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Bushfires, floods and the impacts

of the COVID-19 pandemic have
presented unprecedented challenges
and change in 2020. The demands of
operating in a COVID-19 environment,
in particular, have required innovation
and adaptability, which the Fleet

Air Arm has manifestly delivered.
Notwithstanding, some of the
necessary treatments required in safely
operating in a COVID-19 environment
have raised additional risks to safe
operations. These challenges will

be prevalent for the foreseeable
future. These include increased
distractions, reduced internal oversight
opportunities, changes in handover
methodologies and potentially reduced
supervision levels.

Influences on safe outcomes will
come from both internal and external
sources. We will need to manage
this by continuing to apply the sound
principles that we have put in place
in response to other identified

areas of weakness over the last 18
months. The increased emphasis on
PBED! at all levels of maintenance
operations is a good example. Whilst
not a panacea, PBED is a critical
cultural thought process to consider
and mitigate known and unknown
factors influencing how we conduct
maintenance. Whilst more formally
applied to large tasks; it is often more

1 Plan Brief Execute Debrief

important that we apply its principles
to small everyday tasks. The ‘knock
it off’ campaign is another example,
which highlights the obligation and
essential role we each individually
play in speaking up to make things
safer. | value your lives, safety and
service, so too must you. Lead by
example and lead others to safer and
more effective outcomes.

Effective communication at all

levels remains a key element in

our business. Ideas, concerns

and suggestions need to all be
considered; and feedback provided.
Importantly, lessons identified need to
be disseminated inter and intra unit.

Of note, in 2019 we faced some
significant cultural challenges, which
you all have risen to meet. That is
not to say we don’t have more to do

- our efforts cannot stop, we are on a
continual journey. This not only applies
to what we are doing, but how we are
doing it. As with all change programs
it is the many one and two percent
positive changes that collectively give
rise to significant shift.

Overall, safety and capability must be
driven through the prism of people.

Fly NAVY.



| was lucky enough to be posted to
HMAS Albatross back in the days of
another nation’s Air Force flying Ads

in the fleet support role based out of
Nowra. One year at the annual giving of
Christmas presents between the units,
this unit received a pot of yoghurt with
the following instructions:

1. Open Yoghurt
2. Place on table in crew room

3. Eventually culture will develop.

Clearly this was some thinly veiled
reference to the alleged lack of social
skills in our friends from across the
ditch, but it also illustrates a very
important concept relating to growing
our safety culture.

Continuing on from my editorial in

the last issue; in the Fleet Air Arm we
are striving to achieve a ‘Generative’
safety culture, as are all ADF flying
units and organisations. In other words,
making safety a part of everything we
do. Contrary to the story of our RNZAF
friends, our own safety culture is not a
set-and-forget concept. We cannot apply
one, or even many cultural changes
then sit back and wait for it to develop.
Any cultural change, as seen with

the advent of NGN, is a process that
has to keep moving; and to do that it
needs the continuous participation and
enthusiasm of all involved.

This is even more important when
growing a more effective aviation
safety culture, as the consequences

of getting it wrong are, without stating
the obvious, a lot more serious. One of
the ways we can bring everyone along
in this cultural growth (with apologies
for the over-used mould imagery) is
effective and honest communication to
achieve a shared understanding of the
problems we need to address.

It is therefore no accident that this
issue has a collection of articles that
directly address changes we need

to make in our safety culture, or that
openly explain how things went wrong
as a result of areas that the FAA are
still working on. These insights, from
all ranks and trades who are willing to
share their thoughts to make the FAA

a safer place to work, represent an
encouraging sign of the health of our
safety management system.

To say we have faced significant
challenges since late December last
year is an understatement. These
challenges, in the form of a high
Operational tempo during the bushfires,
and massive changes to the way we
live and work during COVID-19, have
stressed our Safety Management
System. These stressors have
illustrated areas of weakness but more
importantly, have also shown how well
our cultural journey is progressing with
units critically examining what they are
doing, with more emphasis on safety
and not solely on delivery of capability

| hope you enjoy the first issue of
TOUCHDOWN for 2020 and | look
forward to receiving your feedback and
even more articles for the next issue.

ISSUE 1 2020 |



6

Bravo Zulu

ABATA A BONNICI
808 SQUADRON

On 03 Mar 20, ABATA Bonnici displayed exceptional
diligence and attention to detail during the receipt of stores
for MRH90 A40-006. Whilst inspecting the stores, AB
Bonnici identified previous use of the mandatory replace
castellated nut for the Adaptor Main Landing Gear Mooring
Eye (AMME). Upon noticing the anomaly, AB Bonnici
informed his supervisor and arranged for appropriate
reporting and ordering of replacement stores to allow the
servicing to be completed.

This attentiveness highlights the need to ensure all stores
received for fitment onto aircraft are correct and suitable
for the task at hand — although in this case the castellated
nut was not for use on a flight safety critical component,

it easily could have been where the repercussions would
have been severe.

AB Bonnici is to be commended for his exceptional
diligence and attention to detail during routine receipt of
stores.

BZ ABATA Bonnici

| ToucHDOWN

ABATA J CREIGHTON
816 SQUADRON

Whilst embarked in HMAS Canberra for Operation Bushfire
Assist (OBA), ABATA Creighton was tasked with performing an
area three Daily Inspection (DI), necessitating an examination
of the aircraft’s main rotor head. During this inspection, AB
Creighton discovered the primary locking device securing the
yellow blade droop stop heating element was absent. Had
this defect been overlooked, the heating element was likely
to become separated from the droop stop causing significant
damage to the main rotor head and spar assemblies. AB
Creighton immediately informed his supervisor before
rectifying the fault.

AB Creighton, still unfamiliar with the embarked environment,
put aside significant distractions and showed exceptional
attention to detail. Through his application of empowered
accountability, AB Creighton has prevented N48-012/912
from experiencing significant damage. Moreover, his actions
directly contributed to the success of Navy in supporting
Australian citizens in their time of need.

BZ ABATA Creighton



ABATV J DONOHUE
816 SQUADRON

On 11 Oct 19, ABATV Donohue demonstrated an exceptional
application of technical mastery and situational awareness in
identifying a defect with the embarked flight’s Automatic Flight
Control System.

The defect was discovered while conducting troubleshooting
of the AFCS system with the removal of the AFCS Control
Panel. AB Donohue identified one of the electrical connectors
centre keyways was still attached to the control panel and not
affixed to the connector.

Given the Flight's location and due to this item not being a
part of the Ship’s OAL, AB Donohue immediately notified his
supervisor and then began to identify the required details for
a Priority 1 URDEF.

Flight 1 were working in a high tempo environment with the
aircraft required the following week to support Flight 7’s URE
and FOCFT. AB Donohue demonstrated excellent technical
knowledge, skills and vigilance with the replacement of

the U/S plug which required over 80 terminations to be
transferred with one wire requiring re-termination.

If this damage had not been identified, it had the potential to
not only cause serious loss to the aircraft’s AFCS capability,
but also the safety of the aircrew had the plug malfunctioned
during flight.

AB Donohue should be proud of his efforts given the
complexity and importance of the AFCS System. AB Donohue
showed an excellent ability to work under the added
pressure of an aircraft that was required to contribute to
Fleet capability while also ensuring that the task was carried
out safely, efficiently and IAW all relevant instructions. AB
Donohue has brought credit to himself, and is in the finest
traditions of 816 Squadron, the Fleet Air Arm and the Royal
Australian Navy.

BZ ABATV Donohue

ABATA G JOHNS
725 SQUADRON

On 04 Feb 20, ABATA Johns demonstrated excellent
attention to detail whilst assisting with an area 2 daily
inspection of aircraft A48-017 for an authorisation
checklist. Not responsible for the task and merely
assisting, AB Johns preceded to clean up some oil and
excess CPC around the tail pylon section when he noticed
something out of place on the intermediate gearbox. On
closer inspection, AB Johns discovered the intermediate
gearbox chip detector was sitting loosely in place but still
partially in position, albeit unsecured. Cleaning of the IGB
mounting feet is not a required task for an Area 2 DI.

As the chip detector was still in place, a glancing look
could have easily mistaken it for being correctly installed.
If left unsecured, there would have been no way for the
aircraft to detect a potential chip in the intermediate
gearbox. If it weren’t for AB Johns attention to detail, the
loose chip detector would have been missed.

AB John’s exceptional attention to detail is a testament to
his high level of professionalism. ABATA John’s should be
proud of his efforts.

BZ ABATA Johns
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ABATA M TRANTAS
725 SQUADRON

On 22 Apr 20, ABATA Trantas demonstrated exceptional
technical skill and diligence by identifying an incorrectly
installed component during a daily flight servicing inspection.
AB Trantas identified that two attachment bolts that were
incorrectly safety wired on the main rotor blade centering
sockets. AB Trantas has been involved with, and identified
similar instances in the past and has used these experiences
to prevent reoccurrence. In doing so, he has embraced the
safety outcomes and personally contributed to the safety
culture at 725 Squadron.

The due diligence displayed is commended and a credit to
the maintenance standards of 725 Squadron. ABATA Trantas
can be justifiably proud of his contribution to aviation safety
in the Royal Australian Navy.

BZ ABATA Trantas

| ToucHDOWN

LSA C TAYLOR
816 SQUADRON

On 20 Jun 19, LSA Taylor demonstrated the great
application of the 3D principle (Diligence, Detail and
Discipline) in identifying an incorrectly orientated bolt on
the stabilator assembly of an MH-60R Seahawk.

Whilst conducting an aircraft pre-flight inspection prior to a
Functional Check Flight (FCF), LSA Taylor’s disciplined scan
and attention to detail identified that the self-retaining
bolt securing the stabilator position sensor actuator rod
was in the incorrect orientation. The orientation of this
bolt is called out specifically in a note associated with the
maintenance work package and is important because the
bolt can damage surrounding pipework.

LSA Taylor’s actions illustrate the value of completing all
activities to the best of one’s ability each and every time,
all the way until the last step is done and the debrief is
complete. Taylor's commitment to demonstrating the right
safety behaviours is in the finest traditions of the Royal
Australian Navy and Fleet Air Arm.

BZ LSA Taylor



MR D MEARNS
723 SQUADRON

On 30 May 19, Mr Means demonstrated an exceptional
degree of professional diligence by uncovering a discrepancy
in OIP compliance of an expired Local Area Hazards Survey.
Mr Mearns discovered that the surveys had lapsed in

their 12 month currency cycle in which they were normally
maintained. Upon further investigation, he found that the

12 month validation cycle is incorrect and that a six monthly
cycle should be employed. Mr Mearns brought this to the
immediate attention of the executive team.

Mr Mearns identified the issue while conducting routine
preparation within a busy schedule as a Flying Instructor
at 723 Squadron. The defect had the potential to allow
undetected hazards to exist within Nowra Low Flying Areas.

The vigilance displayed during routine duties is
commended and a credit to the standards of 723
Squadron, Boeing Defence Australia, and the Fleet Air Arm.
Mr Mearns can be justifiably proud of his contribution to
aviation safety in the Royal Australian Navy.

BZ Mr Mearns

MR L PERRIN
725 SQUADRON

In April 2020, Mr Link Perrin demonstrated diligent
attention to detail to support rectification of a defect on
A48-006. Whilst working in the 725 Squadron Operations
Department, Mr Perrin overhead that a new main rotor
blade was being installed on A48-006. As a former Sikorsky
logistics representative, he recalled that A48-006 was fitted
with a set of approved S-70B-2 blades and that these must
be kept as a matched set. The main rotor blade being fitted
to A48-006 at the time was a MH-60R blade.

NASPO had previously authorised the fitment of S-70B-2
blades to A48-006 however, 725 Squadron had no
requisite knowledge of the matched set requirement until it
was highlighted by Mr Perrin. Authorised S-70B-2 and MH-
60R main rotor blades have the same part numbers and
hence a MH-60R blade could be ordered and fitted to an
aircraft. Mr Perrin’s advice was confirmed through NASPO
and the aircraft made unserviceable before flight.

Mr Perrin’s integrity identified a gap in the logistics
procedures between NASPO and the Romeo squadrons
and has enabled improvements to be made to prevent
reoccurrence. Mr Perrin should be justifiably proud of his
contribution to aviation safety in the Royal Australian Navy.

BZ Mr Perrin

ISSUE 1 2020 |



A Series of
Unfortunate

Events

CAPT G O’LOUGHLAN, RAN
HQ-FAA

In 2001 | had the unfortunate
experience of having several incidents
occur while | was flying. This article

is about my incidents, what | learned
from these events, and how they
ultimately influenced my approach to
flying in my career to date.

The start of the day for my first
incident was unremarkable. The
weather was great, operations at
Wagga Wagga airfield were clearly
understood and | was flying with
my regular student. | had no other

concerns when | went to morning brief.

Skip forward 12 hours and things had
changed for the worse. | was now
sitting in the RAAF Wagga hospital, |
was in isolation, my body felt like it
had been in a washing machine, my
wife was very upset and | had just
written off a Squirrel helicopter....|
also thought my career was over.

The brief for the flight was standard.
Conditions were excellent and the
sortie was a syllabus event covering
circuit operations and manual fuel
running landings. My student was a
RAAF Squadron Leader who was on
exchange with the FAA. He was an
experienced aviator so the briefing
process and discussion were both
efficient and thorough. Whilst |
completed the necessary paperwork,
the student began the pre-flight and
was already discussing a U/S with
the maintainer by the time | got to the
aircraft. The issue was such that we
decided to take the spare aircraft for
the sortie so the student commenced
a pre-flight on the new aircraft while

| went back and completed the
required paperwork. When | got
back to the new aircraft, the student
and maintainer were discussing

| TouCHDOWN

yet another issue that had been
identified, this was however resolved
quickly and the pre-flight continued.
When yet another issue arose, the
maintainer remarked “It’s almost
nature’s way of saying you shouldn’t
go flying today Sir.” In hindsight, these
were sage words but ones that |
dismissed with a quip back. Suffice to
say, all the issues were rectified and
we got airborne.

It was a perfect day for flying, a little
bit of a breeze with no cloud and just
a pleasant, comfortable temperature.
The first 15 minutes of the sortie
were uneventful and the student
consolidated previous sorties and

we flew a couple of circuits so he
could work on his technique. The
next segment of the sortie was the
demonstration of the manual fuel
running landing. After the student
conducted the departure, | took over
on upwind and started to set up for
the demonstration. With the student
following through on the controls, we
entered the manual fuel regime for
the Squirrel and positioned ourselves
on an extended left base for the grass
lane. With a long controlled approach
to the lane, the aircraft was configured
nicely for the running landing. As we
got closer to the ground, | thought

we were a little fast, so | raised the
attitude slightly to wash off the speed
and bring us down to the 5kt max run
on speed (visually judged).

Just after we touched done, | lowered
the collective slightly to make sure we
were in good contact with the ground
and not too light on the skids. As we
slid over the ground, we went across a
couple of tufts of grass.

“Bang”

The aircraft commenced vibrating
and bouncing from side to side with
increasing violence. | immediately
recognised what was happening —
ground resonance. | swore to myself
several times while also thinking
‘there goes my career.” Checklist
actions sprang forth - this had been
drilled into me since | had conducted
my ab-initio training years before in
the same lanes. | tried to take off
but had wound back the throttle in
the course of the landing to maintain
the correct Nr. | couldn’t take-off, so |
needed to shut it down.

In the Squirrel the issue was that
you couldn’t easily shut the engine
down from the left seat, this could
only be conducted on the right-

hand seat collective and the centre
mounted fuel shut off lever. By this
stage, | was extremely aware of the
violent movement of the aircraft.

| could hear my student yelling as

it took me a couple of attempts to
shut the aircraft down whilst being
thrown around in the cockpit. In what
seemed like an eternity, the violent
oscillations eventually stopped and
it all went quiet. | declared a Mayday
and flipped the last of the switches
as per the checklist. It was then that
| realised | was sitting on the deck.
My seat had ripped out and whilst

it was still connected to me, it was
offering me no support. My student
was yelling out that he thought he
had broken his leg. My door had
sprung open of its own accord and

| realised that | was now sitting in

an aircraft whose fuel tank could be
described as a big plastic Tupperware
container. We both exited the aircraft



and realised we were facing in the
opposite direction to which we
landed. We moved rapidly (ran) away
from the aircraft, | hadn’t yet turned
to take in the scene, but looked
down to recognise the short shaft
from the engine bay. In my confused
state, | wondered why it was there
and not in the aircraft. When we
were approximately 100 metres clear
of the aircraft we stopped to look
back and check the condition of the
helicopter, needless to say it was in a
bad way. The reality of what had just
happened to us was now very real.

By this stage, another one of the
Squadron helicopters had landed
abeam and the Instructor ran over

to see if we were alright. He had the
foresight to go over to our aircraft and
pull the circuit breakers to make sure
the Cockpit voice recording didn’t write
over itself. We sat there and waited for
the ambulance to arrive. The medics
got us on board and proceeded to
take us back to the RAAF hospital.

It had obviously been a while since
they had driven across the airfield,

or the adrenalin was running, as they
didn’t see the big ditch we drove into
at speed and which subsequently
sent us flying around the back of the
ambulance. In some respects, | felt
more uncomfortable with this than the
crash itself — | had no control of what
was now happening to me.

On arrival at the health facility, the
medical team went into action and
started to assess and treat us.
Fortunately, aside from being battered
and bruised we were both reasonably
ok. The tricky part was telling my wife
what had occurred and reassuring her
| was not seriously hurt. After having
all our blood samples taken, we were
both placed into isolation so we
could not compromise the accident
investigation. While understanding
the reasoning for being placed into
isolation, sitting there by yourself
after writing off an aircraft is mentally
exhausting and challenging at best.
You start to second guess all your
actions to try and work out what went
wrong and if you caused it. | hope no
one that reads this article ever has to
go through that experience.

When the accident investigation team
arrived they started the interviews.
One of the investigators, himself a
QHI, left off with the comment “Well
mate, that is the closest you are
going to get to dying without dying....”
A sobering reminder of what had
occurred and how lucky | had been.

It is difficult to explain the angst and
stress caused by this accident. Lots
of people were interested in what
happened and | personally felt my
professionalism and future were all

in question. | did receive immense
support from the Squadron Command
and my peers, but there is always

an element of wanting to know what
had happened and whether or not
you were at fault. In the end | had a
hundred page report to read which
laid out what had occurred and why.
Fundamentally the aircraft had entered
ground resonance due to a range of
factors based on stroking rates for the
aircraft shocks, elastomerics being
worn, condition of the ground surface
and the run on speed.

ISSUE12020 | 11



| was eventually cleared to fly again
and after having a QHI assessment
completed, my student and | went
for our first flight together since

the incident. It was like déja vu, my
student found a couple of issues
which we sorted, only this time when
we found the third thing wrong with
the aircraft, we both looked at each
other and said that was enough. The
rule of threes was enforced and we
didn’t go flying that day.

My second incident occurred several
months later. Operation RELEX had
kicked off, the Hydrographic ships
were painted grey, and a Squirrel
embarked to provide a level of surface
search capability. | had the first
Squirrel flight going to sea for the
operation in HMAS Leeuwin.

Workups and integration had gone
well and the ship had transited around
to Darwin. We had to fly into Larrakea
to drop off a senior Army Officer. On
the way in to Darwin the aircraft had

a small uncommanded kick/yaw. |
had thought it was my size 12 flying
boots and being slightly clumsy, then
thought nothing more of it.

We dropped the army officer off and
transited back out to the ship at
500’agl. The ship was a few miles
off the coast, so we had a relatively
short transit over Darwin Harbour to
get back to mum. We could see the
ship just off the coast, had chopped
from civil ATC to the ships land launch
frequency and were about to start
our re-join checks. It was at this

point there was a massive bang, the
aircraft suddenly yawed and the Nr
horn came on. My immediate thoughts
were that we had an engine failure,
how much | hated crocodiles and
then trying to get the collective down
quickly to get the Nr needed for a
low-level PFL. Coming down through
300’agl we declared a Mayday, went
through the boldface items and got
to checking Ng — surprisingly the
engine was still running. We had not
suffered an engine failure; rather,

we had experienced (in hindsight)
engine surging and stalling. We got
the helicopter climbing away from the
water, revised our call to a Pan and set
up for a long slow finals to the ship —
which by the way they had missed the
Mayday call and were oblivious to the
mayhem we had gone through.

Subsequent investigation of the
incident led us to believe the aircraft
had a faulty circuit board which led to
the engine surging and stalling.

Fast forward a few weeks and we
were well into the swing of sitting

off Ashmore Reef looking for SIEVs.
We got launched to look for a vessel
sighted by a Coast Watch vessel to
the east of the ship’s position. The
launch and transit were all uneventful
and we found a SIEV about 20nm
away from the ship. For the ships
boarding team to understand the
vessel they were going to board, they
asked us to take some photographs
and get an estimate of the number

of personnel on board. This was well
within our capabilities, and so we set
up to descend and take a series of
photos. As we dropped below 200’ag|
and with low power demand, the
aircraft yawed violently and a series of
popping noises and bangs rang out.
Having experienced this once before,
and now even closer to the water,
immediate actions were completed
swiftly and we entered manual fuel
mode. The thought popped into my
head how embarrassing it would be if
we had to ditch and get rescued by the
SIEV! Notwithstanding, we managed
to keep the aircraft out of the water
and had the engine running well
enough to commence a slow climb out
while getting an emergency call out.
Fortunately, there was a CoastWatch
aircraft overhead and they shadowed
us back to the ship. The 20nm transit
felt extremely long with a very dodgy
engine, however the ship was well
prepared for us and we conducted a
manual fuel landing to recover.

We had to change the aircraft engine
after that. It turns out the same
engine had similar issues off Timor a
couple of years prior, but when unable
to replicate it on the test bench,

was assessed as serviceable and

put into our aircraft. Standing on the
flight deck before the MTF one of the
officers on board commented | must
be barking mad to keep climbing back
into an aircraft that had on several
attempts tried to shorten my career.

2001 was quite a year, | had a Cat 5
accident, several Maydays, and had
to replace a dodgy engine. To say
the year left me feeling a little tightly
wound was an understatement, | had

trouble sleeping and was consistently
thinking the worst was going to
happen. Flying over water had me
feeling quite uncomfortable with the
fear | was going to ditch. My saving
grace came after | disembarked from
Leeuwin and had some much needed
leave. | doubt if | could have safely
continued flying if | had not taken a
break. It took me over a year before |
started to trust the aircraft again and
not worry too excessively.

What occurred to me in 2001 has
fundamentally changed the way |
approach both flying and leading. | did
not want anyone | worked with to go
through the same trauma and stress
that | endured both during and in

the aftermath of my crash and other
incidents. Sending our people home
safely to their families is paramount, |
never want to be the person who has
to call a family to say the unthinkable
had occurred. This meant at times
holding a firm line on standards and
striving to make sure both mine and
others did not slip. Dotting the eyes
and crossing the tees sometimes
seems like a box ticking exercise, but
having a sound and comprehensive
process in place can prevent bad
things from happening to our most
important asset, our people.

What | have learned from these
experiences still influence me to
this day and are summarised in the
following points:

1. You don’t get a choice when you
get to exercise your professional
mastery - be ready. The day each
of these events occurred were
normal. The weather was good, |
wasn’t tired or had been woken
in the middle of the night for a
SAR. There was nothing out of
the ordinary to make me nervous
or concerned. | didn’'t wake up
thinking this is the day | am going
to have an incident so better brush
up on this checklist item. When
it occurred | had to go with what |
knew. You don’t get a choice and
you don’t get a second chance!

2. Pre Flight briefings, annual checks,
currency rides, and standards
checks are there for a reason. All
of these incidents were survivable
because | knew what was happening
and had the skills and training



to save myself, my crew and the
aircraft. There is no point wishing
you had done your prep for the flight
more thoroughly or IAW the laid
down rules and procedures after an
incident or accident. The checks are
not a waste of time or over the top
when they save your life.

. Training and how we do it, are
essential. The training and mindset
drilled into me are fundamental to
why | can write this article today.
During my ab-initio helicopter
training, my Instructor once took
over suddenly after the aircraft
started to oscillate in the lanes
at Wagga. He then explained to
me that we had entered the first
stages of ground resonance and
what the actions to get out of it
were. This experience and the
subsequent reinforcement during
my training and yearly checks
instilled in me the need to master
my profession. My instructors
maintained standards and made
sure | did as well. When | entered
ground resonance six years later,
the drills and knowledge enforced

by my instructors and our training
system came to the fore.

One other point worth noting; after my
first incident | was being flown back
to Nowra and we stopped at Canberra
for fuel. Whilst there, one of the

more senior officers at the Helicopter
School decided to take the time to
explain to me what | had done wrong.
Noting the accident team were yet

to complete their investigation, and
he was not there at the time of the
accident, | thought it was reasonably
presumptuous of him to do so. | was
still battered and bruised from the
incident, | was being investigated,
and | didn’t know what was going to
happen to me professionally. To say |
didn’t appreciate his ‘feedback’ was
an understatement. Please keep in
the back of your mind the premise

to treat people who have had an
incident with a level of kindness. As
professional aviators, be it aircrew or
maintainers, we are always quick to
offer our professional opinion on what
has occurred. My recommendation is
to keep opinions to ourselves whilst
the process is carried out, and let the

experts ascertain what happened.
Be there to support your peers, you
never know when it will be you put
under the microscope.

FASO Comment:

I'd like to thank DCOMFAA for this
article which acts as a reminder

that even with modern aircraft,

with fly-by-wire, digitally controlled
engines and extensive diagnostic
and monitoring systems there is

one factor that still saves aircraft
and occupants in dangerous
situations. The professionalism and
mastery by aircrew and maintenance
personnel may be aided but cannot
be replaced by an over dependence
on technology. It is also a timely
reminder to recognise the effects out
of the ordinary situations can have on
yourself or your team.

ISSUE12020 | 13
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suring Maintenance
iIn a Complex world

~ ABATA J LENNON
808 SQUADRON

b

The beginning of 2019 at 808
Squadron was very intense. With
Intermediate Level Maintenance
(ILM) servicing’s taking longer than
expected and our flights ramping up
go to sea, we had a lot going on. Add
to that the forever problem of being
undermanned (both physically and in
regards to experience) it makes for a
thinly spread workforce.

In early February 2019, | was tasked
with fitting a rescue hoist to aircraft
A40-026 to assist with it getting
ready to go to sea as part of a First
of Class Flight Trial (FOCFT). | had
done this job no more than twice
before so | wasn’t very experienced
with the Logistic Support Analysis
Record (LSAR) build of the hoist and
its components. In addition to that,
this was only the third or fourth task
that the Trade Supervisor (TS) had
carried with this authorisation, further
reinforcing the lack of experience by
the team.

| ToucHDOWN
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There are quite a number of oddities
surrounding the way things are

organised within LSAR for the MRH9O.

Only with experience, do you start

to understand how Maintenance
Managed Items are structured within
the Computer Aided Maintenance
Management (CAMM2) software. At
the time | carried out the fitment of
the Rescue Hoist to A40-026, the
Boom Actuator (the hydraulic ram that
moves the Hoist in and out from the
aircraft), was not listed on LSAR as
being a sub-assembly of the Rescue
Hoist assembly.

Not having studied the build in LSAR,
| had thought it to be logical that the
boom would be part of the rescue
hoist assembly and that it would
install to its position on CAMM2
when the hoist was installed. This
problem has since been rectified

by moving the Boom Actuator to be
sub-assembly of the Rescue Hoist
Assembly within LSAR.

One of the big lessons to come out of
this is how the role of the aircraft, as
set on CAMM2, effects how the ‘Build
Check’ function of CAMM2 operates.
It was noted that there was a general
lack of knowledge on how the role
effects the build and how important it
is to have this set correctly.

In this instance the role was set to
‘Over Water Green without Hoist.’
Having the aircraft role set to this
configuration on CAMM2 makes the
Boom Actuator and the Rescue Hoist
Assembly an ‘optional position.” Being
an optional position meant that the
‘Build Check’ still came back as ‘Yes’
which means the build structure of
the aircraft is correct for its intended
role. This contributed to the reason
why the Boom Actuator wasn’t picked
up as not being installed during

the Maintenance Verification and
Maintenance Release checks.

At 808 Squadron, we have a process
known as plan BEEF (Brief, Execute,



Ensure, Feedback). The thing that let
us down was that we didn’t use the
Ensure step well enough.

From a Tradesperson and Trade
Supervisor level, we let ourselves
down by failing to do the following;

Make certain that all the work had
been completed to an acceptable
level of quality

Make certain all aeronautical
product is accounted for

Make certain all maintenance
conducted has been certified
appropriately

Trade supervisor to confirm all
steps above have been completed
by both individuals.

From a Maintenance Mangers
perspective, the following steps
should have been taken to capture
any issues:

Make certain the maintenance
conducted was appropriate for the
task to be completed

Make certain all CAMM2
transactions are correct (R&I’s, build
reports — optional fit, life limits)

Some of the reasoning that these
things could have been missed is

that we had only recently returned to
work form the Christmas Reduced
Activity Period. There was quite a bit of
pressure to get the aircraft serviceable
and ready for the FOCFT as the aircraft
had just finished a Phase servicing
which failed to meet its expected
finished date. This was due to a high
level of technical and logistical issues
and delays. Due to these complexities
both myself and the Trade Supervisor
had significant additional tasking to
ensure the servicings progressed in a
timely manner.

The Trade Supervisor mentioned that
being relatively new to the Supervisor
role, they applied a lot of pressure

on themselves to keep things ticking
along. As a result, they failed to
maintain a healthy level of distrust
whilst carrying out their inspections
as it pertains to the aircraft
maintenance documentation.




With the relatively high turnover of
people at the Squadron, it is often
forgotten how long a person has
been in a particular position for. In
this case the task Trade Supervisor
had been an Able Seaman Trade
Supervisor prior to being promoted
to Leading Seaman. Due to this,
the Maintenance Manager also
failed to use a healthy level of
distrust to ensure that the junior
Trade Supervisor was meeting the
requirements of the role.

All of this is just a prime example

of the old Swiss cheese model,
whereby all the holes align leading to
something being missed.

There are many lessons to be

learnt from this. In all instances but
specifically during times of heightened
tempo, we all need to be sure that we
are focusing on the basics of what we
are paid to do, aircraft maintenance.
From the Tradespeople on the floor to
the Senior Maintenance Coordinator
running the Watch, we all need to

\

be getting the little things right.
Personally for me, it really highlighted
the need to fully understand how
things need to be entered into
CAMM2 with regards to the LSAR
build, something | now regularly
remind myself of throughout a task
until completion.

It has highlighted that the
Maintenance Manager level needs

to be very aware of what is being
checked with regards to ‘Build Checks’
both post maintenance and prior to
maintenance release. As a result all
of the Maintenance Managers at the
squadron have been given a deeper
understanding of how a role and
configuration setting in CAMM2 can
affect the info that is given to them in
the Build Checks Report.

Overall, | feel the lessons to take
away from this is ensure you

really have your head in the game,
particularly when you are under the
pump. Regularly check yourself and
your work from an outsider’s point of

view so that the chances of missing
things like this are minimised.
Whatever your preferred system is,
PEAR or Plan BEEF, take the time to
actually use these tools and make
sure you are achieving the standard
that is required. It's easy to think
that you have the routine down pat
and that you can save some time by
running on instinct, but by using these
tools and regularly checking yourself,
efficiencies will be gained through
less mistakes and by not having to fix
what could have been done correctly
in the first instance.

FASO Comment:

| thank AB Lennon for this excellent
article which shows just some of the
preconditions for error that arise from
maintenance in the modern Fleet

Air Arm. When the challenges of a
busy operational tempo are overlaid,
the complexities of computer based
maintenance systems need to be
understood by all those involved.




Are You

LSATA K McPHERSON
808 SQUADRON

“Follow the path of the unsafe,
independent thinker. Expose your
ideas to the danger of controversy.
Speak your mind and fear less the
label of a ‘crackpot’ than the stigma
of conformity.” — Thomas J Watson.

You may know the video, if you've
been on a promotion course you
definitely will. An unsuspecting male
is in an elevator, what follows is
multiple ‘actors’ also entering the
same elevator as if going about their
business. During the course of the
set-up, the actors set themselves to
face the back wall whilst the confused
man is left going against the trend
and faces forward.

As the narrator says, the man
becomes “uncomfortable in his
individuality,” the influence of

the group all facing one direction
becomes too much for the ‘control’
and with some hesitation, finds
himself facing the same direction as
the group. The control was not wrong
in his decision to be facing the front
of the elevator, but in a society where
we find ourselves wanting to fit in and
succeed; this is where the pressure of

1
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a group can influence an individual’s
decision to fall in to line with what
they believe is right.

Every day we come to work for the
Fleet Air Arm, we are working in a
team to meet an objective. We have a
strong bias in the Navy to working as
a team and valuing the contribution
of all members. The issue that
comes with working within a team
and particularly during fault finding,
is that we tend to find security in the
decision making process whilst as

a part of a group, in turn leading to
confidence in our decisions.

What have studies
shown us?

In 1955, psychologist Solomon Asch,
conducted a study to determine how
people are affected by the thoughts
and behaviours of other members
within a group. Multiple groups

were formed and like the famous
elevator video, the study group only
had one genuine participant and the
remainder were associates of Asch.
He would have the groups identify
which two lines were of same length

Groupthink:

out of a selection of four. What Asch
found was that 76% of the time,

his associates could at least once
successfully influence the decision of
the control individual.

This was to such an extent within
the study groups that the associate
members would convince the control
member to go with what was the
incorrect answer to the problem;
despite the group control member
initially confiding in what would

have been the correct answer. This
was indeed a demonstration of the
individual wanting to conform to a

group.

Social psychologists have determined
there are two main types of
conformity: normative social influence
and informative social influence.

With respect to normative social
influence, it was found people want
to conform to the group to fit in, feel
good and ultimately be accepted as
part of the group. When it comes to
informational social influence, it was
found that people will conform to

the group because of the belief the
correct information is being provided
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phenomenon which can occur within a
group of people where the desire for
harmony or conformity in the group
results in an irrational or dysfunctional
decision making outcome. The study
was conducted on the back of political
and strategic decisions from the Pearl
Harbour attacks, the Vietham War

and why groups of intelligent, capable
individuals make bad decisions.

He would explore how group bias,
pressure and behaviour would play on
a group’s decision making process.
Despite the mostly negative results,
conversely, Groupthink can have its
benefits. Although limited, it can
allow a large group to come to a final
decision or complete a task quickly
and efficiently. In Janis’ study, he
found that when working within a
group, certain symptoms would exist
in those exhibiting groupthink.

These 8 key symptoms were:

An illusion of invulnerability/
inability to be wrong.

Collective rationalisation of the
group’s decisions.

| ToucHDOWN

Self-censorship wi
avoid deviation.

Illusion of unanimity within the
group.

Mind guarding where victims of
groupthink protect the group and
its leader.

Consequently, groupthink can create

a group where some members of the
group are unable to bring forward their
individual thoughts/concerns because
of the want for coherence, harmony,
and wish to follow a leader. This is at
the expense of spending more time
accurately analysing information and/
or conditions before them.

Within the Fleet Air Arm, Pilots, AvYWWO
and Aircrew undertake Crew Resource
Management (CRM) training which
increases the ability and awareness of
its members through topics including,
but not limited to: decision making,
teamwork, communication, situational
awareness and managing the limits
of individual’s capacities. This allows
for a safe and efficient aircraft cabin
space through focus on the team’s

amine an incident
ng an F15 shooting down two
owns” in a NFZ that later turn
ut to be friendly Blackhawks. It could

be argued that informative social
influence and various other influences
contributed to the misidentification of
the two friendly helicopters.

So, how does
conformity and
groupthink have
some relevance
to me?

| was involved in a maintenance task
at 808 Squadron where incorrect Trim
tab adjustments were made to the
Main Rotor blades of an MRH90 on a
late afternoon in September 2019. My
Servicing unit was oncoming watch to
a busy evening schedule including the
handing over of maintenance. Through
the subsequent ASR investigation,
when it is looked upon from a
psychology perspective, the failure

to carry out the task correctly was
contributed to by Informative social
influence and groupthink symptoms.

The publication contradicted the
tooling used to make the adjustment




to the trim tabs. It is critical to make
the correct adjustments as the trim
tabs are responsible for the correction
of Main Rotor Head vibrations through
the aerodynamic effects upon the
blades. As the Trade Supervisor,

| directed the Tradesperson and
Tradesperson under training how to
install the adjustment tooling and how
to make the necessary adjustments
to the blades.

Through necessary practice, we
checked the publication to verify the
required adjustments. Upon reading
the procedure, the attached picture,
and looking at the tooling; we found
ourselves confused by what we were
seeing. This ambiguity, coupled with
pressure to turn the aircraft around

Picture 1

before sunset made me begin to
second guess myself and the then
inexperienced Tradespersons on the
task begun to do the same. As the
mentor, | was being turned to for the
solution.

The trim tab adjustment tool, when
fitted correctly, will show on its scale
of adjustment; folding of the trim

tab upwards is an adjustment to the
positive and conversely, downwards
for a negative. (see picture 2) The
issue before us was the publication
had instructions stating “fold the tabs
to be in accordance with the required
correction...to the upper direction if
the correction is negative and to the
lower direction if the correction is
positive.” (see picture 1)

Picture 2

| previously worked on the AS350BA
Squirrel for five years and conducted
many Main Rotor Blade adjustments
using the same tool without any
doubt or ambiguity. Because the
Tradespersons and | were second
guessing what we believed was
correct; | decided to consult with
the Independent Inspector. The
Independent interpreted the desired
adjustments and came to a decision
as to what adjustments needed to be
made; the same as what the group
originally believed to be correct and
what would have been so.

Because the two Tradespersons and |
now believed the adjustment required
was the opposite of what would

have been correct, we altered the
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perception of what was correct to the
Independent (who wasn’t experienced
on the task) due to the ambiguity
before us and how | personally put
the facts to him. Because we wanted
to turn the aircraft around before the
sunset deadline which would have
prevented the conduct of the flight
phases for Vibration analysis, the
Independent Inspector and | decided
to also involve the MM who gave us
the adjustments required.

Through the information before us and
the subsequent discussions about the
adjustments required, our maintenance
team now also altered the perception of
the experienced MM that the incorrect
adjustments were in fact correct. My
maintenance group now managed to
convince a dissent member twice as to
what was the correct decision despite
them thinking otherwise.

The adjustments were made, signed
for and the aircraft was released

for Main Rotor vibration analysis.
The aircraft failed its ground run as
the level of vibrations measured
worsened and the aircraft was
released back to maintenance.

What did we do
on the day to get
to where we
ended up?

Looking back on the topic of
Informative social influence and the
eight symptoms of groupthink, we
exhibited the following:

The discussion we had as a group
from the contradictory information
before us led to the belief that the
group was competent in making
the correct decision because of the
information | was providing.

Collective rationalisation in our
decision through what we thought
was sufficient group discussion on
the issue before us.

Mind guarding by the group towards
me because the group had faith in
my leadership.
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Self-censorship as the under
training Tradesperson provided no
input on the discussion.

An illusion of unanimity as we
all came to the same decision
despite the initial opposing
views by the Independent and
Maintenance Manager.

Did not seek guidance through a
Field Service Representative or
maintenance clarification.

How to avoid being
caught out?

When finding yourself in a group
discussion, the following should be
considered to combat groupthink and
a conformity influenced environment:

Have an impartial member
monitor the discussion and reduce
emergence of groupthink.

Have the courage to oppose
opinions and encourage
challenging the points of view of
the majority.

If you are leading the discussion,
keep your ideas to yourself.

Identify any bias between one or
more members. Avoid friendships
influencing decision making.

Examine all ideas before the group;
don’t be critical of ideas/close
minded.

Identify different personalities and
how they think; don’t let the quieter
ones feel oppressed.

Invite other members to the
discussion; they may have an
independent idea.

FAA Aviation units have planning
tools available to aid in facing the
complexities within the maintenance
environments that have the potential
to trigger groupthink. 725 and 816
Squadron have PBED and 808
Squadron utilises PLAN BEEF. These
tools are very useful in their own
right and when combined with the

education on groupthink and reflection
sought during writing the article, |

feel | would’ve been better armed to
combat the groupthink rationale.

At 808 Squadron, If we overlay the
PLAN BEEF tool and my situation with
the tab adjustment tool then consider
what we now know about groupthink,
it will highlight how this can be
avoided. It appears to be simple —
understand your objective, understand
your strengths and your group’s
strength, use your experience and
training and take the time to assess
the eight symptoms of groupthink. To
finalise my thought on groupthink; it is
more common to seek approval from
various sources on complex issues,
as Albert Einstein sums up nicely with
“The significant problems we face
cannot be solved at the same level of
thinking we were at when we created
them.” They certainly won’t be solved
by one person; even and especially,
the one “at the top.”

REFERENCES:

Conformity

https://courses.lumenlearning.
com/wmopen-psychology/chapter/
conformity-compliance-and-obedience/

Groupthink

https://www.verywellmind.com/what-
is-groupthink-2795213

Aviation Non-Technical Skills
Continuation Training

http://drnet/raaf/AirForce/SIHF/
Applied%20Human%20Factors/
Pages/NTS%20Continuation%20
Training.aspx

FASO Comment:

A thoughtful and interesting article
which applies to all areas of

aviation and general safety across
Navy. It shows one of the dangers

of working in a tight team in a
focussed environment. In this case

to give people the opportunity to
communicate doubts or questions via
a standard process as practiced in the
cockpit with CRM is a vital defence.



Crew Duty Exceedance

¢

SBLT A PACE, RAN
723 SQUADRON

Description: TAIP49 was assigned
to conduct tasking from Canberra
(YSCB), initially flying to Khancoban
(YKHA) to pick up pax. The crew
turned to at 0730 with 0830 launch
for the first sortie on route to YKHA.
Due to weather, TAIP49 returned to
YSCB and landed at 1000. Noting
the forecast was meant to improve
(From BKN 2000 to FEW/SCT 4000)
later that day, the crew refuelled the
aircraft and prepared on restarting
the tasking. TAIP49 then launched
from YSCB at approximately 1100 to
YKHA and conducted the tasking as
planned. TAIP49 returned to YSCB
around 1400 for refuel and then
continued to complete the DACC
tasking. TAIP49 returned to YSCB at
approximately 1845, breaching the 10
hour crew duty limit.

Learning Points: Firstly, during the
initial planning phase of the task
which was conducted the day before,
there was an opportunity missed
where the potential to need crew duty

extension could have been raised. |
was aware that the task was going

to require at least 2 sorties with
maximum flying endurance on both
being approximately 2.5 hours each
flight. In order to complete the tasking
| was primarily focused on the fuel
and aircraft performance constraints
associated with operating the EC135
in mountain terrain, max fuel and
POB 4. Once the planning for the task
was complete and | was satisfied it
was able to be achieved, | should
then have taken the opportunity to
consider contingencies in regards to
weather and our latest launch time

to be able to achieve the task which
would have made it clear early if we
needed a crew duty extension or even
if another crew would be required.

After the initial attempt to get to
Khancoban was unsuccessful, | made
the decision (after discussing with
the crew and authorising officer) that
the task was still achievable with the
improving weather. After the first half

of the task went according to plan
and we returned to Canberra to refuel,
there was another opportunity missed
to address the potential issue of crew
duty limits approaching. As a crew we
did a quick brief discussing weather,
fuel and FACE checks and then we
set off to complete the task. At this
point in time | was focused and
determined to complete the tasking
and missed discussing crew duty
limits. If | took the time to conduct

a full crew brief | believe crew duty
limits would have been addressed
and then an extension could have
been requested. A key learning point
is to take the time between sorties

to reset and brief each flight even
though the mission and conduct may
be the same, it provides the important
opportunity to discuss all factors and
risks associated with each flight.




afer Culture Through
Empowerment

LEUT V WATSON, RAN
816 SQUADRON

Introduction

Maintenance errors that are
seemingly avoidable can often be
traced to both human and systemic
contributing factors. In rare cases, the
supervisory or error capture elements
of the task failed to prevent these
errors from occurring. Although there
is evidence to suggest that these
error capture methods are necessary
for safety critical tasks, there still
remains the question of how errors
such as these could slip through
three levels of inspection. There

are many causal factors to this that
cannot be generalised here, however
it's important to examine the impact
that empowering our maintenance
workforce would have on the
probability of these errors reoccurring.
Empowerment means creating a
balance between accountability and
responsibility so that a culture of
vigilance and ownership is produced.
This in turn, will produce greater
attention to detail on the work
conducted and therefore a reduction
in avoidable errors.
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The difference
between
responsibility and
accountability

in the context of
maintenance

In the simplest manner, responsibility
is shared between a team or group

of individuals. It also tends to be
task oriented and can be distributed
amongst a team whose overall goal is
the completion of a project or larger
task (e.g. a deeper level service in
the case of aircraft maintenance).
Accountability is focused on the end
outcome of the task and ownership of
the subsequent success or failure of
that task’s objective. Although there
is a tendency to place accountability
on the leadership of a team, it is
important to recognise the value

that comes from having those

who have been assigned a task,
remain accountable for its ultimate
success or failure to deliver. When

responsibility is shared amongst a
team, it is easy for individuals within
the team to become complacent
about not only the overall goal, but
even their own tasks. By placing
more accountability on the individuals
to get their task right, it provides a
heightened awareness that they are
directly responsible for their work,
which drives an attitude of greater
individual responsibility for the task
they are performing.

In the case of leaders, this concept
still applies, with the only difference
being the degree and level of
accountability. Regardless of the
individual’s position in the team or
organisation, when the consequence
of task failure is serious injury, loss

of aircraft or worse, the principle of
accountability holds great ramifications
across all levels of the hierarchy.



How accountability
can be used to
empower and
produce better
results

At this point it may seem confusing
to suggest that accountability actually
produces better results in individual
performance, when there may be a
perceived increase in pressure to
ensure the job is done correctly. If
the organisation is holding people
accountable for their work, then
there may also be a culture of fear or
stress around the increased exposure
that workers may have if they fail to
carry out a task appropriately. This

is where the organisation needs to
manage thinking in this area. They
need to encourage their people not
to think as followers who may fail

to follow instructions, but rather

as leaders who have autonomy to
decide how to best manage and
execute a task. Once again, this
comes back to placing responsibility
on the individual to consider their

area of expertise in the task, and
apply it accordingly. This results in
them taking full responsibility for their
thought process, as well as the task
itself. This delegation of ownership
and autonomy is what generates the
feeling of empowerment, and is the
key enabler to ensuring success when
holding people accountable.

L. David Marquet, a former US Naval
Submarine Commander and leadership
consultant, talks about this concept in
his book, ‘Turn the Ship Around: A True
Story of Turning Leaders into Followers,’
which demonstrates the application

of this management philosophy in

a military environment. Marquet
explains how whilst taking Command
of the submarine USS Sante Fe, he
triggered his sailors to ask questions
and generate solutions collectively
when it came to making decisions.

In other words, rather than directing
them towards his perspective on a
decision, he would place the decision-
making process in their hands. This
makes perfect sense when authority

is placed in the hands of those who
have the information, in other words,
the sailors who are experts in their

1 https://hbr.org/2018/03/when-empowering-employees-works-and-when-it-doesnt
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respective tasks. The ownership of the
decision empowers the sailors, who
feel a greater sense of responsibility,
value, and the development of their own
leadership skills.

According to the Harvard Business
Review,' employees who are
empowered by their leaders in the
workplace feel a greater sense of
autonomy and control in their work.
More importantly, they feel that what
they're doing has greater meaning, that
their abilities are being recognised and
that they are actually contributing to
the overall task or mission. The end
result of these feelings is a sense of
power and confidence, with a greater
likelihood of the person being aligned
with the common values and goals of
the organisation. This empowerment
in turn generates greater performance,
morale, and ultimately a better product
or outcome. In the case of aircraft
maintenance, this comes through in
the form of a task that meets the
standard set by the quality system,
but also a product that is safe. This
context of aircraft maintenance will be
presented through an example in the
next section.
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When discussing empowerment,

we also need to be cautious about
how we carry out our leadership of
empowering others. The issues with
empowerment will be discussed later
in this article, but it’s important to
remember that when we are placing
the onus on our people to think and
work autonomously, we are likely
asking them to take on additional
challenges and responsibility at work.
To ensure that people don'’t feel

like they’ve been set up to fail, we
need to ensure that our empowering
leadership is also about mentoring
and supporting the development of
people to build a trusting relationship.

Practical example
of empowerment
in the FAA

A practical example of where the

Fleet Air Arm has empowered aircraft
technicians is at 816 Squadron.

A pioneering effort by Flight 3 saw

the team use paper-based USN
Maintenance Reference Cards (MRCs)
to conduct an A-Phase service. The
activity was the first time that the USN
maintenance procedures had been
used directly, and was done with the
goal of creating efficiency and reducing
errors which were generated when

the MRC was transcribed to ePSS

(the Australian-specific maintenance
reference). Additionally, ePSS was to
be replaced in the near future, and

MRCs were a logical choice, given
that they were the source of the
maintenance procedures in the first
place. In addition to the use of MRCs,
the task was to also exercise the new
Defence Aviation Safety Regulation
(DASR) licensing system. The novel
characteristic of this system was that
it moved away from a supervisor-based
regime to an inspection-based regime.
This approach removed the element
of hierarchy in maintenance, and
drove autonomy down to the individual
license holder, rather than tying it to
rank. Inspections were conducted

as part of Quality Assurance (QA) or
Independent Maintenance Inspection
(IMI) steps. However, they were
targeted and appropriate to the critical
nature of the task.

The empowerment was driven in two
ways. Firstly, the role of implementing
the MRC within the DASR construct
was placed in the hands of the Flight
3 maintainers. They were given the
opportunity to apply their thinking

in a project context, and determine

a way for managing the conduct

of the Phase using a paper-based
system. This was a challenging
task, noting that for the last 20
years, the FAA had been operating
under an electronic maintenance
management system. Everything
from the progress of the phase, to
the maintenance conducted, as well
as the management of aeronautical
product, all had to be considered.

2 By Editor - PBED as part of the FAA process to conduct maintenance.
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Secondly, the new licensing scheme
changed the way that license holders
saw their responsibilities with
respect to the task. There were no
supervisory requirements (unless the
step was a QA, IMI or MAI), and this
ultimately meant that the maintainer
signing off on a task was wholly
responsible for its completion. This
responsibility obviously comes with
greater accountability, as they are
given the autonomy to solely manage
the task and its output, and there is
reduced or no oversight on their work.

The overall result of the MRC
implementation was a success.

The Flight 3 Maintenance Manager
(MM) stepped up to the challenge of
managing the Phase service and was
given the opportunity to innovatively
respond to the task. With regards

to the licensing, the maintainers
embraced the ability to autonomously
carry out a task, with the knowledge
that they were conducting the first
and final step in the completion

of that task. These empowering
activities, meant that Flight 3 took full
ownership of their work, and as part
of this ownership, carefully considered
the safety factors surrounding their
task. The empowerment had not only
created greater vigilance over the task
itself, but also the hazards that may
allow errors or lapses to occur.

How empowerment
creates a safer
culture

In all our discussions to this point,
we’ve emphasised how much
empowerment gives a worker both the
autonomy to make decisions at the
right level and encourage them to think
holistically about their task. Safety is
a key factor in aircraft maintenance,
and when leaders mentor and train
their people to consider safety in
every aspect of their task, then this
inherently becomes part of their
decision-making process.

In the case of the MRC effort, the
technician conducted their own ‘Plan,
Brief, Execute, Debrief?’ brief prior to
conducting their task. This was a brief
more often left to the more senior
maintainers, but now carried out at

a tradesperson-level. The technician
therefore considered all the potential



hazards that may affect their ability
to carry out the task safely. Greater
awareness of the hazard would

then drive heightened vigilance, and
the intuition to ‘knock-it-off” if the
outcome of the task was negatively
affected. It is widely recognised that
coaching and encouraging worker
input into safety decision making can
only generate a better safety culture.

It is important to remember that
empowerment can only generate a
safer culture, when the autonomy
given to the worker is applied within
the regulations of the organisation.
There are many cases where workers
have applied ‘great ideas’ and
‘workarounds’ in the name of being
creative, however have failed to
consider whether what they’re doing is
within an approved process. In most
industries where safety is key, this
regulation is in place to protect the
individual and organisation, and must
still be followed.

Conclusion

Empowering your people as a leader
will promote greater performance
across the organisation, but also

a safer culture when the people

are trained and encouraged to use
safety principles in their thinking.
This is demonstrated by the level

of accountability that workers will

be given, which will subsequently
encourage them to think more about
the factors that could affect failure of
their task. This will in turn hopefully
reduce the probability of error.

By driving this sort of thinking at

the worker level, then all workers

are opened up to considering what
risks and hazards may affect the
task they are performing, or even

the activity as a whole. When you’re
able to effect this thinking from the
bottom upwards, then all levels of the
hierarchy will start to align with the
safety culture of the organisation.

FASO Comment:

The introduction of the licensing
system described in this article

is a good example of one of the
cultural shifts in aircraft maintenance
occurring in the FAA. Far from resisting
this change it is excellent to see in
this article that it is being embraced
and the safety benefits highlighted.

3 https://www.safetyproresources.com/blog/safety-
leadership-5-best-practices-to-empower-your-employees
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| am always happy to discuss the
errors of my way, this | believe allows
others to see the standard | expect.
The standard that if you make a
mistake you let someone know, others
could possibly learn how to prevent
making the same or similar mistakes.
Below is my discussion to hopefully
help others identify similar issues
when conducting maintenance under
a high work load.

During a routine servicing a
swashplate lubrication was carried
out. The task was assigned to a
QM3 Tradesperson (TP) and a Trade
Supervisor (TS). Although relatively
new to the squadron, the task

was well within their skill set and
experience levels.

The lubrication of the swashplate
was well underway but ‘fresh grease’
was yet to appear from the extrusion
points to signal that the swashplate
grease has been fully changed. By
this point just over one full 4kg tin of
grease had been used and only a ¥
of a tin remained at the Squadron.

At this point | (as the MM) was
conducting a walk around of the
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maintenance crews across multiple
aircraft to discuss progression of
tasks and if any additional tasking’s or
follow-on maintenance requirements
were necessary. This took place at
approximately 2030. The swashplate
servicing was discussed with the TP
and TS and it was noted the ‘purging’
of the grease was taking longer than
usual and that grease stock levels
where running low. | discussed follow-
on maintenance requirements with the
team and informed them that | would
raise the necessary documentation
called for within the MRH9OO IETR The
team was to acquire additional grease
to complete the task.

Less than 10 minutes later the TS
returned to me at the line office and
advised me that the much needed
grease was held at Albatross main
stores but they could not conduct a
‘walk through’ as this window had
closed. We were unaware that as

a result of contract changes in the
weeks previous that all walk through
orders now close at 2030 and not
2230. This presented a problem as
the aircraft was required for flying
operations the next morning and other
maintenance was to be conducted.
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Sourcing grease from other units was
now my priority. After considerable
time delays as a result of being
unable to contact other units via
phone, grease was found at 816
Squadron and they graciously
relinquished two cans. By this time

it was after 2330 and so | set off
across the other side of the airfield
to collect the grease returning to the
Squadron around 0001. From there,
the maintenance team completed
the task and returned tools and
consumables. In this time | conducted
tasking across multiple aircraft
including the watch hand over.

So what had | forgotten?....

It turns out | had in fact overlooked
an important step, | had forgotten to
complete the follow on maintenance
requirements for the swashplate
lubrication: to clean the plate and
surrounding area after the next two
flights and on the third conduct an
inspection to see if any grease had
protruded from the swashplate. On
this third flight the swashplate was to
be considered unserviceable if grease
had protruded.



So how was it picked up? And by
who?

Fast forward a couple of weeks and
to the weekend, the aircraft returned
from a tasking (ADFA Open Day) and
the Aircraft Captain queried whether
they should write up an entry in
CAMM2 as they thought they may
have exceeded VNE (Velocity Never to
Exceed). The Captain was informed
to raise the entry after a quick check
of Ground Logistics Information
Management System (GLIMS, an
Airbus maintenance software tool)
showed an exceedance of VNE by 2-3
KAIS for 1-2 seconds.

The aircraft was put to bed and the
VNE maintenance requirements
were quickly investigated by myself
and SMC before securing sometime
around 0200.

Monday morning rolled around and

| was tasked with working out the
maintenance plan and expected
return date of the aircraft to service.
The planning rolled over into a
second day and maintenance had

commenced during this time. Planning

indicated that over 200 man hours
was required to return the aircraft
back to a serviceable state if all
inspections required no rework. Not
a bad penalty for speeding for 1-2
seconds! The aircraft was still down
over four months and counting. The
expected return to service date was
over six months with the required
rework due to inspection fails.

During the second day of inspections
with cowlings removed, | was called by
a TS to have a look at the swashplate.

The swashplate inspection required that

no grease could be ejected from the
plate and there was grease extruding
from the plate and grease splattered
on the inside of the cowlings around
the plate area. The grease for the most
part did not look freshly ejected.

After a short conversation | stumble
off to start investigating, knowing
that the grease is most likely not
from the VNE exceedance. During the
investigation | found that the most
probable cause was the conduct of
the swash plate servicing and in this
case it was the swash plate servicing
conducted by my Servicing Unit
maintenance team.

As all good maintainers know if you
find something out of the ordinary
you should ask questions. | tasked
the TS to write a CAMM2 entry for
the grease found and proceeded to
engage with the SMC informing them
of the issue, the likely cause being
the lack of follow on maintenance
requirements being conducted as
stated in the MRHOO IETR These had
not been raised by me as the MM or
Tradesman/TS.

So what is the reason we do follow
on maintenance? (Disregarding the
above scenario)

The reason we do follow on
maintenance is for, but not limited to
the following;:

Maintenance requires an aircraft
operation (in flight or on ground) to
be conducted prior to its conduct
(Hydraulic system bleeds),

To confirm that a system is
serviceable (Vibration analysis,
Functional tests, Maintenance
check flights), and

To conduct final seating of
components after operation (re-
torques)

Follow on maintenance is not just a
requirement but also a necessity as
it allows the DASR 145 organisation
to identify defects in an aircraft
system post maintenance. With
respect to the MRH9OO0 Interactive
Electronic Technical Publication (IETR
MRH9O0 publication suite), the need
for it is usually highlighted in the
“Requirements after job completion”
or even within the “Procedure”
instructions. Follow on maintenance
can include, but is not limited to;
function tests (check torques/torque
checks), vibration analysis, ground
runs, check/test flights, test cards
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and the cleaning of excess grease
post initial greasing/regreasing.

By conducting these tasks, we as
the Maintenance Organisation are
able to determine the serviceability
of an item post maintenance and
subsequent Ground runs/test flights.
In the case of the failure to meet
inspection requirements during the
conduct of these inspections, it
could lead to the replacement of
the affected Aeronautical Product or
requests for additional information
from the OEM. When applicable

or called for in Instrument of/

for Continuing Airworthiness (ICA),
deficiency or condition reporting
should be submitted to the OEM

to provide the OEM with trending
data for use in reliability analysis of
affected components.

The capture of follow-on maintenance
is always to be recorded in the
approved maintenance document
(CAMM2/AMD) as a discrete entry,
detailing the requirement for the
applicable maintenance act IAW with
ICA. From here the MM is then to
determine if it is to be transferred
over to a “Special Maintenance
Requirement (SMR)” or if a “Deferred
Defect (CFU)” is to be carried out.

If the latter, consideration to a
“Limitation” on the aircraft needs to
be taken into account i.e. Anti-lcing
test unable to be carried out due to
warm weather would possibly require a
limitation placed on the aircraft to not
be flown in known icing conditions.
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SMR life conduct should always be
based on the ICA documentation
used. As in the case of the above
scenario, there are at least two ways
to create the required follow on
maintenance documentation entries,
all set as due at the next After Flight
Servicing. Either by:

1. Using two entries, one for cleaning
(also a reoccurring SMR entry) and
one for the final inspection (after third
flight) or by

2. Using three entries, two for
cleaning and one for inspection (both
cleaning ones are worded as either
the first flight or second flight and
cross referenced to all three SMR’s).

Follow on maintenance requirements
with multiple parts, as detailed above,
can become confusing to other
members who did not raise the entry.
As such, time and attention to detail
should be applied in the creation of
these entries to strategically limit the
incorrect application of or certification
of these tasks thus ensuring the
correct outcome is obtained.

Ultimately it is the maintenance
certifier (B Class licence holder, Trade
Supervisor) who is responsible for
documenting follow-on maintenance;
but this does not remove any
accountability from the Tradesperson
under Navy’s current certification
structure. The certifier should, as

a minimum, raise an entry for the
maintenance steps required i.e. steps
from the ICA that are required to be

performed as follow-on maintenance.
The MM can always create a new
entry with clear direction and sign off
their entry referring to the updated
documentation entry.

In the above occurrence, Fatigue was
found to be a contributing factor to
the task within the ASR report. Yes
we had worked some very long hours
throughout this period which definitely
would have increased fatigue levels.

| would only consider the cumulative
sleep fatigue as moderate for myself,
this was then amplified by a lack of
authorised manning within the MM
positions creating high task loading
fatigue for weeks on end. With two
authorised MMs on the Watch and an
additional 3 trainees, the amount of
‘juggling skills’ required to manage
manning and maintenance was high
and at times only one authorised

MM was available for days as other
members attended courses or were
away on defence travel.

Managers and supervisors need to
be cognisant that an increased work
load, even for just one day, has the
ability to compound fatigue levels
quickly within the workforce. This may
lead to members missing important
elements of various taskings.
Therefore, it is not only sleep that
can make it difficult to concentrate
but also the dynamic environment of
the workplace.

A special thank you to LS McPherson
and AB The for their contribution of
research within this article.

FASO Comment:

The main benefit of a “There |

was...” article is the insights and
background as to why an incident
occurred from the point of view

of the people intimately involved.
Safety investigators can only make
assumptions as to why things
happened and in this why they did not.
| thank PO Anderson for his candid
article which, by the act of sharing this
story, may help other maintainers in
the future to recognise that they are

in a situation that may lead to errors
being made before they happen.



)C ate on Neck and ack
jury prevention trial

MS N COOPER
-FAA

As many readers may be aware,

the unique environment in which
aviation flight crew perform their
duties and the recurrent risk this
exposes them to, result in a higher
than average rate of musculoskeletal
injuries and deterioration overtime.
One countermeasure to address

this issue is the implementation

of specific exercises to increase

the strength of targeted muscle.

As previously reported in an earlier
TOUCHDOWN issue , | described a
proposed research project which is
now being undertaken at HQ-FAA. The
project’s aim is to reduce neck and
back pain through a holistic exercise
program encompassing targeted
neck strengthening and endurance
exercises using a portable (wearable)
cervical spine resistance device
called a Neck X. The project is now
established and operating under the
title of Rotary Fit. Rotary Fit is running
in conjunction with HQ 16 AVN. Data
collection for HQ-FAA commenced

in February 2020 with 66 eligible
participants involved. The project is
designed to allow data pooling with HQ
16 AVN, providing a larger sample size
of approximately 170 participants.

Eight days of individual testing was
completed to ensure participants met
the fitness criteria outlined during
ethics considerations and to ensure
all participants were functionally
suitable to take part in the project.
Participants were provided with a
Neck X device and given incremental
exercises to complete three to five
times per week as well as pre and
post flight warm up and cool down
exercises. The majority of participants
were advised to continue with their
own self-directed exercise regime.

Due to the effect of COVID-19
restrictions the study has been
significantly impacted and as a result
the programmed 6 and 12 month
testing will have to be altered. Itis
still planned to take place in whatever

form is possible under COVID-19 with a

view to get as much data as possible.

Moving forward there is a need

to continue to develop effective
countermeasures, however any
measures developed must be

crew friendly and take into account
barriers to implementation. Time
poor limitations imposed by flying
schedules, COVID-19 gym restrictions

and personal demands result in poor
adherence to exercise and are the
main contributing factors reported to
date for not completing the required
activities. One measure currently
being reviewed is for the PTls to
incorporate the Neck X exercises into
specific units PT sessions.

Continuing research will be conducted
to determine the scientific validity of
the portable cervical spine resistance
device. In conclusion, although results
to date are promising, more work

is needed to evaluate the efficiency
of portable cervical spine resistant
device interventions for the prevention
of injury and pain syndrome and this
study will go towards giving us that
information.

ISSUE 12020 |
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Our aviation sailors form the backbone
of the Fleet Air Arm. They ensure
serviceable and safe aircraft are
available to deliver high-end warfare
and lethality; wherever our Australian
warships and Flights train and fight. It
takes a high performing, trusting team
to deliver this effect.

Recently | attended a number of
Leading Seaman and Petty Officer
Aviation Technical Training Discussion
of the Day presentations. The quality
of discussion was great, and it
provided me with an insight into the
current topics challenging our future
Trade Supervisors and Maintenance
Managers. A common theme
discussed by the class participants
was how to facilitate an environment
where maintainers could identify if
they were uncomfortable in carrying
out a task. That meant, feeling
empowered to raise ‘Knock It Off’*
entries if they observed or anticipated
ambers or reds, but also being
comfortable in seeking additional time
to pause, assess, plan, communicate
and do. What the students were

- 18 gﬂd Safety:
1at does it take to be a
herative Safety Culture?

LEUT A LACHLAN, RAN
725 SQUADRON

discussing was psychological safety
and trusting teams. What wasn’t
explored was how safety and trust
are essential characteristics in high
performing teams.

In 2013, Google’s People Operations
set out with a mission to answer
“what makes a Google team
effective?” Their research gathered
data from interviews with Google
employees, across 180 Google teams,
and accounted for more than 250
skills/qualities. Initial assumptions of
the study anticipated that ‘the ideal
team’ would comprise of the most
qualified and educated scholars,
executives and managers, and mixed
ages and gender. What surprised
Google was that the composition

of a team matters less than how

the team members interacted,
structure their work, and view their
contributions. Google’s study found
that a team works best when team
members are in an environment that
is psychologically safe, colleagues can
depend on each other to deliver high
quality work on time, there are clear

roles and goals, and employees feel
their work has meaning and impact.
Google’s research summarised
psychological safety as “the ability to
feel safe to take risks without feeling
insecure or embarrassed.”

Psychological safety refers to
members’ perceptions of an
interpersonal context in which they
“are comfortable being themselves.”
You can raise your hand and say “I
made a mistake” or “I need training,
without fear of being passed over for
promotion or a posting. This concept
also means owning your mistake(s)
and learning from them without

fear of unjust treatment. When

failure is involved, a trusting team
allows the failure to be a learning
opportunity. Feedback, by learning
from failures, can catalyse change
toward more adaptive practices

and improve strategic decision
making. The insights from past
experiences of failure help to develop
more reliable and crisis-prepared
organisational systems. Learning from
failures ensures consistently good

”

1 By Ed- K-I-0 is a proactive tool to manage the contributing factors that may otherwise lead to safety incidents and allows all personnel involved in the task the ability to stop, take a
moment to assess the situation and finally re-evaluate a way ahead.
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performance not only by rectifying the
problem or error, but also by attending
to its causes, identifying practices

in need of improvement, and then
determining how to improve. A culture
whereby group members perceive
higher levels of psychological safety
means they are more likely to engage
in the processes associated with
learning from past failure events and
thereby improve their performance.

Our brain’s chemistry has a large

part to play in how we view whether a
situation is ‘safe.” On one hand, there
is cortisol which contributes to our
response to stressful (or threatening)
situations. On the other hand, there
is oxytocin which matters to building
trust (and a safe environment).

Our brain’s response to a threatening
situation is to automatically activate
the sympathetic nervous system to
trigger a ‘fight or flight’ response. In
this situation, cortisol is produced from
our adrenal glands and reduces once
the threat has passed. In the military,
we are trained to deal with stressful
situations. Initial employment training
provides members with core skills

and values to guide their behaviour.
Employment Application Courses and
Operational Flying Training challenge
personnel to develop core job-skills to
be able to deal with stressful missions
or complex maintenance tasks.
Whether there is actually a threat or
not, some people will consciously or
(likely) subconsciously activate their
sympathetic nervous system. For
example, doing a verbal brief in front of
peers, a new or unfamiliar task, or fear
of failure to achieve an outcome or
deadline; can all be ‘threats.” Cortisol
will be produced because of what we
do. When stressed, we are focussed,
primed, and energised. Cortisol isn’t
necessarily always bad or always good;
however, cortisol levels that are too
high for too long can have harmful long
term-effects. This can include anxiety,
depression, burnout, high blood
pressure, weight changes, fragile skin,
disruptive sleep and mood changes.

The chemical oxytocin is the feeling
of friendship, love or deep trust.

It’s the feeling we get when we do
something nice for someone or
someone does something nice for
us. Like paying it forward or hosting

a friend for dinner. Unlike dopamine,
which is largely responsible for
instant gratification, oxytocin provides
a long-lasting feeling of calm and
safety. Oxytocin is the reason that
we trust others to help us do difficult
things or help us out when in trouble.
At our most primitive level, oxytocin
allows an individual to be assured
that they can fall asleep each night
because the tribe will protect them
from sabre tooth tigers (or threat). It’s
the chemical that drives us to work in
groups and promotes cohesion.

Practically, what does this all mean?
There are some valuable insights
that can be gained by applying this
subject through the lens of Navy’s
Signature Behaviours. The 10
Signature Behaviours came about in
2007 from a need to revitalise Navy’s
culture through the New Generation
Navy program. It has a clear focus

on People, Performance and
Professionalism; it is about treating
each other right, making the Navy a
better place to work, and ultimately,
contributes to real operational effects.
Sounds similar to high performing
trusting teams? Adopting some of the
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following tips informally in your daily
practices, or formally through goal
setting and performance reporting,
will benefit you and your team in the
long term:

1. Fix problems, take action. In a
truly psychologically safe team,
you should be able to learn from
each other’s mistakes to prevent
future problems. An unsafe act, if
unaccounted for, will continue to
result in error producing conditions
that could set your mate up in the
future. Be empowered for your
actions and take responsibility.

2. Communicate well and regularly.
Team members don’t expect
all the information all the time,
however they do expect honest
communication from their
leaders. Building trust takes
time and consistency, and the
reward is an unimpeded flow of
intelligence. Sometimes that
includes news and information
that executives don’t want to hear,
yet is necessary to improve what
we do. Be transparent in how you
communicate.

3. Respect the contribution of
every individual. People will
have differing beliefs, values
and experiences, and it’'s healthy
(as an organisation) to have
contrasting viewpoints. A trusting
team requires each individual to
be engaged in conversation. This
means listening with an open mind

and asking for help from peers,
subordinates and supervisors.

4. Be the best | can. We must be
mentally and physically fit so we
can tackle challenging situations.
Reducing cortisol levels, when not
in stressful situations, can support
you to sustain long term, high
levels of performance. Try adopting
some of the following strategies:
exercise regularly, be mindful to
how you respond to stress, practice
relaxation techniques, foster
healthy relationships and take time
for hobbies.

5. Make Navy proud, Make Australia
proud. Oxytocin is produced when
we do something nice for someone
or someone does something nice
for us. It’s also produced when we
observe a kind act. In your work
place you could try: give your time
to mentor someone, recognise
achievements, organise a team
building exercise, or host a team
breakfast, morning tea or dinner.

Nobody would expect that
interpersonal factors, like verbal and
non-verbal communication, could

be the leading cause of a plane
crash, but it’s easily overlooked

as a contributing factor. In the

1980s and 1990s, Korean Air went
through a series of accidents that
ultimately killed many people, but also
jeopardised their long-term viability
as an airline. Malcolm Gladwell writes
in his book, Outliers, that Korean Air

were crashing at a rate 17 times that
of the industry average. “The kinds

of errors that cause plane crashes

are invariably errors of teamwork and
communication,” he concluded. “One
pilot knows something important

and somehow doesn't tell the other
pilot.” Hence, in an emergency pilots
need to “communicate not just in

the sense of issuing commands

but also in the sense of...sharing
information in the clearest and most
transparent manner possible.” In
words, not only does a ‘trusting team’
and ‘psychological safety’ sound
great but is also essential for safety.
Continuously improving a culture takes
time, effort and leadership. As leaders
in your workplace, look to see how you
can foster your own ‘trusting team,” as
the results will pay dividends.

FASO comment:

A great article exploring the
generative safety culture in terms of
what the people inside that culture
psychologically need. As the attitudes
and behaviour of those people are

at the core of all cultural change,

the parallels to NGN as a successful
cultural change are important. Putting
these needs in the context of the
NGN signature changes provides
some practical tools to continue the
cultural change towards a generative
safety culture.
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