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CDRE CJ SMALLHORN, RAN
COMMANDER FLEET AIR ARM
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As 2018 draws to a close we can once
again reflect on a year of achievement,
of hard work, and of bringing the Fleet
Air Arm to strength at three MRH-90
embarked Flights, and eight MH-60R
embarked Flights. We parallel this with
the commissioning of 822X Squadron
that sends the strongest of messages
that Maritime Tactical Unmanned Aerial
Systems are part of our integrated warfare
fabric of the future. Our embarked Flights
have operated across our globe and
achieved their warfare and international
engagement outcomes with style and
excellence. AMAFTU’s load has not eased
and amongst a full pattern of work this
year have completed six ship interface
trials, and in partnership with NASPO, have
designed, built and installed the WESCAM
Electro-optic system on MRH-90, a true
capability improvement for that platform.
It is easy to just keep marching on and
not take a moment to reflect on these
achievements, they are extraordinary
and they write a very important and
proud chapter in the history of the FAA.

Achieving large organisational muscle
movement can always come with the risk
of missing the critically important day to
day activity of keeping our systems of
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Foreword

work safe and our airworthiness intact.
You | trust will be proud to know, that
is not the case here. Consistently
positive commentary from our external
organisations such as Airworthiness
Boards, safety authorities and regulators
are a reflection of the work you do each
day - each and every one of us are
safety and airworthiness practitioners
and this is part of our profession in arms.
The systems of work, the standards you
maintain, and your desire to continuously
improve, all underpin an assured and
resilient integrated warfare capability that
is delivering to our Navy and our nation. |
thank you for your commitment to being
the best we can be and delivering the
most lethal and reliable maritime aviation
warfighting capability we possibly can.

In my Command Safety Message signed
in February 2016, | offered that the crown
jewel of the institution and culture that is
the Fleet Air Arm, and the glue that binds
us all in a vocation that has inherent risk,
is in my mind Trust. Trust in one another,
our Squadron, our Ship, our Fleet and our
Navy collectively builds an assurance that
while the endeavour is real we approach
it with a mutually assured comfort that
placing our lives in each others hands is
just what we do around here. Such levels
of Trust is extraordinary - we must each
protect this crown jewel in all we do and
how we behave. Coming to the close of
three years in Command of our Fleet Air
Arm | have seen us continue to nurture
and continuously improve this unwritten
pact with each other, watched as
vigilance and the drive of individuals who
do not walk past a standard that is below
our expectation take action, and as the
collective strives to be the best we can be.
Quite simply, it is due to your hard work
and dedication that your Fleet Air Arm
is on the vector it is and achieving what
it is achieving. My thanks and enduring
appreciation for what you do each day.

We are not without our challenges,
whether it be in personnel numbers,
finance or managing our operational

tempo - all of these can lead to a
degradation in safety. While we will face
each of these challenges as we always
do, front on, with intellect and purpose;
we must also recognise when we are
stretching beyond our comfort, make
the call to knock it off, stop and act.
We are well served by very good safety,
airworthiness and risk systems. Systems
and information lead us to a discussion
and it is this discussion between
professionals and experts that ensures
the decisions we make keep us safe.

I will take this opportunity to express
what an honour it has been to work
for you during my time as COMFAA;
this is a hard place to leave. | cannot
imagine any professional experience
will surpass the last three years, or the
joy drawn from watching a group of
true professionals, courageous sailors
and officers, the best of Australians,
take the complexity of what is the Fleet
Air Arm to a lethal warfare capability
on the waterfront that may be relied
upon to deliver. We have not seen this
level of embarked aviation for decades;
our footprint is broad and our shadow
casts long. That shadow and reliability
comes from safe systems of work, the
highest of standards and the continuous
pursuit of a generative safety culture and
behaviour in each and every one of us.

Well done to all for an extraordinary
2018 where you may own that proud
chapter in our history. | wish each of
you a family rich festive season over
the 2018 Christmas Break. | will look
on with envy in 2019 as you take
this place from strength to strength.

Z

CDRE CJ SMALLHORN, RAN
COMMANDER FLEET AIR ARM



LCDR W VEALE, RAN
FLEET AVIATION SAFETY OFFICER

As | approach the completion of my
FASO tenure, | find myself reflecting on
the safety achievements and growth of
personnel and capability within the safety
environment over the last two years.

The transition from DAHRTS to Sentinel
safety reporting has been, in my opinion,
the largest change within the safety
environment in the last decade. Whilst
the transition was successful it was not
without its challenges in policy, structural
developments and useful data mining
products. These challenges were and are
still being overcome by the professional
attitudes and skill sets ofa combined team
of ADF and contracted safety personnel.
A highlight of my time as FASO is the
healthy relationships we have developed
within the ADF safety community to
provide a combined approach to
Sentinel management and growth.

Unfortunately, during my tenure there
have also been a number of serious
incident investigations  which  the
FAASC and DDAAFS (now DFSB) teams
have been appointed to investigate.

Editorial

Despite  providing some resource
challenges for the section, my involvement
with the usually DFSB led teams has
been another highlight. The response
from the FAA personnel, during difficult
circumstances as the investigation team
seeks to determine the causal factors
surrounding each incident, has been
remarkable. The honest account of
events during interviews, acceptance of
findings and dedication to rectification
of any shortfalls demonstrates that the
FAA culture is on the right track and is
something that we can be justifiably
proud of. The professionalism and
interaction of the DFSB teams and my
staff and the lasting friendships that have
been formed will be hard to surpass.

Another highlight is in the delivery of
the annual FAA Safety day. The FAA
safety day has developed into the ADF
standard with around 900 personnel
and world class presenters keeping
members thoroughly engaged throughout
the day. The efforts of my team and HQ-
FAA in funding, support, preparation and

conduct of the safety day has allowed FAA

members to walk away from the event with
potentially life changing positive habits.

The FAA is fortunate to have strong
leadership and a clear direction of
where our safety culture needs to be
and what is required to achieve it. This
direction, combined with a genuine buy
in from units and personnel has enabled
us to protect our most valuable assets,
our people. By keeping our people
safe, we have been able to minimise
our down time and in turn increase
our capability and growth of the FAA.

Finally, | would like to express my
sincere gratitude to the FAASC team
for their efforts and flexibility in surging
to meet the reactive nature of safety
management and the personal cost
often associated with the surges.

Fly safe and maintain a healthy work-life
balance.

LCDR W VEALE, RAN
FLEET AVIATION SAFETY OFFICER
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ABATV W BAIRD
725 SQUADRON

On 30 Jul 18,
ABATV Baird was
performing a

Daily Inspection
(DI) on the tail
and tail pylon area
of an MH-60R Seahawk. During
this inspection, he noticed

that an antenna coaxial cable
was routed awkwardly, and

had the potential to contact
the drive shaft. AB Baird
conducted research to ensure
a loop in the cable could be
moved within the scope of the
MH-60R publications, and was
able to re-route the cable so
that it no longer posed any risk.

This defect was in a dark
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area, a significant distance
from where he was inspecting,
and beyond the inspection
requirements expected of the
DI. Additionally, the inspection

# was carried out late in the

evening. Had the defect gone
unnoticed, it could have had the
potential to contact the drive
shaft and cause damage to the
aircraft.

AB Baird has demonstrated

an outstanding attention to
detail and an excellent attitude
towards aviation maintenance
and daily inspections. He
should be proud of his
contribution towards safety in
the aviation environment.

BZ ABATV Baird

ABATA A BONNICI
816 SQUADRON

On 21 Aug 18, ABATA
Bonnici demonstrate
an exceptional
trade skill and
attention to detail
in identifying a missing
split-pin on MH-60R aircraft’'s
Collective Torque Shaft (Flight
control).

The detection of this while
conducting a routine

servicing is an indication

of his professionalism and
dedication to duty. The vigilance

you displayed during

the conduct of what

is considered a routine

inspection is commended
and is a credit to the high
maintenance standards
at 816 Squadron and the

Fleet Air Arm.

ABATA Bonnici can be justifiably
proud of his contribution to
aviation safety in the Fleet

Air Arm and his behaviour
represents the finest traditions
of the Royal Australian Navy.

BZ ABATA Bonnici



ABATA T JACOBSON N
816 SQUADRON

On 23 Jul 18, ABATA
Jacobson demonstrated
an exceptional
application of
technical knowledge
in identifying a
component defect on the
magnetic pickup striker
while conducting an Area 3
Daily Inspection (DI) at 816
Squadron.

The detection of this while
conducting a routine servicing
is an indication of his
technical professionalism
and dedication to duty. The
inspection of the magnetic
pickup striker was not
included in the DI checklist,
but he demonstrated good
professional judgement in
inspecting the magnetic

[ K JACOBSON

! pickup striker for defect
based on his experience.

Given the obscured
location of the defect,

gone unnoticed
without any indications to
aircrew or maintainers. The
vigilance displayed during
what was a routine task is
commended and a credit to
the maintenance standards of
both 816 Squadron and the
Fleet Air arm. ABATA Jacobson
can be justifiably proud of his
contribution to aviation safety
in the Fleet Air Arm and his
behaviour is representative
of the finest traditions of the
Royal Australian Navy.

BZ ABATA Jacobson

LEUT FTACHIBANA, RAN
725 SQUADRON

On 10 Sep 18,
LEUT Tachibana
demonstrated
exceptional
airmanship and
aircraft captaincy in
dealing with uncommanded
and violent attitude changes
during dipping operations. LEUT
Tachibana responded to the
situation in a calm, deliberate
and effective manner,
recovering the aircraft to a safe
hover, and allowing the

safe recovery of the Airborne
Low Frequency Sonar and
subsequent safe recovery
to the airfield.

The professionalism
demonstrated reflects
positively on LEUT Tachibana
and the pilot standards of
both 725 Squadron and the
Fleet Air Arm. LEUT Tachibana
can be justifiably proud of his
contribution to aviation safety
in the Royal Australian Navy.

BZ LEUT Tachibana
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Cultural Tilt

CPOATV R DE STRANG
AMAFTU

Cultural tilt was introduced into the

FAA in 2017 as a result of a known
downfall within the logistic system at 808
Squadron unable to provide BDS for items
identified as mandatory replacement
within the publications. Engineering advice
was sought for reuse of items which was
approved, but rather than continue to
challenge the Logistic supply system, a
cultural norm developed to immediately
raise a deferred defect to enable reuse

of BDS. This problem is not unique to

808 Squadron; all Squadrons have had
times when a known logistic supply

or maintenance procedure issue has
inadvertently led to a deviation from an
accepted standard.

As the Cultural tilt message has now
matured over a period of 18 months,
| questioned myself whether it would
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remain a relevant host for dissemination
of key topics or focus points that may be
highlighted through our various reporting
mediums such as Aviation Safety
Reports, Maintenance Health Checks and
Management Review Committees. After
some critical thinking the answer was a
resounding YES, as long as the themes
remain topical, relevant and meet the
intent of the generative FAA culture. This
thinking took me back to an incident that
occurred whilst | was posted to HMAS
Darwin as the FSMS of S70B-2 Flight 4
in 2011. Specifically | contemplated how
two recent Cultural tilt themes may have
prevented the incident from ever occurring.

During a routine bladefold sequence

on completion of a night CASEX serial,
damage was sustained to the Starboard
Forward bladefold support fitting. The

The Relevance of it’s Message

scenario was a well-lit night in benign
conditions with little wind over the deck.
The bladefold sequence was completed
and all blade movement had ceased.
Maintenance personnel were applying the
blade restraints to the main rotor blades
at the completion of the fold sequence.
The forward and aft blade restraint support
bars had been fitted to the aircraft. The
blade restraint poles were fitted to the
blue and yellow blades. The blue blade
pole was then secured to the support bar.
As the yellow blade pole was about to be
secured to the support bar, the spread
sequence was inadvertently initiated, and
all four main rotor blades began to move
outboard.

Several maintainers then yelled to
the cockpit to stop the blade spread
sequence. As the blades were spreading a



maintainer took hold of the yellow blade
fold pole which was secured to the main
rotor blade and stopped it from hitting
and damaging the No 5 driveshaft cover.
Once motion had ceased the maintainer
removed the blade fold pole from the
yellow blade. At this time the blue blade
fold pole was connected to the support
bar and was under considerable strain
due to the blade movement.

There was a large amount of confusion on
the flight deck as the maintenance team
attempted to ascertain what had just
occurred. It was quickly discovered that
the maintainer controlling the bladefold
sequence in the cockpit, on completion
of the fold sequence, inadvertently moved
the switch from the fold to the spread
position bypassing the gated Off position.

The blade fold switch on the blade fold
control panel was switched from Off to
Fold to return the blades to the folded
position, but no movement occurred. An
attempt was then made to remove the
blade clamp from the blue blade, but due
to the tension the blade clamp was under
it would not release.

This is the critical point in time that any
member of the maintenance team could

have stopped the maintenance evolution
to assess the best way forward under the
current circumstances. As maintainers

we are all aware that we have the ability
to stop any evolution if there is a risk to
safety of personnel/equipment or mission.
Unfortunately, in this particular situation,
that did not occur.

It was then decided to remove the support
bar from the aircraft with the blue blade
pole fitted in order to relieve the stress the
pole was under. As a result the support
bar was removed and the weight of the
blade was not fully appreciated. This
caused the support bar to kick up and
damage the internal circumference of the
starboard forward support fitting and very
nearly cause injury to those personnel
removing the support bar. Thankfully the
damage sustained was only minor with nil
injury to personnel.

So why didn’t we use the STOP principal
and if the flight applied two of the recent
Cultural tilt themes, ‘Don’t assume’ and
‘Take 5, how may have this prevented the
incident from escalating further.

There were several assumptions made,
most notably assuming the weight of
the blue blade on the support bar would

not cause it to kick up once removed.
When a planned maintenance task does
not occur as planned the best thing that
can happen is someone stops the task
immediately. We adopt the Take 5 principal
and assess the situation

What happened
What went wrong
Inform personnel of the situation

Assess a suitable course of action to
remedy the situation.

These basic steps would immediately
remove the pressure to rectify the situation
as you have informed the appropriate
personnel giving your team time to make
an informed decision.

From the scenario above everyone will
have their own ideas and thoughts on how
they would have handled the situation.
What's important to remember is we all
should learn from our experiences and
the experience of others. The two Cultural
tilt themes discussed are a tool we can
use to help do that. | hope this article has
resonated with some, or all of you. | firmly
believe Cultural tilt will continue to remain
relevant as it's a modern continuation of
continuous improvement within the FAA.
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Mentoring:

LEUT C MUGGERIDGE, RAN
NUASU

With a high organisational tempo, new
airframes and heavy administration
overheads, it can be argued that
mentoring is, now more than ever,
essential to our success as an
organisation.

We operate state of the art aircraft in
complex environments which requires a
high degree of professional mastery. This
mastery could be viewed as the ‘polish’ we
strive to add to our training but find very
challenging to fit into tight schedules.

| and most of my peers reflect on how
we need to be more focussed on honing
our skills as ‘war fighters’ but we find
ourselves falling short of the mastery to
which we aspire. This has implications for
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our capacity to bring maximum lethality to
warfare.

A high tempo amid limited resources is a
condition which appears to be here to stay,
at least in the short term, but what can

we do at the coal face to ensure we are
travelling in the right direction?

Mentoring

Deliberate mentoring is recognised in
wider industry as being an important
component of any successful organisation,
not only in terms of job satisfaction and
career progression, but also because of
the impact mentoring can have on the
achievement of organisational goals.

Rockwell Collins, a major aviation

Are We Getting It Right?

electronics company views mentoring as
so important that they have initiated a
formal mentoring system (The importance
of mentoring for individuals and
organizations, 2003). They recognise the
following benefits of mentoring:

Maijor factor in effective knowledge
transfer

Increased productivity

Happier employees and a reduction
in staff turnover

Essential component in the firm’s
leadership program

Networking opportunities crucial to
career and professional development




The question that we should be asking
ourselves is whether we are mentoring
effectively?

We have a divisional system which is
intended to fulfil the role of mentoring

to some degree, but the functions of the
system often suffer through the competing
priorities of Divisional Staff. We also have
aircrew instructional and authorising
systems which in their best form are a
kind of mentoring for aircrew, but these
are limited in scope. Maintenance training
also includes elements of coaching and
mentoring, but again this is subject to
individual workload and motivation.

So what can be done about
this?

Mentoring is something that all of us can
be pursuing above or below our rank or
experience levels. This could be through
short term sporadic mentor relationships
right through the spectrum to a formal
coaching setup.

A suggestion made to me recently by two
talented Senior Sailor and Junior Sailor
acquaintances is that an ‘opt in” mentoring
system could be initiated within the FAA.
This could capture those individuals who

are seeking mentoring or are willing to
provide it within their areas of expertise.

A system of this nature exists in a limited
form through the NLDW workshops but our
own system could be coordinated locally
within or across units to great effect.

My central point though, is that as
professional individuals, looking out for
opportunities to mentor and be mentored
should be a core attitude and daily habit
in everything we do. It is the mindset that
seeks to learn at all times and ‘show or
be shown the ropes’ which can allow us to
reach the polish and professional mastery
to which we aspire as ‘birdies’

Clearly, each instance of mentoring takes

an investment in time, but research shows
that the dividends are proven and benefit
all involved.

Happy mentoring!

Bibliography

The importance of mentoring for
individuals and organizations. (2003).
Emerald Insight.

Credit also goes to my talented
Senior Sailor and Junior sailor
acquaintances!

As professional
individuals, looking
out for opportunities
to mentor and be
mentored should be a
core attitude and daily
habit in everything we
do. It is the mindset
that seeks to learn at all
times and ‘show or be
shown the ropes’ which
can allow us to reach the
polish and professional
mastery to which we
aspire as ‘birdies.’

LEUT Muggeridge is awarded $100 cash
prize for his article to TOUCHDOWN
Magazine. Congratulations
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POATV M POLMAN
TA-AVN

It started as just another day at sea

but turned potentially disastrous in a
matter of seconds. Embarked on HMAS
Warramunga during Exercise RIMPAC,
we had been at sea for a couple weeks.
Our daily operations were consistently
similar to the point | remember one

of my subordinates describing the

daily grind as “mind-numbing.” On this
particular day, the maintenance team
turned to work in the morning and were
briefed on the requirements for the day’s
flying operations. There was to be some
extra flight deck work around our flying
schedule. Our ship was programmed to
receive a Canadian Sea King to conduct
a VERTRERP, delivering stores to the ship.
This news of a foreign aircraft performing
operations on our flight deck brought an
air of excitement to the Flight members
required to carry out this evolution.
Especially as we had a couple of
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Ex Sea king maintainers embedded
within our flight.

The day unfolded to plan; we carried
out all pre-flight maintenance on
Warramunga'’s aircraft which could be
completed while folded in the hangar.
The time came for the flight deck team
to ready themselves for flight deck
operations as the ship was directed

to prepare for flying stations. The flight
deck marshaller (FDM), who was very
experienced with multiple aircraft types,
called his team together so they could
be briefed. The FDM explained the order
of events the Canadian aircraft would
carry out. First dropping off the stores
via VERTRER then landing the aircraft
and one of their aircrewman was to get
out. The aircraft would require some fuel,
then depart Warramunga. The Canadian
aircrewman would assist in making the

load up, so it could be safely slung under
the Sea king. Once removing the load,
the aircraft would return and pick its
aircrewman up.

With all members of the flight deck team
having been briefed and having a clear
understanding of what to expect, the
FDM declared the flight deck ready in

all respects. Warramunga received its
incoming stores via VERTREP as detailed
in the FDM’s brief. After the flight deck
had been cleared, the Canadian aircraft
landed and disembarked one of it's
aircrewman. The Canadian and our flight
aircrewman worked together to secure

a load to make it safe for underslung
transport. Once the load was ready to
be transported, it was positioned on

the flight deck in preparation of being
safely hooked up. Prior to the Sea King
returning, the FDM felt the need for



another quick brief before carrying out the
recovery to ensure all operations about to
be conducted were clearly conveyed and
understood. The Canadian aircrewman
insisted he would connect the load up

to his aircraft as it had a different cargo
hook system to the Seahawk that the
flight members were accustomed to. This
cargo hook system on this particular Sea
king had a winch cable to connect to the
load that extended out of a probe that
looked very similar to what we would
describe as a RAST probe. The FDM
accepted this but wanted our aircrewman
out on the deck with him. On conclusion
of the brief, the FDM ran through the
checklist with the Helicopter Control
Officer and declared the deck ready.

The Canadian Sea King was spotted on
long finals as it approached the stern

of the ship.The FDM took control of the
approaching aircraft and the aircraft
made its way across the deck with the
FDM marshalling it over the load. At

this point the evolution was running as
expected, the two aircrewmen followed
the FDM’s direction as the marshaller
directed them under the hovering aircraft.
The Canadian aircrewman took control
of the wire that had extended out of the
probe to hook onto the load. It was at this
stage, that what seemed to be a routine
flight deck evolution turned incredibly
ugly and exceptionally dangerous. As the
wire was about to be attached to the
load, it began to retract taking the slack
out of it. In no time at all, it became
clear the hook wire was tangled around
the Canadian aircrewman’s wrist. The
aircraft, while retracting the load cable,
began ascending under the direction

of the FDM. In the blink of an eye, the
aircrewman was tangled in the load wire.

It was wrapped tight around his wrist and
he was suspended a couple of metres
off the ground under the aircraft. Another
imminent hazard was that the hook was
fast approaching the mouth of the probe
the cable was retracting into. The probe is
not designed to fit a hand, let alone the
arm into it. The aircrewman was within
seconds of potentially severely damaging
his hand and arm.

So what seemed like a routine evolution
had gone incredibly wrong! It was now
that the hours of training the FDM

had received kicked in - at no stage

did the FDM panic. At first he gave the
international signal to cut the cable.
Once the aircraft had ascended to a safer
height, the FDM immediately changed
his signal to lower the aircraft back

onto the deck.The FDM was backed up
by the radio communication from the
Helicopter Control Officer to the aircraft.
The suspended aircrewman was returned
to the flight deck, untangled and moved
into the hands of the ship’s medical
emergency team.

Once the aircraft had departed, the ship
fell out of flying stations. The flight deck
team was debriefed and commended for
staying vigilant and handling a potentially
life threatening situation calmly and
professionally. The Aircrewman returned to
his ship later that night with a significantly
damaged wrist, arm and shoulder. | must
say he could see the better side of it all,
as he knew deep down it could have been
a lot worse.

Some points that | have reflected on since
the incident are:

The training our FDM’s and flight
deck team members receive is first

class, giving them the confidence to
manage any situation professionally,
safely and without panic.

The flight deck is an inherently
dangerous place to work. It is very
unforgiving when evolutions go wrong
and what can seem to be a routine
day can turn life-threatening very
quickly.

The clear, concise brief from the FDM
and Canadian aircrewman played a
significant role in getting him back on
the flight deck and into the hangar
safely highlighting the importance of
careful planning and communication.

Warramunga’s emergency medical
team displayed a high level of
professionalism in responding to
the incident in a minimal amount
of time. This was a credit to Medical
team and proves that systems in
place do work.

Lastly and very importantly, the
welfare of our Flight members. |
could see it had visibly shaken
some junior members of the flight
deck team. Each member’s well-
being was independently managed
through counselling by the senior
maintenance personnel on the Flight
and the Flight Commander. Each
member was offered other services
(Chaplain, Doctor or Divisional
Officer) on the ship for counselling
before being allowed to continue
maintenance.

POATV Polman is awarded $200 cash
prize for his article to TOUCHDOWN
magazine. Congratulations
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Pause and Take a Minute

LEUT M SHIPTON, RAN
725 SQUADRON

Taxying without a clearance? Now
pause and take a couple of minutes to
think about that. Yep, most of you will
be thinking that is a stupid thing to do
seeing that we must get a taxi clearance
every time we taxi in a controlled
environment, and you don’t commence
the taxi until you get the clearance.

I’'m with you. But | did this very thing
because | was distracted at the time of
getting the clearance and | was under
some time pressure to get on with the
sortie. | realised my mistake quickly
before entering any intersections, but
this got me thinking - If | missed this
easy step, then what else could | be
missing without realising?
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We’'ve all been distracted at some
point during the day, even when we are
supposed to be at our most vigilant in
the cockpit. Distractions throughout our
day come from home, work, the media
and that wonderful thing we cannot do
without, our phone. Usually when we
strap into the aircraft most of those
things are put to the side. We get into
our little ‘bubble’ so we can focus on
our task. Now pause and take a couple
of minutes to think about how busy you
are. As we move on with our careers
and move into more senior positions
we gain additional responsibilities
which leads to more paperwork which
leads to less time in the day, so this
‘bubble’ gets smaller and smaller.

So what? “If you're too busy then bin

the sortie or get someone else!” Pretty
easy thing to say, but not practical.

Most of our sorties are planned well
ahead with booking areas to operate in,
meeting short term air plan targets and
maintenance deadlines so ‘binning’ the
sortie just won’t do, and getting someone
else in @ minimum manned environment
is not that easy. Plus, we all want to fly
and not bury ourselves in the computer,
S0 we're pretty committed to going

flying. Now pause and take a couple of
minutes to think about, is ‘paperwork’ your
main priority?

Now, I’'m not saying any of these things
led to me not getting the taxi clearance.



Sure, | had some secondary duties

that needed attention, but these were
manageable, and | was focused on the
flight. We had some issues with charging
the sonobuoy launcher which was leading
to us taking off late for a syllabus sortie so
we as a crew decided to be ‘efficient’ and
get ahead with our checklist (taxi). Usually
my routine is to get the taxi clearance
before commencing the taxi checks but
like | said, | was late and wanted to be
‘efficient’ Now pause and take a couple
of minutes to think about what you would
have done to be more efficient. Once
everything was good with the aircraft we
finished the checks and then commenced
the taxi (without the clearance).

I’'m sure you are sick of me saying “pause
and take a couple of minutes,” but this is
what | did not do. If | just took a minute
to stop and think about my routine and
where we were and what we were doing
instead of ‘getting on with the job’ | would
not have missed the clearance. It only
takes a couple of minutes to stop and
think about your task and block out the
distractions to realise if you have missed
something or you are too busy to go
flying.

Please ‘stop and take five’ to save a
lifetime.

Reference:
ASR: DEFEV18070041

We've all been distracted
at some point during the
day, even when we are
supposed to be at our most
vigilant in the cockpit.
Distractions throughout
our day come from home,
work, the media and that
wonderful thing we cannot
do without, our phone.

DONLIUBECOME.
AVICITHIM OF
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Non-conventional Simultaneous

LCDR D HAMPTON, RAN
HMAS NEWCASTLE

HMAS Newcastle first operated an
embarked MH-60R and a ScanEagle
detachment when ScanEagle deployed in
support of Operation MANITOU Rotation
65in 2017.

As part of the continued evaluation of

the ScanEagle system, NUASDU again
embarked a detachment in Newcastle for
Exercise KAKADU 18. As she has done
throughout her time in service, Newcastle
would again operate two aircraft from her
single spot flight deck.

The 2017 deployment provided insight
into the operation of fixed wing UAS
from an Australian warship in support of
the maritime component commanders’
objectives.

The ScanEagle and MH-60R capability
was initially employed to extend organic
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Airborne Presence

airborne presence rather than operate the
two aircraft concurrently in conventional
Manned / Unmanned Teaming (MUM-T)
operations. As the experience level
increased, Newcastle operated the two
aircraft types concurrently during the later
stages of the deployment.

In 2018, informed by the results of the
2017 deployment, it was decided by
Newcastle’s Commanding Officer that

the two aircraft types should be operated
simultaneously whenever possible in order
to best support ScanEagle test objectives
and inform Manned /Unmanned teaming
(MUM-T) CONOPS development.

After discussions with the aircrew, the
UAS mission commander (himself an
experienced S-70B-2 pilot) and the PWO
team (one with experience from the 2017

deployment), sought to ensure that the
single landing spot was not fouled should
an unplanned recovery be required

As a result, callsign Omen (ScanEagle)
would be launched first, followed by
callsign Excalibur (Newcastle’s MH-60R).
Omen would then remain airborne until
Excalibur had been recovered.

Although not utilised during KAKADU 18,
the option for Omen to launch and/or
recover whilst Excalibur was airborne and
holding a suitable divert, was considered
an acceptable course of action and was
within an acceptable level of risk (SFARP).

These considerations were not laboured,
nor difficult; rather they were a product
of the combined airmanship experience
of the Aviation Department (Excalibur
and Omen), the operational experience



of the PWO team and ultimately the ships
Commanding Officer.

So this article wouldn’t actually have been
required if something did not ultimately
deviate from the brief; remember brief the
flight and fly the brief! A by now normal day
of MUM-T operations would see the ‘Swiss
Cheese’ model thwarted at the final hour,
preventing the loss of Omen.

On the day in question, Omen launched
without incident. However, a U/S
discovered on start resulted in Excalibur
being returned to maintenance. The
maintenance team rectified a recalcitrant
Automatic Vibration Control System
defect and Excalibur was launched and
completed the second of the two flights
originally planned.

An emergent defect to the port hangar
door was identified and was deemed
unserviceable. This may not have presented
an insurmountable hurdle if it was raised,
however as luck would have it, the door
was fully lowered. As Excalibur needed

to be stowed to allow Omen’s recovery
equipment to be ranged, this clearly
presented a problem.

| remember updating the Commanding
Officer that on the basis the ship’s passage
plan would keep it within range of a

suitable divert Excalibur should launch to
allow Omen to be recovered; the alternative
was for Omen to ditch.

The Commanding Officer will freely admit
that they are a proponent of MUM-T
operations and, though less likely to admit
it, | suspect had formed an affinity for the
small unmanned aircraft.

As a result the plan was quickly approved
by the Commanding Officer, the on watch
PWO informed and we conducted a crew
brief focusing on the plan and what
suitable diverts were available should
anything occur with the recovery.

As a side note about the use of self-
authorisation, while | sought out the
opinion of a second authoriser, | elected
to self-authorise the sortie as risks of a
fouled deck during manned operations
had already been discussed and
communicated and the forthcoming
evolution was not complex.

On aircraft start up, Excalibur's Number 2
Engine Starter Motor drive shaft sheared
and the aircraft was once again returned
to maintenance. Those holes were certainly
starting to align. With the very real
likelihood of a planned ditching of Omen
permeating through the ship, in disregard
to all previously uttered words of friendly

rivalry, the Excalibur’'s maintenance team
once again began the process of defect
rectification.

I think we all know the energy that goes
into preparing for or flying an un-alerted
casualty evacuation; the atmosphere and
rate of work on the flight deck reflected just
that energy. | made the conscious effort to
stand back from the situation; no lives were
at stake and any well intentioned haste in
defect rectification would only increase risk
to human safety rather than reduce it.

| must admit that in my own mind | had
reconciled that while the loss of Omen
would be unfortunate, the aircraft was
not an in-service capability; there was no
risk to safety should the aircraft be forced
to ditch and the greatest risk remained
the safe operation and maintenance of
Excalibur.

| was reassured that | had my
Commanding officer's support when it was
made quite clear there was no issue with
informing MAROPs or COMFAA that Omen
was required to be ditched due to Excalibur
remaining unserviceable on deck. At no
stage did | feel pressure from command to
conduct aviation operations to prevent the
loss of Omen.
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| asked Omen’s operators the aircraft’s
remaining endurance and armed with this
information had a quick chat to the FSMS,
gathered the team together and related
that while it may end up being a close run
thing, there was enough time for them to
complete the starter motor change-out

at a normal pace, launch Excalibur and
recover Omen.

| reminded the team that unlike two
weeks ago, when we had supported a
short notice Priority 2 casualty evacuation,
there was no risk to life and limb and the
sense of urgency to rectify the aircraft
defect was to be tempered with this
reality. In consultation with the FSMS an
additional level of inspection was added
to the maintenance task as an additional
measure of risk mitigation.

By now it was dark and ScanEagle had
been airborne for over its planned mission
time. While this doesn’t impact recovery of
the aircraft, the darkness, combined with
the sea state meant that a ship’s boat
would not be launched unless it was for
personnel recovery.

Excalibur was declared serviceable; the
team had done an outstanding job in
returning the aircraft to an airworthy state.
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With Omen’s endurance at 45 minutes,
the aircraft crew reassembled for a final
flight deck brief, confirmed that diverts
ashore remained available and launched
and cleared the ship control zone.

Omen was recovered without further
incident and the Mission Commander set
a personal flight endurance record at 10.6
hours, along with the resulting Crew Duty
ASR

This incident highlighted the risks inherent
in dual aircraft operations from single

spot ships. However, it affirmed for me

the benefit of the Aviation Department’s
practice of risk communication as part

of the planning process. As this situation
developed, the level of comfort shared

by all stakeholders allowed both aircraft
crews to concentrate on the safe operation
and maintenance of their aircraft.

LCDR Hampton is awarded $100 cash
prize for his article to TOUCHDOWN
magazine. Congratulations




Two Minds Are Better Than One

LEUT A WING, RAN
HMAS CANBERRA

Suppose you have three doors - 1, 2 and
3. Behind two of the doors is a goat (no,
not Nathan Lyon) and behind the other
is a new car. Naturally, you want that new
car; so pick one! With that door number
in your head, select one of the remaining
two doors at random and open it. Behind
that door is a goat. Now your left with
two unopened doors, the one you chose
initially and another. You know that one

will have a car behind it, the other a goat.

If | offered you a chance to change your
mind from your original decision, would

you? Should you? Seems like a 50/50
chance of getting that new car either way.
What if | told you that changing your mind
for the other door will give you twice the
chance to get the car? Does your intuition
or gut feeling simply tell you it's 50/507? If
S0, congratulations, you’re human.

Nobel winning physiologist Dr Daniel
Kehneman’s work in cognitive and
decision making psychology was
paramount in helping us understand
how humans make decisions, and as it

happens were not always as good at it as
we think. Our former Fleet Commander
RADM Mayer once divulged that ‘the
biggest lie we’ve ever been told is that
humans are logical! He was completely
right physiologically speaking. Whether it’s
what we eat, what car we drive or how we
make every day decisions, at the heart of
human thinking there is a conflict between
logic and intuition that can lead to
mistakes, but also to greatness. We often
don’t buy a new car because it’s logical,
we do it because we emotionally desire
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one; we just then spend the remaining
time fabricating logical rationale for why
we should buy one.

Kehneman theorised that two systems

of thinking coexist in our brain. The first,
System 1, is a fast, effortless, automatic
and intuitive mind, responsible for
decisions and actions we don’t realise
we’re making. It's responsible for nearly
95% of our day to day choices, and low
and behold it hasn’t killed us yet. If |
asked you what 2+2 is, most of you would
think 4 before you even had time to finish
reading this sentence. That’s your intuitive
mind (System 1) working at rapid pace;

a mind built from memory, instinct and
repetition that forms mental shortcuts. It's
both heuristic and instinctive; it is a well-
established piece of us buried deep in the
Limbic part of our brain. The Limbic brain
is responsible for emotions like loyalty
and trust, it has no capacity for language.
This is often why we can only ever muster
up “That doesn’t feel right” or “I'm going
with my gut” to express a decision from
this region. Hans Solo’s famous ‘I've got

a bad feeling about this’ expresses his
sometimes illogical but very visceral
decisions he makes.

This Limbic area of our brain was crucial
to the survival and evolution of our
ancestors. It allowed us to quickly assess
if a wild animal we encountered was a
threat or not, and then initiated fight or
flight. It allows us to make almost instant
decisions. It is somewhat good at guessing
simple probability but easily overwhelmed
at developing more complex scenarios

or consequence. It was effective in our
evolution, as the ‘near enough is good
enough’ premise held true for the times of
our ancestors were fending off lions and
trying to survive to the next day. But as the
human brain developed, so has the world
we created for ourselves. We moved out
of the food chain and into the corporate
chain. Our entire existence as a species
now rests entirely on the decisions we
choose to make.

So, that brings us to System 2, or the
Logical Brain. It's the portion of our
thinking that we perceive to be ourselves,
it's our monologue, our internal chatter.
System 2 is rational and logical like Mr
Spock and comes from the prefrontal
cortex of our brain, which developed in
evolutionary terms substantially late - in
the last two million years. It’s slow and

requires significant effort and focus

to sustain, however it's remarkable at
thinking deeply, logically and prophesying
a multitude of outcomes with reasonable
accuracy. It only has a single track of focus
however. Your logical brain breaks down
complex problems into smaller ‘chunks’
and builds a response, it's very deliberate
and methodical. If | asked you what 36 x 4
was while you were walking quickly to your
next appointment, there is a good chance
you would have to stop walking and
consider your answer. It's the same reason
that when we’re writing a lengthy text
message we have to stop walking to focus
on what we want to type. Using System 2
also opens us up to other physiological
symptoms such as Inattentional Blindness
which was beautifully addressed by

(then LEUT) LCDR Carmen Handford

in TOUCHDOWN 2016 Issue 2’s The
Unexpected Visitor.

System 2 is responsible for some of

the most amazing feats in human
existence. The prefrontal cortex has been
the renaissance of our evolution. It's

the reasons we’ve turned metals into
components and tools, and those into
helicopters that are then powered by
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refined fossilised plants and dinosaurs.
We are an incredible species that has
been blessed with the gift of intuition

and gut feel [from System 1]; we must
also honour our most faithful servant, our
own logical mind [of System 2]. We are

at our peak when we harness both our
minds to solve problems and make the
best decision. Making the best decision
isn’'t always clear and nor is it always
easy, but with awareness alone of how
our brain is working to decide for us
makes it all the more powerful. Practice
and repetition of good decision making
fosters the psychological and physiological
development of our brain’s ability and
capacity for future better decision making.

So why is this lesson important to us all?
We make decisions as humans every

day, like driving to work each morning,
making the correct turns and changing
gears. Once we get to work however we
are all required to make decisions based
on evidence, experience, rationality and
intuition - the synergy of our two minds.
Whether you're a desk officer at a SPO
designing the next widget, managing
deferred defects on the Line or flying over
Jervis Bay, we make decisions for ourselves
and almost always on behalf of the safety
of someone else.

This is true responsibility. As ADF members
we are charged with making the best
decision possible with the resources

we have. Sensibly we have developed
systems and tools (SOPs, Matrices and
Excel) to help substantiate our decisions,
however these tools are only as good as
the information and thought we apply.

Look at Monty Hall’s experiment with

the choice of three doors - the mental
shortcuts of our mind keep referring

us back to a simple 50/50 decision,

but in deeper analysis our logical and
mathematical brains can see the odds

are not so. If you want to understand the
numerical proof, there are a dozen videos
and websites showing this. But even

after 12 videos, a 30min discussion and
90mins of using upturned bowls and a
dollar coin on the floor of my lounge room,
| still couldn’t convince my girlfriend of

the logic. If you were fortunate enough to
understand this demonstration; next time
you see it, you will likely know the right
decision before you can remind yourself of
the maths behind why it was so.

Next time someone asks you to review
an assessment or defect, it's easy to say
‘she’ll be right’ - and perhaps it will be.
Your intuitive mind is a powerful thing;

until it isn’t. Being human, the path

of least resistance is always the most
tempting option. System 1 is appealing
simply because the ease in remembering
verses the difficulty of imagining. We need
to cohesively amalgamate our two mental
systems to work together. In truth, a lot of
the challenge is just understanding how
our brains work to make decisions. Being
aware is half the problem. Your intuitive
mind provides an instant reference and
‘feel’ based on experience and instinct,
allow your logical system to critically
analyse if your intuition is founded on

a bedrock of reasonable assumptions,
similarities and knowledge. Knowing the
abilities and limitations of System 1 and
System 2 will allow us to make decisions
better.

Two minds are really better than one;
even if they’re coming from the one brain.
If we apply our focus and logic to the
feelings we experience when faced with
choices, we will make better decisions
every time. As quoted by Albert Einstein

- An intuitive mind is a sacred gift and
the rational mind is a faithful servant. We
have created a society that honours the
servant and has forgotten the gift.
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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

DEFEV18040978

Insecure Air Delivery
Equipment

During a series of load

lifting training sorties being
conducted with EC135
aircraft (723 Squadron), the
Aircrewman Instructor (ACMN)
noticed the clevis for the 55kg
practice load was not sitting
correctly. Upon set down of
the load, the ACMN discovered
the nut holding the bolt of the
clevis to the practice load had
come undone and was resting
in the tape used to cover it.

Investigations identified

that procedures outlined in
publications did not provide
sufficient clarification on how
to best effectively secure the
clevis assembly hardware.
This led to tape being used
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to cover the nut only. In this
configuration, the ability

for the bolt to vibrate loose
existed. Coupled with this was
the fact that the tape covering
the nut would also mask the
ability to identify if the bolt
was vibrating loose from the
nut.

Recommendations

and actions have seen
amendments to pertinent
publications to provide
warnings that state, “All nuts
on clevis assemblies that do
not have plastic washer -
secure the medium or large
clevis bolts using the nut,
and place cloth backed tape
around the outside of the sling
and bolt to ensure the nut
does not vibrate free during
flight”

DEFEV18060972

Omitted Maintenance
Identified During Quality
Assurance Checks

During a set of quality checks
conducted by maintenance
control personnel, it was
discovered that a set of
independent maintenance
inspections had not been
carried out. This was despite
a maintenance verification
check also being carried out.

The subsequent investigation
identified a decision error by
the tradesperson and trade
supervisor as a result of
incorrect assumptions.

Maintenance Briefs can be
considered as crucial error
prevention strategies for

all Part 145 maintenance
organisations. These briefs
should be considerate of
three strategies aimed at error
prevention which is the intent
of our maintenance activities
as a form of risk mitigation.

Error reduction strategies are
intended to intervene directly
at the source of the error itself,
by reducing or eliminating the
contributing factors to it. They
seek improved task reliability
by eliminating any adverse
conditions leading to an
increased risk of error.

Examples of these contributing
factors include poor lighting or
access to suitable approved
tooling. These are aspects that
should be discussed by the
maintenance team prior to
conducting the task including
the Maintenance Manager and
Trade Supervisor at all times.
Error capturing assumes the
error has already been made
therefore does not directly
reduce/eliminate the error.

This strategy should be used
when task experience may be
lacking. Error tolerance refers
to the ability of a system to
accept error without serious
consequence. These systems
are often referred to as non-



critical item or safety system.
Other safety critical items or
systems will consider this error
tolerance by incorporating

a redundant or duplicate
system, assuming when the
error occurs, it occurs in
isolation within one system at
a time.

These design functions

are crucial when planning
the maintenance brief so

it can be tailored uniquely
each time to the task. ASR
DEFEV18060972 has
highlighted the importance
of the Maintenance Brief

to be well thought out and
delivered at all times despite
how routine or simplistic the
task is.

DEFEV18100553

Inadvertent Activation of RAST
Ignition Element

During the stray volts and firing
circuit functional checkout
procedure, the RAST shear
circuit breaker was not pulled.
While performing the required
functional checks the RAST
ignition element was energised
causing the messenger cable
to shear.

The subsequent investigation
identified a number of
contributory causes (fatigue,
manning and distractions) that
cumulatively lead to the firing
of the CAD. Changes to the
flights ‘battle rhythm’ affected
and contributed collectively

to a level of fatigue within

the flight as the flight were
working a predominantly late
shift routine for night flying
activities with some intermittent
morning flights in support of

Ex BERSAMA LIMA. The hangar
environmental conditions at the

time of the incident were hot
and humid which exacerbated
the fatigue being experienced
by flight members. The flight
was operating with only one

of the two embarked LSATV’s
due to an onboard medical
condition that prevented the
second LSATV from working on
the aircraft. During the RAST
functional test, the remaining
LASTV was called to assist with
a CMDS Op Check which broke
the mind set and focus of the
member who was part way
through the RAST functional
check. The distraction posed by
the CMDS task and a departure
from the squadron and flight
protocol to recommence an
interrupted maintenance task
three steps prior to ceasing
work, lead to a crucial step in
the maintenance process (pull/
isolate circuit breaker) being
omitted.

Whilst the investigation
identified that fatigue was
being managed by the MM’s

and the FSMS at the time,
collectively fatigue, the
environmental conditions
within the hangar, a change

in work routine (battle
rhythm), personnel shortage,
a maintenance distraction,
maintenance personnel not
speaking up regarding personal
fatigue and a break from
protocol to recommence the
interrupted maintenance task
all contributed to the incident.

Whilst the flight was well
intentioned in attempting to
keep their aircraft serviceable,
changes in routine, tasking and
fatigue went either unnoticed
or unreported. It is important
for all MM’s to keep abreast

of both the current allocated
tasking and the physical

and mental states of their
respective workforces and
report up through their chain
of command should any signs
of fatigue or distraction appear
or be reported by personnel.
The effective prioritizing of

maintenance tasks should
prevent breaks in maintenance
procedures and the possibility
of distractions.

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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UPCOMING AVIATION TRAINING COURSES

HUET - 21 Mar 19 - 16 May 19

HUETWITH EBS - 22 Jan 19 - 13 Feb 19
- 23 Jan 19 - 19 Feb 19
- 24 Jan 19 - 05 Mar 19
- 29 Jan 19 - 11 Mar 19
- 30Jan 19 - 12 Mar 19
- 05 Feb 19 - 13 Mar 19
- 07 Feb 19 - 19 Mar 19

12 Feb 19 - 26 Mar 19

FLIGHT DECK TEAM - 04 Feb 19 - 15 Mar 19
18 Feb 19 - 08 Apr 19
- 04 Mar 19 - 29 Apr 19
18 Mar 19

VERTREP/TRANSFER HELO DIRECTOR - 12 Feb 19 - 02 Apr 19

HD)/HELO VERTREP TEAM
(HD)/HELOV 12 Mar 19 - 20 May 19

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




