencing productivity and safety.

Good leadership is easy when things
are going well and indeed is essential
to ensuring things continue in that

vein. In this environment, the mark of

a good leader is the ability to monitor
and assess why things are going well,
what may happen to derail that and

to intervene when necessary to stop
that deterioration. The mark of a great
leader is the ability to stop the train
from leaving the tracks in the first place
but when, as we saw with Shark 02,
things go bad, excellent leaders step up
and make the hard decisions, leading
by example. They look long and hard at
what went wrong and how - not only

to ensure there is accountability and
acceptance of responsibility but also to
learn the lessons and avoid recurrence.

But leadership is not the exclusive
domain of those in command or

positions of authority. Every one of

us can be a leader and contribute

to the collective leadership wisdom.
From the simplest slip that could
potentially end someone’s career or
impact their lifestyle, to the tragedy

of an aircraft crash, the good leaders
among us are continually monitoring
and assessing, they are ever watchful
and they are unafraid to speak up and
make sure they are heard when they
are concerned. They don’t leave it to
someone else. They raise potential
problems and solutions to those
problems. They are steadfast in making
sure that the concerns they raise are
properly addressed. | challenge each

of you to show that kind of leadership
as you go about your duties. If you see
something untoward, say something.
But don’t be content with that, follow up
on it. Make sure that something is done
to address what you have reported. And
if you are not satisfied with what has
been done, keep following up until you
are. In that way, each and every one

of us can take ownership of our safety
culture and the safety of our people.

The FAA of today has inherited the
wisdom of those who have gone before
us, born of hard work, good leadership
and sometimes very bitter experience.
As | write this, the FAA has nine aircraft

embarked, another which has just
returned from flight trials in HMAS Perth
and another on standby to embark for
cyclone relief. This level of FAA output
to the fleet is not accidental but a result
of the outstanding efforts of those in
the FAA and the excellent support we
receive from enabling organisations.

Now, as we stand at the threshold of
the future, it behoves each of us - from
the most junior sailor under training
right through to senior leadership, to
stand up and be counted, to be ever
vigilant for the dangers that aircraft
maintenance and flying operations
present, to make safety the way we do
our business and to do all in our power
to ensure that the men and women of
the Fleet Air Arm always make it home
safe to their families.

CAPT S CRAIG, RAN
DEPUTY COMMANDER FLEET AIR ARM
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LCDR J TOPPING, RAN
FLEET AVIATION SAFETY OFFICER

Another year is in full swing with 2015
already proving to be a challenging year
for the Fleet Air Arm and the Safety Cell.
This year will see the introduction into
service of new capabilities, the phased
retirement of ageing airframes and
numerous Squadron moves into either
newer or older facilities. Collectively,
the associated disruptions at the
organisational level will require careful
management so as not to compromise
safety in the delivery of capability. This
is a challenge that is well understood by
Command.

The significant changes that are
occurring within the Fleet Air Arm have
made the safety theme and focus

for this year, Communication, more
important than ever. The ability to
exchange information about hazards
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Editorial

and risk controls, influence attitudes
and behaviours, build commitment and
ownership to safe work practices is
fundamental to achieving a safe work
environment. Whether it be operating
the aircraft or working in the hangar, the
ability to effectively communicate your
safety concerns to other crew members
or through the chain of Command will
potentially prevent the next accident or
serious incident.

With the communication theme in mind,
as you read through the articles that
give a personal account of a safety
related occurrence in this edition

of TOUCHDOWN, | encourage you to

ask yourself ‘how could improved
communication have influenced a more
desirable outcome?’

| strongly encourage all readers to put
pen to paper and communicate your

stories in TOUCHDOWN. The lessons and

experiences that you share, regardless
of your experience level, play a vital

role in promoting safety awareness

and contributes to the professional
development of all personnel involved in
aviation.

Finally, on behalf of the staff at FAASC
| would like to take the opportunity

to welcome LEUT Gary Burns to the
DFASO position and look forward to his
contribution in improving safety across
the FAA and wider Navy.

Now that 2015 is well underway, let us
continue to work together in achieving
the FAA safety goal - keeping our people
healthy and our equipment airworthy.

Bravo Zulu

for MH-60R FOCFT on HMAS
Perth, members of AMAFTU
and NUSQN 725 Flight One
took the opportunity to
undertake a downhill mountain
bike ride from the top of
Mount Wellington to Hobart
City Centre. Unfortunately

a member of the public on
holidays from Hong Kong

and travelling alone, fell from
her bicycle at speed causing
significant injuries to her face,
arm and hand. POATV Milner,
remained calm and collected,
stopped immediately and
provided basic first aid to the

- woman and accompanied her
" to the hospital. Once at the
B ~ = hospital he was instrumental

POATVB MILNER _mww

AMAFTU

During a recent ATk

port visit in )

Hobart whilst (A PRSI TIALS WL
embarked

in locating and contacting
" a nearby relative. After
rapidly identifying that
the tour guides were quite
inexperienced in dealing
with this kind of incident, PO
Milner’'s immediate actions
and professionalism provided
great comfort to the distressed
and injured tourist, earning
great appreciation from her
and the Tour Operator who
contacted his Divisional
Officer to convey his thanks
and gratitude. PO Milner is an
excellent ambassador for Navy
who is commended for his
behaviour and response to this
incident.

BZ POATV Milner

U Ao 3H0AT8 PAO AN

POATA D POPE
808 SQUADRON

During November
and December of
2014, POATA Pope
demonstrated
exceptional attention
to his duties as a Maintenance
Manager at 808 Squadron.

He was tasked with managing
consecutive R5 servicings

on 808 Squadron MRH9O0
Taipan helicopters in order

to ensure that these aircraft
were serviceable and ready to
meet Operational Readiness
Squadron (ORS) duties.

PO Pope’s professionalism,
attention to detail and
management of his

maintenance team ensured

that all requirements of the

servicings were completed

in a very efficient and safe

manner. These actions were

- pivotal in 808 Squadron
having all available assets

for ORS duties and placed the

Squadron in a good position to

begin operations early in 2015.

PO Pope is commended for the
management of his team and
maintenance resources in order
to achieve outstanding levels of
maintenance efficiency, whilst
maintaining high standards for
the assurance of safety and
technical airworthiness.

BZ POATA Pope
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CMDR O NICHOLLS, RANR
HQJOC

In the 1970s and early 80s | flew
Grumman Trackers, both embarked and
ashore. The Tracker was the first aircraft |
had encountered that had magnetic chip
detectors in the engines with associated
warning lights. Unlike some more modern
aircraft, these did not have a ‘fuz burner’
capability to help eliminate potential false
or minor warnings from an isolated small
piece of metal.

Starting the radial engines of the Tracker
involved a lot of switch manipulation during
the start cycle - sometimes more of an art
than a routine button push that is often

the case with turbine engines. The engine
was started by deft intermittent use of a
fuel primer switch while the engine was
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When Is a Chip Not a Chip?

cranked by the starter motor then steady
fuel prime until stabilised at 1,000 RPM.
When satisfied that everything was ok the
mixture control was selected to rich and
the primer released.

On the start that prompted this short
article the engine was running on the
primer while | checked everything was
ok before putting the mixture to rich. The
chip detector light came on briefly then
went out - or was | seeing things? Then
it came on again, then off, then on....
Now chip lights are either on or off -
right? Obviously something was wrong
so | released the primer, let the engine
run down then secured everything else.
Climbing out of the aircraft we thought the

problem was most likely a wiring problem,
an intermittent short circuit or maybe water
ingress.

Back in the crew-room a while later the
maintainers walked in with the chip
detector sump plug. It had well and truly
done its job! The broken bolt was obviously
rocking backwards and forwards over the
contacts, being too big to permanently
bridge them under the influence of the
magnet.

Without the chip detector and warning
light who knows how the flight would have
ended?

Moral of the story: an abnormal indication
is not necessarily a false indication.

CAPT D REILLY, RANR
AMSAFE

You may recall a TOUCHDOWN

edition (around the same time last
year) featuring an article introducing
the Aviation Maintenance Safety
Management System Project (AMSAFE).
The article pointed out how technological
complexity and the hazardous nature of
aviation demanded heightened safety
mindfulness within the workforce and
employment of a Safety Management
System (SMS) to manage domain

risks. The article also cites the Chief

of Air Force (CAF), as the Defence
Aviation Authority (DAA), directing the
strengthening of the Aviation Safety
Management System (ASMS) within
Approved Maintenance Organisations
(AMOs) as a means of mitigating risks
arising from changes to technology

and sustainment practices. The article
reviewed the primary characteristics

of a systematic approach to safety
management and how a SMS can be
employed as a proactive tool to identify
and mitigate hazards including but
extending beyond the normal Work
Health and Safety (WHS) considerations.
The article also emphasised the
importance of SMS as a mechanism for
assisting continuous improvement within
front line maintenance units.

In late 2013 the Defence Aviation Safety
Program (DASP) agencies, DGTA-ADF,
DDAAFS and ACPA, took the initiative

to stand up the Aviation Maintenance
Safety Management System Project
(AMSAFE) with members drawn
predominantly from the DGTA-ADF reform

AMSAFE Project Status

team. Across 2014, the AMSAFE initiative
undertook the delivery of information,
tools, education and training about the
ASMS to key appointments within Service
and Commercial AMOs. This approach
increased safety mindfulness, and was
followed by supported self assessment
of the Service AMOs in preparation for
more formal auditing and oversight of
their ASMS. Across 2015, the project is
now proceeding to review and strengthen
regulation and provide updated

guidance as well as institute progressive,
promotion course linked, SMS training.

With the recent completion of the

725 Squadron sessions, the AMSAFE
team can now report that it has visited
all Service aircraft maintenance
AMOs and gathered together a high
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proportion of commercial aircraft
maintenance contractors, to present
ASMS Awareness Sessions. These
sessions were designed specifically to
raise the safety mindfulness of these
entities about the broad application of
process safety thinking and the need to
be compliant with the DASM (or be able
to demonstrate an alternate acceptable
means of compliance - commercial
entities might align with CASA SMS
requirements for instance).

The Awareness Sessions have provided
a sound basis for conducting follow on
Supported Self Assessments on Unit
ASMS. Throughout the ADF, AMOs have
embraced the self assessment process
and Commanding Officers (COs) have
come away with a plan identifying
opportunities to improve their ASMS
compliance and effectiveness in the
maintenance domain. This has been
reflected in Remediation Plans to assure
compliance with existing Technical
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Regulations as well as the Defence
Aviation Safety Manual (DASM).

Although AMSAFE has undertaken

not to provide unit identifiable data;
some of the COs have seen the value

in doing so. We caution though that
comparison between units per se, serves
little purpose as all AMOs face unique
challenges with differing technology and
resource allocations skewing unit results.
Nevertheless, AMSAFE believes there is
value in displaying the key findings drawn
from collated FEG level data as a way

of identifying and allowing Command to
prioritise opportunities for improvement
across the ADF and communicate best
practice.

With respect to the Fleet Air Arm
Squadron AMOs?, the following is a
brief summary (deliberately not unit
specific) providing an indication of the
primary findings and opportunities for
improvement. Similar data is being

presented progressively to other FEGs for
comment as a precursor to presenting

a consolidated report and select
recommendations to CAF.

Fleet Air Arm - Summary

The following positive factors were
identified:

* The Maintenance Aviation Safety Officer
(MASO) role is a well documented
function seen very much as a primary
role.

* Two of the squadrons have their Quality
Managers conduct a daily walk around
of the workplace, along with weekly
health checks of the safety culture
- this signals strong involvement
and proactive safety thinking and is
encouraged across all AMOs.

¢ Bi-monthly training days assist with
keeping personnel safety mindful.

* One squadron holds a monthly

management review of safety matters
in maintenance - a practice strongly
encouraged across all AMOs.

All three squadrons surveyed so far
showed evidence of a maturing ‘just
reporting’ culture - evidenced by the
fact that personnel felt free to report
on safety matters, even if it were to
implicate them personally.

* Junior sailors at all squadrons
participate in quarterly safety meetings.

* All squadrons have well documented
and practised Hazard Reporting and
Investigation processes.

* Regular maintenance health checks
performed by HQ-FAA reinforce the
focus on safety.

The following areas for improvement
were also identified:

¢ All squadrons could improve their
proactive risk management processes

to complement their reactive processes.

That is, whilst investigation processes
appear strong the opportunity to
improve hazard identification processes
would strengthen current practice.

Awareness of ASMS and proactive
process thinking, particularly at the
lower ranks, could be improved beyond
the current WHS and ASOR focus.

To maintain proficiency and system
effectiveness, and a degree of audit
readiness, there is an opportunity to
introduce (or improve existing) internal
auditing of unit ASMS to ensure on-
going compliance with the DASM.

Squadrons are encouraged to review
their Standing Instructions on Training
and Education to align with the DASM.

Hazard/risk registers for all squadrons
were seen to be WHS focussed -
whilst sound, AMOs would benefit by
additional consideration and recording
of ASMS human factors and process
safety hazard identification, risk
assessment and mitigation strategies.
Adoption of BowTie analysis is strongly
encouraged.

Emergency Response procedures could
be documented better, and could be
practised more often, especially on
deployment.

Summary

AMSAFE has confirmed that Navy

AMOs characteristically have a healthy
level of safety awareness, with high

and frequent participation rates in
various safety forums. All units reflect

a sound reporting culture and a just
and fair approach to investigation. The
close liaison with HQ-FAA with weekly
external health checks is an effective
mechanism to assist internal Quality
Assurance processes, and reinforce
safety mindfulness. As mentioned there
are numerous areas for improvement to
optimise existing ASMS compliance and
in particular there is scope for a much
more proactive approach to identification
and management of hazards as well

as a broader perspective on process
safety to be imparted across all rank
levels. Adoption of such practices would
move Navy’s approach squarely into
the proactive cultural plain and provide
strong foundations for generative safety
behaviour.

Overall, AMSAFE sees these results as
presenting a good score card for existing

practices within Navy’s AMOs. They
reflect well on both the AMO and HQ
safety duty holders. Nevertheless, as
shown, scope exists to improve utilisation
of ASMS processes and tools and to work
towards increased compliancy with the
DASM. AMSAFE also cautions that such
good outcomes have been hard won,

and need to be jealously protected by
guarding against complacency. Improving
internal and external safety training,
active communications and proactive
dealing with hazards before they become
investigations, provide avenues for
strong gains in safety mindfulness.

All of us need to think and act proactively
to deal with hazards in our domain, and
keep safety uppermost in our mind,
irrespective of what role we play in the
workforce. Indeed we should all aspire to
make ‘safety’ a pervasive consideration
in all aspects of enabling and sustaining
capability.

1 At the time of writing, 725 Squadron had
received its Awareness Training but had not
conducted its ASMS Assisted Self Assessment.

However, interaction to date suggests significant
variation to these findings is not expected.
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LEUT A MCCANN, RAN
816 SQUADRON

Safety Officer
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The Squadron Maintenance

Safety Occurrence Reports are time consuming
and relentless but can be made to work for your
organisation. ASORs can also easily become a
running record of people’s mistakes producing
no real benefit. On entering 816 Squadron as the
QAEOQ?, | was prepared to be primarily consumed

by the MASO? role and the management of ASORs.

The reality was not far from this. After processing
a number of reports, it became clearer to me that
the key functions that the MASO must focus on
are to draw value from each Aviation Safety and
WHS occurrence, and detect any hazards arising
through an accumulation of similar instances.
(The FAASC as well as DDAAFS also perform this
function but without an intimate understanding of
your own organisation).

The greatest challenge of writing safety reports
is the judgment on whether any corporate
knowledge can be captured or is worth capturing.
This determination is arrived through the severity
of what happened, as well as the why. 816
Squadron raises approximately fifty maintenance
ASORs each year. This number has remained
constant over the past four to five years. | believe
this should be considered not as a raw number,
but a baseline for which will likely be the lowest
number we will ever see simply due to the
complex business that we are involved with as
well as human involvement and interactions.
Trend analysis of these occurrences show
repeated periods where a particular contributing
factor would spike then fade only to re-emerge
at a later time (Interestingly enough, Corrective
Action Requests in the Quality Management
System (QMS) behave in a similar fashion). Does
this suggest that any previous lessons learned
were not adequately captured? Potentially. My
opinion, based on recent experience is that the
human element creates a constantly changing
maintenance environment, inducing similar
occurrences, each with subtly different initiating
contributing factors.

After more than twenty five years of service, the
Seahawk platform has a mature Maintenance
Management System. However, the human
element in this system will never reach maturity.
Human factors are about human behaviour,
interactions with each other, and the human/
machine interface. The human dimension

in all occurrences will never diminish in
Defence Aviation due to the continual churn
of personnel. Transfer of personnel in out of
the Squadron, rotations in internal positions
and the ever present training continuum
creates instability and makes preservation of
detailed corporate knowledge difficult. 816
Squadron sees this in the function of its core
departments. The continuity provided by the
permanent APS positions in Q0® and Training
is evident through audit history and section
performance in comparison with sections
that have a high staff turnover. The loss of the
permanent APS positions will inevitably see

a corresponding fall in the effectiveness and
efficiency of the Squadron core.

People all have their own individualities,
supervisory techniques, and ethics. With

each change out in staff or new generation of
trainees, new dynamics are formed and human
interactions change. 816 Squadron is also

in the middle of transitioning to its MH-60R
future state. The transition has been planned
meticulously but unavoidably adds another
element of complexity as personnel numbers
and experience levels decrease. In order to
seek efficiencies, 816 Squadron has embarked
on a number of pro-active initiatives to more
closely monitor section performance during this
transitional period. These initiatives use the
QMS but no doubt work toward creating a safer
workplace. Data gathered from QO walkarounds
is now itemised in a database which registers
the non-conformance against its owner. This
has enabled QO to more clearly detect whether
a particular section or team is deficient. This
initiative has expanded the use of health
indicators. 816 Squadron is also in the process
of merging the Technical and Operational
Quality Management Systems to lessen
duplication of work. The Management Review
Committee now consists of both Operational
and Technical stakeholders including the
Squadron CO and XO. A combined QMS gives
greater visibility of Squadron performance and
also provides a more consistent approach to
conducting business.

This article has concentrated on people.

This is because | believe that for a MASO to

be effective, getting to know the people is
absolutely crucial. This cannot be achieved by
sitting at your desk. Although the processing
of safety reports makes this a challenge, all
efforts must be made to get out there and get
amongst it. It is also the only way to gain an
appreciation for some of the greyer areas in
safety occurrences contributing factors to better
understand the black and white in dealing with

follow on actions. Clear communication is the
key in passing down the lessons learned from
safety occurrences to the ground floor. A safety
report provides no value to the organisation
unless any relevant outcomes are passed

to the individuals that may benefit from the
experience.

External interest in safety reporting culture

and the health of each Squadron’s Safety
Management System has also never been
greater. NAVSAFE reporting through the SERS
database, DGTA's AMSAFE Project and Sentinel
are a few examples of tightening the discipline
of workplace safety and also translate to
changing the duties of a MASO. After over
twelve months in the role, | have concluded the
following:

1. To maintain quality and safety, the
workplace must continually evolve to
predict and move with change. The
majority of change occurs with personnel.

2. Staff turnover is detrimental to efficiency
and effectiveness and the more rapid the
turnover, the greater the effect.

3. Inalmost all safety occurrences, the
personnel involved believed that they had
the best interests of the organisation in
mind. The intent was to get the job done.
This is also true in most exceptional
violations.

As the MASO you will only know when
Defences have been broken and a hazard
is realised. You will never know if you
helped prevent a safety occurrence but this
emphasises the need to maintain active
Safety and Quality Management Systems.

5. To be effective, it is crucial that the
MASO gets to know the people and the
processes. This needs to be the basis of
your initial development in the role and will
help in understanding the effects of any
changes.

The purpose of this article is to share what
| have learned after performing the role of
a Squadron QAEOQ. The position is primarily
consumed by MASO functions and can be
rewarding by providing you with detailed
knowledge of the Squadron maintenance
support sections, personnel and processes
which prepares an Engineering Officer well in
moving to the DAEO* role.

* QAEO - Quality Aviation Engineer Officer

2 MASO - Maintenance Aviation Safety Officer

2 QO - Quality Organisation
4 DAEO - Deputy Aviation Engineer Officer

Human factors

are about human
behaviour,
interactions with
each other, and the
human/machine
interface. The
human dimension
in all occurrences
will never diminish
in Defence
Aviation due to the
continual churn of
personnel. Transfer
of personnel in out
of the Squadron,
rotations in internal
positions and

the ever present
training continuum
creates instability
and makes
preservation of
detailed corporate
knowledge difficult.
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LEUT B JOHNSON, RANR
HQ-FAA

Three months into my second Gulf
deployment (although my first as a
TACCO), and | was feeling more than
comfortable with what we were doing.
The over-whelming heat of the summer
had passed, and with Christmas only two
weeks away, followed by one final short
patrol, the finish line was in sight.

A recent overnight visit to Saudi Arabia
mid-patrol had been a welcome break,
and after the usual PASSEX on sailing,
we were to fly up to Ali Al Salem (AAS) in
Kuwait to drop-off a couple of people.
Whilst not an exciting flight (since we had
been into AAS many times before) it was
certainly more interesting than the usual
‘surface-search’ which typically consisted
of 2-3 hours airborne, ‘just-in-case’
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something happened. It was a welcome
break from the monotony, even if it was
only a logistics flight.

Discussions with the ships OPSO in the
days prior had identified that we would not
be able to gain DipClear to fly within Saudi
territorial waters, but that the PASSEX
would finish by 1200, allowing us enough
time to sail into International waters, get
airborne, and make it to AAS in time for
our PAX to make their connecting flight.

But, ships being ships, the PASSEX went
over time and our launch was delayed by
almost an hour - surprise, surprise. The
sortie was still achievable so we set off.
The requirement to stay clear of Saudi
territory meant that we could not fly a

Cutting It VERY Fine........

straight line route, and the unseasonably
strong 20kt headwinds meant we had
our work cut out to get our passengers
to AAS in time for their connecting flight.
We made it - just - but our fuel flow had
been considerably higher than planned
and we would not have much ‘spare’ to
make it the 100+ miles back to Mum.
Still, at least the wind would be on our
side for the trip back - or so we thought.

As we rounded the corner of Kuwait
International airspace and turned South
for Mum, we were ‘surprised’ (to put it
mildly) to again be pushing into 20+ knot
head-winds. A hastily reworked set of

fuel calcs confirmed that we would make
it - just - but only IF Mum was where she
said she’d be (this was in the days before

‘Outhouse’). However, we had been given
an RV and the PWO had promised he’d

be within 10nm of that position; but with
Mum beyond radar range and no-comms
on any circuit (including HF) we had no
way of knowing if she would live up to that
promise.

With the entire crew aware of the
pressure to get back onboard (after

some earlier ‘conflict’ with Command), a
sense of ‘press-on-it is’ existed. No one
wanted to be the person to speak up and
declare that we should turn around and
grab some fuel at Kuwait International

- meaning we would be significantly late
for our briefed Charlie time. Indeed, we
decided to run diversion fuel figures to get
back to the heli-pad at Kuwait Naval Base
(which was some 10-15nm closer to the
ship) rather than Kuwait International, this
would allow us to press on just that little
bit further.

We reached our calculated Point-of-no-
Return (PNR) still without having managed
to raise Mum on any circuit and without
any radar contact held at the briefed
RV. It was clear we had pushed our luck
far enough for one day and made the
decision to turn for Kuwait Naval base -
the best decision we had made during
the entire flight. We were all resigned

to the fact that a Bollocking was in our
immediate future noting that we would

now be returning to the ship later than
briefed.

The atmosphere in the cab was sombre
(at best) and even more so when we
came to the realisation that fuel was not
available at Kuwait Naval Base. We would
have to get RANLO to organise a fuel

truck to come down from the airport -
something that was not likely to be easy,
nor cheap, and certainly not quick. Just as
our situation seemed especially bleak, our
luck appeared to change. With the wind
at our backs, my slightly ‘cautious’ PNR
calcs working in our favour, and our pilot
flying at best range speed to milk every
last mile out of the cab; we realised that
we could actually make it back to Kuwait
International....JUST!

Knowing that we only had enough fuel
for a straight-in-approach and we could
not afford to hold (at all!), we declared
minimum fuel and requested a priority,
straight-in landing to the main runway....
fortunately, Kuwait Air-Traffic obliged.

For the second time in less than a year,

| avoided landing with less than the
300-pound fixed reserve, but this time by
the absolute narrowest of margins - we
had ONE pound of fuel to spare!

A quick suck of gas (well, quick by Gulf
standards) and we were on our way back
to Mum for an uneventful landing. Mum

was only 15nm from the briefed RV, not
bad for a ship, but still outside the 10nm
that we had been promised and were
relying on when doing our fuel numbers.

No-one seemed all that fussed that we
were late, they just assumed we’d had
some delay at Kuwait, and for me at least,
the expected bollocking never came.
Although | must admit, to this day | remain
glad that | didn’t have to accompany the
FLTCMDR to the Captain’s cabin to debrief
the sortie.

What to learn from this?

No amount of pressure (perceived or
otherwise) should be allowed to influence,
and detract from making good airmanship
decisions. We allowed ourselves

to be pressured into trying to meet
unachievable deadlines, and should have
spoken up at the brief when it became
clear that the ship would not be ready to
launch us on time.

This had been my second ‘near-miss’ on
account of pushing the limits where fuel
is concerned, it is safe to say | have now
learned my lesson.

LEUT Johnson is awarded $100 cash
prize for his article to TOUCHDOWN
magazine. Congratulations
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LEUT A DOWSEY, RAN
HQ-FAA

Risk Tolerance

If | was to say complacency has the
potential to Kill in aviation | am sure
there would be very little argument. It

is one of those cornerstones of aviation
accepted by all, aircrew and maintenance
staff alike. Synonyms from the Oxford
dictionary include contentment, slackness
and laxity. Therefore | ask these
questions: Do we as Aviators intentionally
violate the rules? No. Do we as Aviators
occasionally only do the minimum to
achieve the mission? Yes. | think we
could all honestly say on those extremely
CAVOK! flying days that planning weather
contingencies was a waste of time.

| have always taken a very cautious
approach to my flying as a Military Aviator.
Not because | have a wealth of experience
and skill and | know better; but rather

the opposite, | don’t have a wealth

of experience and skill. Having spent
most of my time at 723 Squadron | had
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the applicable mind set, that is, a very
detailed and cautious risk management
approach. Thus, the story begins.

In December 2012, | was loan posted to
the United States Coast Guard at Sector
Corpus Christi Texas, to fly the MH-65D
Dolphin (Dauphin). The USCG, are in

my opinion, the quintessential SAR?
operators. They have been involved in
SAR operations from both the air and
sea on a daily basis for decades, and
do so with great efficiency. They have a
very high operational tempo and pride
themselves on prosecuting a rescue
whenever the alarm sounds. At times,
accepting higher risk when lives swing
in the balance is necessary, however
this does not preclude an Operational
Risk Management (ORM) process by
the crew prior to launch. With my 723
Squadron mind set | initially struggled at
times with risk mitigation. Interestingly,

Complacency and

such evolutions as approaches to the
water at night were initially harrowing,
but by the end of my tour they were just
another approach to the water. Does that
mean the risk changed? No. Only that my
perception of danger changed resulting in
a risk tolerance.

On the day in question | was scheduled to
fly with the CO. The CO was of CAPT rank,
a distinguished pilot, a well respected

CO, and a gentleman. | had flown with the
‘Skipper’ on a few occasions and enjoyed
flying with him. He had a very pragmatic
approach to flying and despite senior
rank never created an adverse cockpit
gradient. Our flight was for currency
training, the plan being to conduct some
confined area landings to some of the
offshore (unmanned) oil rigs and the local
hospital pads. It was late in the South
Texas Autumn, a mild day, clear skies
and cool water temperatures. The TAF®

and ARFOR* equivalent were ‘benign’
apart from a brisk south westerly wind,
the temperature/dew point temperature
split was close but no cloud forecast. The
crew comprised of me in the right hand
seat, the CO as aircraft captain in the left
seat, and a flight mechanic (crewman) in
the centre aft seat. We were in no hurry
and briefed the flight profile we intended
to achieve, the ORM, and discussed the
weather as no issue.

The first half of the flight was uneventful.
The brisk south westerly was in fact a
howling south westerly; at 500 feet AGL®
it was blowing 40 knots which made our
southerly transit to our intended oil rig

a long one. Conversely, once our rig ops
were complete the transit northbound
was fast. We paralleled the coast
approximately 200 metres offshore and
with cruise power set we were grounding
around 160 knots at 200 feet AGL. Local
‘House Rules’ meant that we operated
in this area below 500 feet as Naval Air
Station Corpus Christi was perpetually
busy with arriving/departing training
flights. Visibility was a little hazy and

way off in the distance | noticed some
advection fog.

Advection fog was common around
Corpus Christi, warm/moist Pacific

air moving northbound over the Gulf

of Mexico then meets cooler water
temperatures very quickly creating a
thick, fast moving band of fog 200-400
feet thick. | mentioned the fog to the CO
and as it was so far away we agreed it
was not a problem. The CO and the flight
mechanic were looking to the left of the
aircraft as that was where the shoreline
was. My eyes were mainly forward, |
remember | momentarily looked to the
right and then to the front, in that small
time period | could see that the visibility
ahead was rapidly deteriorating with

fast moving fog. | asked the CO if he
wanted me to climb or turn left to avoid
same, thinking | still had some time to
manoeuvre. Before | even finished the
question the windshield was white! As the
flying pilot | picked up an instrument scan
gently turned right over the water and
commenced a gentle climb, | announced
to the CO my intention of a gentle
climbing turn southbound over water to
get visual, he agreed. There was total
silence in the cockpit after that and what
seemed like hours was probably 10-15

seconds before we broke clear. The fog
appeared only evident close to shore, so
we then discussed our transit inland to

the hospital pad and continued the sortie.

Upon landing at the completion of the
flight we debriefed in the aircraft. The
inadvertent IMC® occurrence should have
been debrief item number one, for some
reason it completely slipped my mind and
that of the CO. In fact, it wasn’t until that
evening at home that | remembered | had
flown inadvertent IMC and at low level.
How did three competent and well trained
aircrew forget to debrief inadvertent

IMC? Especially, considering at the time,
we were at 200 feet AGL and having

a groundspeed of 160 knots. Could it

be that | had developed a mind set of
operational risk tolerance? Was | so used
to accepting higher risk for operational
sorties that subconsciously | became
immune to the dangers?

The next day | saw the CO on the hangar
floor and before | had the chance to

say anything he told me how remiss he
felt in not debriefing inadvertent IMC.
Furthermore, he stated (and | agreed)
that we failed each other as a crew in not
raising the issue. | have often thought
about this sortie since and this is what |
believe could have been done better with
the benefit of hindsight:

* There is no such thing as a mundane
flight. Although it was a forecast CAVOK
day the precursors for advection fog
were present. As such, we should have

briefed an inadvertent IMC plan. Initial
actions, crew responsibilities, use of
heading/altitude hold functions, LSALT”
etc.

Was it necessary to be flying at 200 feet
AGL at a groundspeed of 160 knots?
Clearly not the most ideal parameters for
inadvertent IMC especially since we were
aware that fog was in the vicinity.

Get every crew member effectively
involved in the briefing process.

As an example, delegate briefing
responsibilities so that everyone is
actively participating....no lip service!

Be aware that risk tolerance/
complacency can and will tempt us all
sooner or later, don’t let these mind sets
take you somewhere you don’t need to
be. USCG like the RAN has effective risk
management processes, LET US USE
THEM.

1 CAVOK- Clear weather conditions

2 SAR - Search And Rescue

3 TAF - Terminal Aerodrome Forecasts

“ ARFOR - Area Forecast

5 AGL - Above Ground Level

8 IMC - Instrument Meteorological Conditions

7 LSALT - Lowest Safe Altitude

LEUT Dowsey is awarded $200 cash prize
for his article to TOUCHDOWN magazine.
Congratulations
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LCDR R CHARTIER, RANR
HQ-FAA

It was a little before midnight and | was
asleep in my rack having just completed
a 2.5 hour sortie. The sortie involved
returning HMAS Stalwart’s officers and
sailors to the ship after being guests at

a function held at the village of Tivuki on
Kandavu Island, Fiji. This was on top of an
earlier 2.7 hour sortie delivering them to
the function that we’d finished at dusk.

These sorties involved flying over a 1700ft
mountain (located adjacent to the lagoon
in which we were anchored) to a sports
field about 4km north, with a single light
at one end. The aim was to keep that

light visible on our approach to ensure

we wouldn’t hit anything on the way in.
Fortunately, it was a clear moonlit night so
the numerous transits over the mountain
to and from HMAS Stalwart weren’t too
frightening. However, it was blowing a
gale so it was a pretty lumpy ride! | was
stuffed!

There was a knock on my cabin door and
the Navigator entered informing me that a
MAYDAY call had been received from the
yacht ‘Party Pro’ with eight souls onboard.
Whilst competing in the Auckland to

Suva Yacht race they had run aground
somewhere on Kandavu Island.

The Navigator seemed a little perplexed

Fly Navy
Fly Safe

that | was making no move to jump out of
my rack to immediately get airborne and
find these luckless mariners. It wasn’t that
I lacked concern for these fellows, but

the fact that it’s hard to see in the dark
and we had no night over water hover
capability, seemed to have escaped him.

| did agree that we would get airborne at
first light to find them.

After the Navigator had left, | called

my FSMS to let him know what was
happening and that we’'d need to launch
at around 0630 (never mind about getting
any sleep). | went to see my Co-Pilot John
Beasy and our Aircrewmen Al Whittaker
and Murray Hicks to let them know what
was happening.

Well, twenty seven years later | can’t
remember what sort of sleep | had, but |
do remember that at some time around
first light having briefed the mission, we
were staggering around the flight deck
pre-flighting our trusty Wessex ‘Coconut
Express.” We had no idea where on the
Kandavu coast this boat had run aground,
so we took a pluck and decided to head
east along the southern coast. Due to
the lack of detail on their location, | had
ordered full fuel (including the drop tank)
which amounted to 2900 Ibs all up, or a
little over three hrs total flight time plus

The ‘Party Pro’ Rescue -
HMAS Stalwart - 8 May 1987

our fixed reserve. | must add at this point
that it would have been smart to assume
that ‘Party Pro’ would have gone aground
on the windward side of the island. This
had escaped us all at the time!

Tucked away firmly in the front of my mind
was the fact that the ship was to weigh
anchor and return to Suva soon after

our launch. That complicated things, as

in my experience HMAS Stalwart was
notoriously unreliable at rendezvousing in
the briefed recovery location. This coupled
with the fact that the ASAC would rarely
monitor the briefed radio frequency, often
necessitating the conduct of a search for
the ship upon return.... a bit of a worry.
With this in mind, there was the real
potential of being embarrassed if we were
approaching ‘Bingo’ fuel, either with our
survivors on board, or if we needed to
refuel and continue the search.

Anyway, off we went following the
windward coast with the well defined reef
out to our right. About twenty minutes
later (and to my surprise) the yacht came
clearly into view, neatly perched upright
on the reef with its tattered sails flailing
in the wind. As we approached we could
see a large orange life raft tethered just
downwind of the yacht with lots of heads
sticking out watching us. | remember

thinking at the time that we’d found them
much earlier than expected and we were
going to be close to maximum all up
weight with these fellows onboard. | knew
that we’d need to be careful during this
rescue.

When we arrived on top of the raft,
Murray Hicks was lowered down to brief
the survivors, help them into the strop,
and then accompany each of them up to
the aircraft door. Soon, Al Whittaker had
the job of getting these fellows onboard
well under way. The wind was strong

and blowing significant spray despite
being inside the reef, which helped with
hovering at our steadily increasing weight.
Unlike many rescue stories we hear (often
long drawn out warries) where things get
complicated, take a long time, or just go
dreadfully wrong, this rescue was totally
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uneventful and went like a breeze!

However, as the time quickly passed,

my concerns regarding our all up weight
increased. John and | briefly discussed
the situation that with less fuel used than
anticipated; we were in serious danger of
exceeding our maximum allowable weight.
We’d been transferring fuel from the drop
tank and at this point it had little fuel
remaining, so the option to jettison it was
considered of little value and the Wessex
had no fuel dump facility. | began to doubt
my decision to take a full fuel load and |
had to consider the prospect of needing
to either break this rescue in two, taking
a few fellows back to the ship (wherever

it was) and leaving the remainder of our
survivors in the raft with strong winds

and its accompanying chill factor, or pick
them all up and then go find the ship. This
rescue was progressing
very quickly and with
plenty of power in
hand, the decision was
made....We pressed on!

It only took around
fifteen minutes to get
all eight survivors in

Relief supplies
landed in Tonga

T podied migkile Figate HMAS STYDREY

the aircraft, so the next
challenge was to find
HMAS Stalwart and get
these chaps onboard
to get dried and fed, so
off we went.

To cut a long story
short, we found HMAS
Stalwart about twenty
minutes later, just
about where we’d
hoped, smashing

into some good sized
waves - a light grey
w10 shape in the sea
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call. After an uneventful landing and
shutdown, we disgorged our survivors who
were escorted to various messes to be
looked after by our ships company.

At the time | was well aware of our exact
all up weight upon landing, but twenty
seven years of brain fog has diminished
the detail - | do know that we were well
over weight. My log book records a sortie
time of just 0.9 hours, which meant that
we still had full internal fuel remaining
with twelve POB.

Even in those days it was a no-no to
knowingly exceed an aircraft’s maximum
all up weight. At the time there was the
conundrum in my mind, Do we leave
half the survivors alone in that life raft
after their ordeal in order to ferry the
others to the ship (the location of which

| was unsure) and then return for the
remainder? Or do we pick them all up in
good time and get them to safety, even if
it meant exceeding an aircraft limitation?

I'm still unsure today if | would have acted
differently, even after decades of cultural
reinforcement that knowingly exceeding
an aircraft limit is unacceptable. What

| do know is that those eight fellows in
‘Party Pro’ were glad that they’'d been
picked up together and returned to safety
as quickly as they had been.

In my scant twelve years of flying as

a Navy pilot, this and several other
experiences resulting from having
helicopter flying skills and being useful

in helping others, have given me a

great deal of satisfaction. I've always
considered it a privilege to have served as
a Navy pilot.

FAASC Comment

There is provision within the RAN Naval
Aviation Instructions (ABR 5150) for

Navy aircraft to be operated outside laid
down procedures or limits when deemed
‘operationally essential.” This however,
does not preclude the application of Risk
Management principles, i.e. do not accept
unnecessary risk, accept risk only when
the benefits outweigh the cost and make
risk decisions at the appropriate level. The
importance of this final principle cannot be
overstated. Adoption of best CRM practices
would dictate that the crew actively seek
external advice (if possible) on their
decision through consultation with their
Authorising Officer or Squadron CO.
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LEUTAAULD, RAN
HMAS SUCCESS

Early afternoon on Tuesday 21 Oct 14,
HMAS Success was in company with HMAS
Sydney for Success’ mission readiness
work-up program and preparing for a
vertical replenishment (VERTREP) serial in
the eastern exercise areas (EAXA) in the
vicinity of Jervis Bay.

Both ships were in position and the crew
of Tiger 80 were completing their start-
up checks. As is so often the case, there
were difficulties in successfully raising
communications between the aircraft and
the two ships on a common frequency for
the conduct of VERTREP.

The sortie profile, with dummy loads rigged
on PALNETSs (three of), had been flown a
number of times before, and the crew had
recently returned from Exercise RIMPAC
where VERTREP was conducted on a
regular basis with multiple foreign ships.
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Due to the close proximity of the ships
involved in the serial, the plan was to
launch and begin the VERTREP almost
immediately, with no intention of operating
the radar and building a surface picture.
On completion of the SENSO start up
checks, pre-load lifting checks were carried
out.

Tiger 80 launched from Success and once
the after take-off checks were completed,
the TACCO continued to attempt to raise
Success and Sydney on a common
frequency. It quickly became evident to
the SENSO there may be a longer delay.
The SENSO returned to his seat, requested
“clear to radiate?” and approval was given.

After only a few minutes the issue with
communications was rectified. The crew
began setting up for the VERTREP. The
TACCO asked the SENSO if he was set up

VERTREP RADHAZ

for load lifting and the SENSO replied “load
lifting checks remain extant, carried out on
deck”

The aircraft positioned for the first
approach and the TACCO queried whether
all the checks had been completed. The
Aircraft Captain responded that the Before
Landing Checklist was not required as the
aircraft was not landing and that the Pre-
Load Lifting Checks remained extant.

At this point two crucial errors were made -
there was no positive handover of sensors
to the TACCO who was previously distracted
with the communications issues, and the
crew elected to not conduct the checks
again believing that they had prepared for
the VERTREP prior to departing the deck

of Success. It couldn’t be more obvious
when you write it down and simplify the
sequence of events.

The PALNET loads were connected up

one at a time and moved from Success

to Sydney and back again with a total

of five movements over each deck. The
deck teams rotated personnel through

as hook up numbers, and the flight deck
marshallers maintained their position for
the duration. The evolution took a little
longer than previous VERTREP serials
conducted by this crew as the helo was not
given blanket approval and was therefore
required to wait briefly in the hotel position
on each approach to Sydney. Once given
approval, load drop offs and hook ups were
carried out efficiently. The entire sortie,
from launch to land on was 0.8hrs and
was achieved efficiently and at this point
without incident.

As the SENSO, the second | returned to
my seat on completion of the VERTREP

to begin strapping in and preparing for
recovery, | noticed the offset close-in range
scale radar plot. | thought ‘That’s weird;
the TACCO must have turned it on? | would
have secured the radar before we started,
and there’s no real reason to turn it on
right before conducting before landing
checks. Should | ask the TACCO if he
turned it on or just assume so and secure
it before landing?’

| leaned right to see past my console

and get a clear view of the TDU in the
cockpit - it was displaying TACP (no radar).
My heart sank and a few expletives were
uttered (but not transmitted!). It was at this
moment | realised | had more than likely
made one of those mistakes that you never
make twice in a career, and one that had
potential for some serious repercussions
for the unknowing personnel involved. To
be certain, | asked the TACCO if he had
turned the radar on at any point and he
replied that he had not. Because he was
operating with his tactical display in the
TACP mode (which does not display radar
information), and due to his distraction
while trying to sort out the communications
problems, he was not aware that the radar
had even been switched on before the
VERTREP commenced. A positive handover
of responsibility for the aircraft sensors
would have prompted the TACCO to change
his display mode to R/TACP or S/TACP and
check radar settings, and the state of the
radar would have been obvious.

In the load lifting section of the 816
Squadron Flying Guide it states that
the “before landing checks are to be

conducted prior to arriving over the pick
up zone and the pre-load lifting checks
are to be updated on downwind.” There is
no additional guidance in the embarked
operations section of the Flying Guide
regarding checks to be carried out during
the conduct of high rate VERTREP with
two ships in close proximity or alongside
conducting a RAS. During the ASOR
investigation it became evident that none
of the crew members were aware of this
specific requirement to conduct the before
landing checks prior to load lifting, and due
to the fact that the checks had just been
conducted prior to takeoff with no intent
to conduct a landing or to change the
aircraft configuration prior to immediately
commencing VERTREP, the decision to

not conduct them seemed logical. If the
crew had instead elected to conduct the
before landing checks, the first of which

is “Radar,” the TACCO also would have
picked up the operational status of the
radar and selected it to Standby before the
commencement of the first load pickup.

The minimum safe distance for personnel
for the S-70B-2 Super Searcher radar

is 56m. Consequently, the teams on

the decks of Success and Sydney had
been exposed to radiation from the
Seahawk Super Searcher radar due to
this breakdown in procedures. Any effects
of the exposure may have been reduced
by the small percentage of time that the
personnel were within the main beam

of the radar (which rotates at 30 RPM)
and personnel on both ships were being
rotated through the hook-up member
position, which reduced the cumulative
exposure for each individual, but meant
that more personnel were exposed
overall. The deck teams on both ships
were informed immediately on shut down
and referred to their respective medical
departments for assessment. Fortunately
there were no immediate or alarming signs
associated with radiation exposure.

It's only now that | think back to when
the other Flight SENSO and | were rigging
the PALNET loads and saying to each
other ‘I know we have to do this to prove
our ability to conduct VERTREP for MR,
but it does suck rigging dummy loads

to do it, considering we just got back
from RIMPAC where we conducted 121
actual VERTREPs. We got all of that done
no worries.” | think back to this point

and realise that it wasn’t just during the

sortie that crucial errors were made, it
was also pre flight! Right then and there

I had unknowingly let complacency creep
in, which probably set the tone for the
remainder of the sortie.

Errors

¢ “Check list remains extant”
* No positive hand over of sensors

Contributing factors

¢ Complacency
 Distraction

e Communication
* Task fixation

Lessons learnt

* Check lists every time

* Every currency or training evolution is
equally as important as an operational one

LEUT Auld is awarded $100 cash prize
for his article to TOUCHDOWN magazine.
Congratulations
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LEUT A WILLS, RAN
ACPA

In April 2014, | was Canberra bound for a
posting at the Airworthiness Coordination
and Policy Agency (ACPA) at Fairbairn. My
initial thought was “why would an Aero
Engineer be posted to ACPA? Isn’t ACPA
basically the office of the Operational
Airworthiness Regulator?” In the twelve
months of working at ACPA (and despite
having worked in Defence Aviation for over
twenty seven years), | have gained a wider
appreciation of airworthiness and aviation
safety in the general sense.

ACPA is one of three agencies that form
the Defence Aviation Safety Program
(DASP), along with the Directorate General
Technical Airworthiness - ADF (DGTA-ADF)
and Directorate of Defence Aviation and
Air Force Safety (DDAAFS). The DASP has
combined an Airworthiness Management
System (AMS) and an Aviation Safety

Fly Navy
Fly Safe

Management System (ASMS) into one
program. This program is outlined in the
policy document DI(G)OPS 02-2 and can
be summarised in figure 1.

The Chief of Air Force (who is the Defence
Aviation Authority) states, “The aim of the
DASP is to assure an acceptable level

of safety across Defence aviation while
enabling Service Commanders to fully
exploit their aviation capability to achieve
operational objectives.” In meeting this
objective, ACPA’s role is to represent both
the Defence Aviation Authority (AA) and
the Operational Airworthiness Regulator
(Deputy Chief of Air Force) on matters
concerning Defence Airworthiness
management and Operational

Airworthiness management respectively. In

both roles, ACPA is responsible for:

What Is ACPA? What s
DASP?....Why Am | Here?

1. The development of airworthiness policy
and regulations: through the sponsorship
of DI(OPS)02-2 - Defence Aviation Safety
Program, AAP7001.048 - Defence Aviation
Safety Program Manual and AAP8000.010
- Operational Airworthiness Manual; and

2. The coordination and management of
the DASP: through the facilitation of the
following mechanisms:

» A Safety Assurance Program - that
consists of compliance assurance
activities and ongoing oversight driven
by collection and analysis of safety
performance metrics;

Airworthiness Boards (for both new,
significantly modified and continuing
aviation systems) - that provides an
independent executive review of the
activities that support type certification

DEFENCE AVIATION SAFETY PROGRAM

Defence Aviation Authority
Chief of Air Force

Operational Airworthiness

Regulator Regulator
Deputy Chief of Air Force Director General Technical Airworthiness
Operational Technical Safety
Airworthiness Airworthiness Management
(ACPA) (DGTA-ADF) (DDAAFS)

Technical Airworthiness

SAFETY INVESTIGATION

and service release of an aviation
system that include aircraft, Unmanned
Aircraft Systems (UAS) and Aviation
Support Systems (AvSS);

Airworthiness Instruments such as
Service Release (SR) and Supplemental
Type Certification (STC) - that allows
the Defence AA to authorise or limit the
operation of Defence state aircraft and
aviation systems;

The Defence State Register - that
maintains those aircraft that have been
type certified by the Defence AA through
the issue of an Australian Military Type
Certificate (AMTC) or through Special
Flight Permit (SFP);

The Defence Aviation Safety Health
Assessment (DASHA) - that reports
on the health of Defence aviation

and provides the Defence AA, senior
commanders and the broader aviation
community with a consolidated picture

Flying Engineering
Organisations

Command / Executive Authority
Responsible for Aviation Safety

Organisations

SYSTEM LEVEL

Figure 1. The Defence Aviation Safety Program (DASP).

of key safety issues and trends across
the DASP.

Engagement of appropriate allied armed
services, government departments,
regulatory bodies, education authorities
and other organisations on aviation
safety matters.

Education of personnel involved in the
management of airworthiness across
Defence.

So back to my initial thought of why would
an aero engineer be posted to ACPA? It is
clearly evident that ACPA responsibilities
stand beyond just operational
airworthiness. The organisation plays a
pivotal role in the DASP meeting its intent.
Moreover, the focus on aviation safety
that crosses the operational and technical
boundaries relies on the involvement and
direct interaction of those with a wide
scope of backgrounds, skill sets and
experience.

Maintenance
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Organisations

ACPA is one of three
agencies that form
the Defence Aviation
Safety Program
(DASP), along with the
Directorate General
Technical Airworthiness
- ADF (DGTA-ADF) and
Directorate of Defence
Aviation and Air Force
Safety (DDAAFS).
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LCDR A LAZAROU, RANR
DGNP

2015 has kicked off with a bang at DNWM-
Aviation, with both routine business as
usual and a range of new initiatives under
management including;:

¢ Approval of the Aviation Support
(AVN) Duty Task Inventories (DTls)
and development of the ATA, ATV,
Aircrewman, AvWO and Pilot DTls.

Ongoing work to continue development
of the Naval Engineering Career
Continuum - Future State, associated
policy, education and training.

Development of a Naval Technical
Mastery plan to support the above, that
will apply to all engineers and technicians
in the Navy, including APS staff.

MEA50311 Diploma of Aviation
Maintenance Management (Avionics)
and MEA50411 (Mechanical) RAN
Recognition of Prior Learning submission
package is pending first pass approval
by RMIT.

Implementation of Plan Osprey
continues, which currently involves
DNWM establishing the MH-60R
positional structures within PMKeyS for
NUSQN 725 and TA-AVN.

From a safety management perspective,
Navy will again run the UNSW Canberra
course Systems Safety Engineering

(you can find out more at: http://www.
handbook.unsw.edu.au/postgraduate/
courses/2013/ZEIT8236.html) which

will be held at HMAS Cerberus from

28 Sep-23 Oct 15, along with Test and
Evaluation (http://www.handbook.unsw.
edu.au/postgraduate/courses/2013/
ZEIT8231.html). These courses will be

run in intensive delivery mode, with the
content of each course presented in one
week and the following week provided
towards completion of the assessment.
These courses are part of the new Naval
Engineering Career Continuum. Navy
purchases forty places on each course with
priority accorded to the Navy engineers
progressing through the career continuum.
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Historically, these courses have been
under subscribed with places offered

on a priority basis to officers and NCOs.

If you're interested in raising your skills
and learning where Navy is heading with
safety engineering, register your interest
early. HNE and DGNCS routinely provide
Navy contextualisation on the first day of
the course and update on the latest Navy
safety engineering initiatives.

The courses are residential (which means
you stay at HMAS Cerberus) and Units are
responsible for travel and subsistence
costs. The course will be advertised via
DEFGRAM/Signal and the POC is TA-ENG
(LEUT Simon McCowan).

Also of note, Navy will again be conducting

From the Aviation
Sponsor’s Desk

Navy Engineering Week at HMAS Cerberus
from 09-10 Jun 15, with a range of
presentations and discussion forums
across the technical categories and
engineering PQs. This is a great forum for
engineering and technical staff to raise
and discuss topical issues as well as be
brought up to date on the latest strategic
engineering initiatives. Navy Engineering
Week is popular so if you're interested

in attending, you’ll need to book your
accommodation at HMAS Cerberus early.

By the time you read this CMDR Ken
Steinman would have replaced me in
the role of DDNWM-Aviation, I've had a
fantastic time in this role and wish Ken
all the best for his term as the Aviation
Category and PQ Sponsor.

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 1 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).

Think of a caption for the photo above and send it to
ALBNavAirSafety@drn.mil.au

Competition Closes 01Jull15

ISSUE 3 2014 CAPTION COMPETITION

Fly Navy
Fly Safe



i)- % ' “- i i

[ P / SR LY
| ;
Have,you “

Remember L

7

tool controls <"
save lives . .

and property

Produced by the
Directorate of Defence Aviation
& Air Force Safety



UPCOMING AVIATION TRAINING COURSES

COURSES

HUETWITH EBS

HUET WITHOUT EBS

FLIGHT DECK TEAM

VERTREP/TRANSFER HELO DIRECTOR
(HD)/HELO VERTREP TEAM

VERTREP LOAD SUPERVISOR

DATES FOR 2015

21 Apr 15
05 May 15

14 Apr 15
28 Apr 15
12 May 15
16 Jun 15

13 Apr 15
20 Apr 15
18 May 15
01Jun 15

15Jun 15

28 Apr 15

12 May 15

26 May 15
02 Jun 15

07 Jul 15
04 Aug 15
12 Aug 15
18 Aug 15

22 Jun 15
20 Jul 15
27 Jul 15
10 Aug 15

14 Jul 15

15 Sep 15

15 Jul 15
08 Sep 15

01 Sep 15
15Sep 15
23Sep 15

17 Aug 15
24 Aug 15
21Sep 15
28 Sep 15

09 Sep 15

For more Information on these and other training courses contact Mr Mel Jacques on (02) 4424 1466




