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CAPTT STANDEN, RAN
DIRECTOR MARITIME SAFETY BUREAU

As Director of the Fleet Maritime Safety
Bureau, | am very pleased to be offered
this opportunity to write the Foreword

for this issue of TOUCHDOWN Magazine.
There is wide agreement across Navy that
the Fleet Air Arm delivers aviation combat
capability in a manner that while very
focused on the capability effect, does so
safely. We have a Fleet Air Arm that has
an outstanding reputation for professional
excellence, at all levels, through a well
constructed, carefully maintained and
continuously improved system of systems.

Your reputation for professional excellence
and safety has not been earned as a
matter of chance, or good luck. It is a
result of intelligent, methodical and
systematic attention to detail, flexibility
of thought and plain hard graft. The

FAA safety management system (SMS),

in concert with our own individual and
collective behaviours, is very much a key
enabler of the delivery of this aviation
capability. Expressing the issue of safety
slightly differently, ‘we don’t want any
nasty surprises,’ then a central function
SMS should be to guard against such
events. Think of a surprise as something
that occurs when what we actually see or
detect, is very different to what we were
expecting to see or detect.

A sound SMS gathers information on past
events that have occurred; theorises on
what could occur based on knowledge of
the system; projects forward and designs
defences to reduce the likelihood or
consequence in regard to a particular
hazard or situation. In this sense, the SMS
is operating in ‘guard mode’ against what
one could term ‘situational surprise.’

Situational surprise can be defined as

a surprising event caused by failures

in the collection, analysis, judgement

or distribution of information about a
known phenomena - in this case we can
consider a known workplace hazard as the
phenomena. A hypothetical example of

a situational surprise could be someone
experiencing a fall from height. The
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subsequent accident investigation reveals
that despite the fact that the organisation
was well aware that the work was being
conducted for some considerable time,
the SMS had failed to ensure adequately
that the risks to the safe conduct of the
task were understood, reviewed and

then eliminated so far as reasonably
practicable. | would suggest that many
safety incidents may fall into this category.
| also suggest that the aviation SMS is well
practised at dealing with incidents of this
nature.

There is however another category of
surprise. This one is termed ‘fundamental
surprise’* where a post-event analysis
reveals a mindset (of those involved in

or around the event) that ceased to be
relevant to reality long before the surprising
event occurred. Often safety events that
are fundamentally surprising are often
spectacular and involve, tragically, many
victims. The Haddon-Cave report into

the loss of Nimrod XV230 in Afghanistan
in 2006 contains many elements of
fundamental surprise. How then can we
relate fundamental surprise to our SMS?
How does an organisation guard against
being fundamentally surprised?

This is somewhat more complicated than

a situational surprise in that the conditions
that lead to a fundamental surprise are
typically developed over a long period

of time. There is a slow, gradual, subtle
shift of perception against reality over a
period of years. This could be considered
to resemble ‘organisational drift,” or, more
familiarly, ‘normalisation of deviance.’ |
think by now most of us are well aware of
the nature of this insidious threat. | also
think most of us understand that amongst
other factors, complacency can play a
significant role in a drift away from either
regulated or approved modes of behaviour.

Nevertheless, when an incident occurs
whose contributing factors include
normalisation of deviance, the surprise
felt at various levels in the organisation
can still be profound. A robust response

to a fundamental surprise often requires

an organisation to undertake a measure of
‘fundamental learning’ (or re-learning) that
may involve significant changes in modes of
thinking, or firmly established concepts, or
changes to long-held mind sets across the
organisation and at many levels. A generative
safety culture is an environment in which the
ability to defend against fundamental surprise
is far more likely to be achieved, than not.
Aviation has made enormous strides along
the pathway to a generative safety culture.
The Fleet in general is well and truly on the
same journey. Regardless of our successes
along the way, and there are many, guarding
against complacency and drift is absolutely
paramount so we are not fundamentally
surprised as we continue to build and
continuously improve our SMS to eliminate
accidents and incidents. TOUCHDOWN is one
amongst many defences against experiencing
a surprise, either situational or fundamental.

TOUCHDOWN is another source of knowledge
that we can use to good effect in keeping
ourselves safe. We are all safety practitioners
of one sort or another and knowledge is
power, and on this basis, | am very pleased to
commend this Issue to you all.

1. http://www.articlesb com/
fund. tal-surprise-israeli-I

mics-articles/
2784076.html
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CAPT T Standen, RAN
Director Maritime Safety Bureau
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LEUTJ TOPPING, RAN
FLEET AVIATION SAFETY OFFICER

Little over two years has passed since
settling into the FASO role and | continue

to be impressed by the professionalism of
the people within the Fleet Air Arm. This
was certainly the case when we undertook
a recent activity that involved hosting a
number of ‘focus group’ sessions across the
FAA. The purpose of this activity was to gain
a better understanding of the underlying
factors contributing to safety occurrences
where maintenance inspections did not
detect incorrect assembly. | was impressed
at the level of support and number of
personnel that were made available by
each Squadron being acutely aware of the
potential impact the activity may have on
their flying program. Maintenance personnel
were divided into separate groups based on
rank which successfully encouraged open,
candid discussion. There were a number of
issues that were consistently raised by all
groups:

Experience Levels - A lack of specific
experience on the aircraft types more
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recently introduced into service (MRH-90
and MH-60R) which although anticipated has
been further diluted with the growing number
of sea-going Flights and the subsequent
posting of the more experienced personnel
to fill this capability.

Documentation/Publications - Current IMI
requirements with the maintenance manuals
that often specify ‘check for correct assembly
and locking’ were considered too broad in
nature. Also, the number of documents/
publications that needed to be referenced

in addition to the maintenance manual was
considered to be overly-complex, particularly
for the MRH-90 and MH-60R platforms.

Resourcing - A general consensus that the
volume of time consuming a seemingly ever
growing list of secondary duties and other
ancillary tasks was detracting from the ability
of senior sailors to consistently provide
effective supervision. This issue was believed
to have not been appropriately catered for
within current Squadron manning levels.

T

it T

Training - Consistent agreement that the
current aviation technical training continuum
does not provide an in-depth level of

aircraft systems knowledge and may be
overly focussed on achieving rapid journal
progression.

A number of recommendations were made
based on your feedback, some of which
action has already been instigated. | would
personally like to thank all those personnel
who participated, particularly for your
enthusiastic and respectfully forthcoming
opinions and views. As mentioned earlier,

| continue to be impressed with your
professionalism and desire to improve the
system.

In this edition of TOUCHDOWN we have the
pleasure of sharing a number of interesting
and diverse articles. | would like to thank all
of you who have contributed and strongly
encourage more readers to take the time

to share their experiences. Your ongoing
contributions are essential to the success of
this publication.
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SMNATV J LAWSON
725 SQUADRON

On 18 Jul 16, SMNATV
Lawson demonstrated
an exceptional level of
attention to detail in
identifying a significant
piece of FOD that was
obscured behind fuel system
components. This discovery
was made during training

on the MH-60R Equipment
Application Course while
conducting an Area One Daily
Servicing on A48-019.
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SMNATV Lawson displayed
vigilance in identifying the
potential FOD, employing
the three foot rule to

her maintenance

inspection to

encompass areas
outside what was prescribed
in the task. SMN Lawson is
commended on her attention
to detail and the application
of newly taught skills in
identifying a potential hazard
to the aircraft.

BZ SMNATV Lawson

ABAVN R HOCKING
816 SQUADRON

While conducting flight
line duties with 725
Squadron at the
HMAS Albatross
Seahawk Facility,
ABAVN Hocking was a
member of a MH-60R rotors
running turn around support
team. During the evolution,
AB Hocking noticed the Upper
Infrared Countermeasure
Fairing Access Door was
unsecured and flapping. This
panel is located on top of the
airframe structure aft of the
Main Rotor Pylon, making it
difficult to be seen by ground
support personnel.

Upon identification of the
unsecured panel, AB Hocking
took immediate action
informing the aircrew and

“paanc™

notifying 725 Squadron
Maintenance of the
deficiency. The aircraft
engines were shut down
to allow the panel to be
inspected and secured
by the 725 Squadron line
maintenance personnel.

AB Hocking has demonstrated
excellent attention to detail
and a proactive attitude
towards maintenance and
safety on the Seahawk Facility
flight line. His actions on the
day avoided potential damage
to the aircraft and/or injury

to personnel. AB Hocking is
commended on his vigilance
and pro-active actions during
these evolutions and is directly
contributing to safety in the
Royal Australian Navy.

BZ ABAVN Hocking

ABATV R MURTAGH
816 SQUADRON

On 17 May 16, ABATV
Murtagh displayed an
excellent application
of attention to detail.
While acting in the role
of marshaller for a start on
aircraft A24-010, AB Murtagh
noted what looked like
smoke coming from the rear
underside of the aircraft.

AB Murtagh confirmed with
the fire bottle number that he
was indeed seeing smoke and
immediately informed the pilot
to abort the start sequence.
AB Murtagh was called into the

“paanc™

MURTAGH

aircraft to discuss with the
pilot what he had seen, the
pilot further investigated
the area and identified
an engine compressor
vent as the possible
cause. The sortie was
cancelled and the aircraft
was returned to maintenance
for investigation. If the smoke
had gone un-noticed, or if
AB Murtagh had not taken
immediate action, the situation
could have escalated.

AB Murtagh, should be proud
of his attention to detail and
quick actions.

BZ ABATV Murtagh

ABATA D ULRICH

FLIGHT FIVE

HMAS DARWIN

On 27 Feb 16, while
raising the tail probe

in preparation for the
aircraft to launch, ABATA
Ulrich noticed a clear liquid
dripping from the transition
section. In order to determine
the source of the liquid, he
without direction, climbed up
into the transition section of the
aircraft.

Having discovered that the
liquid was excess water
following a wash down, he then
carried out an inspection of
the transition section. While
inspecting the top of the tail
oleo, AB Ulrich discovered a
number of metal filings around
the top nut of the tail oleo

nor

assembly. This indicated a
significant unserviceability
with the tail oleo assembly,
which left un-noticed,
could have resulted in
severe damage to the
aircraft and potential
failure of the oleo during a
landing evolution, particularly in
the embarked environment.

AB Ulrich’s initiative and
attention to detail serves as a
fine example within his trade.
ABATA Ulrich has demonstrated
outstanding attention to

detail and a proactive attitude
towards the maintenance and
serviceability of the embarked
aircraft and should be
commended for his contribution
to aviation safety in Flight Five
and the Fleet Air Arm.

BZ ABATA Ulrich
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LSATA K EDDY
FLIGHT ONE ROMEO
HMAS PERTH

During HMAS Perth’s
Middle Eastern
Region Mission
Readiness Workup,
LSATA Eddy was an assistant
to the Tradesman during a
Turnaround servicing where he
identified that the fillet fairing
on the port stabilator of N48-
007 was attached incorrectly.

The defect was identified when
LS Eddy observed that the
washers attached to the port
stabilator fillet fairing were
able to be spun by hand. If not
identified it could have lead
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to the screws coming adrift
during flight and the fairing
departing the aircraft.

The fact that LS

Eddy discovered

the discrepancy on
completion of a wholeship
Damage Control exercise
where he was a member of
a fire team, highlights his
awareness and focus on
aviation safety.

LS Eddy’s attention to detail
exhibits dedication to his
duties and outstanding
attention as a Flight
maintenance member and is
to be commended.

BZ LSATA Eddy

LSATAT RODGERS
TA-AVN

On 11 May 16,
LSATA Rogers
demonstrated
exceptional situational
awareness and the highest
regard for the safety of her
colleague and students whilst
supervising a training evolution
on the Flight Deck Procedural
Trainer. During a standard
Recovery Assist training

serial, LSATA Rodgers fellow
instructor became entangled

in the messenger cable which
had been lowered from the
helicopter hovering above the
Dummy Deck. LSATA Rodgers,
who had been positioned on
the opposite side of the deck,
immediately moved across the
deck and assisted the instructor
in untangling himself from the
messenger cable which was

being blown around in the
helicopter’'s downwash. Using
clear hand signals she directed
the two students to clear the
deck whilst she and her fellow
instructor continued to take

the excess messenger cable

in hand to prevent any further
entanglement with personnel or
deck fittings. Had LSATA Rodgers
not acted so promptly, there was
a very real risk of serious injury
to her colleague and students.

LSATA Rodgers decisiveness
and leadership in this stressful
situation is to be commended.
Her actions are a reflection of
the professionalism of The Flight
Deck Training Unit and she

can be justifiably proud of her
contribution to aviation safety in
the Royal Australian Navy.

BZ LSATA Rodgers

LSATA M SKILLICORN
FLIGHT ONE ROMEO
HMAS PERTH

During HMAS Perth’s
Middle Eastern
Region Mission
Readiness Workup,
while conducting an Area One
Daily Inspection (DI), LSATA
Skillicorn noticed the brake
attachment bolts spinning
freely by hand. This discrepancy
was detected during the break
wear indicating pin inspection
and appeared to apply to all

the main landing gear brake
assembly attachment bolts.

The DI schedule does not
call for the inspection of the

attachment bolts. His
attention to detail during
the busy workup prevented
total failure of the port

T side main landing gear
u brake system and a

potential incident onboard
HMAS Perth.

LSATA Skillicorn is to

be commended for his
professionalism and

vigilance whilst performing

his maintenance duties. His
actions have directly lead to an
embedded culture within Flight
One Romeo to ‘expand the box’
beyond the immediate DI area.

BZ LSATA Skillicorn

POATA M RICHARDS
816 SQUADRON

On 06 Apr 16,
POATA Richards
demonstrated a high
level of attention to
detail and technical
knowledge during an
independent inspection of the
intermediate gearbox of aircraft
A48-011.

While completing an
independent inspection on

an adjacent component, PO
Richards expanded the scope
of his inspection to include the
general and surrounding areas
of the tail boom and tail pylon,
leading to the discovery of a
potential unserviceability in the
form of a noticeable, but small,

s

gap between the mating
flexible coupling disks of a
tail rotor drive shaft flexible
coupling.

PO Richards was quickly
able to determine

that the coupling was
unserviceable and initiated
rectification procedures in
order to return the aircraft to
serviceability. PO Richards
dedication to duty, attention
to detail and subsequent
timely rectification of the
unserviceability is commended
and his actions are considered
to be in the finest traditions of
the Royal Australian Navy and
the Fleet Air Arm.

BZ POATA Richards
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LEUT C HANDFORD, RAN
725 SQUADRON

Above is a painting by llya Repin called
‘The Unexpected Visitor.” | would like the
reader to appreciate The Unexpected
Visitor for thirty seconds.

Now that you have an appreciation of
the painting, please answer the following
questions without looking at the painting
again:

1. How many paintings are within the
painting?

2. How many children are in the painting?
3. Carpet or wood on the floor?
4. What's the expression of the visitor?

How did you do? Did you manage to
answer all the questions with just one look
or did you go back for a second, third or
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fourth look? When you did, did you focus
on specific areas of the painting?

Psychologists have used the painting
above to study the link between seeing
with the eyes and interpreting what you
see with the brain. The study has shown
over and over again that when we focus on
something; we use our foveal vision, which
is sharp but zoned into relatively small
points.

Our eyes tend to look for: information-rich
areas; areas of high contrast; human and
expressionistic areas, e.g. the eyes and
lips. The brain looks for the most efficient
way to navigate the world.

The experiment has demonstrated through
eye tracking, that there is a generic
pattern when we first see the painting.

The Unexpected Visitor

This generic pattern allows us to gather
enough key information to generate a
rough picture of what we see. Greater
details are only called upon on a need to
know basis, like when you glanced back
at the painting to look for specific areas to
answer those questions.

What did | learn from this experiment?

To date, humans have demonstrated
extraordinary feats of ingenuity, we see

it in forms of discoveries and creation
within the fields of science, medicine, art
and aviation. However, as humans we are
fallible, we are by genetics, limited in what
we can do, see and perceive.

We need to accept and understand
our capabilities and limitations. To
me, the Unexpected Visitor is a visual

representation of Human Factors, it
highlights two main factors: tunnel vision
and the need to ask specific questions to
form an accurate depiction of the world.

Tunnel Vision

Notice when specific questions are asked
about the painting, your eyes zoomed in
and focused on certain areas. By doing
this, we are disregarding superfluous
information and focusing on what is
needed. Our focus is scoped by the
questions being asked.

| draw parallels between tunnel vision and
the conduct of our Daily Inspections (Dls).
The DI is arguably the most important

set of inspections prior to releasing

an aircraft. It is our guarantee that the
aircraft is airworthy for its intended
mission. Yet, across the Fleet Air Arm
(FAA), we continuously and unintentionally
miss things during these inspections such
as pens found in oil cooler assembly; rags;
dzus fasteners left unsecured etc.

When viewed through the lens of the
Unexpected Visitor, it provides us with an
explanation of why we may miss things
even though we conduct inspections IAW
DI schedules.

It is almost impossible to perceive and
store every detail of the aircraft with

just one look, and the use of inspection
schedule allows us to systematically
inspect specific areas of the aircraft.
However, by doing so, our focus and
attention is limited to the scope of the

DI schedule, thus creating tunnel vision.
Adding to this, there are other contributing
factors like: lack of experience on type;
distraction; time constraints — when
combined it creates a fertile environment
for anyone to miss something that may
appear obvious or right in front of them.

While we may not completely mitigate
tunnel vision, by being aware of it and
being mindful, if a situation arises where
it is already conducive to distraction and
time constraints, then take a minute to
regain your situational awareness and be
mindful of your surrounding areas that
may not be explicitly stated within the DI
schedule.

Asking specific questions to build an
accurate picture

Recently, | was involved in the

decision making process regarding the
identification of some suspect split pins.

It was reported that the split pins could
potentially be pulled through certain bolts.

At first we were given scattered
information which made forming an
accurate picture difficult. Given that the
suspect split pins were used in a number
of safety critical areas within the aircraft,
and on that day, we had two aircraft ready
to launch. It was clear that what started as
a potential stores issue quickly manifested
into a potential airworthiness issue across
the Romeo fleet.

In situations like this, it is important to
ask the pertinent questions to address
the issues at hand. Given the potential
scope of the issue, it was decided to delay
the launch of the two aircraft whilst we
gathered more information.

To ascertain whether this was indeed
an airworthiness issue, the following
questions were asked:

* |s this batch of split pins authorised for
fitment?

* What is the ‘authorised for use’ split
pins?

* Where are the split pins used on the
aircraft?

» Can we obtain a suspect split pin?
¢ Can we obtain the bolts in question?

* Can we demonstrate the split pin pulling
through the bolts?

By asking the questions above, we focused
on specific areas; and by answering

those questions, we formed an accurate
depiction of the situation. Much like what
the Unexpected Visitor demonstrated, the
brain does a decent job at formulating a
rough picture of the reality we perceive;
however, if more detail is required, we
need to ask the specific questions to allow
the brain to zoom in and process specific
information gathered by the eyes.

In this particular case, it turned out there
were no airworthiness issues associated
with the split pins. A great outcome

for what could have been a serious
airworthiness issue.

When faced with situations like this,
always be mindful and take the time to
ask specific and safety related questions
to ensure you are painting the most
accurate picture before making a decision.

Conclusion

When | joined the Navy as an engineer, |
did not envisage myself standing in front
of maintainers presenting on Human
Factors and the dirty dozen. | certainly
did not expect our job requirement
(engineers, maintainers and operators) to
encompass elements of psychology, with
regards to understanding human factors
and identifying which factors we want to
promote and which we want to monitor.

I am thankful, as a culture, we are giving
the likes of Human Factors and just
culture the attention it deserves, this is an
indication that we are on the right track

to becoming a generative safety culture,
where safety is intrinsic and ingrained in
every task we undertake.

Human factors can be a hard sell. How
do you educate and teach what people
inherently know e.g. tunnel vision; fatigue;
distraction? It is also a hard sell because
often there are no standardised solutions
that will mitigate these adverse factors.

It comes down to being mindful and
acknowledging our own capabilities and
limitations when it comes to tunnel vision.
As individuals and as an organisation, we
also need to be mindful that when dealing
and managing an adverse situation, it

is paramount to ask specific questions

in order for the brain to formulate an
accurate picture.

Sometimes the accurate picture can

be formulated instantaneously, other
times it may take a series of questions to
formulate a picture; regardless of the time
taken, we need to ensure the decision

we are making does not alter the current
prescribed level of safety.

LEUT Handford is awarded $100 cash
prize for her article to TOUCHDOWN
magazine. Congratulations
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Turning Firsts in to
Everyday Practice

CPOATV P COPLEY
816 SQUADRON

As my time as the Flight Senior
Maintenance Sailor (FSMS) on HMAS
Perth is now complete, | wanted to share
some of my insights and experiences that
could be of benefit to the Fleet Air Arm
and MH-60R community. By no means
am | an expert, but given that we have
been involved with nearly every ‘First’ for
the MH-60R embarked operations | have
learned a lot about myself, people and the
RAN as a whole.

As a synopsis and to explain what we have
done on ‘Romeo’ Flight One since forming
as a Flight, this is a brief outline of some
of the achievements that we have been
involved in:

e Two A/C detachment to AUTEC

e  First of Class Flight Trials (FOCFT) on
HMAS Perth

e  Exercise TALISMAN SABRE 2015 on
HMAS Perth, including two cross-
country transits

¢  Exercise SURFRIDER at RAAF
Woomera

*  First Romeo Flight to operate from
Western Australia

Now that | have handed over to my
successor, the Flight has since completed
an Aviation Sea Safety Assessment (ASSA),
embarkation, MR and is currently on
deployment in the Gulf.

So you may ask, what great nuggets of
wisdom will this article give me?

Hopefully, nothing that you probably don’t
already know, but maybe an opportunity
for a little reflection on how we achieve
what we do, who is involved and how
important it is for the Team to Work.

| originally intended to send out an email
to the key players at 725 Squadron,
thanking them for their support during my
tenure. But as | considered who | needed
to thank, | realised that it wasn’t just the
normal CO, XO, WO etc, but just about
every individual that works within the
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bounds of Naval Aviation. Just about every
individual on 725 Squadron has assisted
me in some way, whether moving an
aircraft, covering the line for me, assisting
me with technical information or just
moving ‘stuff’ for us. Every department:
SE, GSE, Pubs, QO, Regulator, MU’s, SU’s,
Tool control - the list goes on.

So maybe my email needed to be
addressed to a few more people.

But then | also considered all of the

other agencies, departments, and
organisations that had also made our
journey an achievable one. Sikorsky and
Lockheed Martin Tech reps, HQ-FAA, AMS,
MHSCo, NASPO, AMAFTU, TA-AVN, ALB
Perso Office, Medical, Dental, Transport,
Coxswains, FLSE-A, Main Stores, Battery
Shop, Fuellies, Wilson Security, PTl's, 816
Squadron, CSC, Navy Canteens — all had
some kind of input into our output.

Then | looked through my emails, and
unearthed another list of people: ANZAC
SPO, Weapons SPO, HMAS Perth staff,
HMAS Stirling staff (including JLUW &
HSF), MH-60R Project Office, NPCMA,
RANTEAA, DCO, RAAF SecFor, AMSPO,
USN, Toll, CSSSSS ... my gosh, you have no
idea how many people.

But the point is, without each and every
one of these people being willing and able
to assist us, we would not have achieved
anything, as easily or as seamlessly as we
have.

So, what other nuggets of fantastic
wisdom can | provide?

From an FSMS’s point of view, let people
do their job.... Now | am sure that if you
ask anyone that has worked for me, they
would probably not completely agree with
that statement, but from my perspective
(and as difficult as it is for me with my
control issues!) | tried very hard to let my
team do what they do best. At all times
they achieved, provided the unexpected
and surpassed my expectations, and
almost always with a smile. | felt 110%
supported by my entire team, from the
Flight Commander down. | have had lots
of manpower changing out, but luckily

for me, mostly for career moves or
promotions. Each and every one has been
an integral part of the team that is Romeo
Flight One.

As the MH-60R was a Military off the Shelf
(MOTS) purchase, | would like to highlight
that this MOTS solution brought some
unexpected issues with respect to utilising
and working under the ADF regulations
and work routines. There is nothing that is
unachievable, but the process has been

a little more painful than | believe some
envisaged. In saying that, | would also

like to point out that what the RAN has
achieved with the MH-60R in a relatively
short period of time has been nothing but
amazing.

Our position today?

| believe, still crawling.... we still have a lot
to learn. Even though we have achieved
lots of ‘Firsts’ that is all we have done. We
now need to turn those firsts into everyday
practice. We need to build our experience
and broaden our abilities to ensure that we
make the most of this impressive piece of
machinery. Our skill levels are minimal, but
we have the foundation to work from.

Where to now?

As | said, we have a foundation to build
upon. From my perspective, it has been
refreshing to see so many open minds to
overcoming issues, thinking outside the
box, the clarity in decisions and an open
and frank discussion to try to foresee
issues before they arrive. Changing the
mindset of ‘it’s just another Bravo’ will

be a trying and constant battle. Manning
our eight Flights is going to be a huge
challenge. Keeping our experience levels
above minimum will be extremely difficult.

My biggest concern is that there is a
perception that we can do everything

that we have achieved so far comfortably
and so are pushed for the next level of
achievement. Although this seems logical,
there is an inherent danger with this belief.
Just because we have done it once, does
not mean that we are competent and fully
prepared. | believe that the Romeo Project
has scored some own goals in meeting the
targets set and then moving on without
fully growing the capability. 2016 is going
to be an interesting year, and one that

we should be watching very carefully to
ensure that we don’t over extend our
abilities.

But, looking back where we were just
eighteen months ago, the RAN has
achieved an impressive feat!

Please be aware, these are my personal
thoughts and opinions. Nothing is based
on facts or reality, but as | said at the
outset, just trying to pass on some of my
experience and hopefully a little thought
provoking discussion as to the fact that
the RAN, FAA and Romeo community is
working and moving forward to where we
need to be.




ABATA J HEXTELL
TECH MASTERY — AIRBUS GROUP AP

Having been located at one of the Airbus
Group AP Technical Mastery positions

in Brisbane since April 2015, my eyes
have been opened to the blessings (and
hindrances) the ADF aviation management
system provides surrounding the current
crop of Defence maintainers.

Although there are so many positive
attributes to the system, negatives are
often the trade off and are to be expected.
It has certainly become clear to me the
areas in which a variety of shortcomings
are more obvious. The double edged
sword of leading the fleet in providing
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Bridging the GAP

safety and training to our maintainers is
the dynamic environment in which we are
required to operate.

The positives of our system are all to be
found in our safety, our people processes
and our work force shift manning. Quite
simply, we have a significant amount

of manpower and although military
commitments can often leave positions
vacant, we generally have the required
people where it matters the most and
this is the direct result of appropriately
managed and supportive people
processes.

We maintain the aircraft on a defined
safety system through our well
documented maintenance practices,
high quality handover routines, defined
shift roles and responsibilities. Every
maintainer knows the desired outcomes
and the trade supervisors / maintenance
managers work together to achieve the
desired objective. Our safety system is
recognised by the industry as being the
desired standard and our safety culture is
held in high regard.

But as | said, where there are positives
there are also negatives, and it is

my personal opinion that our current
shortcomings are most closely related to
technical expertise due to a significant
trainee backlog which directly affects our
efficiency.

Having to compromise the training pipeline
and multiple apprentice tradesmen on every
watch and some flights, significantly affects
maintenance efficiency. This is certainly

a significant issue to the ADF and is often
amplified by the various postings and
internal relocations to Squadrons.

Our maintenance practices (while often
regarded as the safest) are flawed in
respect to being wasteful of spares and
consumables. | believe this is something we
need to address to improve efficiency and
become more cost conscious. When is the
last time you used a whole tube of sealant
for one or two bolt heads?

Our technical knowledge is exceptional
when it comes to operating our desired
platforms however, with the significant
changes to our fleet in recent years our
understanding of system interaction has
struggled. The re-establishment of the
technical mastery positions on multiple
platforms will provide experience and
further our system understanding. Utilising
our industry contacts to draw on the DM
facilities will only increase knowledge and
exposure.

During this period of significant change it
is important to ask ourselves the following
questions:

*  Are we letting each other down?
*  Are we letting the system down?

* Isthere a way we can improve our
maintenance practices?

We are the only people who can continue to
make improvements for the next generation
of maintainers. To do this we need our
people to constantly challenge the standard
and seek innovation on how we can better
improve our maintenance practices whilst
being cost effective.

This article has been published as
submitted by the member without any
editing of content. The article represents
the member’s own opinion and whilst some
points could be challenged, it has been
published as a means of generating thought
and discussion. The member is commended
for sharing his story with the FAA.




Excessive Vibes

LEUT L GEORGE, RAN
816 SQUADRON

In the four years | have been a
Maintenance Test Pilot (MTP) on the
S-70B-2 Seahawk at 816 Squadron, |
have to admit, | have had a pretty good
run. Follow the schedule, listen to what
profile the maintainer needs in the back,
fly accurately and always crawl before you
run.

A Maintenance Test Flight (MTF) schedule
certainly helps you out and guides MTP’s,
especially when it comes to vibrations.
Get the vibrations serviceable on ground,
then in the hover, then in forward flight....
Simple.

In May of this year, one of the pilots
found a main rotor blade BIM (Blade
Inspection Method) indicator showing
black and subsequently made the aircraft
unserviceable. Maintenance removed
the blade and fit a serviceable one in it’s
place. The aircraft was now ready for an
MTF for main rotor track and balance.

Time for a typical vibe run.

Lets crawl first.

So a couple of ground runs were
conducted. Listen to what the 8500

box tells you and change some weights,
pitch control rods and blade trim tabs.
Unfortunately we had to swap two of the
blades around and run it again. Another
couple of runs, a few more tweaks and it
was serviceable on ground

Time to run.

The flight regime required 130 KIAS
(Knots Indicated Airspeed) straight and
level. At approximately 120 KIAS the
vertical vibration became excessive so
we slowed down to discuss. As this was
the only regime required to get the details
to make adjustments, we accelerated
again. Again the vibes were excessive but
we managed to get to 130 KIAS. It was
getting uncomfortable in the front, to the
point that | was about to call it quits when
the maintainer in the back took the pre-
emptive strike and said “Cut it away.”
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This was the worst case of vertical
vibration I've experienced in my time flying
helicopters. Even the left seater asked if
the vibes were meant to be that bad.

So what makes it excessive?

A dictionary definition of ‘Excessive’ is
“More than is necessary, normal, or
desirable.” At what point does a vibration
become abnormal/excessive? Clearly we
cannot wait for the aircraft to tear itself up
airborne. Alternatively we can’t knock it
off and come home at the first onset of a
vibration.

No matter how many definitions or flight
manual descriptions are out there, it
comes down to personal experience.

In the beginning we get taught how

to judge a vibration, it’s direction and
the frequency, but we are never put

in a situation to know what quantifies
excessive.

So as a novice MTP you continue to accept
larger and larger magnitudes of vibrations
until you reach a point that becomes your
datum for what you believe is an excessive
vibration.

Out of the three crew airborne, | was the
one who had the most experience with
MTF and abnormal vibrations. Therefore |
thought | had enough experience to know
what the aircraft could withstand in regard
to the amount of vibration. In the end the
maintainer was the one who expressed
his concern with the abnormality. | was
not going to dispute his call. It was a scary
deceleration as the vibrations continued
until we slowed down enough to change
the aircraft dynamics.

This experience has now given me a new
appreciation of what | would call excessive
vibes. However, this is just a new datum.
There is always a chance that the next
time may not go as well as this particular
flight, so | will err on the side of caution
and knock it off before the vibrations

get to that point. One cannot predict
whether the blades or any other aircraft
component could go the same distance
under the same circumstances, or
alternatively that a different aircraft would
produce the same outcome.

Unfortunately we can not all experience
every aspect of flying in aviation.

It was getting
uncomfortable in the
front, to the point
that | was about to
call it quits when the
maintainer in the
back took the pre-
emptive strike and
said “Cut it away.”
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LCDR C MONEY, RAN
725 SQUADRON

Naval Aircraft

“BREAK LEFT” | said firmly.

The Flying Pilot in the right hand seat
didn’t question me (Me, being the very
junior P2 in the left hand seat). He quickly
rolled left away from the ship and climbed
towards the circuit height of 200 ft.

“The other aircraft is still over the deck” |
added once we were safely climbing away.

06 December 1992 ... three months
out of ASW OFT and on my first tour
with 819 Squadron based at HMS
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Gannet in Prestwick, Scotland. We were
presently part of a two Sea King HAS Mk6
embarkation in RFA Olmeda — a 33700
ton oiler with a double longitudinal hangar
along the portside but just a single helo
spot.

It was mid evening and we had typical
North Atlantic winter weather. As expected
being west of the Outer Hebrides, the
weather was solid low cloud base, strong
winds, heaps of rain, a sporting swell and
a very dark night.

are Magnetic

Earlier in the detachment we had broken
a tail oleo on XZ574 and being unable to
rectify with jacking the aircraft onboard,
had waited for a weather ease to send
the aircraft ashore. | scored the P2 slot
for the trip into RAF Stornoway on the
beautiful Isle of Lewis.

The trip into Stornoway and oleo
rectification went to plan but IAW shutdown
drills we had zeroised our secure comms.
Not to worry as the return trip would be

a simple run of about 100 nm but with a

night arrival. Indeed all went well on

the return leg and we raised clear comms
with mother with plenty of time to
arrange for a HCA! since the weather was
quite poor.

We were advised that the second

aircraft XV654 was airborne for training,
presently over the deck for HIFR? drills
but would shortly clear away and run
automatic hover drills 5 nm clear of the
ship to permit our arrival, shut down, fold
and stow away in the hangar. Key point
here was that they were using secure
speech with the ship while we were stuck
in clear comms with the controller flipping
between the two modes.

Prior to marshalling for our HCA we were
advised that the playmate was returning
the HIFR gear and about to depart.

This is a relatively quick task. So five
minutes later we were at the gate 2 nm
astern slowing to 60 kts at 200 ft. As
non-flying pilot in LHS I had T's and P’s
and lookout. Mother’s stern light had
been visible at about 5-6 nm away but
no sign of the playmate, and noting the
poor weather that was not unexpected.
We had also heard a belt of secure radio
transmissions which we all suspected
was the other aircraft finishing over deck
and quickly departing the circuit to make
room for us.

At the gate | was starting to get a good
handle on mother’s deck lighting, with the
P1 on the clocks and working hard in the
conditions, intending on taking it all the
way to 0.25 nm / 125 ft final approach
point.

Prior to the descent point at 0.5 nm |
became aware of a winking white light
level with, and in the middle of, the
horizon bar. In those days the horizon
bar was made up of a dozen or so single
white lights fixed to the top of the hangar,
plus the glide path indicator (GPI). So
running in | queried with P1 if he was
happy that the other aircraft was clear. He
was busy with the approach and replied
that he was. The white light stayed in line
with the horizon bar.

Just before the 0.25 nm look up point |
then saw a flashing red light to the left
and lower than the white light ... flashing
or occulting in harmony ... not unlike the
flashing navigation lights of a Sea King
over the port quarter (RN lighting SOPs

Image compliments of RFANostalgia.org (Mr Alan Bond)

was nav lights-flashing, anti-colls off).

With the realisation that we had indeed
found our playmate, and noting our
proximity and potential for a major cluster,
| called “Break left.” In the turn and

climb | could see across the P1 and saw
the mighty silhouette of a Sea King over
the deck, still plugged into the HIFR rig.
Fortunately they weren’t transitioning at
the time.

We climbed to 200 ft, engaged height
hold, started breathing and watched
playmate transition away in time for us
to complete a night circuit and recover
without further issue.

Thirty minutes later the playmate was on
the deck and the crew walked into the
crewroom, saw our pale faces (nothing

to do with lack of sunshine) and asked
what was up. They said they had been
happily practising HIFR when they felt

a strong patch of turbulence while they
were returning the gear, so decided to call
it quits over the deck and depart for the
jumps. By the time they transitioned clear,
they saw us late downwind and thought
that everyone had timed the rejoin to
perfection. Their smiles vaporised when
the real story came out.

So we nearly put two fully serviceable

aircraft into each other with loss of two
crews and a team of maintainers. Both
crews had complied with the rules and

regulations yet this loss of situational
awareness had developed between two
aircraft and helo controller.

A contributing factor to our evening’s
snafu was the helo controller switching
between clear and secure comms
depending on which aircraft he needed to
talk to. Not an onerous task in isolation,
but it degraded his and our situational
awareness. For the rest of the trip we
ensured that during two aircraft ops there
would be no mixed comms.

We also acknowledged that we had made
assumptions about where the playmate
was, and had not sought out factual info.
We knew their plan but didn’t ask for their
location prior to starting our HCA. We
couldn’t see them visually and they were
not painting on our radar, which we had
assumed was due to the poor weather
conditions and that they had forgotten

to turn their | Band transponder back on
after the HIFR.

On the upside, | was pleased that
although a junior P2, once my safety
call to the P1 was made, he actioned it
without delay or questioning me.

1. HCA - Helicopter Controlled Approach
2. HIFR - Helicopter In-Flight Refuelling
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Normalising Risk
and Assumptions

In this article | would like to speak to
Assumptions and the normalising of risk.

The definition of Assumption from the
Macquarie Dictionary is “the act of taking
for granted or supposing.”

An assumption can be a useful tool for
improving efficiency. But it is not without
risk.

It could take someone from one to thirty
minutes to conduct a pre-drive/pre-use
inspection on their own car (depending
on the depth of inspection). With a
modern and good condition car, a fair
and usually safe assumption is that it was
‘serviceable’ when you drove it last; there
is no reason it shouldn’t be now.

This saves valuable time each day, and
the consequence if the assumption is
wrong, is you may be late for work that

Fly Navy
Fly Safe

day. In this case, the risk to health and
safety is low.

We also normalise risk on a daily basis.
What we do is an inherently dangerous
job. Working on and around operating
aircraft, using chemicals, flying, working
at heights ... just to name a few. Travel to
and from work could be considered even
more so. As of 06 Jul 16 there has already
been two hundred and seven people die
from car accidents on NSW roads in 2016.

A few years back when | was instructing
at TA-AVN in the S-70B-2 cell. | turned to
as usual, with a brew in hand, ready for
the day ahead. | entered the classroom to
check that all of the trainees had arrived
safely, on time and well turned out. After
the usual pleasantries, | let the students
talk amongst themselves while | prepared
for revision.

My ears pricked up when | heard
someone ask “Who saw the roo get shot
this morning?”

As | turned around, four people responded
with either a “yeah,” or “nah, just

the guy with the gun.” This provoked
some discussion. It turned out that

the kangaroo had been hit by a vehicle
and the ‘guy with the gun’ was in fact,

a WIRES worker whom dispatched the
animal humanely.

This got me thinking. Not one of those
people admitted to doing a personal risk
assessment for the situation! Probably
some of the others in the stream of ten or
more vehicles hadn’t either. Apparently a
man stepping out onto a main road with

a rifle and stopping traffic is nothing to be
alarmed about!

In this case, it wasn’t. An animal being
injured on a rural road is a semi regular
occurrence. It was all too easy to assume
that this was the case. Change the context
of the same situation to the main street of
town and things would be very different.

How often are we going through our day
without considering the what ifs?

How often are we assuming that we are
safe?

How often have we accepted a risk,
because nothing happened last time?

| have seen many people entering the rotor
disk standing tall because the blades are
well above their heads. What if there is a
large gust of wind and the blade droops
significantly? | know it is highly unlikely;
however, asking the question and ducking
for a few steps is a good risk assessment
and mitigation that would save your life
when the ‘if,’ becomes a ‘did.’

This would also prevent a bad habit from
forming before you get to sea, where the
deck and disk come a lot closer together
than on the hard stand.

Another example is when working at
heights. We always maintain three points
of contact, but will the two fingers holding
the tie down ring really hold our weight if
our feet slip from the steps?

| believe that as an organisation we are
getting better at ‘check yourself, before
you wreck yourself,” as we now have
systems and processes in place to conduct
and document risk assessments.

Sometimes we need a friendly reminder
that what we do (as | mentioned) can be
dangerous, and that just because it didn’t
go wrong last time, doesn’t mean it wont
this time.

Reference
Macquarie Dictionary,
NSW Centre for Road Safety.

How often have

we accepted

arisk, because
nothing happened

last time?

LS Woodhead is awarded

$100 cash prize for his article

to TOUCHDOWN magazine.
Congratulations
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We live in a world of risk assessment.

We risk assess sport, we risk assess
maintenance, we risk assess engineering,
we risk assess ... ultimately ... everything.
To simplify things for those without

risk training, the main aim of any good
risk assessment is to brainstorm three
concepts:

1. What can happen - the consequence
2. How can it happen - failure mode
3. Will it happen - the likelihood

The combination of these answers
presents us with how much it is going
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to ‘cost’ us to participate in an activity,
whether that is in dollars, human life,
and/or capability.

Unfortunately, as feeble homo-sapiens
who have limited fortune telling abilities,
it is impossible for us to answer the third
question exactly. So we simplify the task
by breaking down the probabilities into
distinct and broad categories such as
improbable, remote, occasional, probable
and frequent. We then use our subject
matter knowledge and experience to

put the likelihood into one of these
categories.

MTBF - The Leading Failure
In Technical Risk Assessment

In most cases, these broad likelihood
categories are great at producing ‘quality’
risk assessments particularly when there
are many safety barriers and/or the
consequences are minor. However, there
are occasions when numbers are needed
to justify action.

Such occasions may include highly
complex failure modes, failure modes with
minimal safety barriers, or activities that
can result in catastrophic outcomes.

Basically, the more costly an activity may
be, the greater certainty the decision

makers require when deciding whether to
partake in the activity or not.

One of the most frequently used
numbers in the assessment of technical/
engineering safety is known as Mean
Time Between Failure (MTBF). MTBF

is one of many methods to estimate

how frequently a component fails. It is
calculated by dividing the total hours

a system has been operational by the
number of failures.

As MTBF is a measure of frequency, it is
typically used to evaluate whether or not
failure will occur in a given time period in
technical risk assessment. This all sounds
reasonable, doesn't it? Well, it's not, and
the following example illustrates why.

Take three systems that operate for 400
hours - Systems A, B and C. The blue
dots represent points in time when each
system has failed and been repaired
recently.

The MTBEF for all three systems is
identical. There have been five failures
in 400 hours, which gives an average of
80 hours between each failure (400 /

5 = 80). Now, lets say you are about to
operate for another 50 hours and you
want to assess whether the system will
fail. The MTBF metric suggests that the
each system is equally likely to fail.

Now ignore MTBF and look at the patterns
in the systems instead. Which system
looks like it’s going to fail next? Which
system would you choose to operate?

» System A: fails randomly approximately
every 80 hours.

» System B: the failures are getting quicker
and quicker and it looks like the next
failure may happen in 10-20 hours.

* System C: the time between failures is
increasing and the next failure looks to
happen in > 200 hours.

By focusing on the failure patterns we
correctly identify the risk is highest for
System B. If we made a random decision
based on the equal MTBFs, there’'s a 33%
chance that we will experience failure in
flight and a 33% chance we are wasting
resources.

At this point advocates argue that

the simplicity of MTBF outweighs its
propensity for error. And maybe, in non-
safety critical systems where people
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aren’t keen on making money or
protecting life, that’s a fair assessment.
However, assume the previous example
is a critical safety system and you are
the one accountable for the failure, are
you comfortable being wrong 66% of
the time? If your answer is no, there are
some basic concepts that can greatly
improve your certainty when engaging in
fortune telling activities.

The Bathtub Curve

The bathtub curve is used to illustrate
the risk of failure for a system over its
lifetime. The figure below shows three
distinct phases of a systems life.

The first section is called ‘burn in.” This
phase is where we expect to see failures
that were unexpected such as failures
not foreseen by the design team and
failures due to inexperience. This is
System C from our earlier example. Over
time the risk of failure reduces.

The second section is known as the
‘random’ failure period. During this
period, failures occur in a relatively
constant manner, much like System A in
our earlier example.

The final section is representative

of ‘wear out’ failures. These kinds of
failures are usually driven by extended
use, fatigue, and environmental stress
and typically occur as cracking and
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seizing in mechanical components, as
well as wiring, capacitors and IC failures
in electronic components.

The only time MTBEF is a relatively
certain estimate is in the middle section.
Unfortunately, this section is a very short
period of time when the burn in and
wear out failures balance each other.
This period is extremely short and hard
to identify in real life.

What does this mean?

Many of our SCIs have Safe Life Limits
(SLL) so that they are never installed

in an aircraft during their riskier ‘wear
out phase.” However, not only do OEM
design engineers get things wrong

from time to time, we like to use some
systems in a different manner than they
expected! That means that although we
can have reasonable level of confidence
in the Safe Life Limits estimated by our
Original Equipment Manufacturers, we
should always be looking for evidence to
confirm or deny our faith.

What should you do?

Think about the kind of failure you are
analysing and whether the condition will
get worse over time or not.

Only when you are confident that failure
does not depend on time (definitely not
a wear-out mode for SCI), consider using
MTBF.

If you are unsure, the risk is
complex and/or the consequences
are catastrophic, seek help where
possible.

Reliability engineers and other data
analysis professionals have the ability
to trend patterns of failure and provide
you with a robust, evidence-based
likelihood value to be used in Formal
Risk Assessments. This is particularly
easy for aeronautical components
tracked in CAMM2/NetMAARS even
where the quality of maintenance
comments are in doubt.

If you desire a greater level of certainty
about calculating probabilities

and likelihoods, or wish to learn

more as professional development,
please contact the NASPO Reliability
Engineer or the Defence Centres of
Expertise in Reliability, Availability and
Maintainability.

LEUTT CRAIG, RAN
725 SQUADRON

The flying day started out normally
enough. Our S-70B-2 Seahawk,
nicknamed Gremlin, was embarked

in HMAS Newcastle as she conducted
operations in support of Combined Task
Force 151 in the Red Sea. The day’s
flying program included a morning double
bubble Surface Search consisting of two
2.5 hour sorties separated by a Rotors
Turning Refuel (RTR). Weather was fine,

We All Have An Outhouse
Story - Here’s Mine

although hazy, and our tasking was to
locate targets for the ship to conduct
Approach and Assist Visits.

The brief and other administration was
taken care of, and we quickly ranged

the aircraft. During the launch process,
Outhouse was promulgated as required,
with the pertinent information being a
position and Mean Line of Advance (MLA)
of 355/15. The Anti Submarine Aircraft

Controller (ASAC) wrote this information
down correctly using a chino-graph, then
read Outhouse to the Landing Safety
Officer (LSO) and Officer of the Watch
(OOW), mistakenly stating it as 335/15
and getting a read back from the OOW
and the LSO. This error resulted in

the Operations room using the correct
Outhouse MLA (355/15, shown in blue at
Figure 1), but the LSO and OOW using an
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Figure 1

It is not simply enough
to understand your
own responsibilities.
It behoves the flight to
ensure that the entire
Bridge and Operations
teams understand the
requirements imposed
on them with regard to
helicopter operations.
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incorrect MLA (335/15, shown in red at
Figure 1). Due to issues with the aircraft’s
receive capability on tele-brief, the SOP
on Newcastle was for the LSO to attempt
to read the Outhouse information to the
aircraft, and if unsuccessful write it on

a whiteboard, followed by the aircraft
reading it back over tele-brief. The LSO
passed what they believed to be the
correct (actually incorrect) Outhouse to
the aircraft using this method, and after
a successful read back, a green deck was
passed and the Gremlin launched on its
first sortie of the day.

In order to most efficiently complete
tasking, the aircraft elected to sanitise the
area closest to the ship initially, then use
the second sortie to stretch its legs and
identify targets for afternoon boardings.
As a result, the aircraft maintained both
two way communications and radar
contact with Newcastle for the entirety of
the first sortie. After an uneventful 2.5,

the aircraft recovered for an extended
RTR to accommodate a partial crew
swap. Importantly, Outhouse was not re-
promulgated at this time.

The aircraft then launched on its second
sortie and began to move further ahead of
Newcastle. Approximately two hours into
the second sortie the crew of the aircraft
realised they had lost the radar tracker on
Newcastle, and requested the ASAC pass
the ship’s position reference Outhouse.
The ASAC responded that Newcastle was
located at “003 Outhouse at 8 nm.” We
plotted this information on the Tactical
Data System and quickly realised that

the reported position, according to our
Outhouse, was collated with a rather large
radar return (shown at 1 on Figure). A
check of the chart showed that Newcastle
had beached herself on a small mountain
on the Yemeni island of Jabalat. After a
quick laugh amongst ourselves at our
dyslexic ASAC, we requested that he check

and report the ship’s position again.
After a short pause, and attempting to
be more precise, the ASAC responded
that Newcastle was located at “002.5
Outhouse at 8.3 nm.”

At this point alarm bells started ringing
within the aircraft. Due to the high
temperatures and added weight of the
machine gun and externally mounted
camera, we regularly carried reduced
fuel and operated up to our bingo, often
arriving within the SCZ with the minimum
fuel required. After rechecking our charts
we realised the problem must be with
Outhouse.

Both the AvWO and one SENSO were

part of the crew for both sorties, and a
quick check of the Outhouse position in
the system and as jotted down on our
kneeboards when first passed showed
that they matched. At this point the

crew elected to return immediately to
Newcastle, and began tracking directly for
Outhouse.

Shortly after commencing an RTB, the
ASAC identified Gremlin and passed
pigeons to the crew, representing a
position well to the east of where the crew
expected to find Newcastle (shown at 2

on the Figure). The aircraft began tracking
towards the position and subsequently
acquired a radar contact that correlated
with the passed position. After a short
transit, the aircraft recovered on
Newcastle without further incident, and
above all published fuel minima.

So why is this an issue?

After debriefing amongst the crew and

in the Operations room, we realised that
the only flag to indicate that Newcastle
and Gremlin were using different MLA's
was the position of Newcastle on top of
an island. If that island was not there, or
the ship was west of Outhouse instead
of north, we would have had no clue
that there was a mismatch, and likely
would not have realised until we arrived
at Outhouse at the end of the sortie

and couldn’t find Newcastle. With this
realisation, we sat down to do some back
of the napkin maths.

Based on the duration of the sortie, the
difference in position at the planned

end of the sortie of the two Outhouses
would have been 35 nm (Shown at 3 and
4 on the Figure). If we had arrived back

at the incorrect Outhouse with 600 Ibs

of fuel and then realised the mistake,
after receiving pigeons to Newcastle, we
would have arrived at Newcastle with
approximately 300 Ibs of fuel (as low as
240 lbs if Newcastle was at the eastern
extremity of Outhouse), dangerously close

to the anticipated flameout fuel quantities.

While the outcome detailed above is
unlikely, and there were still a number of
layers of cheese to protect us, it is not too
far of a stretch to see us taking a perfectly
serviceable Seahawk and four people for
a swim.

What went wrong?

There were a number of errors and gaps
in procedures which contributed to this
event:

* A simple numbers error made when the
ASAC passed Outhouse.

¢ The need to modify the way Outhouse
was passed to the aircraft necessitated
by poor quality communication systems
on FFG’s.

The decision not to repromulgate
Outhouse during the RTR.

The poor quality, or non existence of,

a cross check every thirty minutes
between the bridge and the operations
room as required by the references (an
estimated nine checks were missed).

During the debrief it was apparent
that key members of the bridge and
operations room staff were unaware of
this requirement.

While the new procedures laid down

at Table 4.2 in ABR 5419 Vol 2 should
prevent a repeat of this occurrence for
MH-60R crews, there will always be gaps
in procedures that we need to identify and
rectify to ensure our own safety.

My advice to you?

It is not simply enough to understand

your own responsibilities. It behoves the
flight to ensure that the entire Bridge

and Operations teams understand the
requirements imposed on them with
regard to helicopter operations. It's up you
to educate them when you join a ship (and
throughout your time aboard) in the same
way we maintain our own currencies and
knowledge. After all, if something goes
wrong, it’s you and your crew that’s going
to suffer the consequences.

References:

ABR 5419 Ships Helicopter Operations Manual Vol
1Ch 4.22-30

ABR 5273 Action Information Organisation Warfare
and Operations User Instructions Vol 2 Ch 22.28-32

LEUT Craig is awarded $200 cash prize
for his article to TOUCHDOWN magazine.
Congratulations
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Hindsight is a wonderful thing.
Unfortunately it is a retrospective source
of wisdom that is not available when
needed. It does give you the ability to
avoid the same mistakes if reflected

on properly. After careful reflection of a
particular sortie | was aircraft captain for,
| realised that communicating and being
understood don’t always go hand in hand.

A good example is the first embarked flight
| conducted as part of Flight Five (Bravo). |
was a fully qualified but mostly un-current
C-Cat pilot. This was the first time | had
ever started up and launched a Seahawk
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from a ship, my embarked training being
conducted by day and night trips from and
returning to HMAS Albatross. The plan was
unnecessarily complex in hindsight. | was
day Clear Deck current only, this allowed
me to take off with the non-deck qualified
TACCO (as it was a clear deck launch and
the TACCO deck qualification is purely for
FD and RA recoveries) to return to HMAS
Albatross to pick up the QHI that would fly
with me to reset my deck currency and to
qualify the TACCO.

During the day into night sortie (over 5.7
hours) we conducted four crew changes

with multiple aircraft captains (one of
which was ashore). We got away from the
ship a little later than expected (again
hindsight would make me think that we
should not expect to get away on time the
very first time we launch our aircraft on a
ship that has not had a Flight embarked
for twelve months) and were pushing

up against last light for our arrival and
departure from HMAS Albatross and
consequently our arrival on the ship. We
planned and executed this as there was
perceived (perceived=real) pressure that
this was the only opportunity to access a
QHI, which was essential for the required

training. The flights were authorised

using a combination of 0A100 and ePEX
embarked and ashore. The QHI was not
part of any formal crew brief, an ad-hoc
brief being completed on embarkation of
the QHI from HMAS Albatross. As a result
of all of these complexities we flew with

a crew that had not been authorised.

This happened due to misunderstanding
information between the crew and
authorising officer. While there are many
improvements we as a flight have made to
avoid this reoccurring (such as simplifying
sorties and not changing our plan after
pre-flight briefing unless we re-brief),

you will see from this article that better
communication could also have assisted
in preventing this.

Communication is used and practiced
extensively in aviation. Pre-flight
communication includes preparations
and planning including briefing and
authorisation. During flight, even if you are
a single seat jet, you will communicate

to air traffic control agencies and other
aircraft airborne and on the ground. After
flight including debrief, a quick check-

in with the authorising officer on sortie
and maybe even writing up an article

for TOUCHDOWN. Even in emergency
handling work-cycles communication

is important. Aviate, Navigate,
Communicate, Administrate (ANCA).

Communication forms a crucial role

in Aviation, so how does this happen?
Communication is a continuous or
two-way process of reaching mutual
understanding, in which participants

not only exchange (encode-decode)
information, news, ideas and feelings but
also create and share meaning. Individual
experiences up to and including the
point of communication impact how we
transmit and receive the message. This
is especially prevalent in military aviation
where acronyms and industry specific
terminology can confuse the uninitiated.

While this could be a 167 page thesis on
how to communicate effectively, | will try
and focus on one aspect — How can you
confirm you have been understood?

The easiest and one of the best ways

to check that you have been heard and
understood is by asking questions. While
you have said something in your own words,
how someone else would describe the
same thing will be different and crucially
important for accuracy of the message
being transmitted. A couple of examples
that | have experienced are below.

“The plan has changed.” - Yes | know all
about the change, but which change is it
now? Are you talking about change five or
Six?

“Are you happy you know what you are
doing?” - Yes, | know what | am doing, is it
the same thing you are expecting me to do?

Active listening involves periodic reflection
and rephrasing to show comprehension,
and is not always suitable, for instance
when a group is being briefed. The

Military Appreciation Process acronym
SMEAC (Situation, Mission, Execution,
Administration/Logistics, and Command/
Signals) is often followed by questions,
which makes those receiving the
information more attentive so that they may

show their understanding at the end.

While at the end of briefs there is generally
the final “Are there any questions?” it

can be socially awkward to acknowledge
that you require more information or to
clarify what everyone else apparently
comprehends. By asking targeted questions
of specific individuals you can be certain
that the message was successfully
transmitted and received.

Considering the planning, briefing and
executing of such a complex mission

in a compressed time and unfamiliar
environment, we did bloody well! | laugh
looking back on how exceptionally complex
the plan was.

What can you take away from this article?
Well hopefully it gives you a chance to
reflect on some of the interactions you have
on a daily basis. As a professional working
in military aviation | implore you to question
yourself honestly and ask

“Have | been understood?”

Now, are there any questions?
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For more than thirty years, the Fleet Air Arm
Association of Australia has promoted the

interests of its members and the Fleet Air Arm.

Divisions exist in most States and the ACT.
Please join us for the camaraderie and the
important work of promoting naval aviation.

WHAT DOES THE ASSOCIATION
DO?

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

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

* FAA MEMORIAL WALL - Established near the
FAA Museum.

* FAA WALL OF SERVICE - Established near the
FAA Museum.

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

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

* HOW DO | JOIN - As each state Division has
varying fees, refer to contacts on our Web page.

* OUR EXPECTATIONS OF YOU - Be proud of
your FAA heritage and the FAA family.

If you feel inclined, write an article for the
‘Slipstream’ magazine. Contact your State
Division or National Committee if you require
more information (refer to our Website for all
contacts).
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Naval Warfare Officer’s Association
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The Naval Warfare Officer’s Association (NWOA) is a social network for past

and present Warfare Officers of the Royal Australian Navy. Our purpose is to

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

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

Further details can be found on the NWOA website:

warfareofficers.org.au




UPCOMING AVIATION TRAINING COURSES

COURSES DATES FOR 2016

HUETWITH EBS 26 Sep 16 21 Nov 16
10 Oct 16 05 Dec 16

24 0ct 16

HUET WITHOUT EBS 05 Sep 16 17 Oct 16
19 Sep 16 14 Nov 16
04 Oct 16 15 Nov 16
05 0ct 16

FLIGHT DECK TEAM 05 Sep 16 07 Nov 16
12 Sep 16 21 Nov 16
10 Oct 16 05 Dec 16
17 Oct 16

VERTREP/TRANSFER HELO DIRECTOR 27 Sep 16 01 Nov 16

(HD)/HELO VERTREP TEAM
27 Oct 16 29 Nov 16

For more Information on these and other training courses contact Mr Mel Jacques on (02) 4424 1466




	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack



