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EditorialForeword
CAPT D RAE, RAN
CHIEF STAFF OFFICER 
(AVIATION ENGINEERING)

As CSO(AE) and the CAM for Navy 
types, one of the most asked 
questions of me is to explain the 
genesis and ongoing vision for the 
Cultural Tilt program. 

The program was devised over dinner 
with the HQ-FAA executive and 
Squadron Commanding Officers in 
early 2017, as a response to issues 
in the FAA where maintenance staff 
were routinely reusing breakdown 
spares when the maintenance 
documentation was clear that the 
reuse was prohibited. 

We asked ourselves how to best 
address the problem as it was viewed 
as a cultural one that wouldn’t be 
responsive to punitive measures (not 
that many problems are!).

After some discussion, it was 
resolved that we needed to take a 
long term approach to changing the 
culture with gentle reminders along 
the way as to what was expected 
of the workforce. The term ‘tilt’ was 
chosen as one that best defined what 
we were seeking to achieve.

The first iteration of the Cultural Tilt 
program was in large an experiment 
to see how the workforce would 
react and how best to broadcast 
the message. The method of 
transmission was decided to be 
through the command chain where 
all Squadron AEOs were briefed by 
me and the FAEO on the topic and 
talking points issued. 

The AEOs were to then discuss the 
topic with their Deputies and the 
AAEO. These folks would then brief 
watch Chiefs and the Chiefs would 
brief the watch. There was always 
going to be a danger in this approach 
relating to the ‘Chinese whispers’ 
style of brief, however the use of 
talking points where appropriate was 
seen to largely address this issue. 

CAPT DJ RAE, RAN 
CSO(AE)

LCDR W VEALE, RAN
FLEET AVIATION SAFETY OFFICER

I would like to thank those personnel 
who submitted articles for this edition of 
TOUCHDOWN. Usually FAASC lives in a 
famine for articles, however this edition 
we were swamped with a feast of articles 
resulting in some being held over until 
the next edition.

2018 continues to roll on and the 
transition of safety reporting platforms 
from DAHRTS to Sentinel is almost 
complete. FAASC, along with the ADF 
Aviation Safety Reporting team continues 
to develop and refine its processes 
in order to produce meaningful data 
analysis from safety reporting. 

We have successfully conducted  
our first Aviation Systems Safety 
Committee (ASSC) meeting using 
Sentinel with only minor hiccups. 
Lessons learnt from the process have 
been fed back into the help desk with 
the intention of Sentinel producing 
supporting documentation for the ASSC 
and alleviating some of the data mining 
burden currently placed on FAASC. 

One example of the information that can 
be data mined from Sentinel is where 
FAASC recently identified an increase in 
ASR reporting from a unit. The data when 
mapped against other factors discovered 
that unit had experienced a surge in 
operational tempo with minimal aviation 
preparation prior to entering into complex 
aviation evolutions. These findings 
were briefed at our higher level safety 
boards with actions appointed to ensure 
adequate aviation currency training is 
provided to all units prior to participating 
in joint and complex aviation operations.

Our safety promotion continued with 
the annual Fleet Air Arm safety day in 
May which was another fantastic day 
with approximately 900 personnel in 
attendance. Presenters included regular 
television guest speaker Mr Andrew May 
promoting a healthy lifestyle and its 
productivity benefits, and Mr Domenico 
Lombardo presenting a haunting insight 
into his contribution to the Shark 02 
accident investigation in 2005. The day 
gave the audience tips on how to show 
up physically and mentally prepared for 

work to ensure the chance of another 
Shark 02 accident are minimised.

Hot on the heels of the FAA safety day 
was 2018 DDAAFS Snapshot survey. The 
FAA had an outstanding participation 
rate in the survey and was one of the 
best in the ADF. Survey results have been 
received and are being worked through 
by respective command teams. The high 
participation level enables Command to 
make educated decisions on how they 
can improve safety, productivity and 
wellbeing in the workplace.

Finally, I would implore you to keep 
contributing to safety promotion. Whether 
it be through safety award nominations, 
ASRs and quality investigations, 
safety education throughout your 
workspace, articles and lessons learnt 
for TOUCHDOWN or just taking time to 
mentor those around you to improve the 
collective knowledge, we are all part of 
safety promotion. Take the time to make 
your work and social environment a safer 
and more enjoyable place.

Feedback was sought over the course 
of the program and now it is one 
which has been expanded to all FAA 
maintenance units including AMAFTU 
and NUASU. Major FAA support 
organisations like Sikorsky and 
Boeing are also now included in the 
program.

Topics are chosen largely in 
consultation with the FAEO and 
WOSAM and also in response to 
feedback gained from previous Tilt 
sessions. Topics are chosen based 
largely in response to issues that are 
noteworthy at the time.

The response to the program has 
been outstanding. The program grew 
slowly and not all maintenance folks 
were onboard to begin with, but 
now as I walk around the FAA, I am 
frequently engaged by the workforce 
about the topic of the day. To see the 
discussion become self-sustaining is 
probably the best indicator of how far 
we have come in the past 18 months. 

I see the vision for the program now 
extending to the Aircrew workforce as 
many of the topics that are directly 
applicable to the aircrew workforce 
if in a slightly different context. For 
example the recent topics such as 
‘Take 5’ and ‘Don’t Assume’ would be 
immediately recognisable as an area 
of attention for aircrew. 

Ultimately, the success of the program 
will be measured in the attitudes 
of the workforce in response to 
situations that are not aligned to our 
values. We need to show continual 
vigilance to assure the airworthiness 
of our Fleet and ultimately the safety 
of our people

Keep fixing for the fight!
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Bravo Zulu

ABCIS D BABER 
DEFCOMMSTA SYDNEY
In March 2018, ABCIS Baber, 
in a very short time, greatly 
assisted 808 Squadron Joint 
C4ISPO MPS Technical Support 
Officer in forming a reliable and 
sustainable shore to ship data 
transfer procedure. 

The work ABCIS Baber has 
successfully trialled represents 
a significant increase in the 
amount of data that can now 
be sent from Squadrons to 
Flights at sea. It will mean a 
notable reduction in the delay 
of receipt of important aviation 
publication and chart data.

LSA C MAXWELL
816 SQUADRON
On 24 Jul 18, LSA 
Maxwell demonstrated 
exceptional 
situational 
awareness in 
identifying a FOD 
hazard that could affect his 
aircraft. Through a disciplined 
scan and attention to detail, 
LSA Maxwell identified that an 
earthing lead was potentially 
still attached to the aircraft 
as they were preparing to 
taxi following a RTCC. Upon 
advising the crew of his 
concern, it was proven to be 
correct and the earthing lead 
was removed prior to their 
taxi. Had LSA Maxwell not 
acted, the earthing lead could 

have caused serious 
damage to the aircraft 
during taxi or take off 
and potentially resulted 

in an accident.

LSA Maxwell has 
demonstrated a 

level of professionalism 
and attention to detail, 
particularly in a phase of 
flight that can often be 
underwhelming, and is to be 
commended for his efforts.

LSA Maxwell can be justifiably 
proud of his contribution to 
the continued safety culture 
of the Royal Australian Navy’s 
Fleet Air Arm.

BZ LSA Maxwell

ABATV J FISHER
808 SQUADRON
On 08 May 18, ABATV 
Fisher demonstrated 
a superior level of 
technical mastery 
and scrupulous 
attention to detail 
whilst carrying out an after 
flight inspection servicing 
on MRH90 A40-033. Whilst 
conducting an inspection of the 
main rotor blades, AB Fisher 
identified that the black main 
rotor blade damper’s eye end 
ring had become detached 
from the main assembly. AB 
Fisher immediately informed 
his supervisor and raised 
the defect in the authorised 
maintenance recording system 
for further investigation and 
rectification. Had this defect 
remained unnoticed, further 

damage to the damper would 
have likely occurred and 
flight safety would have been 
compromised.

The flight servicing 
schedule does not call for 

an inspection of the main 
rotor dampers and this level of 

diligence is a clear indication 
of AB Fishers painstaking, 
continuous commitment to 
ensuring technical airworthiness 
of 808 Squadron aircraft. The 
vigilance displayed during 
what was a routine task is 
commended and is a credit 
to him, the maintenance 
standards of 808 Squadron 
and the Fleet Air Arm. He can 
be justifiably proud of his 
contribution to aviation safety in 
the Royal Australian Navy.

BZ ABATV Fisher

I would like to specifically 
commend ABCIS Baber’s deep 
knowledge of his own area of 
expertise, his unwillingness 
to accept the status quo and 
his willingness to work with 
808 Squadron to achieve 
the desired resolution clearly 
surpasses what would normally 
be expected of his rank. 

ABCIS Baber should be 
justifiably proud of his 
contribution to flight safety 
within the Fleet Air Arm and 
across the Fleet. 

BZ ABCIS Baber

SGT L MIDDAP
808 SQUADRON
On the 11 May 18, SGT 
Middap was conducting 
a FOC inspection of 
MRH90 A40-012 
port engine bay and 
cowl, and the forward 
transmission deck as part 
of his trade supervision duties 
during a main rotor pitch 
control rod adjustment. SGT 
Middap displayed diligence 
and a keen attention to detail 
through his discovery of a 
hydraulic leak and damaged 
hose clamp assembly on the 
system one return line from 

a main rotor actuator. 
The leak in question 
was small and well 
concealed.

SGT Middap is to 
be commended 

for his thorough 
attention to detail 

and initiative in discovering 
unserviceability outside of 
the scope of his assigned 
maintenance task. SGT Middap 
displayed all the behaviours 
expected of a Naval Aviation 
Technician and is a credit to 
the Australian Regular Army.

BZ SGT Middap
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A Healthy Level of Distrust
LEUT R WHITBY, RAN
808 SQUADRON

Thorough Maintenance Verification can 
be a behemoth of a task, especially when 
exiting deeper maintenance, and at times 
a significant resource impost, but fulfils a 
vital quality assurance and error capture 
method post maintenance conduct. The 
following sequence of events highlights 
just how important this defence is in 
assisting to prevent maintenance errors 
from ‘making it through to the keeper.’

During preparations to return an aircraft 
to flying after a period of Intermediate 
Level Maintenance (ILM) within 808SQN, 
a Maintenance Manager (MM) was 
reviewing the Maintenance program status 
for the ILM package and conducting 
Maintenance Verification (MV) across a 
range of maintenance actions.

In conducting the MV for entries related to 
the installation of the Emergency Flotation 
System (EFS) Gear, the MM noted that 
the EFS gear installation had been split 
into multiple discrete entries, as the task 
(which is resource intensive) typically 
stretches across multiple shifts. The IMI 
applicable to this maintenance task had 
also been split into constituent parts (A-
D), with sub-part A certified for within one 
entry, and sub-parts C and D certified for 
in another entry.

But wait… what about sub-part B? 
Sub-part B called for ‘b. Ensure the 
measurements are made to ensure the 
correct length attachment screws are 
selected as detailed in the publication 
reference,’ and did not appear to have 

been documented as conducted. 
When read in the context of the original 
maintenance package, this required the 
IMI to confirm that the 11 external bolts 
holding the EFS Gear fairing to the aircraft 
were correctly individually measured 
to fit the varying hole depths, and that 
the 6 internal bolts were all ‘in safety.’ 
While they suspected this may have been 
an administrative error, the MM raised 
a discrete entry for this element to be 
carried out as the Independent Inspector 
who certified for the original entries 
was absent on duty. On conduct, it was 
identified that all 17 of the bolts were the 
incorrect length. Inspections of all aircraft 
were carried out, with incorrect bolt 
lengths identified on one other aircraft.

Bravo Zulu

MR S BREMNER
MISSION PLANNING 
AUSTRALIA
In March 2018, Mr Sean 
Bremner, with the assistance 
of ABCIS Baber of DEFCOMSTA 
Sydney, solved a long standing 
problem affecting our Flights 
operating at sea. Prior to 
Sean’s efforts, data transfers 
to units at sea were limited to 
1.5 megabytes per packet. 

This restriction posed a 
hazard to operational and 
technical airworthiness at 
sea as it prevented aircrew 
and maintainers timely and 
thorough access to publication 
updates and mapping 
services.

Mr Bremner’s knowledge of IT 
systems and tenacity to strive 
for continual improvement 
were catalysts toward 
achieving data transfer limits 
several orders of magnitude 
greater than previously 
achievable. 

I commend Sean’s willingness 
to strive for excellence and 
to not accept the status 
quo when there is room for 
improvement. His efforts have 
made a significant contribution 
to the Safety Management 
System at 808 Squadron and 
the entire Fleet Air Arm.

BZ Mr Bremner
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During the subsequent investigation, it 
was identified that these deficiencies 
were the result of a confluence of pre-
conditions, assumptions, errors, and a 
violation.

Due to the composite nature of the 
MRH90 and EFS Gear fairing structure, 
many of the fasteners on the aircraft are 
of a measure to fit length. In the case 
of the EFS Gear fairing external bolts, 
each hole is depth checked (‘d’) and the 
appropriate bolt is identified as being 
between (‘d’ – 7 mm) to (‘d’ – 4 mm) 
in length. This permits sufficient safety, 
without the bolts ‘bottoming out’ in the 
anchor nuts. 

The internal bolts length is indicated by ‘a 
minimum of two screw (2) threads (that 
include threads not completed within the 
chamfer) that protrude past the nut plate 
(3) threads’ which can be observed via 
borescope through an access point.

When queried, the technicians involved 
in the installation provided the following 
background: When removing EFS Gear 
from the MRH90 for re-fitment to the 
same aircraft (ie. to permit component 
servicing), a maintenance efficiency 
practice had been in place that involved 
placing the bolts into a corresponding 
cardboard cut-out.  

In this instance, the EFS Gear had 
been removed to permit component 
maintenance, and was in the process 
of being re-installed. During installation 
to the aircraft, it was identified that the 
EFS Gear required removal for a defect 
rectification. The installation had not yet 
been certified, and the original entries 
remained open. 

As a result, the EFS Gear was again 
removed, the defect rectified, and the EFS 
Gear refitted using the same hardware, 
by the same people, from the same 
cut-out, prior to task certification. At no 

point during this evolution were the bolts 
measured using the method detailed in 
the applicable procedure.

Further, when the requirement for the 
IMI was annotated on the applicable 
entries, the Trade Supervisor indicated 
that, because it was the same gear going 
on the same aircraft, there would be no 
requirement to measure the hardware 
length. I mean, it must be right… right? As 
a result, when detailing the applicable IMI, 
they intentionally omitted the sub-part B, 
with the II conducting the task making the 
assumption that sub-part A and B were 
conducted in the first set of entries. It was 
only by the diligent conduct of the MV with 
the fresh set of eyes that the omission was 
identified, queried, and conducted.

The procedure was clear in its 
requirements, held multiple notes for 
confirming the applicable fastener lengths, 
and this evolution is a somewhat regular 
activity for the unit when receiving allotted 
aircraft from Deeper Maintenance, Airbus 
Oakey or 5th Aviation Regiment. So, what 
went wrong?

The task complexity–resulting from the 
challenging method of holding the EFS 
in place while measuring and selecting 
each fastener individually–created a 
pre-condition for error, resulting in the 
development of an un-approved work 
around (the cut-out). This was further 
compounded by the emergent requirement 
for a second removal and installation 
of the EFS Gear. The technicians made 
an error in assuming that the fasteners 
originally fitted were correct (and that they 
were in the correct place in the cardboard 
cut-out), which is to say they were not 
exercising a ‘healthy level of distrust.’ On 
this basis, the Trade Supervisor violated 
maintenance procedures in electing to 
omit the IMI sub-part. The Independent 
Inspector made an error in assuming that 
the omitted IMI sub-part was conducted 
under a separate entry.

So, what did we learn? In the first 
instance, this occurrence highlighted the 
importance of exercising a ‘healthy level 
of distrust’ in the conduct of maintenance 
evolutions. When performing tasks, 
quality assurance activities (such as 
supervision and inspections) are not 
based on ‘trusting’ our people, but an 
acknowledgement that our people are 

When performing  
tasks, quality assurance 
activities (such as 
supervision and 
inspections) are not 
based on ‘trusting’ 
our people, but an 
acknowledgement 
that our people are 
fallible, and that 
certain evolutions 
have the potential to 
impact safety…

fallible, and that certain evolutions have 
the potential to impact safety if not 
performed in accordance with Authorised 
Maintenance Data. Further, it highlighted 
how a ‘broken’ closed loop feedback 
system can quickly allow normalised 
deviance to occur, and flourish within an 
organisation. The cardboard cut-out was 
seen not as a maintenance efficiency 
tool (requiring a check-measure to speed 
up the maintenance evolution), but as 
a replacement for the quality assurance 
activities required. In response, the 
entire work-force was educated on the 
function that such tools play in supporting 
maintenance activities, and the cardboard 
cut-out retired in favour of a more 
appropriate item of support equipment. 

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

This occurrence also served as a 
refresher as to the appropriate authority 
and process for modifying maintenance 
procedures. 

Finally, this occurrence in part led to 
808SQN’s Aviation Engineering Officer 
developing an updated Maintenance 
Management Model, which subsequently 
evolved into the ‘Plan BEEF’ that it is 
today. But that’s a story for another 
TOUCHDOWN…
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Risk Management  
at the Pointy End

CMDR S BAILY, RAN
HMAS ADELAIDE

Last September, as HMAS Adelaide 
transited north along the Eastern 
seaboard, she was joined by the USN 
LHD, USS Bonhomme Richard (BHR), 
as she departed from Brisbane heading 
home. 

Adelaide was tasked to conduct a cross-
deck familiarisation event for a BHR 
MV-22 from 1430-1600 local.

Twenty four hours before, a crew 
member from HMAS Parramatta had 
been transferred to Adelaide for medical 
reasons. On examination the crew 
member required an X-Ray. A few emails/
messages to BHR and it was organised 
for a MH-60S to transfer the patient from 
Adelaide to BHR for an X-Ray to be taken. 
This would be conducted prior to the MV-
22 cross deck ops. A further task was a 

late notice call on the Fleet Commander, 
embarked in Adelaide. The VIP transfer 
would be conducted at 1445 by the 
same MH-60S.

Adelaide had the requisite cross deck 
approvals for the task. Face to face 
briefings did not occur as BHR crews  
had operated with HMAS Canberra, 
several weeks earlier during Ex TALISMAN 
SABRE 17.

A flying brief covering all tasking had 
occurred earlier that morning, the deck 
teams had refreshed lashing locations for 
the MV-22 and all was well, which in a 
TOUCHDOWN article is the giveaway that 
not all went to plan – but more of that 
later.

The weather forecast and actual 
conditions were benign, with clear skies 

and negligible sea state, winds generally 
light and variable (tending south-
easterly), and no significant weather1. 
True winds from the ships anemometers, 
which at the time and under LHD current 
AUTHOP cannot be used for aviation 
operations indicated 320/8 at 1200, 
190/8 at 1300, 160/8 at 1400 and 
160/5 until 1600. 

At 1213 an MH-60S, callsign Nightrider 
02 recovered to Adelaide within the 
approved HOSTAC SHOL. At 1223 the 
aircraft re-launched with the patient and 
recovered to BHR. 

At 1356 Nightrider 02 recovered to 
Adelaide, dropped off the patient and re-
launched at 1356 for recovery to BHR. 

For these recoveries the ship had altered 
course to a south-easterly direction from 

the northerly base course. BHR was 
within 10nm. 

Prior to the VIP land on, whilst trying 
to achieve the HOSTAC SHOL for the 
recovery of Nightrider 02, the ship 
manoeuvred through 360° in an attempt 
to achieve the HOSTAC SHOL, but was 
unsuccessful. 

With an aircraft holding in the Port Delta 
and the imminent arrival of the MV-22 
some immediate risk management was 
required between me, CO Adelaide, 
F and the NAV. This was to decide if 
the benefits in recovering the MH-60S 
and continuing with the MV-22 task 
outweighed the risks of the approved 
anemometers not displaying valid 
information and thus not having an 
accurate SHOL. So what were my 
considerations?

Adelaide had resumed a base course of 
north, paralleling BHR, which was still 
within 10nm. I assumed the aircraft had 
launched within SHOL from another LHD.

All wind indications from the ships 
anemometers were light and variable.

Flag hotel was showing light and variable 
winds down the flight deck.

Both pitch and roll were zero and sea 
state was visually confirmed as zero.

Nighthawk 02 had already carried out 
two recovery and launch cycles to 4 spot.

As stated the approved AMAFTU 
anemometer for aviation ops, in 
accordance with AUTHOP, was indicating 
relative wind indications that varied 
widely, with wind direction displays on 
the Bridge and in FLYCO rapidly flicking in 
azimuth unpredictably, and with similar 
rapid and inconsistent variations in 
speed between approximately 5 and 15 
knots evident.  

Could we use Centre Deck Aft (CDA), 
where HOSTAC SHOL could be achieved 
for the MH-60S VIP drop off, prior to the 
MV-22 recovering.

Noting the above considerations I 
discounted use of CDA as the aircrew 
would probably not be familiar with this 
location, which has no dedicated deck 
line up/’bum’ line and recommended to 
the CO that the event continue using 6 
spot for MV-22 operations and 4 spot for 
the MH-60S VIP drop off. 

Many people reading this article will 
possibly now be thinking, why continue 
when the tasking was not operationally 
essential? I, and all other parties 
involved in the decision making process 
considered that the benefits of working 
with our long standing allies, where 
the deck team would gain invaluable 
experience operating with a MV-22, 
prior to RIMPAC 18 whilst in benign 
environmental conditions, outweighed the 
risks of possibly operating out of HOSTAC 
SHOL. I state possibly because at the 
time there was no accurate method of 
measuring the relative wind.

The serial was safely executed and an 
ASOR was raised. Post flight analysis 
of AMAFTU anemometer recorded data 
showed that eight out of nine MH-
60S/MV-22 land/launch evolutions 
for which recorded data was available 
were conducted outside the starboard 
boundary of the HOSTAC SHOL. 

So what did I learn from this?

Risk management will always be 
subjective, but ensure you are using the 
correct AVRM process. I had used the 
process in ABR 5150, but should have 

used SFI 15/16, which had superseded 
5150 in order to align with DASM AL4. I 
had assessed the risk as Medium, which 
under SFI 15/16 the risk management 
authority is COMFAA, vice the CO 
under the old ABR 5150 Table 9.1, who 
approved the serial to continue following 
my recommendation.

No Command Decision Summary was 
documented for this incident – which 
it should have been under DASM AL1, 
although all parties were apprised of 
the considerations in a ‘group huddle’ in 
FLYCO, prior to a recommendation being 
made.

All subsequent activities that fall outside 
any SOPs are assessed under the correct 
AVRM process and now have a Safety 
Risk Assessment created and signed 
off by the relevant authority – or are not 
conducted!

Risk is always about assessing if the 
benefits outweigh the risk…in this case I 
believe that was a valid assessment, but 
that may not always be the case.

1. ASOR ADEL-002-2017
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Stop What You 
are Doing

CPOATA R MCINTOSH
725 SQUADRON

When asked to write an article on 
innovation to be published in a safety 
magazine like TOUCHDOWN, I will be 
honest and say that I struggled with the 
concept. Safety is safety after all, and is 
strictly guided by regulation policy and 
procedures. It is the way we do business 
and should never be compromised. 
It is in the forefront of our minds and 
in aviation it is a complex, multi-
faceted beast that involves many stake 
holders from regulators to operators to 
maintainers and support services. Much 
of the regulation surrounding safety has 
been learnt and imposed, in one way or 
another, from someone else’s misfortune 
or where the ultimate sacrifice has been 
made.

Culture by definition is the idea, customs, 
and social behaviour of a particular 
people or society, or put simply the 
way we do things around here. A good 
safety culture comes from discipline and 
follows the rules, never deviating from 
safe practice. Innovation however is 

challenging the way we do business. To 
innovate safety is in essence to challenge 
that very culture, and is the quandary 
I face when writing this article. How do 
you challenge and want to change what 
is perceived to be a very good safety 
system, albeit a system that is tightly 
controlled by rules and regulation. 

This year I am 42 years old and I am 
about to complete my 22nd year in 
the Navy. Looking back at my career I 
have been very fortunate to work in a 
learning organisation that has provided 
training at every rank and encourages 
professional development at all levels. 
Through the nature of our rank system, 
I have been taught to think in a very 
specific way, a father to son manner, that 
has existed through many generations of 
naval aviation thinking. This has taught 
me how to understand the rules and 
ultimately think in a way that keeps 
our people safe, not only operating 
aircraft, but also working on and around 
aircraft ashore and embarked. I feel 

personally responsible for the people 
that work for me. I ensure that they are 
not only conducting maintenance to the 
prescribed standard, but also conducting 
themselves in a way that is safe based on 
my experience of what I consider to be a 
safety culture.

So what is the problem? Our aircraft 
types, facilities and technology has 
evolved in leaps and bounds over the last 
twenty years, but in some cases the way 
we think is still largely from the past. Is 
the problem of innovating safety a fear of 
failure and what are the consequences if 
we get it wrong?

When faced with change our very human 
nature automatically goes into defensive 
mode and we are generally suspicious of 
new situations as though we are being 
duped. When faced with a situation that 
challenges the status quo our instincts 
tell us to dig our heels in and resist 
change. The saying ‘if it aint broke, don’t 
fix it’ is a classic example of this.

At the start of this year I was selected 
for the Fleet Air Arm Systems Innovation 
Pilot Course 2 (SIPC2), conducted at the 
University of Sydney. Initially I perceived I 
was part of an experiment when told the 
course was aimed at the younger more 
junior levels of Officers and Sailors, so 
that they could take this new innovative 
way of thinking forward into the future. The 
term ‘you cannot teach an old dog new 
tricks’ immediately came to mind; however, 
my time and experience whilst on SIPC2 
significantly changed the outlook I have 
on the way ‘we do business around here.’ 
There wasn’t a light bulb moment as such 
and there isn’t a simple system that is 
going to change the FAA of the future, but 
in the words of Vice Admiral Barrett (CN) 
‘the future of the Navy cannot go on the 
way that we are currently doing business,’ 
rather we must learn to look for new ways 
to do things and welcome change.

So how do we learn to challenge the status 
quo and accept change whilst all the 
while embracing the rules and regulations 
that govern our safety and have done so 
successfully?

Insert innovation and a  
change in Culture
Innovation is much more than simply 
applying a LEAN or Agile model to the work 
place. Innovation is about culture. Most 
importantly, and like our safety system, 
it needs to have strong leadership and 
genuine commitment at all levels. One 
of the many important things that I took 
out of SIPC2 is that within my sphere of 
influence, I could easily stifle an innovative 
culture unintentionally.

Through the virtue of our rank system we 
can all be seen as leaders in one way 
or another, obviously some with higher 
responsibility than others. The higher up 
in rank you go, the greater your sphere 
of influence becomes and with it the 
opportunity to have an effect on more 
people around you. So how do I change a 
lifetime of being taught how to think and 
foster an innovative culture within my team 
and unit as a whole, which also embraces 
the rules and regulatory requirements of 
our Safety system? To change we must go 
to the next level and require ourselves to 
be more conscious about our actions and 
decisions while changing—if not at first 
adjusting—our perspectives, beliefs, and 
most importantly, our behaviours in the 
workplace. 

Innovative leaders are essential to 
promote a positive organisational 
culture. To succeed an innovative 
organisation needs managers and 
supervisors at all levels, who are creative 
and conscientious, that support and 
promote as well as coordinate the 
development of innovative projects. 

Innovative leaders need to ensure that 
they promote strong motivation and 
coaching skills to guide and support 
teams throughout innovative projects, 
seeking to get command to support 
ideas. They support ideas to promote 
clear vision, and ask if there is a better 
way to do things and share that vision 
with others. It is not a case of working 
harder to achieve a vision, but rather 
innovation becomes a necessary part of 
that vision. 

Innovative leaders are responsible to 
promote a climate of reciprocal trust, 
being accessible for personnel and 
expressing appreciation for effort and 
or accomplishment, treating people 
as well-meaning adults and giving 
credit to the team. Innovative leaders 
demonstrate fearless loyalty to do 
what is right by personnel and for the 
organisation. They challenge the status 
quo and ensure that they promote 
candid communication, keeping people 
informed and on the same page, 
especially up and down the rank system.

An innovative leader listens and has a 
sense of urgency and a need to move 
quickly when someone proposes an 
idea. The best innovators no longer ask 
what the analysis behind that proposal 

is, but instead, what’s the fastest way 
I can get an experiment that would 
test that idea. Innovation put simply … 
equals an idea ... plus a leader ... plus a 
team ... plus a plan.

The aim of the SIPC2 was to challenge 
the way we think, to learn to stop, in 
the essence of our cultural tilt message 
‘Take Five’ and challenge the way we 
do business, to look at the workplace 
through a different lens and recognise 
innovative behaviours.

The FAA is currently in uncharted waters 
as we transitioned from DHARTS to 
Sentinel. Now is the perfect time to 
challenge the status quo, not be afraid 
of change and embrace it as we move to 
the future. To not allow ourselves to be 
caught up doing things the way we have 
always done, but to come up with new 
ways of doing business. 

In the words of COMFAA ‘we need to 
challenge the behaviours that allow 
us to be greater than the sum of our 
parts, even if it is ... just getting those 
1-2 percenters from our work place.’ 
Innovation is embracing and respecting 
the safety regulation, being mindful of 
what is already a safe culture but also 
identifying and recognising that there 
can be a better way to do things.  

CPOATA McIntosh is awarded $100 cash 
prize for his article to TOUCHDOWN 
magazine. Congratulations
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The Need for Compliance Assurance 
and its Usefulness for Error Capture

LEUT A PATMORE, RAN
AMAFTU

The incident

On the afternoon of 12 Apr 18, AMAFTU 
personnel were in the process of 
removing Flight Test Instrumentation 
(FTI) from MH-60R ‘Romeo’ Seahawk 
tail number A48-013 where part of the 
work involved removing items from the 
transition section of the aircraft. To 
complete the work an AMAFTU ATA sailor 
was working within the transition section 
which coincided with a Maintenance 
Health Check (MHC) being conducted at 
the same time in the AMAFTU hangar by 
a HQ-FAA Compliance Assurance Section 
(CAS) auditor. The auditor queried the 
work that was being conducted by the 
sailor in the transition section and noted 

the following in the subsequent MHC 
report: 

‘The member conducting maintenance 
in the transition was not authorised 
in Confined Space Entry. Supervisors 
and maintainers were not aware of the 
fact that it was a Confined Space in 
accordance with FAA SI(NA) LOG 3-07-
02. A PMkeyS check was conducted for 
currency of AMAFTU personnel and it 
revealed that no member was in in date. 
The evolution was ceased immediately 
by the SMC (Senior Maintenance 
Coordinator).’

The following day, and in order to 
complete the required removal of FTI 
from the transition section of the aircraft, 

a small team of 725SQN sailors who 
held the requisite Confined Space Entry 
authorisations was authorised to perform 
the outstanding task. This work was 
carried out under a Confined Space Entry 
(CSE) permit issued by a CPOATA who, 
as an authorised AEO delegate, exercised 
the necessary responsibilities of a 
Confined Space Entry Permit Approval 
Authority (CSEPAA).

Due to the fact that the requirements of 
SI(NA) LOG 3-07-02 Confined Spaces 
in RAN Aircraft had not been complied 
with, the MHC report concluded an 
‘Amber’ traffic light indication for ‘Use 
of publications.’ This further resulted 
in AMAFTU reporting the incident via 

an Aviation Safety Report (ASR) to 
investigate the causal factors of the 
non-compliance and identify means to 
minimise the potential for recurrence.

The ASR investigation found that SI(NA) 
LOG 3-07-02 replaced NASMI 8-02-
03 (both instructions being entitled 
‘Confined Spaces in RAN Aircraft’) on 31 
Oct 17 and introduced certain criteria for 
which maintenance activities in the MH-
60R transition section are to be treated 
as a confined space. In the preceding 
NASMI, for both S-70B-2 and MH-60R 
Seahawk variants, the transition section 
was considered to be a confined space 
and invoked confined space procedures 
when ‘personnel are required to fully 
enter (whole body) a tail cone/transition 
section and access to the aircraft cabin/
exterior is restricted.’ 

It was therefore permissible to work 
in a Seahawk transition section for an 
indefinite period of time provided the 
person’s feet remained on the deck. 
The replacement SI(NA) introduced 
additional criteria, namely a 10 minute 
time limitation, which triggered the 
consideration of the transition section 
as a confined space and invoked CSE 
procedures to be adhered to.

As stated in the MHC report, AMAFTU 
personnel were unaware of the additional 
requirements that were introduced by 
the SI(NA). The resultant ASR found that 
the contributing factors for this were as 
follows:

•	At the time of the incident, there were 
no AMAFTU personnel who were MH-
60R qualified – instead all had aircraft 
type qualifications on either S-70B-2 
or MRH90

•	All MH-60R maintenance requirements, 
including requirements detailed 
in SI(NA) such as confined space 
considerations, were thought to have 
been ‘carried over’ from S-70B-2. While 
this oversight was not necessarily a 
conscious action there was a degree of 
complacency and assumption-making 
that were factors in this incident

•	Similarly, it was also thought that 
instructions transferred from NASMI 
to SI(NA) amounted to a name and 
format change only and that the 
technical content essentially remained 

the same during the transition from 
one set of instructions to the other

•	Prior to the removal of the FTI which 
resulted in the MHC finding and ASR 
investigation, AMAFTU personnel 
had installed the FTI within the 
transition section of the same aircraft 
in November 2017 in the 816SQN 
hangar assuming the same CSE 
requirements of the earlier NASMI – ie 
not considering the work to invoke CSE 
requirements as the maintainer’s feet 
remained on the deck and they did not 
fully enter the aircraft. While the FTI 
installation was occurring at 816SQN, 
not only were there 816SQN personnel 
in attendance at all times but a HQ-FAA 
CAS MHC was also conducted while 
AMAFTU personnel were working on 
the aircraft. At no stage were AMAFTU 
personnel, when they were working in 
the aircraft transition section, advised 
that there was a requirement to treat 
the transition section as a confined 
space IAW SI(NA) LOG 3-07-06 

•	Similarly, when AMAFTU personnel 
carried out the removal of FTI in the 
AMAFTU hangar, 816SQN personnel 
were in attendance having towed the 
aircraft from the ‘Romeo Precinct’ 
across to AMAFTU for the purpose 
of applying power to the aircraft and 
doing whatever MH-60R maintenance 
was beyond the authorisation of 
AMAFTU personnel. As with the 
installation of FTI in November, at 
no time did the parent squadron 
personnel intervene to advise AMAFTU 
personnel that conducting work in the 
aircraft’s transition section was subject 
to confined space considerations

•	Whereas updates to NASMIs previously 
occurred as a ‘block’ update and 
included notification via signal as 
well as consultation with HQ-FAA staff 
regarding the substance of changes, 
SI(NA) updates are made in a trickle 
fashion and squadron QO cells are 
informed via email – at the time of the 
incident AMAFTU personnel were not 
included in this notification

•	When the current AMAFTU complement 
of S-70B-2 qualified maintenance 
personnel are replaced over the 
next 12 months approximately, their 
replacements will all be MH-60R 
qualified and are therefore less 

likely to be unfamiliar with specific 
requirements such as this incident 
has highlighted. Although the non-
compliance was with a SI(NA) which is 
applicable to all FAA units regardless 
of aircraft type, there are aircraft type 
specific requirements embedded in the 
SI(NA) which are far more familiar to 
personnel qualified on those aircraft 
and who have had recent experience 
maintaining them – current in other 
words

The preceding points do not excuse 
the non-compliance with the SI(NA) 
but they were a missed opportunity to 
correct AMAFTU personnel and to inform 
them of the requirement to treat the 
transition section as a confined space. 
It is therefore understandable that 
AMAFTU personnel, being unaware of the 
SI(NA) requirements continued to work 
incorrectly until they were observed by 
the CAS auditor to be non-compliant with 
the instruction. 

Use of SBMT and the 
substitution test

The individual conducting maintenance in 
the transition section and the supervisors 
above him are all considered to pass the 
substitution test of the Safety Behaviour 
Management Tool (SBMT) – to quote 
the note on the SBMT: ‘someone with 
similar training and experience, in a 
similar situation would have done the 
same thing.’ This assessment is made 
because the AMAFTU personnel were 
not advised of the CSE requirements 
for the transition section by numerous 
individuals observing their work and 
non-compliance with the CSE SI(NA). 
Additionally, a ‘straw poll’ of a set of MH-
60R maintenance personnel indicated 
that it was generally not known that 
additional CSE requirements for work in 
the Seahawk transition section had been 
introduced when NASMIs were replaced 
with SI(NA)s. Therefore these individuals 
are likely to have made the same error, 
and therefore confirms the substitution 
test.

What have we learned?

Accepting that the non-compliance with 
the CSE SI(NA) was a legitimate error (ie 
it was not a wilful violation of the rules), 
what can be extracted from the ASR 
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investigation findings? Firstly, the incident 
is a salient lesson that no individual 
makes errors in isolation and that 
incidents are a result of a combination 
of individual human error and the 
organisational influences that contribute, 
with varying degrees of effect, to them or 
that are deficient in detecting them. 

Prof James Reason, in his 1997 book 
‘Managing the Risk of Organizational (sic) 
Accidents’ states that: ‘the organizational 
(sic) model views human error more 
as a consequence than a cause.’ This 
means that the discovery of the error 
(non-compliance with SI(NA) in this 
case) is the beginning of a search for 
causes, not the end. Therefore, it cannot 
be simplistically concluded that the 
unsafe act resides solely in the failure of 
the individual as organisational factors 
contributed to the error or at least failed 
to detect the error at the first opportunity. 
Also errors were made at multiple levels 
which is indicative of an organisational 
contribution to the occurrence.

Although the ASR investigation into this 
incident did not find that time pressure 
was a contributing factor, the reality is 
that it always is. There is insufficient 
time for a maintainer to read the full 
maintenance set of SI(NA) before a 
task as it comprises more than 60 
instructions and greater than 500 pages. 
It is therefore a team effort to ensure 
maintenance is completed properly 
and complies with all applicable OIP. 
Supervisors, maintenance managers 

and SMCs are all necessary and, failing 
that, we have auditors of varying levels 
of scope and independence to identify 
where individuals and teams are non-
compliant with OIP. 

Given the magnitude of the task of 
compliance with myriad OIP, the 
human error of non-compliance in this 
incident was the consequence of having 
insufficient time to know everything and 
in the hierarchy of supervision levels also 
not knowing the requirements. Even if 
this argument is not accepted and the 
non-compliance is considered a cause of 
the unsafe act, then detection of the error 
is critical. This is inherently understood 
as otherwise there would be no need 
for supervision, inspection and auditing 
because all individuals would be infallible 
and their work would be error-free and 
would not require checking. It should be 
pointed out that CAS MHCs on AMAFTU 
were actually instigated at AMAFTU’s 
request for exactly the reason just stated.

What will prevent recurrence?

Further to this incident, the education 
of the individuals involved is clearly 
necessary although the overall benefit 
of doing that alone is limited to just 
those involved and does not help the 
organisation more broadly. What has 
to be identified is the best means of 
preventing another individual, with similar 
training and experience, working in 
similar circumstances from committing 
the same error. This is backed up 

by Prof James Reason and the final 
principle of his ‘12 Principles of Error 
Management’ which is: ‘effective error 
management aims as continuous reform 
not local fixes.’ In this case it can be 
argued that the most effective way of 
preventing recurrence is for the sponsor 
organisation, in HQ-FAA, informing users 
of SI(NA) updates. This actually was a 
recommendation out of the ASR and 
resulted in the outcome that the AMAFTU 
Quality Manager (QM) was subsequently 
included in SI(NA) updates as the 
Squadron QO cells had already been.

Conclusion (Morale of the story)

This incident then is a good example 
of the need for CAS. Auditing is not 
only useful in detecting errors, as it did 
in this incident, but also in assisting 
organisations to improve. Many readers 
would be familiar with the expression 
‘you don’t know what you don’t know’ 
and CAS helps correct that – at least in 
this case they did. Aside from identifying 
deficiencies that organisations may 
be unaware of, CAS (and auditing 
activities more broadly) can also identify 
opportunities for improvement.

Considering the traffic light assessment 
method of the MHC reports, green is 
good but red is not always bad! Referring 
again to James Reason and his 12 
Principles of Error Management,’ the 
second of these principles is: ‘errors 
are not intrinsically bad.’ Someone has 
to commit an error for it to be detected 
and so we can learn from and prevent 
repeating. Since similar factors apply 
to many unsafe acts, but with varying 
degrees of potential outcome, ideally 
the lesson will prevent an error that 
leads to a worse consequence. The 
error detection we depend upon in our 
structure of supervision and inspection 
levels but also through external auditing 
will hopefully prevent inevitable errors 
from causing an accident and will 
validate the error management practices 
we employ.

So, whilst we would have preferred not 
to have committed the non-compliance 
in the first place, the identification of 
it by CAS is welcome. It demonstrates 
the need for CAS, its usefulness in error 
detection, and its role in improving 
system safety generally.

Unplanned One Engine 
Inoperative Power Used

LEUT C GAUDIE, RAN
723 SQUADRON

A conversion training sortie in the B429 
with a manual fuel approach should 
be straightforward. While terminating a 
manual fuel approach the manual throttle 
was retarded prior to the landing being 
complete. On landing we observed that 
OEI (One Engine Inoperative) time had 
been recorded on the governing engine. I 
have taught and monitored many manual 
fuel approaches and have mentored new 
instructors on the traps of manual fuel 
approaches. With that in mind, how did 

this happen to me! Let’s take a look. The 
event occurred approximately one hour 
into a GF6 pilot training sortie. It was a 
second manual fuel circuit requested by 
the student for practice due to the first 
approach being a little rushed but well 
flown. Manual engine control was selected 
on downwind with initial actions by the 
student IAW the checklist. 

Final approach was normal for manual 
fuel. On reaching the hover the student 

began retarding the throttle prior to 
completing the landing. The governing 
engine increased power to maintain the 
total torque required. 

The aircraft was held off the ground 
momentarily by the QFI to stabilise the 
aircraft and stop some small sideways 
drift prior to touchdown. With the 
governing engine increasing power and 
the manual throttle being retarded, the 
power differential between the two engines 
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caused the aircraft engine management 
system to switch to OEI (one engine 
inoperative) mode. The output required 
on the governing engine in this mode 
was above the continuous limit for a 
single engine. The system recorded OEI 
time had been accrued on the governing 
engine and the ‘OEI time used’ caution 
was displayed on the CAS (Crew Alerting 
System). This was also reflected on the 
aircraft systems ‘Last Exceedance’ page. 
Raytheon Maintenance was consulted 
and the aircraft was returned to the 
lines and placed unserviceable. The 
B429 Flying Guide states a manual fuel 
landing technique is to make a ‘normal 
approach to the hover. Then carry out 
a normal landing using the collective 
only, no throttle, until the skids are firmly 
in contact with the ground and then 
smoothly rotate the manual throttle to idle 
as you fully lower the lever.’

I have described the sequence of events 
to allow some context and understanding 

but how did this happen to me? As a 
reasonably experienced instructor with 
over 3000hrs instruction including ab-
initio time in fixed and rotary, I normally 
run the process of risk management in 
my mind before almost all evolutions 
including what could go wrong and where 
is the critical moment. 

On the first manual fuel circuit I had done 
exactly this and from finals including 
the landing I was guarding the throttle 
to ensure throttle movement only when 
the aircraft had landed correctly. On the 
second approach with my expectation 
of student understanding and correct 
execution, I had relaxed and not guarded 
the throttle in the landing phase. This 
approach was not rushed and the setup 
had been good. This had led me to believe 
the hard work had been completed with 
just the simple part being the landing left 
to go. Due to this I had not been on the 
throttle when I needed to be to prevent 
the throttle being reduced before a normal 

landing had been completed. My thoughts 
are most instructors have been in this 
position periodically and because of correct 
student actions there is no impact. 

What does it highlight? Instructors require 
high levels of awareness and attention at 
all critical phases. Every evolution requires 
an understanding of where it may go wrong, 
how I will recognise when it does go wrong, 
what intervention is required and how far 
do I go before I intervene. This sentence 
alone may be the basis for an article but it 
highlights how a high performing instructor 
may approach their trade. This approach 
then provides safe operations from which 
effective instruction can then be built on. 
Sounds easy but my lapse allowed the 
benign manual fuel event to quickly unravel 
producing a minor aircraft unserviceability. 
There are a large number of evolutions 
taught where the outcome may not be so 
benign. This is a wakeup call on my level of 
vigilance and performance. So that is how it 
happened to me!

“What ADIZ?”
LEUT D HEFFERNAN, RAN
816 SQUADRON

So here I am, after reading my fair share 
of TOUCHDOWN articles about people 
making some obvious errors, or showing 
lapses in judgement or deficiencies in their 
knowledge, I come with my hat in my hand 
saying “well, it has happened to me.” Not 
the first time I admit, but definitely big 
enough to cause a stir amongst some very 
high ranking people of the Defence Force 
and embarrassment to my crew.

So here is a little background on our 
‘simple’ flight. We were tasked with flying 
a MH-60R from Nowra to HMAS Watson 
where we were to shut down and attend a 
brief for approximately two hours and then 
fly back to Nowra again and call it a day. 
Seems fairly simple right? One factor that 
added an extra dimension to the flight was 
that I had just returned from a six month 
deployment to the Middle Eastern Area of 
Operations, during which time I had flown 
a very high rate of flying but had not had 
to go through all of the normal ‘hurdles’ 
that are required when flying out of HMAS 
Albatross. So I was very current in flying 
operations, but it had been close to eight 
months since I had had to worry about 
checking all the little domestic things 
such as Head Office NOTAMS and SUB 
FIR NOTAMs that go hand in hand with 
operations within Australia.

So my ‘eventful’ flight began like any other. 
We had conducted adequate route planning 
in the days leading up to the flight. On 
the day of the race, there was a detailed 
discussion about weather and the impact 
it may have on our sortie; mainly how the 
wind would affect our fuel burn on the 
return leg. Discussions about minimum 
fuels, currencies, crew rest, the quality of 
the Velcro on the new flying suits (wasn’t 
relevant but always worth discussing), 
and everything else that is required of us 
IAW Sis. I gave the crew a thorough (or at 
least I thought it was) brief on all relevant 
NOTAMs that would affect our flight along 
our chosen route. I felt confident that I had 
covered everything, even to the point where 
I actually thought I went into too much 
detail and had probably pulled too much 
information from Air Services. Unfortunately 
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for my crew, I personally took charge of 
getting all the meteorological data and 
NOTAMs and then briefing them. This 
would turn out to be our downfall about 
three hours later when my oversight would 
become apparent.

My AirServices weather brief was: YSNW, 
YWOL, YSSY, 21, R405A, R405B, and 
HEAD OFFICE. Where I had fallen short 
was that I also needed to add code 7210 
(or YMMM, YBBB) to receive all relevant 
SUB FIR NOTAMs as well. A step that I 
had forgotten since returning to Australia 
and thought that simply putting in ‘21’ 
was sufficient to receive all the NOTAMs I 
needed.

So following the crew brief, the sortie was 
Authorised by an independent person 
that was not part of the crew who was in 
attendance at the brief, a Flight Plan was 
submitted, and then we all ‘stepped’ and 
began the process to get airborne; Signing 
out of SE, a careful check of CAMM2, 
signing for the aircraft, some witty AvWO 
Vs Pilot banter, the aircraft pre-flight and 
finally we strapped in and began turning 
dinosaurs into downwash as we started 
our journey to Sydney.

What followed was a beautiful coastal 
NAVEX (navigation exercise) from Nowra 
to HMAS Watson, all presumably within 
the wonderful confines of Class G airspace 
(no Air Traffic Control requirements 
or limitations) until we reached our 
destination. It was as we approached 
Sydney from the South that my oversight 
of a very big NOTAM came to light. We 
were about to enter the VFR corridor 
of Victor 1 (a specific route that keeps 
aircraft in Class G airspace clear of air 
traffic approaching/departing Sydney 
airport). I had made a call on the Class 
G frequency to alert any other aircraft in 
vicinity of our intentions and the AvWO 
was about to commence talking to Sydney 
ATC to request an early clearance to land 
at HMAS Watson when a strange call was 
heard. “Military Aircraft approaching Victor 
1 from the South, this is Sydney RADAR. 
Identify yourself.”

My first thought was that Sydney ATC were 
being very proactive on this day and really 
wanted to help us out. We responded with 
our Callsign and intentions and requested 
a clearance to land at HMAS Watson upon 
completion of our NAV. It was then that 

ATC told us to orbit in our current position 
and to not enter Victor 1 as we were about 
to breach controlled airspace. 

I ignorantly thought that Sydney Air Traffic 
Control were maybe a little confused 
with their own airspace and went to seek 
clarification. It was then that he told us 
there was special airspace activated 
surrounding Sydney due to the Association 
of Southeast Asian Nations (ASEAN) 
summit that was due to commence that 
afternoon and continue over the following 
two days and that if we proceeded any 
further we would breach a Temporary 
Restricted Airspace (TRA). As it turned 
out, we were already inside an active Air 
Defence Identification Zone (ADIZ) and 
had been for the last 15nm unknowingly. 
My confidence (or ignorance) in my 
pre-flight preparation led me to believe 
that Sydney ATC had either gone rogue 
with their application of their airspace 
or the controller was making a mistake. 
But all the same, we complied with their 
direction and waited patiently (sort of) for 
clearance.

Our exchange with ATC was pleasant, 
albeit very embarrassing and after a short 
delay we received our requested clearance 
and we landed at Watson without further 
incident. We called Sydney ATC shortly 
after and it was only after a lengthy 
discussion that it became clear that I had 
not checked SUB FIR NOTAMs, which was 
where the altered airspace was listed. Our 
subsequent departure from Watson, now 
knowing the change to the airspace, was 
completed without any further issues and 
we returned to Nowra… to answer a lot of 
questions about what had unfolded in our 
earlier flight.

So to put it simply, I missed an important 
NOTAM in the SUB FIR NOTAMs and as 
a consequent, entered an ADIZ without 
being identified and then nearly breached 
a TRA surrounding Sydney if it had not 
been for Sydney Air Traffic Control. Not 
only was it embarrassing for my crew to 
have to find out the hard way about a 
change of airspace, but at the end of the 
day, it could have triggered a much larger 
security response and we may have ended 
up conducting some unexpected form on a 
F-18 from Williamtown.

So how does someone who has flown 
the coastal route to Sydney at least 100 

times before make such a rookie mistake 
and not check all the NOTAMs? Good 
question. Prior to the brief, I honestly 
thought I had checked everything. On 
reflection back on our brief, I had actually 
read and briefed over 120 NOTAMs as 
part of my preparation for the sortie brief. 
The same flight flown that day, if they 
had read all the required NOTAMs, would 
have had to have read nearly 200. So 
after having conducted a substitution 
test, it became apparent that there was 
confusion amongst some aircrew as to the 
requirement to check HEAD OFFICE and 
SUB FIR NOTAMs. 

Some people thinking that they are only 
required if going on long navigational 
sorties far away from Nowra. This is in fact 
incorrect. IAW General Planning Australia, 
it is required that all SUB FIR and HEAD 
OFFICE NOTAMs are checked prior to any 
flight outside of the Circuit area. 

I have to admit; I do feel a little as though 
Air Services Australia had not entirely 
helped people find the NOTAM considering 
it was not placed on any of the airfield 
NOTAMs to which it affected. But at the 
end of the day, the NOTAM was available 

for people to read, if they had conducted a 
thorough check of all relevant information 
pertaining to their flight. If the information 
is available, it is up to you to find it.

So you can do one of two things with this 
article. Either push it aside as a simple 
oversight by junior aircrew and continue 
on your merry way thinking it will never 
happen to you. Or you can acknowledge 
the fact that we are all just one ‘missed 
stepped’ away from a potentially huge 
oversight that will inevitably catch you 
out. Both options are plausible however 
one of those options will maybe make 
you take that extra look through your 
pre-flight admin (or somebody else’s for 
that matter) and try and see what you 
might have missed. Had I of done that, 
or at least attempted to get someone 
a little more recent with operations 
from Nowra to look over my shoulder, I 
would have saved myself and my crew 
a lot of embarrassment and additional 
paperwork… and my CO may have had 
one less grey hair.

It is impossible for an Autho, Aircraft 
Captain or any other member of the crew 
to cross check every bit of information 

that people gather separately for Flight 
Briefs. The onus rests on the individual 
that is trusted to gather that information 
to do it with the respect and due diligence 
it deserves. We are all adults and we are 
all human. We will make mistakes from 
time to time but it is the frequency of 
these mistakes and what we take away 
from them that determine how many more 
you will make and the consequence that 
results. This time is was just a breach 
of an ADIZ and a near miss of the TRA. 
Next time it could be something a lot 
more dangerous to the aircraft and its 
occupants. This was a large wake up call 
to myself (and my crew) to pay attention 
to detail and make sure you come to the 
brief fully armed with all information at 
hand. Simply saying “I didn’t know” just 
doesn’t quite cut it.

We are all adults and 
we are all human. We 

will make mistakes 
from time to time but 

it is the frequency 
of these mistakes 
and what we take 

away from them that 
determine how many 
more you will make 

and the consequence 
that results

LEUT Heffernan is awarded $200 cash 
prize for his article to TOUCHDOWN 
magazine. Congratulations
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ASR Watch 
A Summary of RAN Aviation Safety Reports 

Presented are a selection of recent ASRs to highlight hazards encountered in our daily business

DEFEV18060077
Moving Tow Motor whilst still 
lashed

During preparations for flying 
a tow motor was required to 
move an aircraft up on deck. 
An Aircraft director (AD) and 
a flight deck member moved 
to the tow motor parked on 4 
spot to move it to the aircraft. 
The AD unlashed the forward 
chain whilst the flight deck 
member got into the tow 
motor and started the engine. 
The AD then moved away and 
gestured for the tow motor to 
follow them to the aircraft. As 
the tow motor pulled away, the 
aft lashing chain pulled taught 
and lifted the front wheels of 
the tow motor of the deck. 
Tow motor was unlashed and 
checked for damage. Chain 
Lashing was quarantined and 
inspected for visible damage. 
Flight deck member was 
verbally re-briefed on walk 
around inspections.

AFASO COMMENT
Three major factors 
influence the development 
of professionalism; formal 
teaching, role modelling 
and the culture of the 
organisational environment. 
As trainee AVN’s they are 
constantly drilled on the high 
safety standards required 
for aviation operations both 
embarked and ashore. 
This is the beginning of 
professionalism. The 
attitude of others, especially 
mentors, will help to shape a 
novice’s ability to recognise 
acceptable or unacceptable 
behaviour when making 
decisions about the task 
at hand. Professionalism 
can be developed at an 
individual level when working 
in isolation, but it can 
also be facilitated in team 
environments as a by-product 
of the organisation’s safety 
culture.

DEFEV18060468
Personnel exposure to Aviation 
Turbine Fuel (AVTUR) with Fuel 
System Icing Inhibitor (FSII)

During the conduct of an MH-
60R de-fuelling evolution, the 
aircraft maintainer involved was 
exposed to Aviation Turbine 
Fuel (AVTUR) containing a Fuel 
System Icing Inhibitor (FSII). 

The evolution was being 
conducted on a 725 Squadron 
hangar external hardstand in 
accordance with GAI-000 work 
package 8. The leak occurred 
through the attachment point 
of the aircraft fuel system and 
defueling hose covering the 
individual with approximately 1 
litre of AVTUR.

AGSO COMMENT

A routine maintenance task 
that was complicated by 
members being unfamiliar in 
the use of the required ground 

support equipment and the 
associated procedures for its 
use. Concurrently, the defueling 
tanker driver was applying 
additional pressure to the task 
by making it known he had 
other priority tasking to attend 
to. 

The current cultural tilt of ‘Take 
5’ behoves us all to take stock 
of our current tasking and take 
a moment to reflect and assess 
whether we have covered off 
on all tasking requirements; 
equipment, support agencies, 
procedures, instructions, 
personnel experience levels, 
supervisory levels, safety 
aspects and the like to ensure 
each task is completed fully 
and safely. If during the task it 
appears not to be progressing 
as expected, stop (Take 5) and 
seek clarification. By doing 
so, the safety culture of the 
organisation steps in to prevent 
likely future occurrences.

DEFEV18070242
In-Flight Vibration Analysis 
Conducted without Ground 
Phase GLIMS Analysis Post Tab 
Adjustments

Post the conduct of a Vibration 
Analysis Test Flight (VIB-3), A40-
033 was assessed ‘outside limits’ 
with associated corrections to the 
main rotor blade tab’s required. 
These were made in accordance 
with the MRH90 Interactive 
Electronic Technical Publication 
(IETP), with a subsequent VIB-3 
Test Flight required. The aircraft 
was subsequently released for 
a Maintenance Check Flight 
re-assessment for the full VIB-3 
Test Card (both ground and flight 
phases). This was in contravention 
with applicable IETP Data Module 
Code (DMC) JA-A-15-91-13-
02A-131A-A reference in the 
maintenance manual, which states 
“regardless of the ground Flat Pitch 
On Ground (FPOG) value read on 
the Display Keyboard Unit (DKU) 
in the aircraft; the value of all 6 
accelerometers must be verified i.e. 
reassessed on the Ground Logistic 
Information Management System 
(GLIMS) stand-alone computer 

system located in the flight line 
before proceeding to the flight 
phase (HOVER, 100 KTS, MCP)”. 
Maintenance managers identified 
the error on return of the aircraft 
to maintenance after it had flown, 
during the download of the Data 
Insertion Device (DID) and analysis 
of the corrected vibration data.

AFASO COMMENT
Key lessons from this event as it 
had occurred less than 12 months 
prior;

•	 All personnel involved in the 
task must be fully aware of its 
progress. This vigilance is an 
important part of professional 
behaviour.

•	 Good communication can 
avoid the potential for making 
risky decisions. Making risky 
decisions is not normally a sign 
of professional behaviour.

•	 Trust should not replace good 
communication and proper task 
vigilance.

•	 Colleagues and mentors 
have a strong influence on 
professionalism, from the earliest 
days of an engineer’s career.
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For more than thirty years, the Fleet Air Arm 
Association of Australia has promoted the 
interests of its members and the Fleet Air Arm.  
Divisions exist in most States and the ACT.  
Please join us for the camaraderie and the 
important work of promoting naval aviation.

WHAT DOES THE ASSOCIATION DO?
• QUARTERLY ‘SLIPSTREAM’ MAGAZINE - 
Opportunity for contemporary Aviation articles, 
messages and stories from old shipmates, and 
other interesting articles from Veteran Affairs 
and other government agencies, that may affect 
you now or in the future.

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

• FAA MEMORIAL WALL - Established near the 
FAA Museum.

• FAA WALL OF SERVICE – Established near the 
FAA Museum.

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

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

• HOW DO I JOIN – As each state Division has 
varying fees, refer to contacts on our Web page.

• OUR EXPECTATIONS OF YOU – Be proud of 
your FAA heritage and the FAA family.  

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

 

 

 

 

Naval Warfare Officer’s Association 
 

 

 

 

 

The Naval Warfare Officer’s Association (NWOA) is a social network for past 
and present Warfare Officers of the Royal Australian Navy. Our purpose is to 

continue the patriotism, loyalty, friendships and camaraderie of Naval Service 
within the wider community. 

 

 

The NWOA welcomes officers qualified in a recognised Naval Warfare course 
and others who, by reason of their close association with, or interest in, the 

objects of this Association. 

 

 

Further details can be found on the NWOA website:  

 

warfareofficers.org.au 



UPCOMING AVIATION TRAINING COURSES

For more Information on these and other training courses  
contact Mr Mel Jacques on (02) 4424 1517.

COURSES DATES FOR 2018

HUET •	26 SEP 18 •	21 NOV 18

HUET WITH EBS •	20 SEP 18

•	25 SEP 18

•	27 SEP 18

•	09 OCT 18

•	16 OCT 18

•	17 OCT 18

•	23 OCT 18

•	24 OCT 18

•	30 OCT 18

•	05 NOV 18

•	06 NOV 18

•	07 NOV 18

•	13 NOV 18

•	14 NOV 18

•	20 NOV 18

FLIGHT DECK TEAM •	15 OCT 18

•	29 OCT 18

•	12 NOV 18

•	19 NOV 18

•	03 DEC 18

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

•	23 OCT 18 •	27 NOV 18


