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Foreword

| am very pleased to be given the
opportunity to write the Foreword
to this issue of Touchdown. |
would not expect many readers to
be aware that | actually began my
naval career as a Junior Recruit
at HMAS LEEUWIN in 1970 and
then trained as an Electrical
Mechanic in aircraft
communications, a predecessor
to the present ATV category. My
time as a junior sailor included
the opportunity to serve in the
Aircraft Carrier HMAS
MELBOURNE in 1971. Whilst my
career has inevitably taken me
away from naval aviation | have
always maintained a level of
interest in what the birdies are up
to - particularly when | had a
flight embarked during my time
as CO of HMAS SUCCESS! |
therefore welcome the
opportunity to provide a few
thoughts in this edition of
Touchdown.

The Fleet Air Arm of the early
1970s was considerably different
to the capability that you deliver
today. Back then naval aviation
was exclusively carrier based. We
had just introduced the Skyhawks
and S2 Trackers, and plans were
underway to replace the ASW
Wessex with the exciting new Sea
Kings. | recall that we purchased
the first ten Skyhawks and 14
Trackers for $46 M - less than
the cost of a single new Seahawk
or MRH 90. We had members of
the Fleet Air Arm deployed to
Vietnam as part of the RAN
Helicopter Flight Vietnam and the
RAAF 9 Squadron detachment.
Tragically, around that period we
also lost a number of aircraft and
people during training and
operations. Two Skyhawk pilots
were Killed in flying accidents,
and 5 Navy aircrew were killed in
Vietnam.

For the future, | see four key
priorities for Navy over the next
few years. First and foremost is
operations - continuing to deliver
the operational outcomes to
Government. Second is the
priority on people - improving our
workforce particularly through
increased recruiting and
retention. The third priority is
future capability, including better
aligning our organisation so that
we can maximise the benefits
that our new equipment will
provide. The final priority is
safety, and it is a focus that
underpins the three other
priorities and, indeed, all that

we do.

We have collectively worked hard
over the past few years to
progressively change the culture
of Navy through initiatives such
as SMS-N so that safety is
embedded in operations, and will
be a fundamental aspect of
future capability. We all have a
moral and legal responsibility to
maintain a safe workplace.

The role of Deputy Chief of Navy
is often referred to as XO Navy.
Like any other XO | have a
responsibility for safety. As DCN,

| am the corporate RAN safety
manager, and therefore | am
responsible to the Chief of Navy
for safety in the Navy. In that
capacity | chair the RAN Safety
Council that has responsibility for,
amongst other things, the
oversight of safety programs
including the naval aviation safety
program AIRSAFE. | see a lot of
commendable attributes in the
AIRSAFE program that accord
with CN’s Safety Policy. You have
an organised and accountable
‘closed loop’ safety management
system that promotes a culture of
open reporting. Open and honest
reporting helps us to learn from
mistakes, near misses and hazard
identification processes. The
naval aviation management
system does not attribute blame
for errors, but importantly, does
not tolerate violation or deliberate
non-compliance with orders.



The tenets of Aviation Risk
Management (AVRM) are fully
integrated through all elements of
flying operations. Clearly we have
all of the fundamentals of a
sound safety system in place.
However, the tragic loss of Shark
02 makes us painfully aware that
there is no room for complacency
in our operations, be that in flying
or in maintenance.

In particular, CN and | have been
keeping a close watch on the
progress of the Maintenance
Reinvigoration Program (MRP).
We see the benefits of the
program through the frank and
honest reporting of maintenance
incidents. Most reports are well
written and | am delighted to see
the emphasis on lessons learnt
and applied. However, a program
such as MRP can only be as
successful as the contribution by
each and every member of naval
aviation. You must all take
responsibility for your actions and
look after the safety of others in
the workplace - be they in
hangars or workshops, offices or
cockpits.

| see MRP as an important
foundation for the naval aviation
safety culture as we move
forward, and you will be asked to
increasingly contribute to all four
of Navy’s key priorities. |
mentioned that one of my
priorities is future capability, and
there are some exciting but
demanding developments in
naval aviation in particular.

Early this year the Government
announced that Sea King is to be
replaced by the MRH 90. Shortly,
Defence will ask the Government
to consider options to replace the
Squirrels with an advanced
training system, and also
consider the future of the
Seasprites and Seahawks.
Subject to these considerations
naval aviation could be
confronted with the possibility of
replacing some or all of our
aircraft types over a short period
of time. You will be asked to do
that whilst progressively
increasing the number of flights
at sea - your contribution to the
operational output. Navy will also
be working towards introducing
the new Air Warfare Destroyers
and LHDs into service, and many
of you will serve in these exciting
new ships.

This period of change will be both
exciting and challenging for the
aviation workforce. This is a
challenge that can only succeed
within a safe and efficient
workplace where there is no room
for complacency. This is why MRP
is so important to you, your
workmates and families, and to
Navy.

ac

e —

RADM R H Crane, CSM, RAN
Deputy Chief of Navy




Fly Navy
Fly Safe

ABATV Kohler
805 Squadron

On 04 September
2006, maintenance
personnel at 805 Squadron were
carrying out a routine R1
servicing on aircraft 848.

As part of the R1 maintenance
evolution, ABATV Kohler was
tasked to carry out an S4
servicing, which entails inspecting
the tail pylon assembly, its
attached components and
hardware for corrosion, bare
metal, integrity of sealants and
corrosive preventative
compounds. During this
inspection he noticed a moderate
size piece of packing foam
jammed approximately one third
of the way up the inside of the
tail pylon assembly. The foam was
in an area of limited lighting and
out of arms reach. The internal
colouring of the tail pylon was of
a similar colour to the foam,
making the foam very hard to
see.

Through his vision in looking
beyond the scope of his
inspection, ABATV Kohler was
able to identify and remove this
foreign object from the aircraft.

A subsequent investigation revealed
that the likely maintenance
evolution that may have led to the
piece of foam being left in the
aircraft was carried out some 11
months prior, and the inspection
ABATV Kohler was in the process of
had been carried out every two
weeks in that 11 month period
without any other maintainer
identifying it.

Despite the fact that 805 Squadron
is currently experiencing a cessation
of flying, routine and non routine
maintenance is still being carried
out, and as such compliance to
regulatory frameworks and
maintenance standards are still of
the highest requirement.

Through his actions of
meticulous attention to detail and
‘looking outside of the square’,
ABATV Kohler has demonstrated
a level of professionalism above
that expected of his experience
and sets an example for his
peers and supervisors alike.

While this piece of foam may not
have had a direct impact on
flying safety, ABATV Kohler's
diligence in identifying this
foreign object is a timely
reminder to all of us to remain
vigilant when working on aircraft,
and to continue to strive to do
the best we can.

BZ to ABATV Kohler




An Aviation Maintenance
Just Safety Culture

ADF Airworthiness Authority’s Intent

Within a just safety culture,
personnel readily report essential
safety-related information
because they trust their managers
not to apportion blame
inappropriately. A just safety
culture gives technicians the faith
that errors or mistakes can be
openly and honestly reported
without fear of retribution.

In a just safety culture a clear
line exists between acceptable
and non-acceptable behaviour.
While the majority of errors are
unavoidable, intentional violation
or reckless disregard of
regulations, procedures and
instructions is unacceptable. In a
just safety culture, personnel are
still accountable for their
decisions and actions. A just
safety culture is not a blame free
culture and personnel must
expect to be held to account if
they choose to violate
procedures.

As the ADF Airworthiness
Authority, | am committed to
implementing and maintaining a
just safety culture within the ADF
aircraft maintenance workplace.
A just safety culture contributes
to maximising safety regardless of
operational pressures. A just
safety culture is an important
contributor to safe and effective
aviation operations, since the
honest and open reporting of
errors and ‘near misses’ enables
systemic problems to be quickly
identified and rectified.

All ADF personnel working in units
involved in the maintenance of
ADF aircraft must report safety
concerns and errors, and are
expected to cooperate with the
investigation of incidents or
accidents.

The primary aim of safety
investigations is to establish why
the problem has occurred and to

fix it, not to identify and punish the

people involved.

Legitimate maintenance errors will
not incur any disciplinary action,
but a deliberate or reckless
violation may do so. You are all
adults who know what is right and
wrong. Your best contribution to
maintenance safety comes from
taking responsibility for your
actions, understanding the rules
and regulations, and making
decisions within your scope of

authority. Rather than just following

the rules, it is important to
understand how they contribute to
the safety of you and your team.

I put my faith in your
professionalism.

Remember:

Honest and open reporting of
errors and incidents contributes
to safe aviation operations

+ The aim of an incident

investigation is to find out why
the event happened

Honest errors will not incur
disciplinary action

Each case will be judged on its
own merits

CSeff L

Air Marshal G D Shepherd, AO
ADF Airworthiness Authority




ADF Aviation Maintenance
Safety Week

Aircraft Technicians Told to ‘Knock It Off’

In an unprecedented event in ADF
Aviation, every flying unit in the
ADF has been stood down for a
day to conduct safety briefings
focussed on aircraft maintenance
and to launch the maintenance
Knock it Off program. With Chief
of Air Force, Air Marshal
Shepherd, declaring the week
commencing 28 Aug 06 as the
ADF Aviation Maintenance Safety
Week, every unit in the ADF was
directed to conduct a one day
safety stand down to focus
maintenance personnel on their
roles and responsibilities in
ensuring the safety of ADF
aircraft. The week provided
recognition from the highest
levels of the importance that
aircraft maintenance plays in
achieving safe and effective
aviation operations and training.

Whilst unit safety stand downs
are not a new initiative,
mandating that every unit in the
ADF cease flying for one day to
focus on maintenance safety is
unprecedented. The Safety Week
was instigated as part of the
ADF’s Aircraft Maintenance
Improvement Project (AMIP).
AMIP was initiated just over 12
months ago under a CAF
directive, and the AMIP Team
was given a charter to make
incremental, sustainable and
enduring improvements to
maintenance practices
throughout the ADF aircraft
maintenance workforce.

The Maintenance Knock it Off
program, developed by the AMIP
team, is the latest initiative that
highlights the on-going
commitment from the highest
levels of Defence to improving the
awareness of aviation safety and
maintenance issues. With
endorsement by CAF and the
ADF’s senior leaders, Knock it Off
represents an empowering
program that will serve to
enhance and strengthen the
professionalism already shown by
the ADF’s aircraft technicians.

The Knock it Off Program gives all
maintenance personnel, at all
rank and experience levels, the
tools and support they need to
call a halt to any maintenance
task that is potentially unsafe.

It reinforces to technicians,
supervisors, maintenance
managers and engineers that
they have personal responsibility
for the quality of their work, and
that they are empowered to call
a halt to any activity that is
potentially unsafe. Maintenance
personnel have been delivered a
strong message as part of ADF
Aviation Maintenance Safety
Week - that they will be
supported by their commanders if
they need to slow down to ensure
an aircraft maintenance task is
performed safely.

In a similar way to the aircrew
Crew Resource Management
training, the Knock it Off program
will help to reduce the number of
maintenance errors resulting in
in-flight or on ground incidents.
It will become an integral part of
the underlying philosophies of
aircraft maintenance - Teamwork,
Professionalism and Integrity.

Throughout the year AMIP has
focused much attention on a
critical driver of maintenance
quality, namely workforce culture.
The AMIP team has been working
closely with senior leaders in
FEGs, Wings, Regiments and units
to influence behaviours and
attitudes within the ADF aircraft
maintenance workforce to
achieve the desired culture. The
AMIP team is confident that the
ADF Aviation Maintenance Safety
Week and the Knock it Off
program will be looked back
upon as positive outcomes from
the project.

The AMIP Knock it Off program
was rolled out within Naval
Aviation at a FEG wide safety
stand-down held on 29 Aug 06
which was attended by over 600
personnel.



What’s that Noise?

The flight was a 1.5 hour night
Instrument Flying (IF) sortie in a
Wessex 31B. The crew consisted
of two experienced pilots and
myself, a not so experienced
Aircrewman. The plan was to
shoot some IF approaches at the
airfield and in the local training
area. | was invited along to
provide clearances during the
flight.

We conducted the sortie brief,
discussed the weather, ATC and
our actions in the event of an
aircraft emergency. The weather
was overcast, but suitable. The
sun had set an hour earlier and it
was now becoming quite dark
and getting a bit chilly as we
walked from the Squadron
building to the line hut. Whilst the
aircraft captain signed for the
aircraft, the co-pilot and myself
commenced a pre-flight. The
co-pilot took care of the top half
of the aircraft and | commenced
a walk around of the bottom half.
On completion, the co-pilot
jumped into the left hand seat
and awaited the arrival of the
aircraft captain.

After conducting an internal pre-
flight of the aircraft | strapped in
for the start. By this time the pilot
had arrived, climbed in the front
and was busy with the co-pilot
going through the checklist in
preparation for the start. After a
‘set in the back call’ the engine
roared to life with an almighty
bang as the pilot hit the starter,
flames shooting out of the
exhaust system with the smell of
kerosene filling the air.

Aaah yes, those were the days.....

The rotor brake was released and
the aircraft shuttered as the rotor
system fully engaged. | conducted
the winch check, secured the
cabin door and strapped myself
into a window seat. Another IF
sortie about to begin with my
major contribution being
occasional ‘clear left/clear right’
calls. Great.

The appropriate radio calls were
made, chocks removed and we
ground taxied towards runway 21.
Once positioned on the runway
we awaited our take off
clearance. The aircraft lifted to
the hover and we transitioned
into forward flight down the
runway. Out of the left hand
window | observed the passing
lights of the hangers as we
quickly climbed away from the
ground. It was at this point that |
first heard it.

It started off as a thud and
gradually increased to a now loud
bang, bang, bang. The source of
the noise appeared to be coming
from the right side of the aircraft.
| informed the pilots who by now
confirmed the noise. All
indications inside the aircraft
were normal as we passed
through 200ft at 90kts. The
aircraft captain reduced the
speed, levelled out and the
banging subsided. | unstrapped
and moved towards to cabin door
to investigate. | donned my
despatcher harness and opened
the cargo door to be met by an
enormous gust of cold air. This
however was quickly forgotten as
| glanced down and discovered
what was making the noise.

The aircraft bonding lead was still
attached to the aircraft!

Approximately 20ft of bonding
lead was trailing behind the
aircraft at a 45 degree angle.

| informed the crew and the
aircraft speed was further
reduced. The bonding lead
attachment point on the Wessex is
located half way down the side of
the aircraft and well out of reach
from my position at the opened
cabin door. | could not pull it back
into the aircraft. We discussed the
options. One only really. Fly back
to the lines at low speed whilst
monitoring the bonding lead in
flight. The pilot informed the tower
and the Squadron of the situation
and we made our way back
cautiously towards the line.
Ensuring adequate clearance from
the end of the bonding lead and
the ground was maintained; we
terminated in a high hover in front
of the hangar where by now a
large number of interested
maintenance personnel had
gathered.

The aircraft was descended until
the end of the bonding lead came
in contact with the ground and
was then gathered in by a
maintainer as we landed.

BY WOA STEVE DUFFEY
COMAUSNAVAIRGRP

| was to learn later that the
banging sound was caused by
the wooden spool of the bonding
lead hitting against the side of
the aircraft.

Why was the bonding lead not
removed before flight? | don’t
know. Sure, it was dark. But we
had torches. Was | and the other
crewmembers distracted at
critical moments during the pre-
flight? Possibly. Why didn’t | see it
during the winch check? | don’t
know. Looking back now, it
appears inexcusable that three
members of the crew and a
number of maintenance
personnel could have missed it.

We were lucky. It could have been
worse. | have certainly learnt from
this incident and no longer step
over bonding leads during
pre-flights.

| remove them.

ABOVE THE BONDING LEAD ATTACHMENT
POINT IS LOCATED AT THE BOTTOM RIGHT OF
THE AIRCRAFT SIDE NUMBER

Fly Navy
Fly Safe



Human Factor Concepts
and Principals

This column is aimed at presenting information on a range of Human
Factors topics to illustrate why this information is valuable and how it may
be used to improve our individual, team and organisational performance.

Specifically, | want to discuss
Human Factors concepts and
principles to fuel discussion on
how these issues may contribute
to the occurrence of human error
in aircraft maintenance. This is
about what can be done to either
reduce the probability of error;
capture error before it leads to an
incident or accident; or
strengthen an organisation’s
resilience to error by containing
the consequences of an error.
But before we get into that, itis a
good idea to have some
understanding of the fundamental
reasoning behind this all-
encompassing thing called
Human Factors.

A Practical lllustration

There are many instances in
everyday life of systems or
techniques that have been
developed to reduce human error.
In cricket, it could be the
introduction of the Third Umpire
along with a technology-based
aid (ie. video replay) to improve
the accuracy of umpiring
decisions.

Another example could be the
development of cash register
displays that indicate to the
attendant how much change is
owed to the customer. The Third
Umpire is clear recognition of the
limitations of field umpires to
accurately assess some close
appeals to the degree of
accuracy that now seems to be
required. The cash register
display also augments human
performance by relieving the
operator of the mental task of
accurately and consistently
calculating the change owed to
the customer.

These examples also demonstrate
two similar approaches to better
equip, or ‘match’, the human
operator to their environment.
They are similar in that both
examples represent technological
design solutions in the first
instance.

In the case of the Third Umpire,
the technology-based solution
has improved the ‘match’
between the environment (the
extremely close run-out appeal,
positions of players, timing, etc)
and operator (the umpires). This
example also illustrates the
limitations of human performance
in some situations and how
technology can aid humans in
their decision-making.

The Touchstone of Human
Performance

Fundamentally, Human Factors is
about better matching the human
to their operational environment
to take advantage of the unique
attributes of human performance
and reduce the negative
influences of a ‘mis-match’
between the environment and the
operator. This concept was
crystallised by Edwards, 1988 in
a model he developed referred to
as the SHELL model, which is
illustrated at Figure 1.

SilL =

Figure 1: The SHELL Model
(Edwards, 1988)

To understand how we can use
this model in the real world,
consider yourself as being the ‘L’
block at the centre of the model
(which includes all your human
physical and psychological
attributes). Edwards proposed
that one’s performance could be
affected by how well, or how
poorly, one interacts or ‘matches’
with the surrounding four
elements. These elements are
represented by ‘S’ for Software
(both books and computer-based



information); ‘H’ for Hardware (eg.
your physical work tools); ‘L for
‘Liveware’ (in this case meaning
the other humans that you
interact with); and finally ‘E’
representing all those other
environmental elements such as
noise, heat, light etc.

The serrated or jagged edges of
each block are to illustrate that
each of these elements needs to
be carefully aligned with each
other so as to form a ‘seamless’
joint between yourself at the
centre and all the other
performance influencing elements
surrounding you. The jagged
edges also tend to remind us of
the potential for conflict (ie.
degraded performance) that can
arise when we are out of step, or
there is a degree of mis-match,
with one of these elements.

Therefore, the SHELL model can
be thought of as a ‘touchstone’
for human factors. Itis a
technique by which we can judge
the quality of our interaction with
each other, our work tools, our
reference material and our
environment as a whole. For
example, consider the
maintenance publication
amendment request process (ie.
the AO11 or PIRR). When we
examine this process within the
SHELL model, what we really have
is a system that identifies a
problem we have noticed when
using a publication (or ‘software’
in SHELL-speak). In other words,
we have detected a mis-match
between the human operator and
the software (publication). Not
only is the result an amendment
that better enables us to conduct
the task, but we have also
improved the ‘match’ between the
human and the software.

But there’s more to this story.
Edwards then considered an
additional dimension to the
SHELL model that illustrated the
interactions between the same
elements of the model. This is
represented by the three
dimensional SHELL model in
figure 2.

/@

Figure 2: The Three Dimensional
SHELL Model (Edwards, 1988)

If we consider the multiple ‘S’
elements, this could represent
the inter-relationships between
procedures documented and
implemented at the squadron
level in response to a directive
from a higher authority (ie. the
SPO). If the SPO directive was
unclear or ambiguous, the
squadron procedures may not be
effective in achieving the
outcome that was originally
intended by the SPO. Another
example is the multiple ‘L
elements’ that could be used to
describe the inter-relationships
between individual technicians
within a maintenance shift, or
relationships between different
shifts.

A problem many of you have no
doubt encountered at times
relates to the quality (or lack of!)
of the handover that one shift
provides the other at shift-
changeover. This issue can be
caused by poor communications
(amongst other factors) between
the shifts - in other words a mis-
match between L-L elements in
Figure 2.

Case Study - The 1991 Loss of
Embraer-120, N33701

Consider the case of the loss of
an Embraer-120 in 1991 in the
United States due to the in-flight
separation of the left hand
horizontal stabiliser de-icing boot
located on the leading edge of
the stabiliser. The accident
aircraft was undergoing
maintenance that required
replacement of both left and right
de-ice boots. Bear in mind that
this aircraft type has a high T’ tail
arrangement making direct
observation from the ground of
the upper surfaces of the
horizontal stabilisers virtually
impossible. The removal and
replacement of the de-ice boots
spanned across a shift change-
over, with the ‘first’ shift
completely removing the right
hand boot, but only partially
removing the left hand boot
before knock-off. In fact, it was
only the upper surface row of
screws that were removed from
the left boot. For many reasons,
the partial removal of the left
boot was not detected by the
second shift. Prominent amongst
these reasons was an apparent
breakdown of both verbal and
written communication within and
between the shifts at both the
mechanic and supervisor level
during the shift change-over
period.

So again we have an apparent
case of an L-L mis-match. Also,
the inability, due to the high T’
tail design, of the pilot to properly
inspect the upper surface of the
horizontal stabilisers from the
ground during the pre-flight could
suggest an L-H mis-match worthy
of further attention in this case.
While this appears good stuff on
the surface, it must be
remembered that the SHELL
model does not, and is not
intended to, explain why a
mis-match occurred - it merely
suggests a possible starting point
for further inquiry.

In closing, think of your own
individual workplaces and the
elements that you interact with as
you go about your day. What
mis-matches have you
encountered? What do you think
could be done to smooth out
those jagged edges?

In the next issue | will discuss
some of the fundamentals of
human performance and how
they relate to every-day life in the
hangar. In the meantime, think
about this observation by
Edwards, 1988:

“A well designed system exists in
a state of equilibrium which is
dependant upon highly
interactive links between its
component parts. Any changes
within a SHELL system may have
far-reaching repercussions.”



Expect the Unexpected

Day two in theatre, having just completed a day and night Operational
Theatre Qualification, | found myself tasking as Aircraft Commander with
a young co-pilot and aircrewman, both a year or so out of training.

The days tasking, on behalf of
Multi-National Division (South
East) (MND(SE)), looked to be
fairly interesting with some 7 hours
flying, and was to start with an
Eagle Vehicle Check Point (EVCP)
sortie 5 Km SE of Basrah, to help
deter terrorist activity. We briefed
the sortie comprehensively
discussing the latest intelligence,
tasking, tactics and “Actions On”,
with particular emphasis on down
bird drills. The threat to
helicopters in theatre is deemed to
be from Surface-to Air Missiles
(SAM), small arms and Rocket
Propelled Grenade (RPG) and
mortars, but the climate at this
particular time was favourable with
the local people supporting the
efforts of MND (SE). The threat,
however, was not altogether benign
as insurgent groups remained
active throughout Iraq with the
capability and intent to strike at
any time and helicopter crews had
to guard against complacency.
With the most recent reported
surface to air firing (SAFIRE) events
further to the North and outside
MND (SE) area of responsibility, |
thought it would be a bit like
operating in Northern Ireland in the
mid-90s. To that end, should the
aircraft go down, we would not find
ourselves being thrust into an
Escape & Evasion (E & E) type
scenario and there would not,
initially, be a requirement to
zeroise and destroy classified
equipment and documentation;
after all we were not in a war zone.
Rather, we would remain within the
vicinity of the aircraft and take up
defensive positions with our
personal weapons and GPMG, as a
precautionary measure, and await
recovery.

Having briefed, we drew personal
weapons and ammunition,
donned body armour, grabbed
our webbing and runaway packs
and loaded the aircraft. We lifted
from the JHF (Iraq) lines, in good
time, to fly to Basrah Palace to
embark 12 troops and a dog.
The transit was short and
uneventful and allowed me a
moment to get familiar with
radios and the Defensive Aids
Suite (DAS), whilst having another
look at Basrah City itself and the
surrounding area of operations.

We dropped 8 troops and the dog
at the first grid on a single track
metalled road, and climbed the
aircraft to 3000ft to maintain an
“overwatch” of the patrol and
checkpoint. After 15 mins of race
tracks and orbits, flown so as to
remain unpredictable, the young
crewman reported that there was
oil dripping from beneath the
gearbox in the rear cabin. As we
were discussing the leak rate and
the probability of it coming from
the main gearbox drip tray, the
VTAC radio crackled into life and
we were called forward to pick up
the patrol. | made the decision
to pick up the troops and fly the
aircraft to Basrah Palace, 5 Km
NW, land on and check things out
within the confines of a secure
location. Having briefed the crew
on my intentions, | lowered the
lever and eased the nose forward
to commence a tactical descent.
It was at this point that the
crewman began to get very
excited and exclaimed that now
there really was a lot of oil
coming from beneath the
gearbox.

This prompted me to look over
my left hand shoulder, and as far
past the broom cupboard as my
breast plate would allow, to see
what exactly he meant by “a lot
of oil”. Expecting to see a steady
drip | was greeted by a waterfall
of oil that spread the whole
breadth of the cabin from an area
forward of the main gearbox.
Now it didn’t take a rocket
scientist to realise that something
was very wrong. | really couldn’t
be certain about where this oil
was coming from as cockpit
indications were still normal but
my gut told me if | didn’t get this
aircraft down quickly we may fall
out of the sky! My instinct was
to get this aircraft on the ground;
that would be my “Safe Flight”
and where better to land than
beside the troops | was to pick
up as they would be able to offer
me force protection. It didn’t
matter that | would be within 8
Km of the Iranian border and
landing amongst the remnants of
the Iran/Iraq War. The aircraft
was now well established in a
tactical descent at Vmax, with
20% torque set to give a rate of
descent of around 2000ft/min.

| wasn't going to get down any
faster and | knew that
maintaining some torque in the
gearbox was good should it start
to seize. My eyes were fixed
firmly on the LS and | was
concentrating solely on flying the
aircraft so as to expedite the
approach and subsequent
landing. Meanwhile, my young
co-pilot was doing a good job of
monitoring Ts + Ps and giving me
a narrative. The aircraft
descended through 300ft and |
commenced a speed reducing
turn into wind, rolling out with
about 500yds to run.



The crewman had done his best
throughout the descent to man
the GPMG but with oil vapourising
in the rear cabin and
contaminating his visor he called
that he would be unable to give
me any con for landing and
proceeded to close the cargo
door as best he could. |
continued to reduce speed and
at around 100ft the co-pilot
called that MGB oil pressure was
dropping. Almost simultaneously
the Master Caution illuminated
with associated “TRANS OIL
PRESS” and Emergency
Lubrication System “ELS FAIL
captions on the warning panel.

| hadn’t really expected to see
the “ELS FAIL” caption, but it
didn’t really matter now as | ran
the aircraft onto the metalled
road and brought it to a halt
using the toe brakes. We were
still haemorrhaging oil, the MGB
oil pressure was at zero and
couldn’t get any lower as |
reached for the speed select
levers and shut the aircraft down.
As the rotors slowed, | looked at
the co-pilot and let out a sigh of
relief, and watched the patrol
continue to walk towards the
aircraft visibly perplexed that it
had shutdown.

So there we were in a scenario
we had briefed for but really
hadn’t expected to be part of in a
million years! We were, of
course, grateful to be on the
ground with professional soldiers
who were trained to fight and
comfortable with their
surroundings! | climbed out of
the cockpit and waded through
the pool of oil on the rear cabin
floor grabbing my webbing, body
armour and weapon as | did so.
| stepped down from the aircraft
and into the blazing sun to brief
the patrol SNCO on the problem
and the likelihood that we would
be on the ground for a good few
hours. He immediately set up a
perimeter and directed me to his
signaller so | could relay the good
news back to JHF (I) Ops and the
Squadron. In the meantime my
co-pilot and crewman had
volunteered their services and
found themselves in a wadi with
the GPMG and their personal
weapons covering the road and
the approach from the North. It
didn’t take long for word to get
out that we were there and for
there to be a steady stream of
curious locals form the outlying
township, on various modes of
transport, turning up only to be
politely turned away.

LEFT OIL TRAILING BEHIND THE AIRCRAFT AFTER THE RUNNING LANDING

It wasn’t all unwanted attention
and within 30 minutes a patrol
from the Danish Battalion arrived
with two APCs and .50 cal
machine guns offering support
and MRE rations. Within the
hour, the Immediate Response
Team (IRT) Sea King arrived with
a downbird team and lots of
gearbox oil. The engineers were
all very excited to be on the
ground “behind the lines” and
chattering incessantly. It didn’t
take them very long to source the
problem: - the rosan insert on No
2 input coupling. It had clean
popped out of its housing and
when | saw it for myself | could
see exactly why we had been
losing oil at the rate we had. As
it transpired, prior to my arrival in
theatre, this aircraft had had a
problem with a leak from this
rosan insert and the engineers
had affected a repair utilising prc
compound. It is also worth
noting at this point that there was
also a Pt 3 entry in the MF700
for a leaking gitz seal. After some
discussion on the ground a way
ahead was agreed, while
contingency planning, involving a
CH47, was underway at JHF(l).
The rosan insert was re-inserted
and the gearbox refilled with oil
before a ground run for leak
checks conducted. If the ground
run was successful the aircraft
would be cleared for a “one flight
only” to Basrah airport. There
would be no sloping this one to
“first tourists” so | gathered the
crew together to discuss our
options. We'd had plenty of time
to review FRC actions for MGB
problems and to mull over the
possible reasons for ELS not
operating as advertised. The
chances of this failure happening
again, post the in-field repair, was
surely pretty high, but exactly
when was impossible to predict.
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ABOVE OIL DRIPPING DOWN THE
AIRCRAFT ONTO THE GROUND

| didn’t relish the thought of
having another failure at height
as I'd want to get the aircraft on
the ground as quickly as possible
and | certainly wasn’t going to be
the first one to dry run a gearbox
for 5 mins either! One option
was to get airborne and fly to
Basrah Palace (5 Km NW), land
on, check for leaks and if all was
well continue to the airport
(10min flying time) routeing
South and West of Basrah City.
The problem here being, if a
failure occurred having left the
Palace, our landing options were
particularly poor due to sprawling
suburbs and the possibility of
ending up near to the notorious
Shi’a Flats. The second option,
and my preferred one, was to fly

North along the Main Supply
Route (MSR) but remaining East
of the City, heading for the Shat
Al Arab Hotel LS (10Km North).
We would land on and once
again check for leaks before
making a final dash for the
airport (5 min flying time).

This would allow us to fly low
level with nothing but desert
between us and the Iranian
border to the East whilst
remaining clear of major
populous for longer, routeing
North and East of the City and
Shat Al Arab river.

It would also mean that if we did
go down again we would be near
the MSR making the access for
logistic support and force
protection that much easier, and
as it was more exposed we would
be able to see any unfriendly
attention approaching. | had
hoped that J3 Ops would utilise
the IRT aircraft to shadow our
flight home with a QRF onboard
to provide force protection should
we go downbird again, but this
wasn'’t to be and so after a
successful leak check and
reassurance that ELS tested
correctly, we got airborne and
commenced our run for home.
There had been an AAC Lynx Mk9
buzzing around and enjoying the
opportunity to posture with his
door gunner and so with us
heading North at Vmax he
commenced the chase to provide
us with a degree of “top cover”.
We had been airborne no longer
than 2 or 3 minutes and were
hand railing the MSR between 50
- 100ft AGL when the Aircrewman
again reported that there was oil
leaking into the rear cabin. Fully
prepared for it this time, | brought
my eyes into the cockpit just in
time to see the TRANS OIL PRESS
caption illuminate and noted that
this time there was no ELS FAIL
caption. | made the war cry iaw
SOPs and commenced a speed
reduction as the co-pilot called
oil pressure was dropping to zero.
This was a little different than the
first failure and with no ELS FAIL
caption, | made the call for the
ELS to be selected on in the
hope that this time it would kick
in. | commenced a turn into wind
and selected a landing point
whilst confirming with the co-pilot
that he had selected ELS on and
making a radio call giving a rough
position of our downbird. | was
still checking for that elusive
EMER MGB PUMP caption to tell
me that ELS was working as |
landed on and shut the aircraft
down.

Now we were about 2 Km from our
initial downbird position and
worryingly on our own with no
comfort blanket of professionally
trained soldiers to take charge of
us three matelots with guns! |
knew they wouldn’t be far away as
| had got a radio call out but there
was going to be a period where we
would have to put into practice
those pre-deployment training
downbird drills. | instructed the
crew to take up their positions to
establish a perimeter and cursed
the weight and awkwardness of my
Enhanced Combat Body Armour
(ECBA), battlefield bowler,
webbing, personal weapons,
ammunition and runaway pack as
| moved into mine. | found some
good cover and took up a prone
position covering the approach
from the South along the MSR and
proceeded to contemplate the
“what ifs?” of a possible contact.
It seemed an age but could only
have been about ten minutes
when | saw two Danish APCs
tearing down the MSR to our
position. A huge sense of relief
swept over me and an inane grin
appeared on my face as they
lurched to a halt, opened their
doors, and deposited the patrol
and 845 Sqn engineers next to
me.

Once again the rosan insert had
come unstuck and there was much
discussion as to what to do next.

| pulled that satellite telephone
from the nav bag and proceeded
to call Whitehall to be put through
to JHF(l). When the operator
asked where | was calling from |
answered “somewhere in the
desert!” and without further
question was put through to J3
Ops at JHF(I). The call was taken
by a watch keeper and when |
asked to speak to someone from
845 Sqn he replied somewhat
dismissively that there was no-one
around because there was an
“incident” on. | flashed “l am the
incident!



Get me someone from 845
Squadron!” The Senior
Maintenance Rating (SMR)
informed me that the plan now
would be to try and wire lock the
insert in position and if that
didn’t work the airframe would be
“Chinooked” out. The lads set
about wire locking and when
complete I climbed up to inspect
the work myself, after all it would
be muggins here flying it! They
had done a good job and | was
happy that it couldn’t be made
any more secure so | commenced
a ground run for leak checks. The
supervisor climbed up to conduct
the inspection but was soon
giving me the thumbs down and
telling me to shutdown. That was
that then; it would now be lifted
out of the desert by Chinook and
if | were to be completely honest,
| was relieved not to be having to
fly it again. | called the Squadron
again to break the news and they
confirmed that we had exhausted
the maintenance options and
that plans were in place to load
lift the cab out. While the
engineers set about the aircraft
like a plague of locust stripping
tail rotor blades and “beanie”
using the Danish APC as a
platform, a Chinook arrived
bringing more engineers and
equipment and as there was little
more me and my crew could do
we jumped aboard and “got the
hell out of Dodge”.

So what can | bring to the party
from this experience apart from a
sun tan and sand in my boots?

A good intelligence brief is
essential as it allows you to tailor
your crew brief accordingly and
make it as relevant to the theatre
of operations as possible. Quiz
your Intelligence Officer - are you
operating in a permissive or
non-permissive theatre?
Consideration of downbird due to
unserviceability, as well as hostile
action, is just as important and it

is worth asking the question to
establish just what contingencies
are in place to recover the aircraft
in a permissive theatre of
operations.

A good level of technical
knowledge for a pilot is
fundamental in enabling the safe
operation of the aircraft but no
matter how well you think you
know your aircraft systems they
can still catch you out so guard
against complacency. When | first
started flying Sea Kings there was
no such thing as an ELS gearbox
and nobody wanted to be an
AEW “Bagger” flying race tracks at
8000ft. When the ELS gearbox
was eventually introduced | spent
many hours getting to grips with
the system and gaining an
understanding of how it worked.
Statistics will support that, since
its introduction, aircraft losses
due to gearbox failures have
reduced, but the ELS gearbox is
not without its shortfalls. It has
successfully succeeded in lulling
me into a false sense of security,
as over the years it seems | have
simply discounted the possibility
that the ELS itself could fail.
After some homework | could see
why, in this instance, ELS failed to
operate; Failure of the main
system had occurred when
pressure in the MGB forced the
rosan insert of No 2 input
coupling out of its housing
thereby allowing oil to escape
overboard. Oil pressure gradually
began to drop but it wasn't until
the pressure at the input coupling
had reached 12 psi that the
“TRANS OIL PRESS” caption
illuminated. Allied to this caption
was the “ELS FAIL" caption, which
could only be cleared and
replaced by the “EMER MGB
PUMP” advisory caption if the
ELS system pressure had reached
30-35 psi. The ELS would have
been activated when the
changeover valve sensed a
pressure differential of about

18-20psi in the main lubrication
system, diverting oil from the
torque meters to the ELS. In this
instance the rosan insert in
question was to supply ELS oil to
No 2 input coupling, but as it was
no longer secure in its housing it
was simply pumping oil overboard.
As a result ELS pressure never
reached the 30-35 psi required to
cancel the “ELS FAIL” caption. In
fact, the rate at which we were
losing oil had now increased as
the main system was pumping it
out of the housing in the input
coupling while the torque meter
pump was pumping it out of the
rosan insert! There is a theory, yet
to be substantiated, that over a
period of operation the MRGB vent
pipe had become blocked with
sand and grit causing an over
pressurisation of the system!

There are many diverse
maintenance issues with operating
aircraft in demanding
environments, however,
Operational Tempo should not
detract from the safe operation of
the aircraft at all times.

It behoves Aircrew and Engineers
alike to be watchful and keep a
weather eye out for anything
unusual no matter how small or
insignificant it may seem -
REPORT IT!

ABOVE OIL ON THE PASSENGER SEATS
AND CABIN FLOOR



Long Float to Land

A Boeing 737 copilot recalls a difficult approach to a rain-soaked Sydney airport.

|
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We had been in the air for 6 hours
and, all going well, would soon be
on the ground at Sydney Airport.
The trip from our home airport had
been uneventful, though
thunderstorms and heavy rain
promised to make the approach
interesting.

| was first officer on the B737,
and pilot flying on this sector. The
captain was an experienced pilot
with 15 years on the B737. Before
this trip, | had flown a small
half-hour sector domestically, so
my total duty time would be
around 12 hours by the time |
signed off for the day.

The Sydney approach controller
put us at number three behind a
B767 and an A320. We listened
on the radio as one-by-one both
aircraft executed missed
approaches due to the heavy rain
and very poor visibility.

Then it was our turn. Like the
aircraft before us, we could not get
visual, even though the approach
lights were at maximum intensity.

| carried out the missed approach
and we were given radar vectors to
position for a second approach.

Unfortunately, that ended in
another missed approach. We still
had plenty of fuel to divert to
Brisbane, our alternate, and we
considered our options while
stacked in the holding pattern
with several other air-craft. Finally,
we heard a couple of aircraft get
visual and land. At this point, the
captain took over as pilot flying.

| had flown two take-offs and
landings, two missed approaches
and a 15-minute holding pattern,
and | was relieved that the
pressure of flying was no longer
on my shoulders, especially in
such bad weather.

| should have been more
assertive and done more to alert
the captain to my concems.

We were once again set up in the
approach and as | was the pilot-
not-flying, my eyes were on the
lookout for the approach lights
outside. The rain was still very
heavy and the windscreen wipers
were on maximum. Finally, | saw
the lights and called “visual”
which the captain confirmed.

Float: The radio altimeter callout
came next: “100ft” then “50ft”.

But the descent stopped there. The
captain was holding the aircraft
between 40 and 50ft and not
letting it descend any further. The
runway was rushing past and | was
concerned that we weren't landing.

On the other hand, | was also
aware that with 30 years in
aviation the captain might have
known something that | didn’t.
Anyway, this was a long runway and
we were okay for the time being.

The “float” continued, and | now
had to do something to alert the
captain that things were getting
dangerous (in a nice way). | started
calling out the radio altimeter
heights, “40ft, 50ft, 40ft”. It broke
his trance and he finally made a
firm touchdown.

The rain was so heavy as we taxied
towards the international terminal
that we had trouble making out the
buildings. We did not talk about
the incident until we reached the
hotel room. In retrospect, | should
have been more assertive and
done more to alert the captain to
my concerns. It wasn’t enough to
simply call out the radio altimeter
heights.
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Analysis
SPEAK UP
John Laming and staff writers

The author’s story highlights a
predicament that faces many pilots
at some point in their careers: While
control is vested in the captain,
sometimes it is necessary for a
junior officer to point out an error or
threat in order to prevent an
accident.

Inexperienced pilots who, through no
fault of their own, lack exposure to
potentially serious errors of skill or
judgment by their captains, will have
difficulty knowing when to speak up
- and, as a last resort, when to act.

It is common for individuals trying to
assert themselves in the face of
authority to experience some
difficulty. A famous study conducted
at yale University in the early 1960s
illustrates the point. Known as the
Milgram experiment, it set up a
situation to test how much pain an
ordinary citizen would inflict on
another simply because it was
ordered by an authority figure, in this
case an experimental scientist.

The subjects were US males between
the ages of 20 and 50. They were
asked to administer electric shocks
to a volunteer - supposedly to test
the effects of pain on learning. If the
learner got a question wrong, the
subjects were to administer a 45
volt shock, increasing by an extra 45
volts for each mistake up to a
maximum of 450 volts. A shock of
over 500 volts can be lethal.

The subjects believed that the
learner was receiving actual shocks;
but no shocks were delivered. Even
though the subjects could not see
the learners, they heard screams of
pain as the shocks increased.

If any of the subjects indicated a
desire to stop they were given a
succession of verbal instructions by
the experimenter asking them to
continue.

Stanley Milgram polled fellow
psychologists to see what they
thought the results would be before
he did the experiment. The
consensus was that less than 1 per
cent would go on to administer the
maximum voltage. In fact, the
Milgram experiment showed that
65 per cent of the participants
went on to deliver the maximum
450 volt shock.

Studies of women and men in other
cultures have found similar results.

This reluctance to question
authority can be fatal if the
authority figure is in error. That's
one of the reasons that airlines
around the world have introduced
crew resource management
training (CRM). Among other things,
CRM teaches crew how to improve
communication, including how to
overcome barriers to assertiveness.
In Australia proposed new safety
regulations (part 121) are likely to
require CRM training for passenger
carrying operations and cargo
aircraft above 5,700kg MTOW.

Assertiveness can be defined as
the willingness or readiness to
actively participate, state and
maintain a position until you are
convinced by the facts that other
options are better. If you are
uncomfortable with the safety of
the operation then you need to
speak up.

If you question authority it is
important to avoid being either
too passive or too aggressive.

Passive

Overly courteous

“Beats around the bush”
Avoids conflicts

“Just along for the ride”

Source: US Naval aviation schools command

Flight crew training should ensure
CRM instruction emphasises not
only the importance of speaking up,
but that any decision to take control
from the captain for a perceived
dangerous situation is an action of
last resort and a matter of personal
judgment that had better be right
first time.

If you question authority it is
important to avoid being either too
passive or too aggressive (see
table). It is more difficult for
members of a team to question the
person in charge, if the

so-called “authority gradient”, or
command hierarchy, is steep.
Members of a crew with a
domineering, overbearing, or
dictatorial team leader experience a
steep authority gradient. Expressing
concerns, questioning, or even
simply clarifying instructions can
require considerable determination
on the part of team members who
perceive their input as devalued or
unwelcome.

Most teams require some level of
authority gradient; otherwise roles
are blurred and decisions can't be
taken in a timely manner. however,
effective team leaders encourage
team members to speak up when
they see an error or a situation that
needs attention in order to avert a
threat to safety.

Tail strike risk: This story indicates

the captain held off high and floated.

heavy rain and refraction on the
windscreen would have made it hard
for the captain to accurately judge
flare height. If the thrust levers are
not fully closed, the chances of a
prolonged float are increased, along
with the probability of a tail strike in
long body aircraft such as the

The captain would have known this
but may have accepted the risk
rather than conduct a late go around
to join the queue for another
approach. The first officer, perhaps
with the advantage of youthful
eyesight, was faced with the
unenviable position of seeing the
captain apparently mesmerised and
digging a hole for himself.

Failure to recognise a deteriorating
situation is a known factor in
numerous overrun accidents. On the
other hand, the prospect of taking
over control from the captain and
either attempt-ing to force the
aircraft onto the runway or
conducting a late go-around, would
have weighed heavily on the mind of
the first officer - and rightly so.
Regardless of the outcome, he would
have had some explaining to do -
with a real risk to his future career.

Under the circumstances described,
the actions of the first officer were
sound. Note that although every
pilot tries to achieve a smooth
touchdown, a positive touchdown is
preferred on a wet runway in order
to reduce the risk of aquaplaning.
Although a positive touchdown may
not have been the plan in this case,
it was certainly the result.

John Laming is a retired Boeing 737
captain. He holds a current ATPL,
command instrument rating and
grade one instructor rating.

This article has been reproduced
courtesy of Flight Safety Australia
magazine (September - October
2006)

Boeing 737-800.
Assertive Over-aggressive
Actively involved Dominating
Ready to take action Intimidating
Provides useful information Abusive
Makes suggestions Hostile
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BELOW THE SEA HERON

Fly Navy
Fly Safe

| was the navigator on a

De Haviland Sea Heron
programmed to fly from the RNAS
Lee-On-Solent (LOS) to Edinburgh
on the East coast of Scotland.
The De Havilland Sea Heron was
a lovely old bird, like an Albatross
it looked ungainly on the ground
but in my eyes graceful once
airborne. Built in the 1940/50’s,
an un-pressurised commuter
aircraft powered by four Gypsy
Queen Engines with a ceiling of
10,000 feet and a TAS of 135kts
. When low level you could
average 150kts . The pilot like all
the pilots on 781 Squadron was
very experienced, ex Commanding
Officer's or Senior Pilot’s who had
flown Sea Vixens, Phantoms and
Buccaneers who were finishing
their time on a lifestyle posting.
The navigators with the exception
of one Observer were all
Aircrewman who in my time
completed nav training on 750
Squadron flying Sea Princes
before moving to 781 Squadron
flying the Heron, the De Haviland
Sea Devon and the fully IFR
capable Wessex Mk 5 (called a
Green Parrot). This aircraft was
used for VIP flights and rigged the
same as the Queens Flight
aircraft complete with Air Hostess.

Operations included low level
(100 to 200ft) fishery protection
duties that consisted of up to six
hour patrols in the Devon, flying
in support of squadrons that took
the Herons all over Europe and
VIP flights to the not so
accessible places in the Wessex.
Was it a good life? You bet it was.
At the time of the accident | had
about 2000 fixed wing hours, so |
think it's fair to say the crew in
the following story were
experienced.

The flight to Edinburgh was
uneventful; climb to 10,000 feet
set for cruise get the coffee out
and read a newspaper ‘perfect’.
The flight actually took us three
hours due to stronger than
expected head winds, therefore,
after landing | topped up to five
hours again. We then embarked
the walking wounded and the
stretcher patients along with a
couple of doctors, rechecked the
weather, put in a return flight plan
and set off.

The wing cracked along
the fuselage, the nose
wheel collapsed and the
two inboard propellers hit

the ground...

The standard before flight briefs
and checks were completed. Met,
ATC, a crew brief that covered
alternative routes, diversions and
a check on the current NOTAM’s.
We noted then that there were
cranes positioned on the
undershoot of runway 23 at LOS,
apparently laying a drain system.
All'in all it promised to be a
routine day. The Heron could take
up to ten hours fuel but today
because of the expected number
of passengers and the excellent
weather forecast | filled up to five
hours. We were empty going north
and then the task was to pick up
eight passengers plus baggage.
Two of the passengers were to be
on stretchers.

The flight south towards LOS was
again without incident and we
were making good time thanks to
the prevailing tailwind. About an
hour out | set up HF to talk to
base OPS with a revised ETA. 781
Squadron OPS informed me that
there was shallow fog present in
the vicinity of the aerodrome and
that we might consider diverting
to Southampton. The pilot and |
discussed it and | replied that we
had a good endurance and that
we would continue and have a
look ourselves. Southampton was
only thirty minutes away on an
instrument approach and anyway
we wanted to get home.

Once overhead LOS we could see
a narrow band of fog stretching
across the threshold of runway
05 but the threshold of 23 and
up to 3500 feet of runway was
clear. The CO was in the tower
(where the Squadron was based)
and he suggested (again) that we
should consider diverting to
Southampton, however, it was a



good day save a little fog across
the threshold and we would ‘Give
it a Go’. We conducted our
approach but on short finals |
noticed the fog had moved north
and that there was less runway
visible so we commenced a
missed approach. During the
missed approach we noticed that
the situation was now reversed.
Threshold 05 was now clear of
fog but again the rest of the
runway was clear up to the
threshold of 23 that was now
being hidden by fog. Shall we go
to Southampton?

It wasn’t even mentioned.

We now elected to make a visual
approach to runway 05. On long
finals | couldn’t see much except
the beach and the fence
(thought; not sure we were doing
the right thing now) and casually
asked the pilot what he was

lining up on? He replied, ‘if | keep
left of the cottage (positioned on
the beach) then when we cross
the fence we will see the runway’.
Our approach speed was now
around 100kts and reducing to
70kts for touchdown. We crossed
the beach, the fence and then
entered the fog (the fog didn’t
look that bad until we crossed
the fence) and suddenly
experienced white out. We were
low, ‘very low’ and not lined up on
the runway but displaced to the
left. | indicated this to the pilot
who attempted to regain the
runway which resulted in the wing
coming really close to the ground
(maybe a foot). Too late, we
attempted a go around and got
to 50 feet but rapidly ran out of
room due to the proximity of the
cranes at the end of the runway.
We throttled back and hit the
runway hard.

LEFT THE SEA DEVON

The wing cracked along the
fuselage, the nose wheel
collapsed and the two inboard
propellers hit the ground as we
slid along the runway. We came to
a stop engulfed in fog so thick
that personnel in the tower
couldn’t see the aircraft. An
orderly evacuation took place and
we cleared the aircraft without
injury.

The aircraft was leaking AVGAS
everywhere, so we were lucky not
to have caught fire especially
after sliding along the runway
with sparks flying everywhere. The
aircraft was a mess and would
take a year and over $300,000
(1978 prices) to repair not
counting having to manage
operations with one less aircraft.
The passengers were fine and
didn’t deserve any of this. The
CO wasn't fine about any of it!

The question is why?

Why didn’t one of us (me) say
‘let’s go to Southampton’? Why
did we have to rush home? Was it
the aircraft Captains fault? The
answer is no. It was both our
faults. He never pressured me in
any way and was a pleasure to fly
with. It's just that | never said
anything.

Nowadays, procedures such as
standard landing criteria help
junior aircrew challenge aircraft
captains when parameters are
out of limits such as high
airspeeds on finals or “S” turns
on finals. Crew Resource
Management (CRM) training
encourages us to listen to all
crew inputs regardless of seniority
or experience.

LEFT THE SEA PRINCE

Looking back and knowing
what | know now, | should have
been more proactive, a better
crew member. | let my pilot
and myself down. If the same
situation presented itself again
the outcome would have been
different, we wouldn'’t try to do
the right thing, we would have
done the right thing.

Trivia

This year (2006) contractors
have discovered twenty 20m
long pipe mines under the
runway at Lee-On-Solent that
have been there since WW2.

A 750m exclusion zone was
placed around the airfield from
the 25 Sept 06 with the Army
expecting it to take up to five
weeks to remove (blow up) the
mines. They were placed there
as part of a grand plan to blow
up all the British airfields
should Germany have invaded
Great Britain.

Fly Navy
Fly Safe



Rogue Maintenance

A rogue is a deceitful or unreliable
scoundrel, a deliberately dishonest
or unprincipled person or an
undesirable deviation from a
standard. So rogue maintenance
is deliberately dishonest,
unreliable and unprincipled
maintenance or an undesirable
deviation from the authorised and
approved procedures. Many of you
will have heard of a rogue cop - a
policeman who takes advantage of
the trust and responsibility placed
in him by the community by
engaging in unacceptable,
irresponsible, unprofessional and,
generally, unlawful behaviour.

Rogue maintainers commit similar
‘crimes’. They engage in
unacceptable, irresponsible and
unprofessional behaviour by
violating approved maintenance
publications and procedures. The
rogue maintainer thinks that he or
she is getting away with these
behaviours, and that no one is
noticing the shortcuts and/or
deviations from the approved
procedures. Eventually though,
these people will be caught out.
And they are normally caught out
because they have caused
damage to equipment, damage to
an aircraft, damage to themselves
or injury to others.

Making any sense to you? Know
anyone in your unit who might fit
into the rogue maintainer
category? Have you been guilty of
rogue maintenance? Or are you
just asking, ‘What’s the big
problem?’

The problem is that the
maintenance procedures are in
place for a reason. They ensure
that all maintenance is performed
consistently and safely. The
maintenance procedures form one
of the defensive barriers put in
place to capture maintenance
errors before they result in a
problem during flight.

Removing this barrier, by
circumventing or violating the
procedures, increases the
likelihood of creating an in-flight
problem, or causing an incident or
accident.

Rogue maintainers think they are
smart, though. They think they
have enough expertise to be able
to pick and choose the
procedures they can work around.
Unfortunately, they forget that they
are human. They forget that they
can make mistakes too. It's only a
matter of time before they make a
mistake and they have damaged
equipment, the aircraft,
themselves or others because they
were not following the procedure
or using the right tools or GSE.

Worse still, the rogue maintainer
breeds a workplace culture where
work arounds and shortcuts are
accepted. While the rogue
maintainers might think they have
the technical nous to know which
procedures can be worked around
and which cannot, the brand new
technician does not have the
same experience. Instead, the
Able Seamen, LACs and
Craftsmen, eager to learn, soak up
all the information they can, and
make the assumption that the
procedures do not need to be
followed. These become cultural
norms and their effects can be
devastating.

Do you still think that it doesn’t
matter, that you are immune to
making mistakes and will be able
to continue to get away with
shortcuts and work arounds? Well
here is something for you to think
about. Remember that you are
literally putting the lives of others
in your hands when you perform
maintenance on an aircraft. The
rest of the maintenance team is
relying on you to perform your part
of the task correctly and safely.

The aircrew are relying on you to
deliver them a safe and airworthy
aircraft. Their families are relying
on you to ensure the aircrew
return their airworthy aircraft
safely home. The tax payers are
relying on you to ensure the
aircraft and aircrew return to fly
another mission.

If you are still thinking of
performing rogue maintenance,
here is one last thing to think
about. When you are caught, and
you will be caught eventually, you
may be subjected to DFDA or
administrative action for violating
procedures. As a minimum, this
will damage your career. However,
you will also have lost the trust of
your work colleagues and the
aircrew. This is something that is
going to be very hard to get back.
Do you really want to be labelled
as the untrustworthy maintainer
in your unit?

We all have a responsibility to
remove rogue maintenance and
rogue maintainers from our
workplaces. Violations of
procedures are not tolerated in
our workplace. If a publication is
incorrect, use the appropriate
procedures to rectify the situation
- raise a PIRR. If the situation
requires immediate resolution,
refer it to the SMM. The SMM is
authorised to make engineering
decisions, not you.

Stamp out rogue maintenance in
your workplace. Have no
tolerance for people who violate
maintenance procedures. The few
minutes that might be gained by
cutting corners, or allowing others
to cut corners, are not worth it.

(Adapted with permission from Rogue
Maintenance by Mr Joseph H. Gray, printed
in The Combat Edge)




Formation Wire Strike

| was an instructor at the Australian Defence Force Helicopter School
(ADFHS) in Canberra in the early to mid 1990’s, and on this particular
day was programmed to instruct on a formation low level navigation sortie.

The flight was to be planned and
flown by Army student pilots, and
came toward the end of their
helicopter training at the ADFHS.
The idea was that the instructor
in the lead helicopter would fly
from the left hand seat whilst the
student navigated from the right.
The number 2 aircraft was to
follow in tactical formation, at a
distance of 5 rotor diameters.
The student in the second aircraft
would normally be on the
controls in the right hand seat
while the instructor followed the
route on the map. Half way along
the route the aircraft would swap
positions and the roles would be
reversed.

| was pretty much at the
student’s mercy as far as the
navigation went.

We held a formation brief,
discussed weather, low level
hazards, minimum authorised
height (200°A0), formation
procedures, R/T, route, etc.
Known obstacles, wires, etc, were
highlighted on the maps. The
weather was overcast but
suitable. The route was the
approved route for this sortie, as
laid down in the training syllabus.
It was mostly located in the hills
to the west of Canberra, outside
our normal training area. It had
been surveyed and approved as a

| held the aircraft attitude
steady, dumped the collective
and braced for the impact.

The other instructor and | were
both looking forward to an
enjoyable flight as our students
were getting toward the end of
the course and both (I'll call
them Todd E and Todd G for
anonymity) were quite competent
and relatively low maintenance.
Besides, how could you not enjoy
a formation low nav? It was one
of the few times when the
instructor got to do most of the
flying, and if we got lost | could
blame the (student) navigator. In
truth, as a former Navy pilot (as
was the other instructor),
navigation over land had never
been one of my strong points,
and it was almost impossible
(and dangerous) to fly at 200
feet AGL while trying to look
across the cockpit at the students
map.

low nav. route, although none of
the crew members had flown it
previously.

The first 20 minutes went as
planned. The student seemed to
be on top of things, we hadn’t
become lost, and | was doing all
the flying for a change. The
mighty Squirrel was performing
impeccably. What could possibly
g0 wrong?

We entered a broad, flat
bottomed valley, and proceeded
to fly along it at around 200-250
feet above the valley floor, at
90kts . The heavily wooded sides
of the valley rose steeply 600-
800 feet on either side. Looking
down | could see a power line
(wooden poles, 3 strands)

running along the valley floor,
slightly to our left and parallelling
our track. | commented on it to
the student, and we both looked
ahead to see where it went.

It followed the valley floor,
disappearing into a clump of
trees on top of a small knoll
several miles ahead and 100
metres or so to the left of our
track. | assumed it would
continue in the same direction,
down the other side of the knoll
and parallel to our track. If we
continued on our present track
we would pass through a “gap”
with the knoll low down, 50-100
metres to our left and the valley
wall rising steeply 100 metres to
our right.

When we were almost abeam the
knoll | glanced across the cockpit
at the student and saw that he
had the map gripped firmly in
both hands, as he stared fixedly
ahead, seemingly looking for
inspiration. | noticed a look of
horror slowly creeping across his
face and his lips were moving but
no sounds were emerging. The
thought went through my mind,
“he’s lost,” when suddenly he
blurted out “g-go down!” That got
my attention and | shifted my
gaze back out the front. | was
horrified to see a wire filling the
windscreen. It went horizontally at
right angles to our flight path, at
eye level, and seemingly so close
that it was inevitable that we
would hit it. | held the aircraft
attitude steady, dumped the
collective and braced for the
impact. At almost the same
instant | remembered the other
aircraft in formation behind me
and yelled “wires, wires!” over
the radio.
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Miraculously there was no impact
with the wire, but | now had to
avoid impact with the ground
under the wires. Fortunately there
were no trees below the wire, and
| pulled in collective almost as
rapidly as I'd lowered it, climbing
clear of the ground. | was relieved
to hear the other instructor’s
voice over the radio. He had also
somehow escaped unscathed.
We continued with the sortie as
though nothing had happened,
and although the rest of the flight
is something of a blur, | distinctly
remember that the student (not
surprisingly) gave us the
opportunity to practice the “lost”
procedure.

In the second aircraft the
instructor had been holding the
map while the student was flying
from the right hand seat. They
hadn’t seen the wire until alerted
by my radio call. According to the
instructor he threw down the map
and tried to get on the controls,
but before he had time to take
control the student had already
proceeded to follow me down
under the wire. The instructor
remembers thinking at the time
that if they had pulled back on

the cyclic to try to go over the
wire, they would have caught it
with the skids, confirming my
belief that it would have hit the
windscreen at about eye level if
no avoiding action had been
taken.

We discussed the incident during
the debrief and submitted a
report, alerting the other ADFHS
pilots of the hazard. It concerned
me that no-one at the School
was aware of the existence of the
wire, even though the route had
been in use for some time.

Why had no-one else seen it?
Why had no-one hit it? |
wondered whether | had done
something wrong - maybe been
flying too low, or off track. | flew
the same sortie a week or so
later. The track was definitely
correct and as we approached
the area of the wire | slowed and
climbed to get a better look. It
turned out that the “wire” was in
fact 3 wires, the same line which
we had observed running along
the bottom of the valley. As it
disappeared into the trees on the
knoll, it did not then continue in
the same direction as we had
expected, but turned at right
angles directly across our path.

It crossed the valley, climbing at a
shallow angle and disappeared
into the trees on the side of the
valley, at about 300 feet from the
valley floor. The line then climbed
up the side of the valley. It was
invisible - hidden by trees, unless
viewed directly from above.

| slowly crossed over the wires at
the same point that | had
previously passed under them
and checked the height on the
RADALT. | was relieved to find that
the wires were 210-220 feet
above ground at the crossing
point, so at least | had been at a
legal height.

The wires were lower to the left of
the crossing point and higher to
the right, as they climbed at a
shallow angle from left to right. |
concluded that the only reason
they had not been hit by previous
aircraft following this route was
luck. The other aircraft had either
crossed further to the left where
the wires were lower or further to
the right where they were higher,
and passed UNDER them without
knowing. Alternatively all the
other aircraft may have been well
above the 200 feet AO minimum
height, although this seemed
unlikely.

After any incident we look back at
what exactly happened, why it
happened, how we had acted or
reacted, what we would do
differently, and what we can
learn. On the plus side | was
happy with my avoiding action
and very pleased with myself for
remembering to warn the other
aircraft at a time when | was fully
occupied. As for the rest of it, it
concerned me that even though |
hadn’t done anything blatantly
stupid, illegal or negligent, | was
almost responsible for the loss of
possibly 2 aircraft and 4 lives.
What would | do differently next
time? What would YOU do
differently?



Beware the Boiling Water

If you throw a frog into a boiling
pot of water, it will jump out. If
the water is heated gradually with
the frog already inside, it will not
even think to try and jump out,
and will die... or so the story
goes. This story is about me
nearly boiling in the biggest pot
of them all... the Pacific Ocean.

Most personnel involved in Naval
Aviation have by now, had some
exposure to Aviation Risk
Management (AVRM), and the
formal processes required to
determine Risk Levels, the
mitigating actions required to
make those risks as low as
reasonably possible (ALARP) and
to determine whether or not the
residual risk is acceptable.

Whilst these processes are
applied for every sortie
conducted within the ADF, how
often do we apply these
principles in our daily lives
outside aviation? The loss of a
Naval Aviation family member
from a high speed car accident or
falling off a roof has a great deal
of potential to negatively impact
upon our capability.

So here begins my recollection of
a rather frightening moment
where | realised | had become
trapped in a risk management
nightmare.

In July 2006 | participated in the
inaugural ocean yacht race from
Melbourne to Vanuatu, a distance
of 1850 nautical miles. The crew
on our yacht included only two
people, myself, and James, the
co-owner of our 37 foot yacht
‘Runaway’
(www.teamrunaway.com). We had
owned the yacht for a little over
10 months, and had completed a
delivery voyage from Mooloolaba
to Melbourne and the Melbourne
to Hobart (West coaster) and
return voyages, all with a full crew
of six.

This experience formulated the
bulk of our ‘ocean’ sailing
experience, and the Melbourne to
Vanuatu was our first ‘double
handed race’ (two crew).

After six days at sea we were
comfortable with the boat and
our daily routines, which involved
each person skippering for three
hours on deck, while the other
crew member slept (or tried to...).
The weather and conditions
through Bass Strait and up the
south eastern coast of NSW was
varied, but despite the rain and
the cold, we had generally
experienced winds of less than
30kts and waves of less than five
metres. In these conditions the
auto pilot could steer the boat
whilst we worked at setting and
changing sails in between shifts.

During our comprehensive
planning for the race we had
even joked that on the way up
the coast “at least | knew the
Rescue hotline phone number at
816 Squadron”. Whilst a nervous
laugh followed, in truth, we were
going to be well beyond the range
of any rescue helicopters for the
vast majority of the race, and any
attempted rescue would most
likely be conducted by another
competing yacht.

By dusk on the sixth day, we were
approximately 400nm from the
nearest point of Australia (and
about 400nm SW of Lord Howe
Island) when the 1700 ‘safety
sked’ (scheduled radio report)
was broadcast. The news of the
forecast wasn't brilliant, and
winds of 40 - 50kts with 8 - 10
metre waves were forecast during
the night. This really meant that
wind speeds could reach 70kts
and wave heights could exceed
20 metres (the forecast allows for

wind gusts up to 40 percent
stronger than the averages, and
maximum waves may be up to
twice the height stated).

We quickly recognised the gravity
of the situation, and got to work
in pulling down the spinnaker,
reefing the mainsail (reducing it's
size) preparing the cabin for
storm conditions and double
checking our harnesses, tethers,
handheld EPIRBs and clothing
before it got dark.

On a yacht at night in rain, as in
an aircraft, there are multiple
visual and vestibular illusions to
contend with. The inky darkness
of an oceanic horizon, coupled
with the low eye height, means
that most things are ‘felt through
the seat of ones pants’ rather
than observed. Anyone who has
flown off a ship on a moonless
night will know the exact feeling.

As the night progressed, the wind
speed progressively increased,
and the wave heights built. Over
time, the helmsman came to
literally feel their way through the
swell. Sleeping down below was
impossible, the wind shrieking
through the rigging and the fire
hose sound of waves crashing
over the deck and rushing down
the side of the hull.

Add to that a freefall of the whole
boat down a 10 metre drop
followed by the crunch at the
bottom every 30 seconds ...0h,
and the ever present knowledge
that a rescue in such conditions
would be impossible even if we
were in range of shore based
helicopter rescue units or other
yachts.

As you might imagine, by 2am |
wasn't altogether ‘well rested’
prior to my trick on the helm
which was to last until 5am (did

ABOVE ‘RUNAWAY’

someone say Circadian
disrythmia... Fatigue?) Steering
the boat had to be done with the
tiller, as the immense forces on
the hull and rudder were unable
to be overcome by the auto pilot.
The first 30 - 40 minutes is
enough to completely drain your
strength physically, and the
mental alertness to retain control
of the boat - essentially blind - is
... challenging. The only thing
which kept me going was
adrenalin. The thrill of riding the
waves and the blistering pace of
the boat were exhilarating, and
with each wave came the
opportunity to beat the previous
speed record of the boat
(20.5kts).

And then it happened....



As the bow dropped into the
trough behind the previous wave,
| could feel that this one was
large and steep. A strong gust
could be felt (and heard) which
launched us down the face of the
monster wave. We were
hammering, and whilst | couldn’t
see the bottom of the trough, |
realised that we were going to
spear into the back of the wave
in front of us. As we accelerated
(mostly due to gravity), | had one
eye on the digital boat speed
read out as it passed 21kts ,
22kts , 22.5kts ... | had just
beaten the all time speed record
of the boat, at night, alone on
deck, hundreds of miles from
anywhere. | let out a shriek of
celebration (picture Homer and a
hearty ‘Woo Hoo’!), which was
enough to get my partner out of
his rack and looking (fearfully)
out of the companionway hatch
to see if | was still there or not.

No sooner had | focussed on his
dimly lit profile than a two foot
deep torrent of water flooded
over the deck as we pierced the
back of the wave in front of us.
The force of the water lifted me
from a seated position, off the
deck and threw me aft about 2
metres to the full extent of my
tether (similar to an aircrewman
dispatcher harness). From this
position | was unable to steer the
boat, and it ‘rounded up’ - turned
side on to the waves and rolled
90 degrees onto it’s side, letting
me fall to the full extent of the
tether toward the low side of the
boat. From there | had to climb
up the deck to a position from
where | could regain control of
the boat.

As we started moving again and
the boat levelled off, | realised
that | couldn’t see James’ profile
any longer, and at that point, |
froze. In a split second, a dozen
thoughts rushed through my
mind. Had James tried,
unsecured, to climb on deck
when the wave hit and been
thrown overboard? Had he fallen
into the boat and injured himself
during the unexpected ‘half roll’?

What could | do about it if any of
those things had happened?

The answer... Nothing. | was forced
to stay at the helm.

At that moment, the light globe
above my head illuminated. |
suddenly stopped and thought
about my apparent predicament,
wondering how | had let myself get
into this situation. Whilst lots of
risk mitigation had been done in
our planning and preparation
phases, including the safety gear
mentioned earlier, twice daily radio
schedules, a life raft with EPIRB
and GPS etc... | had, just by getting
distracted and carried away with
the moment, allowed this situation
to develop:

Night time
400nm from nearest point of land
50kts of wind and 10 metre waves

Solo on a 37 foot yacht which
required my full attention and
effort to control

Complacent due to familiarity with
the boat

Physically and mentally exhausted

Man overboard (MOB) or injured
whilst not wearing safety
equipment / life jacket

No way of retrieving MOB in those
conditions

No way of dealing with any further
emergency whilst in those
conditions

In the next few seconds | ‘eagerly’
called his name at the top of my
voice, and eventually, after what
seemed an eternity, he answered
from deep inside the boat. As the
bow had slammed into the back of
the wave in front and rapidly
decelerated, he had been thrown
forward and smashed into the
forward bulkhead (about 3
metres), and had taken a few
seconds to regain his bearings
inside the dark, rapidly rolling hull.

In the next few minutes, | gradually
resumed my normal breathing and
heart rate, and thought about how
the factors above would look listed
on a Mission Risk Profile (MRP),
and estimated the residual level of
risk. Would I, as a trained and
professional pilot have accepted
those treated risks, or would | have
‘canned the mission’ if I'd been in a
work environment?

My own lesson from this experience
was that despite the intrinsic safety
standards which are rigidly adhered
to, and the ‘informal’ consideration
of possible risks and consequences,
| had still allowed my competitive
urge to beat the speed record under
extreme conditions jeopardise the
safety of my boat and crew. Once |
had committed us to that wave, |
had very few options available to
remove myself from the dangerous
situation, but had | considered the
beforehand, | may have saved us
from disastrous consequences.

The ability to recognise a
compounding risk level or the
‘temperature’ rising in your pot may
just save you, someone you love or
someone you work with from
experiencing tragic consequences.

Next time you're confronted with an
unusual or dangerous situation in or
outside the workplace, take a
moment to consider the following:

Have the hazards, consequences
and likelihood been fully
considered?

Have all actions been taken to
mitigate the risk?

Is the actual residual risk level
acceptable or not?

Postscript: Two other yachts were
forced to return to Sydney and
Newcastle respectively as a result of
that storm, one with hull
delamination, and the other with
extensive rig / sail damage and
injured crew. We finished the race 7
days later in 2nd place.



We Can’t Fix It If We Don’t
Know It’s Broken

As | write this, it is my last day in my job at Fleet Aviation in Maritime

Headquarters.

In between returning my Sea
Training Group green overalls to
the clothing store, and finalising
handover notes, I've thought
about what I've seen and learned
here over the last couple of years.
What I've definitely learned is
that the Maritime Commander
really does care a great deal
about his birdies delivering him
helicopters and crews to “fight
and win at sea”. After a couple of
years of trying to ensure that MC
got what he needs to do that,
and spending plenty of time at
sea with embarked Flights and
Detachments (a total of 27
detachments to sea, according to
my diary), | think one of the most
important things that became
obvious to me is that, to a great
extent, everything we do depends
on effective communications. And
| don’t mean just
communications in the technical
sense; | mean establishing and
maintaining effective
communications, including
maintaining a willingness to
openly, honestly and
enthusiastically communicate at
all levels, describing what issues
are impacting on progress
towards the goal of getting those
helicopters to sea.

In two years, I've lost count of the
times I've seen Damage Control
Exercises (DCEX) fall into disarray
when communications links were
not effective, or were not
effectively used. To state what
really should be obvious: it's very
difficult for anyone (let alone a
stressed out Damage Control
Officer) to make smart decisions
based on scant or no
information.

As you might imagine, the same
applies to aviation safety, and the
systems and processes
associated with delivering our
‘product’. Safely and successfully
executing every step in all the
processes from choosing what
type of helicopter to buy to
eventually transmitting ‘green
deck, launch to port’, revolves
around everyone involved
communicating enough
information to allow the next
person/people to make the right
decisions.

Here in the 21st century, we are
blessed (some might say cursed)
with numerous modern forms of
transmitting information -
communicating. Signals, emails,
web forums, bulletin boards,
discussion databases, focus
groups, etc, etc, etc - they are all
aimed at transmitting
information. All this technology is,
however, not worth a thing if we
are reluctant to use it...

Maritime Command and
COMAUSNAVAIRGRP are aware
that there is sometimes some
reluctance to communicate freely
and openly about errors or
judgement issues. This is, to be
fair, a reasonably common and
quite normal human failing. It is
pretty rare that any of us are
completely comfortable admitting
to a personal fault. What is
somewhat surprising, however, is
the fact that there appears to be
some reluctance or fatigue with
even communicating about
material issues.

To get to the point, what we
should all be seeking is the
fullest possible knowledge of the
state of our systems - all aspects
of our Navy Aviation system. The
people, the processes, the
hardware, etc, etc. Every reader of
this magazine can make a
contribution to the safety,
effectiveness and efficiency of our
operations by helping to build our
collective knowledge. This means
not taking the attitude that
‘someone else will do something
about a problem’. In simple
terms, we can't get things fixed if
we don’t know that they are
broken. There should be no
reluctance amongst any of us to
report, over and over, problems
that are impacting on what we
do. IE: ‘tell it like it really is’.

A couple of recent examples
where effective reporting has
resulted in a change for the
better spring to mind. False APU
fire indications in the Seahawk
used to be a feature of operating
that aircraft. Over the first several
years of RAN experience with
operating the Seahawk, it
became pretty obvious that the
design and location of the APU
fire detectors (and, indeed, the
engine fire detectors) meant that,
under certain conditions, they
were quite prone to producing
false fire warnings. As | recall
(because | was one of them)
aircrew actually became pretty
complacent about fire warnings!



To those of us strapped in the
cockpit, it seemed as if there was
nothing being done to fix the
problem. The reality was that there
was simply not enough evidence
being presented to allow a
technical fix to be progressed. The
evidence was, in fact, available -
in the form of numerous
occurrences, but because we had
become reluctant to report what
had, presumably, already been
reported, there was insufficient
data held to force the required
change. Once the ASSWG and
COMAUSNAVAIRGRP realised what
was happening, and encouraged
reports of EVERY occurrence - a
fix was developed and
implemented.

Similarly, the original stabilator
actuators (the -114 variant) fitted
to the Seahawk fleet were prone
to failure. Again, some
complacency and a reluctance to
bother with ASOR-ing every
occurrence meant that the
evidence needed to drive a
resolution simply wasn’t there.
Once that evidence was
developed, the -118 variant was
introduced into service, and the
rate of Seahawk stabilator failures
has subsequently dropped
significantly.

The common message to take
away from these two examples
(and, now that I'm thinking about
it, there are others that could be
quoted) is that reporting issues -
loudly, clearly and repeatedly - is
the way to drive change.

To point to a specific current
example where further reports will
help build the necessary weight
of evidence to accelerate
improvement: flight deck
communications. Many readers
will recall the pressure, a couple
of years ago, to encourage
reporting, in the form of OPHAZ or
ASOR submissions, that
described the real state of flight
deck communications across our
fleet of Air Capable Ships. Sadly,
the flood of reports lasted only
an embarrassingly short period,
and has now reduced to a trickle.

To restate the theme that I've
followed throughout the
paragraphs above: if a problem is
described clearly, and
communicated to the appropriate
people quickly and, if necessary,
repeatedly, we maximise the
chances of getting it fixed!

And that’s definitely got to be a
good thing for all of us!



Aviation Psychologist
joins the Aviation FEG

The Aviation FEG would like to
welcome Dr Robert ForsterLee
who joined on 19 Oct 06.

Dr ForsterLee will provide
psychology services to Aviation
personnel, Human Factors and
Organisational Psychologist
research, and develop mental
health support programs for the
Aviation Group. Other duties
include conducting research and
development into aspects
affecting the performance of
Naval Aircrew and delivering
professional psychology services
to Aircrew Selection Boards and
Air Boards of Inquiry.

Dr ForsterlLee received a BA in
Applied Psychology from
California State University at Long
Beach, MA in Clinical Psychology
from Bowling Green State
University, and a PhD in
Psychology from the University of
Sydney. Dr ForsterLee has worked
for over a decade in Australia as
a psychologist within a variety of
settings including university
lecturing, the public sector,
corporate services, and private
practice. Dr ForsterLee has also
worked within private and public
hospitals, as well as Veteran’s
Administration Medical Centre
psychological units (Outpatient
treatment, Substance abuse &
Neuropsychology), community
mental health, university settings,
and emergency mental health
services. He has worked in
community mental health
providing psychotherapy, critical
incident debriefing, and
crisis/suicide intervention.

Dr ForsterLee has held
lectureships at Northern Territory
University (Charles Darwin
University), Sydney University, and
Charles Sturt University. More
recently, he was a Senior Lecturer
at Central Queensland University.
These positions have primarily
involved the training of clinical
skills and supervision of
placement in applied settings.

Dr ForsterLee has also worked as
a psychologist for Centrelink
conducting interviews and
assessments screening for
psychopathology, personality,
and/or vocational preferences
impacting employability.
Additionally, he has worked on an
“as needed” basis for Davidson
Trahaire performing critical
incident debriefings and
employee assistance counselling.
Privately, he has been a preferred
provider of Stanwell Corporation
since 2000 offering critical
incident debriefing, employee
assistance service, psychometrics
for employee selection and
various staff training and
consultation concerning
employment policies.

Dr ForsterLee is also available to
see individuals and families for
issues requiring psychological
assessment and treatment.

Dr ForsterLee is contactable
through the Professional Offices
at HMAS ALBATROSS on (02)
4424 1720 or
COMAUSNAVAIRGRP (02) 4424
1156 or e-mail
robert.forsterlee@defence.gov.au
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RAN Aviation
Safety Snippets

‘Safety Through Education’

WHAT IS SNIPPETS?

Snippets first appeared in the
80’s, and was a stand alone
document that provided ‘snippets
of safety information’ to Aircrew
members. It was then printed in
the 90’s to supplement the then
quarterly editions of TOUCHDOWN
magazine. Snippets will appear in
each edition of TOUCHDOWN and
will convey to the wider RAN
community current Aviation
Safety issues.

AIRCREW CURRENCIES

A recent incident where a
member of an embarked flight
was nearly sent home from the
Gulf due to the expiration of a
flying currency re-enforces the
importance of responsibility for
individual aircrew members to
ensure all flying currencies are
valid for the duration of the
deployment prior to embarkation.

Refer to ABR 5150 Chapter 5 for
‘Flying Training, Checks and
Currency.

DYNAMIC ROLLOUT

Who remembers Dynamic
Rollout? If this doesn’t ring a bell
it should. Ask your QOI or QAI for
details.

MEDICAL CARE FOR AIRCREW
PERSONNEL

As a result of recent postings, the
availability of Aviation Medicine
qualified MQ’s (AVMO) at the
Medical Centre Albatross (MC-A)
is severely limited. As a
consequence, SMO has issued a
Standard Operating Procedure
(SOP) which requires non-AVMO
health practitioners to consult
with an AVO before aircrew can
be declared fit to fly. This accords
with Health Directives and other
regulations on the management
of the medical care of specialist
employment stream personnel.

All aircrew personnel are to be
aware that having been made
TMUFF they may not return to
flying until the authority of an
AVMO has been obtained. In
accordance with the SOP, non
qualified MC-A personnel must
contact an AVMO and note on
Form PM101 “Fit to fly. Confirmed
by AVMO (AVMO’s name) on
(date and time)”. A copy of the
annotated Form PM101 will be
made available to the aircrew
member who is to provide that
form to his or her Squadron CO
or the CO’s delegate.

All aircrew are to ensure strict
compliance.

PATTERN 50N LIFEJACKET

An incident occurred at the NASSC
pool where the stole and
waistband of a Pattern 50N
Lifejacket separated rendering the
jacket unserviceable. This incident
was investigated and action was
taken to rectify the problem. From
an aviation safety prospective this
incident reinforces the importance
of conducting thorough checks of
personal safety equipment prior to
use. Whilst this incident was
attributed to the inadequate
bonding of glue to a new material,
it is a clear warning to all aircrew
to ‘expect the unexpected’.

AIRSAFE

The RAN Safety Program provides a
Program wide system for the
administration and implementation
of safety within Navy, as detailed in
ABR 6303.

The AIRSAFE Program is an
element of the RAN Safety
Program. AIRSAFE is implemented
by the AIRSAFE Board on behalf of
the Deputy Chief of Navy (DCN),
THE Corporate Safety Manager for
Navy.

The purpose of AIRSAFE is to
preserve human and material
resources. The program is intended
to enhance operational readiness
and combat effectiveness, by
preserving the resources used in
accomplishing naval aviation
missions.



DO 0T o

AIRSAFE is based on the concept
that events are inevitably
determined by preceding causes
and consequently, that events may
be prevented by elimination of
their causes. Since the purpose of
AIRSAFE is to preserve human and
material resources, the events to
be prevented are damage and
injury to those resources. Damage
and injury may be prevented by
eliminating their causes.

Potential causes of damage and
injury are called hazards. The
objective of AIRSAFE is to
eliminate, or reduce them to an
acceptable level.

AIRSAFE encompasses all
personnel and activities which may
detect, contain or eliminate
hazards in naval aviation. All RAN
units and any personnel,
regardless of employment or
specialisation, may be involved
with naval aviation to varying
degrees and therefore have an
integral role in the AIRSAFE
Program.

Broadly, AIRSAFE relies on the
identification and subsequent
elimination or reduction of
hazards. This is achieved through;

. Aviation Safety Awareness

. Standardisation

. Hazard Identification and Reporting
. Hazard Reporting

. Hazard Reduction, and

Safety Surveys

The AIRSAFE Board meets
quarterly and is chaired by CAPT
Gwyther, RAN, Chief of Staff -
Aviation.

PRIZE PAYMENTS FOR
TOUCHDOWN MAGAZINE

Prize money for the best article
contributed to Touchdown is
being reviewed. Currently, a cash
prize of $100 is awarded for the
best article in each issue. It is
proposed to increase prizes to
$200, $100 and $50 to be
awarded each issue and $500
for the best article of the year.
Further, the author of each article
that appears in the magazine
shall receive a Touchdown pen,
mouse pad and coffee cup.

Best article contributions will be
assessed by a panel consisting of
The Fleet Aviation Safety officer,
Assistant Fleet Aviation Safety
Officer and Touchdown Magazine
Coordinator. FASO will make a
recommendation to COS AVN who
will decide the winners. CANAG
will decide the best article of the
year.

The members of the judging
panel will be ineligible for the
prize. The judge’s decision is final.

Prize winners will be notified in
the subsequent edition of
Touchdown.

JUDGING CRITERIA

The assessment criteria for the
judging of the best story/article
are:

Content -
Is the story well structured? Is it
clear, logical and concise.

Audience Appeal -
Is the story likely to have an
impact on the reader.

Relevance -
Is the article relevant to the
theme of promoting Flight Safety.

Appropriateness -
Information appropriate to
context and readership.



Caption Competition

Winner of the 2 - 2006 TOUCHDOWN Caption Competition is:

MIDN R McBeath

“Now that's what I call flying blind”

MIDN McBeath will receive a gift pack from the Fleet Aviation Safety Cell. Congratulations!!

Fly Navy
Fly Safe









