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Foreword

RADM SC MAYER, CSC AND BAR, RAN
COMMANDER AUSTRALIAN FLEET

As Commander Australian Fleet and
Operational Airworthiness Authority
(OAA) for Navy, it is with great pleasure
| introduce the second edition of
TOUCHDOWN for 2015. Following the
recent Fleet Safety Day, | would like

to take this opportunity to reiterate

my belief that growing and sustaining
a proactive safety culture and being
practitioners of safe work practices
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are at the heart of achieving my three
priorities;

1. the continued embedding of NGN,

2. growing a rigorous seaworthiness
system and,

3. being the best up threat, war and
peacetime war fighting service.

Safety does not stand alone as one of my

priorities, simply stated this is because

| see safety as an enabler and inherent
in each of my priorities. In an uncertain
world our Navy needs to be ready to
respond across the spectrum of conflict
that includes everything from disaster
response, through maritime security and
into combat operations. Ensuring safe
operations and constantly educating risk
management processes protects you and
our force in being, and inturn assures
we are able to resiliently sustain our war
fighting effort and maritime presence all
day, everyday.

The Fleet Air Arm is presently undergoing
significant change with replacement

of almost the entire naval aviation
inventory to what will soon be an

entire fleet of modern, sophisticated

war fighting aircraft that will form
Australia’s maritime tactical rotary

wing capability well into this century.
Successfully managing this change is our
commitment to government, and to do so
safely requires discipline, vigilance and a
commitment by all personnel to identify
hazards, take action to mitigate the risks
and communicate with supervisors and
subordinates. Communication is the key
to an effective safety culture and risk
management system.

When it comes to safety we are all
leaders and we all have a direct
responsibility to our own safety and

the safety of others. By taking safety
seriously we can effectively achieve our
mission - to provide a highly effective
and flexible fleet, capable of fighting and
winning at sea.

Continue to fly safely.

%
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SC MAYER, CSC AND BAR
RADM,RAN
COMAUSFLT

LCDR J TOPPING, RAN
FLEET AVIATION SAFETY OFFICER

In this edition of TOUCHDOWN we have
the pleasure of sharing a number of
interesting and diverse articles, all due to
the good response received to our request
for submissions. Whilst reading through
the articles it quickly became apparent

to me that a common theme existed with
a focus on professional mastery and
attention to detail. These aspects fall
under a term commonly referred to as the
‘Blue Threat’ and is featured in Dr Tony
Kern’s book titled “The Blue Threat - Why
To Err Is Inhuman.”

In the realm of human factors studies,

the ‘Blue Threat’ refers to those threats
that originate from within and emphasises
the concept that to simply accept error as
part of the human condition is not good
enough. This concept is further expanded
in a belief that through the development
of a thorough understanding of our own

Editorial

personnel strengths and weaknesses, we
can all work towards self improvement
which ultimately will lead to reduced error
rates. This is particularly important in the
context of managing safety because no
matter how many systems we implement
to capture errors, we always seem to be
able to invent new ways to circumvent
what was once perceived to be even

the most robust defence. Therefore,

by gaining a better understanding of
ourselves combined with a genuine
desire for self-improvement, we can
develop tools to better combat the human
factors that feature in so many of our
safety reports such as complacency and
distraction.

With the ‘Blue Threat’ theme in mind,

as you read through the articles in this
edition of TOUCHDOWN, | challenge you to
ask yourself the tough questions:

1. Amlas disciplined as | should be?
2. Are my skills improving or eroding?

3. Whose responsibility is it to make me
better?

| would like to thank those who have and
continue to contribute to TOUCHDOWN,
your support and contributions are greatly
appreciated.

Finally, on behalf of the staff at FAASC

| would like to take the opportunity to
farewell our Database Manager Ms Vicki
Bennett and welcome CPOATV Gavin
Johnson to the Aviation Ground Safety
position.

Lets keep our people healthy and our
equipment airworthy.
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Bravo Zulu

POATA S CROMBIE
816 SQUADRON

On the 04 Mar 15, POATA
Crombie was performing

configuration does remove

one defence from the integrity
of the assembly which is a
Safety Critical System.

an Independent 4

Maintenance
Inspection on a
Seahawk Tail Rotor
system when he noticed that
the Tail Rotor Cable securing
collars on the Aft Quadrant had
been installed upside down.
The Tail Rotor Cable Collars

are part of the assembly that
PO Crombie was inspecting,
but the orientation of the
collars themselves was not a
requirement of this particular
IMI. Whilst this deficiency

did not have the potential for
direct technical airworthiness
impacts, the incorrect

Fly Navy
Fly Safe

w POATA Crombie is to
be commended for

his attention to detail when
carrying out his duties as an
Independent Maintenance
Inspector. PO Crombie
demonstrated an advanced
level of experience and also
highlighted the importance of
extending your attention beyond
just the scope specified in
the maintenance publications
particularly when performing
the ‘Final’ inspection.

BZ POATA Crombie

CPOATV A MCMASTER
816 SQUADRON

On 10 Mar 15, CPOATV
McMaster (acting in
the capacity of a

Trade Supervisor)
identified a deficiency
outside the scope of
the maintenance task being
performed.

816 Squadron aircraft 883 was
undergoing a compressor wash
post Maintenance Test Flight.
During the start sequence,

the Number 2 starter failed

to operate in the correct

sense. To engage the Number
2 starter, the Power Control
Level (PCL) had to be held

with sideways pressure. On
inspection of the micro switch,

CPO McMaster was able to
identify a one inch split pin
in the vicinity of the PCL
quadrant which was partly
obscured. Although the

did not pose a threat to

technical airworthiness, its
discovery was a testament to
the vigilance of the individual.

CPO McMaster displayed high
levels of professional mastery,
whilst supervising a routine
maintenance task, which has
provided further inspiration
for junior maintainers to strive
to achieve the same. CPO
McMaster is commended for
his contribution to aviation
safety in the Fleet Air Arm.

BZ CPOATV McMaster

split pin was unused and

CMDR J SIEBERT, RANR
HQ-FAA

Operational Flying Training (OFT) on the
A4G Skyhawk at 724 Squadron saw

this, then Acting Sub Lieutenant, being
introduced to the special “pleasures” of
night high-angle dive bombing. Towards
the end of the OFT | was teamed up with
two very experienced ex-helicopter pilots,
Lieutenants’ Jack “Yak Yak” Mayfield and
Graham “Vondo” Winterflood, for our first
night bombing sortie on Beecroft Range.
During the course we had done quite a
few day sorties of 30 degree bombing
and rocketry sorties, as well as low

angle 10 degree strafing and high-drag
bombing. As such, joining the weaponry

circuit at Beecroft was very familiar to us:

running in on the Line of Attack (LOA) of

055 Magnetic at release altitude ~ 2400
ft and breaking up into the downwind
leg and levelling off at roll in altitude

of 5200 ft. The circuit was made easy
by the geography of Jervis Bay plus the
Point Perpendicular light house gave us
a very handy cue to achieve the correct
roll in point from base to commence
the weaponry dive. The delivery pass
required the pilot to set 85% power to
achieve an acceleration that resulted

in 450 kts at release, manoeuvre the
aircraft to achieve a precise dive angle,
and to aim the aircraft into wind such
that the gunsight drifted to the pre-
calculated “sight picture” at the release
point. Immediately after release, a 4g

All About Attitude!

wings level recovery to 20 degrees nose
up was the standard drill. The Range
Safety Officer (RSO) would radio the

“fall of shot” as we would roll out on the
down wind leg. For debriefing purposes
we had to make some notes on our knee
board card about the release conditions
and the fall of shot e.g. “11 @ 50 ft...
shallow.” It was all a bit basic in the
days of fixed gunsights and the lack of
head up display videos! Despite all of
this we gradually gained in accuracy and
achieved the required 50 ft criteria to
graduate.

During this time the conflict in Indo-China
was at its height and we had several USN
exchange instructors who had served in
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Vietnam. These instructors flew mainly
in the light-attack role. The tactics in
Vietnam saw the development of high-
angle (45 and 60 degree) dive attacks

in order to avoid ground fire. Exposure to
these tactics was incorporated into our
training syllabus. The high-angle delivery
involved a roll in altitude of 8500 ft and
“pickling” (release) at 4500 ft. For each
dive angle there was a pre-computed gun
sight depression angle. This Mili-radian
(Mils) setting was dialled in manually to
the unlit gunsight.

The aim of the OFT was to train a pilot

to lead a division of four aircraft in

the air defence and attack roles. After
the general night flying brief, Jack (the
designated leader) briefed the night 30
and 45 degree night bombing sortie. |
was the deputy leader at number three,
and Vondo plus a staff instructor flew the
number two and four slots. Six passes at
30 degree and another six passes at 45
degree was planned with Mk 76 Practice
Bombs from the outboard wing stations.
The briefing covered the familiar NATOPS
format and the sortie was authorised

by our instructor. As we were nearing
the end of our course we all felt quite
comfortable with the planned mission.

The weather was quite good as we
departed NAS Nowra; we joined up

and flew the short distance to Beecroft
Range. There was 8/8ths of high cloud
around 10000 ft, generally good visibility
below this layer apart from a few rain
showers in the distance to the East

and South. No moonlight meant that it
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was very black from the North through
East to the South West. The lights of
Nowra and Bomaderry plus the Point
Perpendicular light gave us fairly good
visual references to maintain circuit
orientation and spacing by wingmen.

Joining the range was uneventful and
the first six passes went quite well. As we
transitioned to the high-angle pattern,
as number three | was just entering
downwind at 8500 ft and 250 kts
tracking South West. Lead was nearing
the roll in point and transmitted “Three,
confirm Mils...is it x or y?” (my memory
fails me on what the depression settings
were). As 45 degree setting wasn’t
generally used, | didn’t have it in my
immediate memory.

This question from the division leader
caused me to do several things. Firstly,
as we didn’t have knee board lights |
turned on the issue “gooseneck” torch
which clipped to my chest (so that it
shone onto the primary instruments), |
then detached the torch and focussed on
the knee pad card and then transmitted
the Mil setting to the leader. This all took
a few seconds. | switched off the torch
and re-clipped it to my survival gear.

Looking at the instrument panel | was
bewildered by the AJB3A “abba-jabba”
all attitude/direction indicator. The top
was black instead of the usual sky blue
colour! The VSI, airspeed and altitude
were indicating normal. Instinctively,

| pulled back on the control column
and my world changed rapidly! The
airspeed increased alarmingly and the

altitude indicator started unwinding

as the aircraft headed for the ocean
somewhere near the Drum and Drum
Sticks. My training in Unusual Attitude
(UA) recovery immediately kicked in and
| rolled rapidly to wings level and pulled
about 3g to recover from the dive. To
say that | was scared would be a big
understatement.

The problem with my recovery technique
was that my inner “gyros” were “toppled”
and my sense of balance was totally
scrambled. As a consequence my
recovery turned into another UA. This
resulted in a very nose high decaying
airspeed situation. Again, the primary
instrument training kicked in and | rolled
to 90 degrees of bank and let the nose
ease back to the horizon and then |
rolled wings level. | was in cloud and
heading East at 200 kts with the aircraft
finally under proper control. My body was
definitely suffering from a severe case

of the “leans” and my mental state was
such that there was no way that | could
return to the bombing exercise. | called
up the leader and told him that | had a
case of vertigo and that | would Return to
Base (RTB). | called up Nowra Approach
and got radar vectors from Shoalhaven
Bight for a Ground Controlled Approach
(GCA) to Nowra. My instrument scan rate
during the approach was certainly much
faster than usual and | think that was
probably the most accurate GCA that |
had ever flown!

| am now approaching retirement after
forty three years in uniform but this

incident has remained quite vivid in
my memory. It certainly reinforced the
importance of the old adage “Aviate,
Navigate, Communicate” in that order.
With the benefit of hindsight there are
a few other learning points from this
incident:

* Managing Risk - When the call came
from the lead about the Mil settings, |
should have taken a moment to think
about the ergonomics of taking the
torch to the kneeboard and illuminating
the knee card followed by re-stowing
the torch. A simple mitigation of the
risk to aircraft control would have been
increased attitude scan.

Environment - The mixture of a very
dark sky in the Eastern sector and
some ground feature lighting to the
West lured me into a mode of relying
more on visual flight cues. The false
horizon effect of the conditions that
night should have forced me into a
more focussed instrument scan.

Task Saturation - The repetitive day
weaponry circuit training at Beecroft

Range built what | believe to be, a
false sense of confidence in my ability
to conduct the night bombing serial.
The responsibility as deputy leader
put unnecessary pressure on me to
transmit the Mil setting. In hindsight,
we were working very close to the limit
in a combined visual and instrument
conditions in a new, somewhat

stressful, high-angle bombing exercise.

Youthful overconfidence got the better
of me.

Equipment - The cockpit lighting in the
A4G was woeful by modern standards.
The lack of a knee board light (or

a dedicated aircraft light focussed

on the kneeboard like all airliners)
was certainly a factor in my failure

to maintain wings level downwind.
Afterwards, | obtained a lighted
kneeboard from a civilian pilot shop....|
still use it.

Training - The instrument flying
training that | received during pilot
training at 2FTS RAAF Pearce, was in
my opinion of the highest standard.

The UA recovery techniques instilled
into us definitely saved me on that
night in March 1972! The nose down
recovery involved a very rapid roll

to wings level (the large ailerons on
the A4’s can deliver a 720 degree
per second roll rate) which probably
further scrambled my inner ear
balance mechanism. But the recovery
got me away from the ocean and the
next UA recovery, by comparison,
was a much more controlled affair.
The training on pilots course was in
hindsight, invaluable.

In conclusion, the lessons learned

on that night reinforced the “Aviate,
Navigate, Communicate” priority. The
importance of including the aircraft
attitude in the scan, even when flying

in visual conditions, was certainly
highlighted with this incident. Distraction
can be a killer!

CMDR Siebert is awarded $200 cash
prize for his article to TOUCHDOWN
magazine. Congratulations
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LEUT H CAMERON, RAN
816 SQUADRON

FOD Training, Is There a

Better Way?

How many times a year is FOD a topic at
your unit Training Day? How many people
switch off within the first few minutes of
the PowerPoint because it's the same old
stuff? That’s exactly what came to mind
when we received a recommendation
(via a FOD ASOR) to discuss FOD during
the next training day, boring as....well

you know. Only days before, | had friends
and their young children stay for the
Easter long weekend; the memory of the
five year old boy searching for where the
Easter Bunny had hidden the chocolate
eggs came to mind. He knew there were
eggs hidden, didn’t know how many, but
was sure he would find them all. What

if this attitude could be openly brought
into the workplace with regards to FOD?
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Would this improve our practices or are
we already at a high level? What if a
practical exercise could be carried out
rather than a PowerPoint discussion?

My imagination started running wild,
how could we combine the boring

FOD discussions with the inner-child
excitement of finding those eggs? How
could FOD be presented in a practical
way and still be relevant to what my unit
may face?

My initial thought was to set up two
aircraft on the training day with ten
items in each, and have two teams
conduct an inspection with the aim of
retrieving all the items. Discussions with

of Unserviceabilities and Component
Change) would detail all items and the
subsequent corrective actions to rectify
them and photos would also be taken as
an extra identification of the location of
the items.

The decision was made; we were going
to proceed with the exercise prior to our
scheduled training day with the intention
of discussing the results then. The Chief
would set up the exercise on the non-
flying aircraft, un-noticed by the team
that were to participate. The plan was to
remove a split pin, place tape in the tail
section and on a static port, plant a rag,

plant a tool, remove a cap and place a

half eaten pie in the cabin of the Aircraft.

Once set up, the team was asked to do
a Before Flight on the aircraft, with no

knowledge that they were participating in

a FOD exercise.

In the planning stages we anticipated a
few different outcomes:

1.

my Senior Sailors evolved this idea, as

| wasn’t sure if a competition style was
ideal or if telling the teams they were
looking for FOD would skew the results.
After a lot of deliberation and further
discussion within a small focussed team,
we developed an exercise that could be
attempted, and if need be, adjusted in
the future.

The obvious potential issue facing the
exercise would be if something that was
intentionally put into the aircraft, was not
removed and caused an airworthiness
issue. To mitigate this potential hazard
the aircraft used would not be a flyer for
the day, paper based documentation
(Servicing Record Certificate and Record

all items found and communicated
to the supervisor up,

no items were found, or

items found, not communicated up,
but rectified as they were found.

The only one of these outcomes |
believe to require further discussion is
the latter. The first is ideal, the second
establishes a solid baseline for the unit
to work on, but the latter identifies that
communication is more of an issue than
FOD at the unit.

The exercise was carried out and those
involved were debriefed. The results
were in, and it proved to be a successful
exercise. The majority of items were
found, which was great, but even better
was the manner in which all the team
(tradesmen to supervisor) conducted
themselves. Once several items were
found, the tradesmen immediately
went to the supervisor suspecting there
may be a bigger issue with the aircraft.
They mentioned that if it had been one
item, they would have completed the
inspection and then told the supervisor
at the end.

During the debrief the tradesmen said
they thought something was going on
when they found a tool where it was
unlikely to be, and the half eaten pie
was also a give away. If it were to be
conducted again, it would be a good
measure of where the Squadron was

heading with communication and FOD
control. The lessons learnt from this
exercise indicated that there were
possibly too many items hidden, the
location may be best confined to one
area so that the exercise was not given
away too easily, and placing tools in
locations they would never be used made
the exercise far more obvious.

The intent of this exercise was to try out
something different. Looking back, it
could be used to baseline the unit on
its attitude to FOD and communication
within teams. It could also be used to
continuously monitor the progression of
the unit’s overall quality performance.
One of the tradesmen gave a good
definition of QMS: a single rag could
simply be an error; however, the number
of items found is an indicator of a
problem with our systems.

It should be reiterated that at no point
was this exercise intended to trip up any
of the tradesmen or the team, and if

an exercise of this nature is to be used,
it is for exercise and training purposes
only. The results should be discussed in
an open manner whilst maintaining the
anonymity of the people involved.
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LEUT J HJORTH, RAN
DMPP

In the front of this edition of
TOUCHDOWN, as with every edition,
there is a group of people that have
been recognised with a BZ, most likely
for a diligent effort involving excellent
‘attention to detail.” Attention to detail
is one of those catch phrases which
get passed around a lot. It is seen as a
desirable attribute for job applicants,
its an auditor’s favourite past time,
contestants on ‘House Rules’ seem to
always lack it, and when the in-laws
come to visit they seem to have an
abundance of it. It is also a crucial
workplace attribute for those of us who
are lucky enough be considered ‘Birdies.

’

Since starting work within the Personnel
Policy space, ‘attention to detail’ has
taken on a whole new meaning for me.
The level of consideration placed on
the legal implication of individual words
is incredible, to the point where you
spend weeks consulting stakeholders
on whether it is better to use ‘nexus’

or ‘attribution’ (I dare you to goto a
dictionary and try and figure out what
the difference is). However, the intent
of this article is not to bore you with

my adventures in the Policy realm, but
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instead to recall an event in which a
member at 808 Squadron showed an
incredible example of paying attention to
detail.

This event occurred in 2012 during my
time as a Trainee AEO (TAEO) at 808
Squadron and sticks well in my memory
as it led to one of my first significant
ASOR investigations (not to mention
filling a good chunk of my Training
Progression Journal). As with most
tasks assigned to TAEOs it started with
the Deputy flicking me an email saying
“when you have the chance come see
me, | have a job for you.” During the
subsequent conversation words like “it
will be interesting” and “a good one for
your journal” were mentioned, finally
wrapped up with “draft ASOR needed
ASAP.” This usually meant | was going to
be very busy for a couple of days

| was then told that a maintainer had
found something missing off an Upper
Flap Stop (UFS) and we needed to find
out if it was a fleet wide issue, hence

the urgency on the ASOR. So off | went
with my pen and notepad to speak to the
maintainers in question and inspect the

The Devil is in the Detail

offending aircraft. These weren’t too hard
to find, the aircraft A40-011 was sitting
with all upper-deck cowls open in Hangar
Bay 1 surrounded by work stands and
what seemed like half a maintenance
team crowded around the rotor head. As |
made my way up onto the work platform |
heard one TS comment over his shoulder
as he was leaving “Good pick-up mate.”
This sparked my curiosity further as |
joined the small crowd around the rotor
head.

| asked the group what the issue was
and who found it. An ABATA at the centre
of group said “l noticed something
during the Turn-around inspection (TAI)
this morning Sir.” He then began to
describe his regular routine for a TAI

and the checks he was doing around

the upper deck of the aircraft. He

added that due to issues with the upper
flap stop assembly jamming on some
PBLOO2 (Product Baseline 2) aircraft,
that he usually added a quick check of
the assembly each TAI. This was not a
required step during a TAI, but based on
previous issues he decided it was best to
add the check onto his usual routine.

Before | continue it is worthwhile to try
and quickly describe the design and
operation of the MRH90 UFS assembly
(as best as | can). The upper flap stop
assembly consists of four flap stops
located on a slipring assembly around
the top of the main rotor head. The
slipring is attached to two opposing
spring-loaded flyweights which are
mounted on, what the IETP? calls
‘reaction rods.” These reaction rods

are connected to the slipring assembly
by a pintle bolt on one side and cam-
lock pintle assembly on the other. The
cam-lock keeps the slipring locked into
place during low NR2. As NR increases,
centrifugal force pulls the flyweights
outwards pulling on the reaction rods. On
the relevant side this unlocks the cam-
lock allowing the slipring to turn. This
moves the upper flap stops out of the
way of the flapping buffers on main rotor
spindles. At about 80% NR the slipring
should have turned 45 degrees allowing
the rotor blades to flap unimpeded. It

is a complicated system, to be honest
when | first learnt of the system | literally
had to manually operate it by pulling the
flyweights to fully understand how it all
worked.

It is also relatively difficult to access as
it sits behind the main rotor spindles up
underneath the main rotor head cover.
Someone can reach in and operate the
system and is able to see the slipring
turn and check the operation of the key
components, but it is difficult to fully
inspect the assembly with the main rotor
hub cover in place.

So back to the story, on this particular
day the AB was performing his quick
check on the upper flap stop assembly
when he thought he noticed something
unusual about where one of the reaction
rods attached to its pintle. He said that
he was very familiar with the system

as he had been involved with plenty

of rotor head maintenance evolutions
which required the UFS assembly to be
removed and installed. He said he had
a “feeling” that something wasn’t right.
On closer inspection he found that the
copper washer and retaining ring that
held the end of the reaction rod in place
were missing. He then inspected the
opposite reaction rod fitting and found
that the retaining ring on that side was
missing too. He immediately informed

Cam washer Spacer

Contact with
sleeve {lobes)

Interface with
hub

Wper etop mecransm mgrownd positon

Upper stop meshaniim in Tghl posion

MRH90 Main Rotor Head Upper Stop Assembly
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his peers and brought it to the attention
of his TS, the TAl was stopped and the
aircraft was removed from the flying
program.

During a typical TAl on an MRH9O0, like
most aircraft, maintenance members
conduct an abbreviated version of a

BFI with the aircraft on the flight line.
As it is impractical to use work stands
on the flight line, members (using the
appropriate PPE of course) have to
climb on the aircraft in order to conduct
inspections on any components on the
upper deck. Any visual inspections on
components of the rotor head can only
usually be viewed from underneath or
side on. This makes it difficult to see
anything that is on top of the rotor head
and, in the case of the MRH9O0, anything
under the rotor hub cover.

In a typical inspection position, on a
work stand, a maintainer who knew what
to look for may be able to see the side
profile of the copper washer. During a
typical TAl, when viewing from below
depending on the rotor position you

may be lucky to see a small edge of the
washer and it would be extremely difficult
to tell if it was missing or not. The
retaining rings (which are no bigger than
a finger nail) can be very difficult to see.
If you haven’t come to the conclusion
already, the fact that this AB noticed the
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missing washer during a typical TAl is
just extraordinary! Especially considering
that there was no requirement for him

to inspect this component during the

TAI. At this point | realised that the ASOR
investigation was not going to be straight
forward.

Whilst | won’t go into the details of the
ASOR investigation (it became quite
complex) there are two key findings which
are also great examples of attention to
detail. It was found that about five weeks
earlier an ASOR had been raised against
A40-011 for FOC which had been found
sitting on the SARIB (a large, round,
flexible titanium plate fitted under the
Main Rotor Gearbox on an MRH9O0). This
FOC consisted of various small items
including a retaining ring similar to that
missing of A40-011’s UFS assembly.

A few days later during a morning FOD
walk, another retaining ring was found on
the flight line. Through further inspection
these were determined to be the ones
missing off the UFS assembly on A40-
011. The missing copper washer was
never found. It is sheer luck that both of
the retaining rings were found as they
could have ended up in any part of the
Shoalhaven. However, the fact that they
were ever found at all is attributable to
the attention to detail paid by various
members of the Squadron.

But how significant was this particular
find by this AB? Did he prevent a
potential catastrophe or is this just
another good duff story of someone
doing a good job? Anyone involved with
flying or maintaining helicopters would
know that flap or droop stops impeding
with blade motion at high NR can cause
significant damage to the main rotor
head and rotor spindles. Although it is
extremely unlikely, consider what might
happen if a reaction rod fitting had failed
during flight and imagine the effect of
such a failure on flight characteristics.

So how can this attribute of ‘attention
to detail’ be instilled into our minds and
work ethic? Can you teach someone
how to pay attention to detail? Well yes
you can, to a point. Anyone who has
completed or taught an auditing course
would say you can, but | think there is a
bit more to it than this. We could all go
out and focus all our time and effort to
going over all our work with a fine tooth
comb and a microscope. We could also
increase the levels of inspection applied
to each process. But how effective would
this be? Imagine how long it would

take to do a BFI if we inspected every
component down to its nuts and bolts
and applied three levels of inspection

to each step. Not only would this be
completely impractical, but how do you
know what to look for?

This is why | think this particular case
is an excellent example of effective use
of attention to detail. There are three
key factors that led to this AB making
his discovery: knowledge, effort, and
passion. These are the three common
factors that | believe lead to anyone
being able to apply attention to detail
effectively in any work they do.

Knowledge. In the case discussed, one
of the key findings was that the AB who
made the initial discovery was intimately
familiar with the UFS assembly on the
MRH90. He had been involved in several
maintenance evolutions on the Main
Rotor Head where the UFS assembly
had been removed. He also regularly
conducted functional checks of the UFS
during BFls and AFls. He was aware of
issues with UFSs jamming on PBLO0O2
aircraft and he had been involved with
the installation of deviations to PBLO02
aircraft UFS assemblies to address these
jamming issues. When PBLOO3 aircraft

came to the squadron with changes

to the UFS assembly, he studied them

to learn the differences between the
PBLO0O2 and PBLOO3 designs. In addition
to this he was very familiar with most of
the mechanical systems on the MRH9O.
Essentially he had become a SME on
this system. Having such an in-depth
knowledge of a system makes it easier
to notice when something is amiss. In his
own words the maintainer described it
as “something didn’t feel right so | had a
closer look.”

Effort. How can we develop such an
intimate knowledge of a system if we
don’t apply a little effort? As discussed
above, a lot of time and effort goes into
getting the experience and knowledge
to be able to easily recoghise when
something doesn’t “feel right.” What
about applying a little additional effort
into the work we do? The AB in this story
put the little extra effort into his regular
routine to add a quick inspection on a
system that he knew had issues in the
past. It probably added little more than
ten seconds to the overall inspection,
but put him in a position to identify an
issue that had gone unnoticed for quite
a period of time. Also, when he felt that
something was out of place, he made the
extra effort to double check then notify
his peers and supervisors.

Passion. If we are not at least a little

bit passionate about the work we do
then we are unlikely to be interested in
putting the effort into the job and less
likely to put the effort into building our
knowledge. Whilst it may sound cliché,
being passionate about your job and

the organisation you work for will make
you more inclined to excel at what you
do, learn more about your role, improve
your skills, and put in extra effort to do

a good job. Also if we are not passionate
about what we do in the Fleet Air Arm,
why else would we become an engineer,
maintainer, aircrew, or handler? This is
a crucial consideration when it comes
to maintaining morale. When the morale
of the Squadron is up, people are more
likely to believe in the validity of their
work, they feel more inclined to put in the
extra effort and strive to keep improving.
In other words they are passionate about
what they do and where they are. When
morale is down, the passion is gone and
people don’t see the value of their work.
They are less likely to put in the extra
effort and gain the knowledge as they
don’t feel it will make a difference.

It doesn’t matter what job you are doing,
if you work to get the knowledge, apply
the additional effort where it's needed
and show some passion in your work,
then the attention to detail comes

easy. If you think this is all a load of

fluff then | encourage you to look at the
BZs published in every TOUCHDOWN
edition. Most of them are recognising

a member’s ‘diligence’ or ‘attention

to detail’ and all of them recognise

the knowledge, effort, and passion

of the members concerned. On most
occasions, like the case above, the
things that people are getting BZs for
may seem quite small (cracks, pins,
nuts, retaining rings), but the recognition
is for the work they have done to get

to the point where they are able to
recognise when the small things matter.
It doesn’t always have to be something
that prevents a disaster either, because
it is still an example of professionalism
and due diligence. Recognition of our
members when they do a good job helps
to maintain morale and shows that we
value the work they do.

Author’s Note: The ASOR relating to this

article is 808SQN-054-2012. The ABATA
mentioned in this article was recognised
for his efforts with a BZ in TOUCHDOWN
(2012, Ed 3).

* Interactive ElectronicTechnical Publication
2 NR - Rotor Speed

LEUT Hjorth is awarded $100 cash prize
for his article to TOUCHDOWN magazine.
Congratulations
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ABATA D HARRISON
HMAS MELBOURNE

As aircraft maintainers we are able to
put into practice what a year and a half
of theoretical instruction and at least
another year of on the job training has
taught us. From troop seat installations
to retention plate inspections and
retorques, ATAs frequently draw on our
knowledge and experience to know

the stresses that components undergo
and for familiarity with their function.
ATVs show their prowess as they deftly
flow through avionics system functional
checks and security configuration
changes for cryptographic data transfers.
These years of training and consolidation
culminate with the ability to detach a
small team for a year and a half with the
confidence that they can maintain an
aircraft in a high tempo environment like
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Skills Mastery

those found on a ship at sea. The cross-
trained and multi-skilled maintainers

go on to demonstrate what aviation
sailors can truly accomplish as an almost
autonomous department.

The self-sufficient nature of an embarked
flight, however, highlights the little used
and rarely practiced skills that are vital to
the sustainability of an aircraft operating
in harsh environments. While an ATA is
trained for approximately five months
during initial employment training and
assessed against strict guidelines

by structural repair and fabrication
specialists, the lack of consolidation

is easily identifiable after years of not
utilising such skills. So too the ATV
members are reintroduced to wiring
repairs for plugs and looms.

The retention of sheet metal and wiring
repair trade skills are vital to supporting
aviation operations when deployed
because repair by replacement for
these problems is often not an option.
Unforgiving environments like those
found at sea and during an operational
deployment can result in abnormal

or increased wear of many aircraft
components including the structure and
wiring. The frequency of these sorts of
faults may be less than the requirements
to service a gear box or a role change;
however, a cracked airframe skin or
intermittent instrument fault can cause
more time without a serviceable aircraft.

For illustrative purposes, a crack found
in the port engine cowl airframe mating
bracket gives a good example of the

impact that the consolidation of these
skills can have on airworthiness. During
a routine engine cowl inspection, it was
found that the bracket designed to mate
with the engine cowl edge when secured,
was cracked near the bend radius. Of
the two technicians working in the area,
the first was an experienced maintainer
who had not touched a structural repair
since his IET course. His initial reaction
was to document the damage, he then
spent approximately one hour attempting
to find the appropriate publications and
references for the specific damage type.
The attempt to establish a repair plan
was complicated by the geometry of the
part and the fact that it was installed
with spot welding instead of traditional
fasteners. This was fast becoming a
confusing and tense situation not only for
the maintainer, but also the Maintenance
Manager who was trying to establish

an estimated completion time, and so

a second maintainer was consulted.
Having a similar amount of time on the
airframe as the initial maintainer, it was
the consolidated repair knowledge that
distinguished his contribution. Within
half an hour there was a repair plan in
place with required materials specified
and being sourced. The maintenance
manager was able to advise those

in control of the flying program when

the aircraft would be returned to an
airworthy standard and prepared for its
scheduled sortie.

Infrequent as these sorts of repairs

may be, the time taken to re-establish
familiarity with the required publications
and even the equipment to be utilised
can have a significant impact on the
down time of the aircraft. The example
given took place at 816 Squadron

and caused considerable issues to

the planned flying for the day. Had it
occurred onboard a seagoing vessel

the impact would have been not only to
aircrew currency but to the ships warfare,
medical and SAR capability.

The fluidity of the maintainers conducting
a physical repair on the required
components is crucial to reduce the
often substantial interval between
identification of the unserviceability,

and having such an important maritime
capability back in operation. The
retention and consolidation of the trade
skills and knowledge for sheet metal

repair and wiring repair leads to a greater
understanding of the process. This

leads to less time taken interpreting the
often complex, tolerances and general
parameters of the maintenance to be
undertaken. As with any undertaking the
more practice of the task there is, the
less time it takes to carry out and more
accurate the result. It is quite simply, a
potential loss of aviation and maritime
capability for maintainers to fall out of
practice.

Though the knowledge is there, the
consolidation and retention of skills in
these areas is crucial to the ongoing
aviation operations during a deployment
when the clock is always ticking. The
world doesn’t stop for a less than adept
maintainer.

ABATA Harrison is awarded $100 cash
prize for his article to TOUCHDOWN
magazine. Congratulations
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LCDR K HAYMAN, RAN
HMAS DARWIN

Near Miss in the

Training Environment

A vast majority of FAA aircrew have spent
some time in Tamworth and flown the
CT4B, attending the Flight Screening
Program (FSP) and/or as a student at the
ADF Basic Flying Training School (BFTS).
| was posted to ADF BFTS as a QFI from
Dec 2012 to Jan 2015 and | must say it
was the most rewarding posting of my
career so far, working with people from
all three services, civilians, contractors
and leaving with over 1000 hours on the
CT4B.

In order to meet the FSP Board timings
and the scheduled BFTS graduation
dates, the staff at BFTS work extremely
hard. The unit flies in excess of 1200
hours per month. This doesn’t include
the other organisations that also employ
the BAE training facilities, namely the
Republic of Singapore Air Force Air
Grading Centre (CT4B), the Papua New
Guinea Defence Force (CT4B and Seneca)
and the Royal Brunei Air Force (B206).

With the exception of navigational profiles
(visual and IF) and circuit sorties, the
majority of the flying is conducted in
Danger Area 523B, SFC-A080 situated
15 Nm to the west of Tamworth. Along
with light civilian aircraft operating
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and transiting the area, there could be
upwards of twenty five CT4Bs conducting
syllabus sorties within D523B at any one
time.

The professional development of a QFI
from D Cat to B Cat is one of the aims of
the unit and is essential for the output
of the school and the wider ADF. Once

a BFTS QFl is awarded their C Cat QFl,
along with other privileges, they are able
to conduct both ground and airborne
instruction on the FSP syllabus following
a FSP workup package and evaluation
sortie. Three QFls, ADF and BAE, will
typically be programmed for a FSP on

a rotational basis, typically every two
months or so, for a two week period. A QFI
will be programmed for three FSP sorties
per day until the program is completed.

Importantly, the aim of the FSP is not

to teach a candidate how to fly. It is to
assess a candidate’s rate of learning,
capacity and potential for further training.
Generally the candidates are very
enthusiastic, well prepared and striving
to impress. For a QFI, conducting FSP
sorties is a nothing short of a unique and
sometimes eye opening experience.

Every QFI that has conducted FSP at BFTS
has their ‘stories.” Many FSP candidates
have no or very little flying experience

and there is no limit to what some will

do when under pressure in the airborne
environment, anything from airsickness

to panic and freezing up on the controls
during dynamic manoeuvres. For example,
| was flying with a basic FSP candidate
who in one of his final sorties attempted
to input pro-spin controls (full left rudder
and centralised back stick) following a
touch-n-go whilst raising the flaps. In this
case, | was very thankful for ground effect
during the recovery.

Towards the end of my tenure as QFlI

at BFTS, | was conducting an early

FSP syllabus sortie with an in-service
candidate. The sortie syllabus included
a clean stall and recovery. The stall was
conducted within D523B, about 5 Nm NE
of Breeza at about 5100 ft AMSL in an
easterly direction. Following the recovery
of the stall the aircraft was accelerating
back to cruise speed, but still slow. | saw
another CT4B pass down the left hand
side of the aircraft approximately 100 ft
laterally displaced and 50-100 ft below,
in the opposite direction. | immediately

took over from the FSP candidate and
commenced a right hand turn away and
attempted to contact the aircraft on BAEs
private frequency, with no response. The
aircraft appeared to continue straight and
level to the west.

That aircraft was not seen during the
lookout wingover prior to the sequence
and the Traffic Collision Avoidance Device
(TCAD) did not provide any warning of
nearby traffic. The TCAD relies on the
transponder to be interrogated by RADAR
and provides an approximate range and
altitude separation based on a Mode C
interrogation. RADAR coverage through
Brisbane Centre is not available in most
of D523B.

On the transit back to the airfield the FSP
candidate was flying the procedure and |
utilised this time to plan the sortie debrief
and think ahead to the next sortie profile.
Additionally, during the transit home |
would reflect on the sortie profile conduct,
and debriefed myself on my ‘QFl-ing’,
some advice provided when | was a D Cat.
After landing the UASO was informed of
the occurrence and a Serious Incident
ASOR was raised - BFTS-175-2014.

| conducted a further two sorties that day,
four the following day and three more

on the Friday. It wasn’t until | finally had
time on the Friday afternoon that | sat
down and reflected on the event of that
particular sortie. It was only then that |
realised just how serious it was and how
lucky both the FSP candidate and | were
to not be involved in a potentially fatal
accident in the training environment.

Of note, within the following two weeks
another near Mid-air ASOR was raised

by another QFI following an OCTA
navigational sortie. This resulted in a
DDAAFS Aviation Incident Investigation
Team (AlIT) being stood up to conduct the
ASOR Investigation.

Conducting and maintaining an effective
lookout is essential in known high traffic
areas. In this case, factors contributing
to a less than ideal lookout during the
stalling sequence is summarised as
follows:

e Sun elevation — The event occurred
at approximately 0815K and the sun
was approximately 30 degree above
the horizon, which limits the detail that
could be seen out the front.

sequence, this was assessed as a low
workload environment for a B Cat QFI by
the DDAAFS AIT.

* Airframe — Although the low wing and
bubble canopy allow for a good view of
the outside, the CT4B nose and canopy
bow obstruct the forward field of view.
This forward field of view is further
reduced during a stalling exercise with
a high nose attitude.

How is this relevant to operations at NAS
Nowra? The possibility for a similar event
to occur will potentially become more
likely as the rate of flying in the Nowra
area increases in the coming years with
the introduction of the Helicopter Aircrew
Training System (HATS).

Canopy Imperfections = Many of the
canopy screens have been scratched
over time impeding a clear view out the

canopy.
The role of any instructor is to provide the

best possible instructional product to a
student in order for them to achieve their
maximum potential within a limited time
frame. In the see and avoid environment,
a percentage of a QFls attention must be
spent conducting an effective lookout.
Furthermore, this incident should remind
aircrew that all members of a crew must
take ownership of their lookout arcs

to ensure early detection of a threat,
both in the operational and training
environments.

* Rate of Closure and Aircraft Aspect —
Even at the slow airspeed and rate of
closure, the size of the CT4 with a front
on aspect makes it very difficult to see.

Relative Movement — Due to the
proximity of the two flight paths, there
would have been very little relative
movement of the other aircraft.

¢ Workload — The workload of a QFI
during some sortie profiles can result
in a less effective lookout. As a basic
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CPOATA P WILSON
808 SQUADRON

A few years ago | attended a work shop
presented by DDAAFS at HMAS Albatross;
the main theme of the presentation
involved “Blue Threats.” The basic take
away message being that threats or
potential impacts on both Technical and
Operational Airworthiness can and often
do come from within our own work force,
not the traditional Enemy. This has since
invoked a lot of thought and reminded
me of an incident that occurred just over
eight years earlier.

At the time of the incident | was working
at 723 Squadron. | was working under
a previous maintenance system as a
Maintenance Quality Inspector (MQI).
The task being performed was a routine
ground run post R2 service, this was to
check the operation of aircraft systems
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Looking Back
To Look Forward

and to ensure that none of the systems
that had been disturbed were leaking
oil. The pilot carrying out the benign
ground run was an MTP? at the time.
This evolution would normally happen
twice a week throughout the year during
normal operations, with the exception
that during this ground run | had two in-
experienced MQI’s working alongside me
whom | was charged with instructing on
the inspection regime requirements.

The evolution began with briefing the
pilot on the ground run requirements.
The pilot started the aircraft and there
were three of us under the disc checking
for leaks on the starboard side of the
aircraft. All of a sudden the aircraft
became airborne and rose about five
feet off the deck and the torque reaction

of the rotor head forced the aircraft into
three uncontrolled rotations. At this stage
| was forced to push the two trainees to
the deck as they stood in amazement
watching the tail rotor coming straight
at them. This happened another two
times with the aircraft just missing a
large fire bottle placed at the front of
the aircraft for the ground run. The pilot
eventually gained control of the aircraft
and safely landed fifty metres from the
original ground run area. No person was
physically harmed and the aircraft made
safe without any damage caused by the
incident.

The later ASOR investigation highlighted
what | can now identify as a “Blue
Threat” as described in Tony Kearns
book titled “Blue Threat Why to ERR

is Inhuman,” which was the theme of
the presentation presented by DDAAFS
mentioned earlier. The initial cause of
the incident was attributed to the Gust
Lock not being adjusted correctly which
led to the collective becoming dislodged
from the lock and causing the aircraft
to become airborne. The reason the
aircraft rotated three times before the
pilot gained control, was because the
pilot did not have his feet on the tail
rotor control pedals during the ground
run. The following investigation identified
that the maintenance team had been
adjusting the gust lock without external
hydraulic pressure on the aircraft. The
maintenance manual clearly stated the

requirement for the use of the hydraulics.

The investigation highlighted that “the
father-son” mentoring culture had led
to maintenance personnel believing

it was fine to do it this way and not

in accordance with the maintenance
manual. The benign nature and relative
routine nature of the ground run created
a lack of attention to detail for the pilot
conducting the ground run; the reason

for the pilot not having control of the Yaw
pedals.

This incident highlights how just over
eight years ago an incident like this
seems now, in our current state, almost
impossible. | have seen the culture at
723 Squadron change dramatically post
the Sea King BOI. The maintenance
system has changed, the amount of
personnel at the squadron has changed,
the facilities are now state of the art and
tooling and GSE? are readily available.

| strongly believe that by empowering
our work force we are making ourselves
more directly accountable. Personnel
are now becoming fully aware of their
responsibilities, this is leading to a safer
work place which in the long term is
improving our operational sustainability
and enhancement. The later book
“Going Pro; The Deliberate Act of
Professionalism” is well worth a read

to enable and enhance each individual
within the Fleet Air Arm.

L MTP - Maintenance Test Pilot
2 GSE - Ground Support Equipment
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LEUT M SHIPTON, RAN
816 SQUADRON

“Coming out, I've dusted out.” These
were the words | said after browning out
in the dustbowl just west of NAS. After
departing the pad, severe vibrations
were felt throughout the aircraft whilst
transitioning into forward flight.

The sortie was a Night Vision Device
(NVD) Currency Check Flight (CCF) for
an Aircrewman who had recently posted
from a flight. | had also just posted back
to the Squadron from the same flight
after spending seven and a half months
deployed and then on leave for six
weeks. The day before the incident | had
completed my IRA and Emergency SIM
in the simulator and the afternoon of the
incident | had successfully completed a
Maintenance Test Pilot (MTP) Check.

Flight

We took off from NAS at 1945 and
decided as a crew not to ‘goggle up’ for
departure as there was enough ambient
light to identify all obstacles on track
and seeing we were tracking west the
‘sky glow’ would hamper our transit. With
approximately 2 Nm to run to the pad

we decided to ‘goggle up’ and assess
the lighting with the NVD’s. As expected
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the sky glow was quite strong through
the NVD’s but during the recce it was
evident that the visual acuity towards the
east was fair so we opted to conduct the
approach on NVD'’s.

Throughout the recce the aircrewman
and | discussed the Dustbowl features,
terrain, wind and lighting. It was a very
still night and seeing the sky glow was
fairly intense we opted to conduct the
approach from the west. At no time
during the recce did the crew discuss
the effect that the dust would have or
procedures if we did get dusted in.

A double angle approach was made
slightly to the right of the intended
landing point. Once inside the pad the
aircraft’s tail was turned 20 degrees to
the left to straighten the aircraft for the
landing in the pad. With approximately
10 yards to run the aircrewman conned
me to standby, steady. Very quickly after
this con the aircraft became engulfed
in dust and | started to lose my marker
reference. | was conned several times
to move right and after three seconds

| called “coming out, I've dusted out.”

| made a vertical climb out of the pad

Proficiency vs Currency

and once visually clear of the trees |
transitioned into forward flight. This is
when it all became very exciting.

Emergency Actions

Initially | thought that it was a damper
failure because it was a progressive

one revolution vibration that increased
in intensity after several seconds. |
announced to the crew that we have

a damper failure and we would try to
make a landing to the dustbowl. Both
the Aircrewman Instructor and | quickly
decided that was not an option as there
were no visual references in the pad due
to the dust. | could see the airfield to the
east and we were almost perfectly lined
up with Taxiway A. | climbed the aircraft
to 500 ft AGL and transited at 70 kts to
limit the power required for the transit.
During the transit the crew discussed
possible landing sights on the way if the
vibrations became worse and | directed
the crew that | would be making a no
hover landing to Taxiway A.

All appropriate emergency calls

were made from the co-pilot and the
aircrewman were strapped back in
their seats. The intensity of the one rev

vibrations were slowly increasing but

by this time we were committed to the
taxiway. The aircraft was landed on the
taxiway with no further incident and was
shut down where we landed. After the
rotors had stopped it was quite evident
that we had struck something with one of
the main rotor blades.

Currency

As mentioned | had recently posted off a
Flight that had returned from the MEAO
and then had six weeks leave. | had not
flown the previous calendar month but
had regained my currency by completing
an IRA in the simulator the day before
and flown my MTP check that afternoon.
The co-pilot had flown twenty one hours
in the previous calendar month but

had not flown in the previous forty two
days due to taking leave. The front seat
crew had a total of one and a half hours
between us for the previous thirty days.
The QAIl had flown thirty one hours in the
previous thirty days and he was directly
supervising the Aircrewman conducting
the CCF.

Findings and Recommendations

There were many findings that came out of
the investigation in to this serious incident

but the main ones to take note are:

* During the reconnaissance phase of the
confined area approach there was no
discussion about the dusty surface and
potential problems that could bring

The recommended type of approach to
a dusty environment is a 0/0 (no hover)
landing which is taught in OFT but this
was not flown on the night

Both pilots had completed several
approaches to the Dustbowl! during and
post OFT and were fairly familiar with
the pad but neither had experienced
moderate to severe dusting conditions
and both assumed that it would be a
standard approach and landing, and

A review of the calendar based currency
system should take place giving
consideration to replacing all calendar
month currencies with a thirty day
currency and all three month currencies
with a ninety day currency.

Future

As discussed there were a few
contributing factors to this incident and
they all lined up that night. Thankfully the
professional training conducted at the

Squadron and the sound Crew Resource
Management of the crew prevented the
incident ending up as an accident.

Between the two front seat pilots they
only had one and a half hours flying time
in the last thirty days and this may have
contributed to some lack of proficiency for
the sortie. | had completed this sortie and
this approach so many times | had taken
it for granted at how complex it can get.

With the decrease in Short Term Air

Plan (STAP), number of aircrew (Pilot)

and steady rate of tasking it will be

hard to meet the hour based currency
requirements, and even when these are
met it still does not mean that the pilot is
proficient in a certain type of evolution. |
had flown over three hundred hours in the
last twelve months prior to this incident
but they were all off a ship so | was very
comfortable in the aircraft but like | said |
had taken it for granted at how dangerous
some things we do can get.

| am personally committed to making any
SCT flights as complex as | can within
reason (SFARP). This is to ensure that

| retain the proficiency to carry out any
evolution if needed.
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CAPT D REILLY, RANR
DGTA-ADF

So You Think You Are

Professional, Right?

As | prepare to leave the Service at the
end of this year, | have had occasion

to reflect on what characterises our
service as military members in the
Fleet Air Arm; and ultimately, what is

it we do that ‘enables the delivery of
aviation capability, safely’? There are
many factors that could be considered,
but at the risk of revisiting last year’s
TOUCHDOWN theme, | consider
‘Professionalism’ is a core determinant,
evident in the recognisable persona of
a competent person primarily in the way
they do business.

When | was a young engineer amongst
peers on 723 Squadron, | remember the
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old grizzled Special Duties (SD) Squadron
Engineer was making a brew and tuning
into our crew room banter as one of our
group stated (and it wasn’t mel!), “I've got
my degree - I'm a professional engineer
- of course I'm professional!” We had

all tentatively nodded, being full of ‘huff
and bluff” having just arrived back from
the UK aero-application course. We were
undertaking base familiarisation before
being assigned to a squadron, although |
already knew | had scored 723 Squadron,
with its five aircraft types. This great
squadron would now be my home for

the next six to nine months to complete
Certificate of Competence training.

| think we were all aware that we had to
get a few years under our belts before
we could register as a full member of
the Australian Institute of Engineers,
and even then, some of us had been
promoted without degrees - and given
the original premise, were these SD
officers really professionals? | was
quite conscious as well that even the
Institute of Engineers thought | was
only a Graduate - but still | was in the
engineering profession wasn't I; | was
qualified - so | must be a ‘professional,’
right?

Hearing this line of conversation, the
Squadron Engineer broke into our

chatter, and quite adamantly said
(expletives extracted) something like:
“listen you guys, you have only been
here a ‘dog watch,” you need to get
some salt on your shoulders as ‘Air
Engineers’ before you are anywhere
near professional - and besides, you
are Naval Officers first - don’t forget
that - you are in the ‘Profession of Arms’
- much more than just an engineer - its
all about leadership and demonstrating
personal integrity.” He paused to let

it sink in, then continued “and while

I’'m at it, | don’t want any of you near

my aircraft without one of my sailors
tagging along to keep you from breaking
something - understood?” We all felt
chastened and ‘put back in our box’ now
knowing we couldn’t be trusted - yet.

He pointed to me for effect, “OK, Reilly,
go see the Chief Tiff, and get yourself on
the watch system for the first few weeks
- there are no short cuts here, you need
to know what you will be asking of your
troops ... you know, get your hands dirty,
know about the admin, be able to do a
Dl yourself, do the early shift, that sort
of stuff before bragging about being
‘professional’ - get some runs on the
board first! ... the ‘boys’ (it was only boys
then) need to see you on the shop floor
... walk the walk ... and get that stupid
grin off your face, this is serious stuff

... huh, professional’s my ar...” he then
stormed off. At least | knew where | stood
in his eyes - and the others got the
message too; no doubt glad they had not
been assigned to 723.

His directive was about gaining
credibility. People often make the
mistake of assuming ‘professional’

is about belonging to a ‘profession,’
evidenced by virtue of a recognised
qualification. Whilst it is true that

being qualified has inherent value as

it certifies that a body of knowledge is
held (or should be), and furthermore, a
qualification is generally the principle
barrier for entry into professional bodies,
three normally associated assumptions
are questionable. ‘Professionals’ are not
restricted to recognised professions, nor
does having a qualification within one,
make you ‘professional,” and indeed,
not having a ‘piece of paper’ does not
exclude you from being ‘professional.’
The fact is, whether you want to argue
the toss or not, credibility is about
behaviour, and behaviour is continuously

assessed by others and it is these
impressions that underpin respect and
perceived professionalism.

Sure, credibility demands a qualification
basis, but to be fair, being ‘qualified’ can
range from being able to demonstrate
appropriate experience within a defined
domain through to being able to wave

a certificate with your name on it
without much applied experience -
ideally a mix of both produces optimum
performance. Simply put, qualifications
per se do not make a professional;
behaviour does - a distinction clearly
made within the TAREGs which demand
not only appropriate qualifications but
authorisation. This involves recognition
by an authorised person that you can
be trusted to apply your qualifications
appropriately.

Generating credibility in turn is about
quality application of skills, some

of which will be a measure of your
interpersonal skills as much as your
technical proficiency. In other words

it is not only how you apply yourself
technically but how you are perceived
to apply yourself personally - and

from another perspective it might be
seen as a measure of the confidence
you instil in those who expect you to
exercise authority. For the intellectually
arrogant amongst you, climb down from
the qualification horse and get involved
with ‘doing’ - and ‘doing’ it well - in

a manner that engenders credibility
and respect. Indeed, it is respect
engendered in others, and the respect
you reciprocate to other contributors,
that defines your outward performance.
That is, to be considered ‘professional’
you must demonstrate a commitment
to the quality of your delivery; working
respectfully with others while producing
outcomes that should not be assumed
simply because you hold a qualification.

My Squadron Engineer those many
years ago had made another less than
subtle point - we are all members of the
military - the profession of arms - in this
respect our qualifications are worn on
our shoulders or on our rate badges -
you don’t have to wave a certificate to say
that. Yet we all know by experience that
wearing insignia doesn’t automatically
make us professional because we have
all witnessed unprofessional behaviour
from individuals irrespective of rank

Being in the military,
professionalism is
also intimately tied to
appreciating that we
are in the profession
of arms, and as such
we must be seen to be
principle driven, with
our assigned rank and
authority reflecting
Navy’s behavioural
aspirations.

Fly Navy
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or rating. To garner respect, we must
aspire to be able to meet the behavioural
expectations of the Navy, and be able to
effectively apply the knowledge expected
of our specialisation at that rank.

As a young officer in the 1980’s
behaviour was always about Integrity,
Respect and Loyalty to the Service -
inculcated from the moment | joined as
an apprentice in the early 1970’s. These
were the Navy wide values then - albeit,
arguably not always well practiced.
Nevertheless, these values were further
amplified with Officer training as |
prepared for my commission, and taught
on the basis that to lead effectively you
had to be principle (read morally and
ethically) driven; and importantly, to be
seen to be.

In today’s Navy, what has changed?
Well the way the system actively
encourages everyone to be the best they
can, for one thing (not a bad addition)
- and especially, how we are actively
encouraged to live the Navy Values of
Honour, Honesty, Courage, Integrity and
Loyalty in concert with the underlying
principles of New Generation Navy.
Clearly the end game hasn’t changed -
just a heightening of expectation.

In summary, within your specialisation,
whether an Officer or Sailor,
professionalism is fundamentally about
behaviour, not qualifications. Being in
the military, professionalism is also
intimately tied to appreciating that we
are in the profession of arms, and as
such we must be seen to be principle
driven, with our assigned rank and
authority reflecting Navy’s behavioural
aspirations. Professionalism is therefore
not solely vested in our specialisation,
qualifications or in our rank, but
rather how we behave conducting the
associated responsibilities. In effect,
being ‘professional’ centres on your
personal integrity to apply your skills
and intellectual toolbox honestly and
respectfully - demonstrating principle
driven behaviour aimed squarely

at enabling the delivery of aviation
capability, safely.

So, you are a professional, right?

725 Squadron Commissioning
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