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VCSA Sends:

The Army has been engaged in continuous
combat operations for over 3 years with no
decrease in operational commitment expected
in the near term. Army Aviation remains a vital
member of the combined and joint arms team
we have deployed to win the Global War on
Terrorism.

During the course of this conflict, Army
Aviation has amassed over a half million
flight hours, sustaining an OPTEMPO on our
personnel and equipment that cannot be
duplicated by any other aviation fighting force
in the world. Every day our Army successfully
conducts complex and integrated air and
ground operations to defeat our enemies while
minimizing the impact on those we intend
to protect. We have fielded combat proven
aviation formations with the best-trained, most
experienced aviators, the most competent
maintainers, and the finest equipment that
our Army has ever produced. Simultaneously,
based upon lessons learned and the aviation
task force findings, we have begun to transform
our aviation brigades into more robust,
capabilities-based organizations populated with
professional aviators and Soldiers who have
internalized the Army’s warrior ethos. Even so,
it is time for commanders at all levels to pause
and assess the status of their aviation units and
the procedures used to identify and mitigate
risk. This message is prescriptive in that it
mandates certain actions by commanders at all
levels and descriptive in that it also provides
recommendations to enhance both safety and
mission accomplishment through increased
commander involvement and oversight.
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Army
Aviation has
had 32 Class A
accidents with
21 fatalities in the past 12 months. We must
all realize that there are many factors and
conditions affecting the force that exacerbate
the risk associated with aviation operations
and training. Aviation transformation, aviation
reset, and preparation for combat increases the
need for commanders at all levels to properly
balance the challenges of individual aviator
readiness level (RL) progression, aviation
collective training, combined arms training and
aviation maintenance, as well as safety and
standardization. Commanders must recognize
the competing demands of preparing their
aviation units for the next combat rotation
with the requirements to reset the aircrews, the
aircraft, and restructure aviation formations.

We all appreciate the impact of reset on
our collective training programs, but there are
other, more subtle factors that also impact the
force and our ability to prepare for extended
combat operations. The lack of synchronization
between the reset of aircraft returning from
the fight and the preset (application of mission
equipment package and aircraft MWOs) of
aircraft going to the fight remains a challenge
with which our aviation commanders must
contend. This training detractor has become
even more pronounced as the number of
aircraft sourced for upcoming rotations
exceeds the number currently in theater by
more than a hundred airframes. Many of
these additional airframes were added into the




rotation late, but with priority missions that
necessitated interruptions in the planned reset/
preset schedule thereby extending the time to
complete modifications. New aviators posted to
these formations are challenged to receive the
benefit of collective training with formations of
dissimilar aircraft, so essential to today’s current
operating environment.

Recognizing these challenges, there are
clearly trends or common threads associated
with aviation incidents which must be addressed
by senior leaders. Recurring factors in recent
aviation mishaps include poor weather
decisions, inappropriate crew mix, inadequate
air mission briefs (AMB), stressed maintainers
attempting to keep pace with the OPTEMPO,
ill-advised single-ship missions, and compressed
training and preparation timelines prior to
deployment. The difference between a Class
C and a Class A aviation accident, in many
cases, might only be a couple of inches or
even a couple of seconds. By improving the
mechanisms used to assess aircrew preparedness
and mission suitability, we will continue to
foster an aggressive but disciplined approach to
mission accomplishment. Combat, or training
for combat, is not an excuse to deviate from
standards.

The AMB is one such mechanism.

When vetted and approved by experienced
professionals, it serves as much more than
authorization for the flight. The AMB requires
the attention of the entire chain of command
and plays a critical role in risk identification

and risk mitigation when used as intended. It
also allows the AMB briefing officer (company
commander) to assess the aircrews’ technical
and tactical situational awareness, their level

of training, their pre-mission planning, their

risk assessment understanding, etc. Therefore,
effective upon receipt of this message, you are to
immediately change AR 95-1, paragraph 2-14,
that only pilots-in-command (PCs) may serve

as briefing officers. Commanders in the grade
of 05 and higher will select briefing officers
based upon their aviation experience, personnel
qualified and current in the mission profiles they

are to brief, and possessing the ability to quickly
assess and apply risk mitigation techniques for
the mission and aircrew. These commanders
will designate their formation’s briefing officers
in writing. Once the briefing officer and the
crew have mitigated the risk to the lowest level,
the mission approval will be delegated to the
appropriate approval authority IAW the unit
SOP and local policies.

Second, in all instances of an aviation
Class A accident, the first general officer in
the chain of command is required to accept
the outbrief from the Army Safety Center or
any centralized safety investigation team.

This is commander’s business and the Army;,

its Soldiers, and their families require your
personal attention in the matter. Moreover, all
assistant division commanders will attend the
division commander’s course at Fort Rucker,

AL, to elevate the awareness and increase the
involvement of the Army’s senior leadership in
aviation issues and decision making. Ultimately,
aviation mission accomplishment is about
maintenance and training standards. You will
rigidly enforce these standards; the result will be
enhanced aviation safety and a more disciplined
force with pride in their unit, pride in their
aircraft, and pride in their accomplishments.

Third, we are considering developing
guidance for the brigade and battalion
command boards with respect to minimum pilot
qualifications and experience level for command
selectees to enhance the tactical and technical
competence of our aviation commanders in
the field.

We must rely more on the leading indicators
as tools to evaluate their state of readiness,
training and safety, and less on lagging
indicators such as the unit status report (USR),
flying hour reports, and accident reports.

The absence of an accident does not mean

the presence of safety. Monthly updates on
such activities as combat mission simulator
(CMYS) utilization rates, aviation maintenance,
especially the mission abort rates; company
commanders that are non-PCs; and aviator RL
progression are great leading metrics to assess if
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your formation is at risk. I strongly encourage
commanders to visit the CMSs and evaluate
the instructor pilots as they review emergency
procedures in the device with an aircrew, then
observe the quality of the debrief that follows.
Check the flight line periodically and see if the
crew chief launching or recovering
the aircraft matches the name on
the aircraft logbook and nose, and
then ask the NCOIC why or why not.
Check the AMB files in Flight Ops
and have the mission briefer brief
you on what questions he is asking
the aircrews, especially the PC.
Proactive measures such as these
will increase awareness of day-to-
day activities in your command and
will alert you to problems before
they arise.

Additionally, our aviation
battalion commanders should
hold weekly pilot briefings. These
events should be protected like
Sergeants’ Time training and noted
on the training calendar, ensuring
attendance rosters are maintained.
Subject matter should facilitate and
feed into individual and collective
training IAW the quarterly training
plan. Aircrew survival equipment
(ASE), standardization and safety
issues, weapons employment
(air and ground), maintenance
procedures, weather decisions, crew
coordination, and Operations Iraqi Freedom
and Enduring Freedom (OIF/OEF) lessons
learned are just some of the topics. Battalion
commanders should develop evaluation criteria
for PC boards, select members to serve on
that board, and centrally screen and evaluate
all candidates coming before that panel as a
method to vet and standardize the skills of
the most basic building block of our aviation
formations—the pilot in command. This
procedure should be codified in the battalion
aircrew training program (ATP). Further,
brigade and battalion commanders should
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The Army’s
senior leadership
understands that

aviation is inherently
dangerous, and is
even more so at this
time hecause of
the factors already
discussed. A good risk
assessment program
tdoes not result in
mission cancellation;
instead, it produces
modifications to
the plan before the
operation order is
briefed, and mitigates
risk during the
execution phase.

require their company commanders to achieve
PC status prior to deploying to combat.

Commanders will involve their command
sergeants major and their first sergeants in this
endeavor as well. Our NCOs have a wealth
of experience and knowledge to share. Count
stripes when on the flight
line. The quality of launch,
recovery, and FARP operations
are directly proportional to the
number of stripes on the flight
line. Battalions should establish
criteria for certification of crew
chiefs in the unit and incorporate
this concept into the unit ATP
It should culminate in a board
analogous to the PC board. The
OPTEMPO challenges that face
our aircraft maintainers demand
that we select only the finest
from our AVIMs and AVUMs to
maintain, launch, and recover
these platforms.

I want to assure commanders
and aviators in the field that this
message is not intended to imply
that we want to foster a zero
defect or a risk averse climate.
The Army’s senior leadership
understands that aviation is
inherently dangerous, and is even
more so at this time because of
the factors already discussed
above. A good risk assessment program does
not result in mission cancellation; instead, it
produces modifications to the plan before the
operation order is briefed, and mitigates risk
during the execution phase. Our Soldiers,
their families, and our Army depend on your
increased safety awareness and vigilance in
identifying risks and implementing the proper
control measures. I believe the prescriptions
and recommendations above will help ensure
we maintain the world’s finest Army Aviation
force. I expect us to work together for the
benefit of our service and begin NOW.

—Adapted from General Richard A. Cody’s message to the field January 2005.
GEN Cody, an Army Aviator, hecame the 31 Vice Chief of Staff on 24 June 2004.
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turns. While flying in a southerly direction, the
lead aircraft then conducted a 360 degree right-
hand turn and slowed down to 35 knots.

26 Seconds later...
After turning 285 degrees, the trail aircraft’s
main rotor blades struck lead’s vertical fin and

- tail rotor components. After colliding, both

aircraft lost control and impacted the ground.
Both aircraft were totally destroyed. The lead
aircraft pilots received minor injuries and the

trail aircraft pilots suffered fatal injuries.

Why?

Why did the collision occur? What could both
flight crews have done to prevent this accident?
The Centralized Accident Investigation board
suspects the trail aircraft lost sight of lead’s
aircraft sometime during the 3 to 4 minute
period following the “Buffalo” radio call.
During this period, trail never made a radio call
to inform lead that they no longer had them
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in sight. Additionally, during the execution of
the reconnaissance, the lead aircraft conducted
an unannounced 360-degree right turn.
BOTTOM LINE: There was no radio
communications between the two flight
crews.

All Army Aviation rotary-wing aircraft
deployed to Operations Iraqi Freedom (OIF)
and Enduring Freedom (OEF) fly in multi-ship
formations. The critical aircrew coordination
element is positive communications between
crewmembers within each aircraft and within
the flight. The qualities, elements, and
objectives of aircrew coordination training
apply to both aircraft in a flight.

Mid-air collisions between rotary-wing
aircraft can happen anywhere. Some historical
examples include aircraft operating within a
flight running into each other, aircraft operating
in and around a forward arming refueling
point (FARP), or between aircraft conducting
recon or attack operations in the same airspace
operating zone that other transient aircraft
must fly through to reach their destination.

Due to “near miss” mid-air collisions in OIF
and OEF between dissimilar transient aircraft,
appropriate mitigation measures have been
instituted. For example, better communications
between approach control, tower, ground,
radio, common traffic advisory frequency, and
the implementation of altitude restrictions have
successfully reduced the number of near misses
and prevented mid-air collisions between
transient aircraft and other aircraft operating in
the same airspace.

Positive communications between aircraft
within a flight is the best way to mitigate the
risk of a mid-air collision during a mission.
Inter-cockpit communications or radio calls
between aircraft for situational awareness is
critical.

Misinterpretation

Through numerous interviews, aviators
stationed throughout Iraq have confirmed
they have experienced, at one time or
another, the visual illusion called ground light
misinterpretation. When ground lights are
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confused with other aircraft night vision goggle
(NVG) position lights, aviators might adjust
their attitude incorrectly based on relative
position of misinterpreted ground lights.

Air mission briefings

Lost visual and linkup procedures should

be briefed at every aircrew mission briefing
(AMB) just as inadvertent instrument
meteorological condition procedures are briefed
as appropriate for the forecasted weather
conditions. When a trail aircraft loses sight of
lead, an immediate radio call must be made
and stated as such. A link-up procedure can
then be executed utilizing a technique based
on the tactical situation. Likewise, when the
lead aircraft makes turns that are not standard
during a mission, the turn direction should

be called back to trail. By using positive
communications, situational awareness is
increased and accidents are less likely.

Aircrew training manuals

The fundamentals of aircrew coordination
should be applied. Aircrew training manuals
(ATMs) describe basic aircrew coordination
fundamentals as they pertain to aircraft
crewmembers. However, current ATMs do not
directly relate these fundamentals to inter-
cockpit coordination. Even though there is
not a separate section emphasizing aircrew
coordination training (ACT) between aircraft,
pilots should apply all fundamentals to aircraft
within a flight.

A final note

Units should always incorporate positive
communications whenever situational
awareness is lost. Aerial link-up procedures
should be developed and briefed during the
AMB. The board has recommended that inter-
cockpit communications and lost visual contact
procedures be added to the Flight School

XXI program of instruction and included in

the Aircrew Coordination Training Enhanced
(ACTE), successor to ACT, exportable package.¢

—NMAJ Bart R. Tragemann is an accident investigator for the U.S. Army Safety Center.
He may be contacted by calling DSN 558-1180 (334-255-1180),
or e-mail bart.tragemann@safetycenter.army.mil.
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Recent accident investigations reveal crew
coordination errors are a main causal factor in
aviation accidents. For example, an AH-64 two-
man crew was conducting a regimental Deep
Attack. The pilot (PI) had only 300 hours in the
AH-64, but was aware that his instructor pilot
(IP) had over 2,000 hours of flight time and was
highly respected. The PI was on the controls
while they were en route. The IB while he was
busy using the TADS, asked the PI to make a
radio call. The PI assumed the IP wanted to
take the controls, as the radio frequency was not
preset. The PI released the controls and focused
his attention on the radio, which left no one
flying the aircraft. The aircraft descended into
the trees at 90 KTS. The IP was fatally injured
and the $12M aircraft was destroyed.

The results of the Centralized Accident
Investigation board were conclusive. Crew
coordination error, specifically on the part of the
IP was the direct cause of accident. The IP lost
situational awareness because he assumed the
PI could continue to control the aircraft while
attempting to change radio frequencies. But
there was a deeper, more disturbing element
present as well. Assumptions not spoken can
often result in failures ... even worse, tragic

E the
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CW3 Kenneth R. Czarnecki
DES, Fort Rucker

academic and flight training to enhance
ordination, but accident investigators at the Safety
cases where lapses in crew coordination directly

losses. (For more information on this accident,
see January 2003 Flightfax.)

Current issues and trends

Lack of effective aircrew coordination continues
to be cited as a contributing factor in flight
accidents, and is a factor limiting attainment of
full-mission effectiveness. The Director of Army
Safety reported in the December 1999 Flightfax
that FY99 produced Army Aviation’s worst safety
performance since Desert Shield/Desert Storm.
Five years later, Army Aviation continues to
suffer crew coordination error-related deaths.
Roughly 45 percent of all aviation accidents are
still attributed to crew coordination errors.

ACT defined
The Army defines aircrew coordination as a
set of principles, attitudes, procedures, and
techniques that transforms individuals into
an effective crew. The stated objective of
aircrew coordination training (ACT) is to
provide aircrews with the knowledge, skills,
and attitudes necessary to increase mission
effectiveness while decreasing errors that lead
to accidents.

Research is moving into measuring actual
performance of crews while employing



crew coordination behaviors. In addition

to incorporating correct behaviors in the
cockpit, involvement of the entire crew is
being researched from not only a flight safety
perspective, but a security one as well. Human
factors and crew coordination are being re-
looked in modern aircraft designs, as full-glass
cockpits such as the AH-64Ds mandate a pilot’s
attention inside the aircraft for a considerable
period of time. While conducting tactical flight
operations, remaining inside the aircraft for 2-3
minutes at a time can have a significant impact
On mission success.

Aircrew Coordination Training Enhanced
(ACTE) is essential in our modern aircraft
with their respective complexities. To ensure
aircrews properly understand the principles
and techniques of ACTE, a training program
has surfaced to help the aviator. The U.S.
Army Aviation Center (USAAVNC) has teamed
with the U.S. Army Safety Center (USASC)
to attack the problem of ineffective aircrew
coordination. The Directorate of Evaluation
and Standardization (DES) has the charter to
train ACTE in the field and is ready to deploy
a mobile training team (MTT) and provide
commanders with ACTE “train the trainer”
solutions aimed directly at improving aircrew,
team, and leader coordination.

ACTE is web-based, interactive courseware
with the capability to develop and field vibrant
training support packages (TSPs) tailored to
integrate the aircrew coordination challenges
distinctive to a specific aircraft. The heart of
ACTE is the introduction of mission/design/
series TSPs which supplement the core
instruction and provide measurable feedback
systems adapted to each. Ideally, when the
program is fully implemented, USAAVNC will
develop and annually update each TSP with
current and relevant aircrew coordination
trends. Directorate of Training and Doctrine
(DOTD), DES, USASC, and the field user will
collectively provide input to TSP development.
Additionally, to ensure TSP lessons learned
during unit operational or training missions
do not go unheeded, instructors can confirm
unit aircrews do, in fact, identify, apply and

January 2005

assimilate such lessons learned into future
missions. It cannot be overemphasized that
each crewmember is vital to the successful
implementation of the overall ACTE program,
and his input in improving the TSPs is critical to
the success of ACTE.

Crewmembers must be highly proficient
in all ACT behaviors and skills, and be able to
apply and evaluate them in the organization’s
mission environment. To assist in achieving
this objective, ACTE relates the ACT crew
coordination objectives (CCOs), basic qualities
(BQs), and crew coordination elements to
the Army risk management process and
demonstrates their use as control measures
to mitigate risk. To evaluate the effectiveness
in mitigating risk, ACTE contains the ACT
performance evaluation process utilizing the
criterion-referenced behaviorally anchored
rating system (BARS). Inherent to the ACTE
performance evaluation process is the ability to
identify and apply the CCOs, BQs, and elements
to operational and simulated mission settings
and apply individual experience and knowledge
to the ACTE course of instruction.

This training requires well-developed
observational and evaluative skills. It is
imperative it be conducted and disseminated
Armywide because of its great potential to
help conserve vital Army resources—both in
terms of lives and equipment. Recognizing this
responsibility, every opportunity will be taken to
provide all crewmembers with the behaviors and
skills needed to train and evaluate unit aircrews,
and to mitigate the risks faced on a daily basis in
this hazardous operational environment.

ACTE will contribute to aircrew training
and understanding of the risk management
process and measurably reduce ineffective
aircrew coordination and resulting accidents.
With implementation of the ACTE courseware,
development of dynamic TSPs, and growing
cadre of ACTE trainers and ACTE-trained
crewmembers, the Army can expect to see a
reduction of accidents attributed to ineffective
aircrew coordination. ¢

—CWS3 Czarnecki is a UH60A/L SP/IE for DES at Fort Rucker, AL. He can be reached at
DSN 558-1748 (334-255-1748) or e-mail kenneth.czarnecki@rucker.army.mil.
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MAJ Ron Jackson
U.S. Army Safety Center

With increased OPTEMPO and an ever-changing environment, mission
planning becomes a vital link to ensuring mission accomplishment. However,
often overlooked is the identification and understanding of composite risk.

isk management has been, for some

time, an integral part of mission

planning at all levels. As part of

the planning process, leaders and

taff sections continuously try to

identify hazards. Historical accident data
provide planners with the tools to assist in
identifying hazards and implementing controls
to mitigate those risks. But what about tactical
hazards? Does tactical risk outweigh accidental
risk? Or is there a composite of both tactical
and historical hazards that can better prepare
aircrews for mission execution?

Composite risk can best be defined as the
integration of historical accident data with the
tactical mission. How can identifying composite
risk aid aircrews during mission execution?
First, you must understand hazard-based risks
versus threat-based risks. For example, hazard-

Composite Risk Application
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based altitudes are those flight levels where
the predominant risks to aircraft are natural
or man-made obstacles. Analysis of historical
accident information indicates wire hazards and
bird strikes are the primary threat to aircraft
operating at terrain flight altitudes. Although
these hazards are common at all levels of
terrain flight, they are more prevalent at terrain
flight altitudes below 100 feet AGL. Threat-
based altitudes are those flight levels that
make aircraft more susceptible to surface-to-air
fires (SAF) and generally increase as altitude
increases. In essence, hazard-based and threat-
based altitudes are inversely related in that as
altitude increases, the risk of man-made and
natural flight hazards decreases, but the threat
of SAF increases.

Hazard-based and threat-based risks can
be categorized as high, medium and low,
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site Risk Management

where each category represents a composite
risk factor. A high risk-based altitude would
indicate a mission is conducted in a flight
profile that historical and threat data indicate
aircrews must be cognizant of man-made
hazards, natural hazards, and/or threat
capability. For example (Figure 1), a 2-hour
mission conducted continually in a high hazard-
based altitude could indicate the aircrew is
operating at 50 feet AGL, an altitude that
makes him more prone to wire strikes and bird
strikes, as compared to the threat capability.
However, the primary risk to the aircrew is not
the threat-based hazard but the man-made and
natural hazards. Conversely, as the altitude
increases, the threat-based hazard increases
while the hazard-based risk decreases.

What does this mean?
The previous graphic depicts aircrews that
are continually operating at a high risk-based
altitude. This increases the pilot’s workload
because he not only must be concerned with
the enemy threat, but he must also maintain
situational awareness of the man-made and
natural hazards.

By analyzing the hazard-based risks and
the threat-based risks, we can determine that

] Riskcbased Alitude

ihirdsf Wiras

a modest increase in altitude reduces the risk
of the natural and man-made hazards with no
discernable difference in the threat-based

risk (Figure 2).

By analyzing composite risk, we can
combine the hazard-based and threat-based
altitudes to identify a risk-based altitude
(Figure 3). As a result of combining these two
elements, only a small portion or no portion of
the mission might have to be actually flown at a
high risk-based altitude. This means the pilot’s
workload can be reduced by eliminating or
mitigating threat or flight hazard risks.

Knowing and understanding composite risk
assists leaders and planners in establishing
risk-based altitudes, which not only provides
adequate safety from the threat environment,
but minimizes the impact of man-made
obstacles and natural hazards to flight.
Combining these elements enable leaders to
analyze flight profiles and ultimately aid in
reducing the pilot’s workload as it pertains
to flight hazards and prevents aviators from
continually operating in the high risk-based
altitudes during mission execution. ¢

—NMAJ Ron Jackson is an accident investigator for the U.S. Army Safety Center.
He may he contacted by DSN 558-3754 (334-255-3754) or e-mail
ronald.jackson1@us.army.mil.
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Important information on aviation life support equipment.

LTC Mark Adams, CW4 Dennis Bergstrazer, and Joe Licina

g !
(This is Part 1 of a 3-part series. Other topics concerning ALSE
will be published in succeeding issues of Flightfax.)

USAARL, Fort Rucker, AL

LSE has performance
limits just like your
aircraft. If you don’t

_ -
L,'_,/ wear it or look after
it correctly, it will not

function correctly. The U.S. Army Aeromedical
Research Laboratory (USAARL) doesn’t always
get the design absolutely right for every type
and shape of aviator; that’s why we depend

on your feedback to tell us when equipment is
uncomfortable or doesn’t do its job. Hundreds
of thousands of dollars are spent to produce the
best ALSE possible to give you the best chance
of survival in the event of a mishap.

Helmets

Helmets have developed from the early days
of providing limited impact protection into
sophisticated systems for improved head impact
protection, face and eye protection, hearing
protection, communications, and mounts for
night vision and sighting systems. All helmet
designs undergo rigorous trials to ensure
they adhere to the standards for protection,
retention, and noise attenuation. Several
companies market kits to improve comfort,
protection, and noise attenuation; however
few of these products have ever undergone
validation trials, and those that have been

SVAVANR LS
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tested, tend to produce inferior results when
compared to the original design. Just because
it feels more comfortable doesn’t make it safe.
If your helmet is uncomfortable, ask to be
referred to the Problem Fit Program at USAARL.

Let’s look at specific concerns about helmets
and we will explain the importance of “wearing
it right.”

m General condition. Your aviator helmet
is not like a football helmet. It is designed to
protect against major impacts only once, not
repeatedly. Your helmet is one use only. A
drop from a chair to the floor renders your
helmet permanently unserviceable from the
crashworthiness point of view. Look after it.

(1) Outer shell. The outer shell is
strong, but an impact, even one that leaves no
visible damage, can cause a hidden fracture,
delamination and weakness, thereby reducing
its effectiveness.

(2) Energy attenuating liner (EAL).
The white polystyrene EAL inside the shell
provides 90 percent of the impact protection.
Minor impacts may result in permanent
compression or even fracture of the liner,
which will not perform adequately if it takes an
impact in the same place a second time. You
should not try to reduce hot spots by pressing
your thumbs or a spoon over the surface to



make your helmet more
comfortable. This will
reduce the effectiveness of
the helmet and might make
the difference between no
head injury in an accident
and incapacitation. If
you are incapacitated you
will not be able to egress
safely in the event of fire or
ditching.
m Size. When it comes
to helmets, size matters! A
helmet that is too large may
feel more comfortable, but it will be more
difficult to secure and will be more likely to
come off your head in an accident. Even if
it doesn’t come off your head, it is likely to
rotate forward on impact leaving the back of
your head unprotected. Also, you will need
more counterweight for night vision goggles
(NVGs) if your helmet is loose. This adds to
the strain on the neck, causing fatigue and
reduced mission effectiveness. Apache pilots
should check the number of “shims” inside their
helmets. More than FOUR shims front and rear
means that your helmet is too large and you
should get it changed. Bottom line: Keep it
tight!

m Chin and nape straps. Keep these
straps tight to make sure the helmet stays on
your head in an accident. There are many
examples of pilots being killed by head injuries
after their helmets came off, when they
otherwise would have lived. Don’t become a
statistic—keep them tight.

m Thermoplastic Liner (TPL). This
is the only liner currently cleared for use in
the HGU-56/P  No other liners have passed
the acceptance standards, and they do not
have airworthiness certification. You may be
reducing the ability of your helmet to stay on
your head and protect you if you add illegal
and untested liners. We are aware, however,
of comfort issues and many of you have heard
of the ZetaLiner™ as a replacement for the
TPL. The ZetaLiner™ is not currently cleared
for general use. However, it has recently
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undergone testing here at USAARL and we will
have comprehensive advice for you soon.

m Ear cups. The ear cups issued with the
helmet are the only ones currently cleared for
use. The only cleared modification is the use
of Communications Earplugs (CEPs), which
markedly enhance hearing protection, speech
intelligibility, and thus, mission effectiveness.
No other ear cup modifications or kits are
acceptable. Bear in mind that uncleared
kits may provide less protection against side
impacts and noise. Don’t forget—if you lose
your hearing, you will lose your flight status.

m Visor. Polycarbonate visors will protect
your upper face, eyes, and forehead from large
objects like birds or fractured windshields. The
dark visor also will help protect against harmful
ultraviolet radiation. Keep them clean and keep
one of them down when you fly.

The Army strives continually to provide you
with the best helicopter helmets in the world.
Why make your own modifications and turn
them into something less?

Remember the bottom line: Wear It Right
and Keep It Tight! «

—For more information contact LTC Adams, CW4 Bergstrazer, or Mr. Licina at the
Aviation Life Support Retrieval Program, USAARL, Fort Rucker, AL. All can be
contacted by calling DSN 558-6893/6815 (334-255-6893/6815) or

e-mail Joe.Licina@se.amedd.army.mil.

Do—

- Keep it in good condition.

- Wear the correct size.

- Tighten chin and nape
straps.

Don't—

- Treat your helmet like a football
helmet.

- Fly with chin or nape straps
loose.

- Change the ear cups.

- Carry out illegal modifications.
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Gary D. Braman
CAS, Inc.
Huntsville, AL

hen speaking to a colleague, have
they ever responded to you by
saying, “Talk into my good ear!” or
“Huh?” I can’t count the number of
times I've heard those remarks. Most
times, the sayings are coming from older pilots and
mechanics. They may have even yelled their response
to you. Aviation is a noisy business and your hearing
is something you should not take for granted. You can
never get it back once it’s gone.
Exposure to high-intensity noise PERMANENTLY
injures the hearing mechanism. The
: effects of steady-state (helicopter
~ * running) and impact noise (machine
gun firing) on hearing differ
between each of us. The effect
of steady-state noise depends on
frequency and intensity, intermittent
or continuous exposure, exposure
duration, and individual
susceptibility. The effect of
impulse noise depends on
peak pressure, duration
“of individual impulses,
number of impulses
~ per exposure period,
frequency content,
angle of incidence,
rise time of impulse,
and individual
~ susceptibility. Noise
~is one of the most
- common health
- hazards we face in
the environment
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in which we operate, which includes both the
training and combat environments. The most
dangerous occupational noise is from weapons
firing. Remember, the Black Hawk operator’s
manual requires double hearing protection
when window guns are firing.

Exposure to high-intensity
noise may cause hearing loss
that can adversely affect your
combat readiness. This includes
the communications between
the crewmembers during a
helicopter flight in a combat
zone. Noise-induced hearing
loss can cause a breakdown
in aircrew communications
by requiring commands to
be repeated or result in them
not being heard at all. Proper
aircrew communications is
essential to the safe operation
of today’s modern aircraft. And
though improbable, a breakdown
in aircrew communications (due
to a noise-induced hearing loss)
may eventually result in an
aircraft accident.

A recent survey from the U.S. Army Center
for Health Promotion and Preventive Medicine
(USACHPPM) showed that 274 (22.6%)
of the 1,212 15Ts and 67Ts tested in 2003
have a significant threshold shift (STS). This
means a hearing loss. Normally, you will lose
your hearing first at the higher frequencies
(4,000 Hz). This is detected when normal
conversations require you to ask someone to
repeat what they just said.

Over the years, the aviation community has
been provided with excellent hearing protection
devices to include the aviator helmet, earmuffs,
earplugs, and the Communications Earplug
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You can protect your
hearing by doing a few
easy things: wear proper
and serviceable hearing
protection in all noise
hazard areas; ensure
your helmet is properly

fitted; ensure the ear
cups in your helmet and
earmuffs are serviceable;
ensure your earplugs are
clean and serviceahle;
and most importantly
ensure your hearing is
checked annually.

(CEP). Today’s Army flight helmet, the HGU-
56/B provides roughly twice the hearing
protection as compared to the earlier SPH-
4 series helmet. SPH-4 stands for Sound
Protection Helmet No. 4, and in its day, it
provided significant improvements to hearing
protection as compared to its
predecessor, the APH-5 flight
helmet. It should be noted that
even with a properly fitted,
modern HGU-56/P helmet, the
simple act of wearing either a
pair of eyeglasses or a chemical/
biological mask hood will break
the seal of the helmet’s ear
cups, which will degrade both
the helmet’s hearing protection
and speech intelligibility
characteristics by allowing a path
for noise to enter the ear. In these
cases, you should wear additional
ear protection in the form of
either a standard earplug, or
preferable the CEP

You can protect your hearing
by doing a few easy things:
wear proper and serviceable
hearing protection in all noise hazard areas;
ensure your helmet is properly fitted; ensure
the ear cups in your helmet and earmuffs are
serviceable; ensure your earplugs are clean and
serviceable; and most importantly ensure your
hearing is checked annually. Additionally, wear
double hearing protection if you're required
to wear eyeglasses or the chemical/biological
mask hood.

Remember, noise-induced hearing loss
is painless, progressive, permanent, and
preventable. ¢

—NMr. Braman is a Senior System Safety Analyst for CAS, Inc. He supports the Utility
Helicopters Project Management Office in Huntsville, AL.



Cdr. Stephen Mclnerney
U.S. Navy

It took 15 years in the cockpit, but I have become a

born-again believer in the importance of checklists and procedures.
I once followed them religiously, but over the years as I became a
skilled pilot, I no longer needed them ... or I thought!

've been back in the fleet for 2 weeks after

an absence of 2 years. I've been flying every

day and relearning tactics and my aircraft.

There I was ... hanging onto the vertical

stab—wind rushing through my hair and the
scream of the engines (as well as my electronic
countermeasures officer) ringing in my ears. I am
befuddled! How did I forget to perform another
mission critical item? How did I get so far behind
the aircraft? As I sit alone in my room, I think back
to a night long ago....

It was during a recovery that was winning high
marks for buffoonery. The room was very quiet as
the Commander Air Group (CAG) muttered and
swore. Finally, as the recovery was completed, CAG
turned slowly to the assembled group of COs, XOs,
and department heads and growled, “The most
dangerous SOB on that flight deck is a new XO.”
We all nodded sagely. I had no idea what he was
talking about.

Now I understand. A brand new nugget may
be green, but he knows enough to ask questions
and follow a checklist. Someone who remembers
having been there and done that needs to have a
large risk management bull’s-eye painted on his
helmet. Managing high expectations, numerous
distractions, and low proficiency is no way to go
through a line period. There was no great epiphany.
I should have expected it. When I left the cockpit 2
years ago, I was a seasoned aviator, current in my
warfare specialty and proficient. I could juggle and
compartmentalize the responsibilities of a strike
leader, instructor, and department head. While I
was confident, I was not complacent. Now back in
the cockpit without the proficiency, the situational
awareness, or the confidence of 2 years ago, I have
made two important discoveries. I depend on the
habit patterns I have developed over the years ...

and I have forgotten many of them.

This is where my renewed faith in checklists and
procedures comes in. Good habit patterns can be
used as a template to overlay on a mission. They
prioritize and order tasks. They serve as an internal
master caution panel. Break a habit pattern and
a series of intuitive warnings sound: the nagging,
vague uneasiness of having forgotten something;
the butterflies in the gut; the hair standing at
attention on the back of your neck. When based
on checklists, procedures, system knowledge, and
situational awareness they can point to something
unsafe or adverse to the mission.

However, this ability is perishable. Time out
of the cockpit or away from certain missions and
these indicators are no longer reliable; for example,
forgetting that the fuel dumps are on, failing to
complete combat checks as the strike pushes, or
starting the descent out of the marshal stack with
the incorrect radios or navaids selected. All these
incidents demonstrate the danger of relying on
habit rather than checklists. Habit patterns take
time and discipline to develop. When these habit
patterns are lost or corrupted, you often don’t
realize it until it’s too late. They have their place in
the development of experienced aviators. Tactical
aviation is a complex and dynamic environment.
Anything that can increase one’s ability to process
data and maintain situational awareness should be
embraced. In our profession, the intuitive answer
is not necessarily the correct answer and often
there’s enough pressure to shrink the largest brain
to the size of a peanut. It’s an environment made
manageable by the adherence to checklists and
procedures. ¢

—Reprinted with permission of Cdr. Stephen Mcinerney and the Navy Safety Center
Web site.



Mr. Lawrence Adams
and

Mr. Vincent Carman
LMR, Inc.

ommanders, logisticians, and
maintenance managers now are
relying on automation to give
them an edge on the battlefield.
The ability to view assets and unit
readiness is an important tool commanders
have that enables them to utilize their
assets effectively. Problems arise when the
systems used provide just as much erroneous
information as correct information.

The Unit Level Logistics System-Aviation
(ULLS-A) automates supply, maintenance, and
aircraft readiness reporting. It also maintains
aircraft historical, maintenance, and operational
records required by aviation units to manage
their logistics needs. The system has evolved
from a cumbersome DOS-based program to its
current Windows 2000® configuration. Many
improvements have made it user friendly, and
most of the old problems related to inaccurate
readiness reporting have been addressed.
However, as we all know, software problems
will still occur at the most inopportune time.
Compounding those problems are operator
error and hardware failures. Add pressure
from the commander, and you have a frustrated
operator who would rather go back to pencil
and paper.

Similar to flight training, the first important
step in streamlining ULLS-A operations is
proper ULLS-A operator training. Operator
training is as important to ULLS-A operations
as instrument training is to the flight crew
operating in inclement weather. The need
to understand aviation maintenance and
Army supply procedures is critical to ULLS-A
operations. Not understanding maintenance
concepts is a contributing factor to the
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problems and frustrations encountered by
operators. Proper ULLS-A system training
will include elements from both the basic
manual procedures of aviation maintenance
and proper execution of processes within the
system, to include the built-in quirks. Unlike
other standard Army management information
systems, ULLS-A relies on the input of everyone
involved with aviation maintenance, from the
flight crew to the maintenance and supply
personnel.

Incomplete installation of aircraft,
components, and weapons systems, along
with incorrectly installed maintenance master
data file updates and Aviation and Missile
Command (AMCOM) changes, can cripple
the ULLS-A system. Experienced system
administrators know which processes must
be run after an AMCOM change is installed
and make corrections as needed. Conversely,
incorrect information entered by flight crew or
maintenance personnel will have unfortunate
consequences. Many system administrators and
operators are not always properly trained on
these and other essential tasks.

ULLS-A training has an impact on readiness
and safety. With a thorough understanding
of the ULLS-A system, personnel will be able
to avert potential problems such as over-
flying inspections, and also identify systematic
problems with their aircraft through trend
analysis. Similar to the combination of systems
that enable an aircraft to fly, data in the ULLS-A
system is the sum of the information provided
by its many users. ¢

—NMr. Adams is a Functional Analyst with Logistics Management Resources, Inc. He
may be reached at (804) 415-1501 or by e-mail at ladams@Imr-inc.com. Mr. Carman
also is a Functional Analyst with LMR, Inc. He may be reached at (804) 415-1587 or
by e-mail at vcarman@Imr-inc.com.
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he aviation world
has changed since
11 September 2001,
as if you somehow
missed it. But
before you yawn and flip the
page, think about the Federal
Aviation Administration
(FAA) calling you about a
flight violation, maybe due to
busting into a temporary flight
restriction (TFR) area or some
other special-use airspace. The
fact is that Armywide there
has been a dramatic increase
in pilot deviations, or flight
violations, especially in the
Washington, D.C., Air Defense
Identification Zones (ADIZs).
Control of airspace in the
National Airspace System
(NAS) has reached new
levels. TFRs have been
used extensively since the
11 September attacks in an
effort to protect locations
vital to national security from
potential threats. TFRs are
being reviewed gradually
and, if justified, translated
into some form of special-use
airspace. Pilot deviations are
particularly serious matters in
this era and are treated as such
by both the DOD and
the FAA.
Suppose you are flying
in the NAS. The air traffic
controller advises you that a
flight deviation has occurred
and asks you to please call
by telephone to discuss the
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deviation when you land.
Such an event strikes fear
in the heart of every Army
Aviator, especially those
who hold FAA civilian flight
certificates.

Some examples of recent
military pilot deviations
include:

m Unauthorized flight into a
presidential TFR.

m Flying over an area
protected by a TFR without
ATC authority.

m Flying to and landing
at an airport (Class E surface
area without a control tower)
without ATC authority while
operating under special visual
flight rules (VFR) conditions.

m Taxiing onto an active
runway without proper
clearance.

Information Army
Aviators should NOT
provide
First and foremost, DO NOT,
repeat, DO NOT provide any
FAA representative with your
name and/or Social Security
number over the radio or
telephone. This also applies
for all crewmembers on the
flight, including crew chiefs
and flight engineers. No
names are to be given out.
Why, you ask? Army
Regulation (AR) 95-1, Flight
Regulations, paragraph 2-
13.d, states: “Names of
crewmembers of military
aircraft involved in actual

T_LHLQ.,_, '’

or alleged violations will

be treated as restricted
information and not be
released to the public or

any agency outside the DOD
except by proper authority.
Any person receiving requests
for names of crewmembers
of Army aircraft should

direct such inquires to the
Commander, U.S. Army
Aeronautical Services Agency
(USAASA).” USAASA
headquarters (ATAS-ZA) can
be contacted at DSN 656-
4865/4863, fax 656-4409
(703-806-4865/4863, fax 703-
806-4409).

Revealing your name
and/or Social Security
number could result in FAA
enforcement procedures
against you, such as
suspending your FAA civilian
flight certificate(s) for a
short period of time, or even
permanently, before you have
an opportunity to rebut the
allegations.

Information you shouid
provide

Provide the FAA representative
with your unit’s name and
address. Do not give your
commander’s name or
telephone number. Remember
that all telephonic inquiries
are to be routed through
USAASA. If your unit is
contacted, the provisions of AR
95-1, paragraph 2-13, apply to
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whoever answers the phone. If
the FAA persists in requesting
crewmember names, refer
them to USAASA.
The purpose of these actions
is not to be uncooperative or
devious with the FAA. Army
Aviators are held accountable
to their commander—not the
FAA—for violations of either
FAA or Army regulations.
Again, Army commanders—
not the FAA—are responsible
for conducting investigations,
which are done under AR 15-
6, Procedures for Investigating
Officers and Boards of Officers,
or Chapter 4 of AR 600-105,
Aviation Service of Rated Army
Officers. AR 95-1 provides a
timeframe for submitting the
results of the investigation to
HQ USAASA. Commanders
are also responsible for taking
action, which may include
appropriate administrative,
judicial, or non-judicial action.
Aviators who are
performing authorized, briefed
missions are not held in double
jeopardy by FAA enforcement
procedures and Army
enforcement procedures per
Federal Aviation Regulation
(FAR) 13.21.

Routing of pilot
deviation reports
Military pilot deviation reports
and other alleged violations
involving Army aircraft are
forwarded from the FAA
facility involved through the
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FAA regional headquarters to
HQ USAASA. The deviation
investigation report is then
forwarded to the aviator’s
commander through the
MACOM-, ARNG-, or USAR-
level chain of command. The
FAA normally establishes a
suspense of 90 days for the
reply to be returned to the FAA
regional office.

The Department of the
Army Regional Representative
(DARR) to the FAA regional
headquarters and HQ USAASA
each receive a preliminary
report from the FAA of the
alleged deviation shortly after
the event. The DARR informs
HQ USAASA, the MACOM,
ARNG, or USAR air traffic and
airspace officer, and aviation
safety officer that a military
pilot deviation report has been
received and a formal report
may be pending.

The advance warning
affords the unit commander
the opportunity to obtain
crewmember statements and
explanations while memories
are still fresh and, if necessary,
implement individual or unit

training to correct the problem.

The official FAA deviation
investigation request can
sometimes take a great deal
of time, 6 months or more, to
reach the commander.

Fly safe
The bottom line is FLY SAFE,
but do not knowingly violate
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the FARs. FARs have the
weight of public law, and
violation of FARs are serious.
Protect your rights as an Army
Aviator by:

m Complying with AR 95-
1, paragraph 2-13, and not
divulging restricted personal
information.

m Informing your
commander immediately
if ATC informs you a flight
deviation has occurred or you
suspect one has occurred.
Your commander should then
contact the DARR in your
region for further instructions.
The DARR phone number may
be found in either the Flight
Information Bulletin or Table
6-1 of AR 95-2, Air Traffic
Control, Airspace, Airfields,
Flight Activities, and Navigation
Aids.

m Doing thorough flight
planning, including checking
for and understanding the
provisions of the TFRs and
special-use airspace on and
near your route of flight.

m Flying by the rules!

Points of contact are
Mr. Paul Gillick, USAASA,

Fort Belvoir, VA, DSN 656-
4865/4863, (703) 806-
4865 and Mr. Chet Spangler,
USAASA, Fort Belvoir, VA,
DSN 656-4865/4863,

(703) 806-4863. ¢

—Originally published as Plan Smart! Fly Smart! in
Flightfax, March 1995. Content edited and updated by
LTC David Walker, USAASA.



Accident

Information based on preliminany
neports of arcraft acaadents

AH-64 it

A Model

m Class A (Two AH-
64 Fatalities): The
UH-60A crew was per-
forming an NVG logistics
and passenger transport
mission with an AH-64A
under NVS providing
security. Just as the
UH-60A was touching
down on the taxiway
leading to the FARP, the
AH-64A’s tail section
impacted the UH-60A’s
main rotor system from
above. Both aircraft
were destroyed in a
postcrash fire. See story
inside this issue.

m Class C: The flight
crew received a mission
change with a request
to locate and attempt
to recover a downed
UAV. Aircraft entered
brownout conditions and
impacted the ground.
This information was
reported from a late
accident report.

m Class C: While con-
ducting hot refuel opera-
tions, the aircraft fire
guard attempted to get
the fuel point shut-off
guard’s attention. The
aircraft fire guard picked
up a large rock and
threw it at the fuel point
shut-off guard. The
rock struck one main
rotor blade and tore off
approximately 12 inches
of the rear portion of the
blade.

m Class C: During a
multi-ship flight at 200
feet AGL, trail aircraft
impacted a flock of
birds. CPG front wind-
shield was struck by a
bird and shards of glass
fell onto the dashboard.
Aircraft decelerated to
90 knots and returned
to base. Aircraft was
shut down without fur-
ther incident. Post-flight
inspection revealed
multiple birds struck the
aircraft including the
Hellfire missile launchers
(HMLs), nose gearbox
covers, PNVS/TADS,
30mm gun, static mast,
two main rotor blades,
CPG front windscreen,
and No. 1 engine. ECOD
and engine inspections
were completed. One
main rotor blade and
CPG windscreen were
replaced and aircraft
returned to FMC status.
This information was
reported from a late
accident report.

m Class E: During a
backup control system
(BUCS) test, the BUCS
FAIL WARNING light
illuminated and mainte-
nance personnel reset
the system. The second
BUCS test also failed,
illuminating the BUCS
FAIL WARNING light as
well as the BUCS ON
CAUTION light, followed
by OIL LOW PRI HYD
caution light and pri-

mary hydraulic pressure
dropping to zero. Air-
crew shut down aircraft
and found the primary
hydraulics manifold
empty and the pressure
hard line to the tail rotor
hydraulic servo had frac-
tured at the lower elbow
fitting. This information
was reported from a late
accident report.

O Model

m Class B: During a
third approach into the
landing zone, the pilot
overcorrected (applied
aft cyclic and deceler-
ated to avoid a flock of
ducks), when the LOW
ROTOR WARNING acti-
vated. The crew landed
immediately. The main-
tenance data recorder
(MDR) showed dual
engine overtorque of 260
percent. One engine
had 160 percent and the
other had 146 percent,
for a combined total of
306 percent. Prelimi-
nary ECOD is $940,320.
Damaged components
include transmission,
gearboxes, and drive
shafts. This information
was reported from a late
accident report.

D Model

m Class E: While
conducting a postflight
inspection, it was dis-
covered that the green
blade root liner at the

blade retaining pin had
slipped due to bonding
material failure. The
green blade was found
resting on the bottom
of the yoke, not floating
as required. The crew
had no indication during
the flight. Fair wear and
tear appears to be the
cause. A new blade was
installed and coordina-
tion is being made with
Boeing on the repair

of the root liner. This
information was reported
from a late accident
report.

m Class E: The FE
informed the crew that
the temp on the No. 1
flight hydraulics was on
the rise. The tempera-
ture went from 55°C to
80°C within 15 minutes.
The aircraft landed and
shut down without fur-
ther incident. Mainte-
nance found the No. 1
flight hydraulic cooler
fan operational check
was completed IAW
TM 55-1520-240-T and
replaced the No. 1 flight
control hydraulics temp
indicator. Aircraft was
released for flight.

E Model

m Class A (Fatality):
Aircrew landed on a
narrow road in a steep
ravine to offload U.S.
Soldiers. The Soldiers
remained at the rear of



the aircraft to wait for
the aircraft to depart.
The Afghan interpreter
broke away from the
group and started up
the right slope and was
struck by an aft main
rotor blade.

D Model

m Class A (Damage):
An OH-58D crew was
conducting a combat
recon mission when their
.50 Cal machine gun
malfunctioned. Both
aircrew members began
troubleshooting the
weapon system while
still in flight and lost
situational awareness.
The PC in the right seat
realized he was too
close to the ground and
attempted to recover the
aircraft before impacting
the ground. The aircraft
hit on the left skid first,
bounced, and then slid
an additional 159 feet
before coming to rest
on its left side. The PC
egressed unassisted and
nearby Soldiers lifted
the aircraft wreckage
to free the PI's left arm
which was pinned by
the wreckage. Medical
attention was provided
on site by fire crew and
medics. The crew was
evacuated by UH-60L
back to airfield and air-
craft wreckage was later
recovered to airfield as
well.

m Class B (Damage):
During the landing phase
of gunnery training, the
IP was flying two stu-
dents and noticed a hole
in the left door of air-
craft. Postflight inspec-
tion discovered numer-
ous damaged parts
on aircraft. Cause of
damage is undetermined
at this time.

m Class C: A Raven
UAV struck an OH-58
aircraft during flight
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at approximately 190
feet AGL. The UAV is
reported to have expe-
rienced remote control
problems and traveled
outside of its restricted
operational zone when it
collided with the OH-58D
aircraft in flight. Initial
inspection deemed the
ECOD among both air-
craft at the Class D level,
but subsequent develop-
ments raised damage to
the Class C level. Local
investigation is in prog-
ress.

HH-60 gia?

L Model

m Class B: Postflight
inspection revealed that
the forward-looking
infrared (FLIR) turret
had separated from the
aircraft, presumably
in flight. No in-flight
anomalies were reported
by the crew; mean sea
level (MSL) was 4,000
feet AGL. Initial inspec-
tion revealed that the
turret separated from
the ‘gimble-assembly’
point; the mounting
remained attached to
the aircraft and the
aircraft reportedly sus-
tained no collateral
damage. Local board
has convened to inves-
tigate. ECOD: $382K
(Cost of FLIR turret).

A Model

m Class A (Two AH-
64 Fatalities): The
UH-60A crew was per-
forming an NVG logistics
and passenger transport
mission with an AH-64A
under NVS providing
security. Just as the
UH-60A was touching
down on the taxiway

leading to the FARP, the
AH-64A’s tail section
impacted the UH-60A’s
main rotor system from
above. Both aircraft
were destroyed in a
postcrash fire. See story
inside this issue.

m Class C (Non-
injury): A flight of two
ships was performing
false insertion of Infan-
try troops into a landing
zone. During landing,
the pilot in the lead
aircraft extended the
approach using the col-
lective to extend past
a furrow. Crew noted
nothing unusual on
touchdown. Postflight
inspection revealed
damage to tail boom
and stabilizer. Suspect
aircraft struck protruding
object in the grass.

m Class C (Damage):
Crew suspected a hard
landing in snow condi-
tions following confined
area training. Postflight
inspection revealed
damage.

m Class C (Damage):
To avoid construction
equipment, the aircraft
air taxied to reposition
on the airfield. The
pilot made abrupt flight
control inputs, causing
the nose of the aircraft
to pitch up/tail down.
On visual inspection,
the stabilator sustained
damage from striking
the ground. ECOD is
$22,000.

m Class D: While pre-
paring for external load
training, crew completed
a cargo hook check.

The cargo hook manual
release switch was stick-
ing but hook still passed
check. Crew positioned
over the load and hook
failed to engage on

first try. On second
attempt, hook engaged
and crew picked up load
from the ground. At

50 feet AGL the hook
slipped open, dropping
the load and the blivit

burst open resulting

in damage to the blivit
only. This was the first
use of a cargo hook on
this aircraft in over 8
months and aircraft had
not gone through reset
after desert deployment.
Dirt in the cargo hook
assembly caused hook
to not latch properly and
hook released under
weight of the load. This
information was reported
from a late accident
report.

m Class D (Damage):
Upon shutdown, the
crew chief heard an
unusual noise. After
rotors stopped turn-
ing, a visual inspection
of aircraft revealed that
one T/R de-ice cable
had pulled out at hub
with remaining cable
attached at canon plug
on blade root. The
structural wires had
coiled around the con-
ductors and had uncoiled
during flight, extending
past T/R tips and striking
M/R tip caps. Two M/R
caps showed significant
damage. No indications
of damage were mani-
fested during flight. This
information was reported
from a late accident
report.

m Class E: The No.
1 engine went to idle
during cruise flight. Air-
craft was slowed to 80
knots and placed in lock-
out and landed at airport
without incident. Mate-
riel failure was the cause
and a product quality
deficiency report (PQDR)
for the ECU is being
done. This information
was reported from a late
accident report.

m Class F (Bird
Strike): Aircraft struck
bird which resulted in
engine damage. Aircraft



and four crewmembers
made a safe return to
base.

L Model

m Class A (Fatal-
ity): A crew of three
was performing a VFR
cross-country mission
with four VIPs on board.
Crew was attempting to
re-file to an IFR flight
plan when it struck a
1,700-foot guy wire on
a television transmission
tower at approximately
80 knots. Aircraft broke
up in flight and crashed
inverted in an open field.
Over 50 percent of the
aircraft was consumed
by a postcrash fire.
Aircraft was destroyed
resulting in seven fatali-
ties.

m Class A: While
flying on an OPBAT/NVG
training mission as a
flight of two, the crew
encountered and con-
tinued flight into dete-
riorating weather. As
the lead aircraft initiated
IIMC procedures the
pilot experienced spa-
tial disorientation. The
aircraft decelerated and
descended into the trees
at near zero airspeed.
Chalk 2 initiated and
completed IIMC proce-
dures without declaring
an emergency and con-
tinued to destination. All
injured crewmembers
were evacuated.

m Class B: The PC was
attempting to overfly an
observation post on the
perimeter of the camp
when the rotor blades
contacted the top of a
HMMWV which was col-
located with the obser-
vation post. The PC
leveled the aircraft and
safely landed. Shutdown
was completed with no
further damage.

m Class E: During
NVG multi-ship opera-
tions, the PI noticed a
change in engine sound
and looked inside to

analyze the problem.
Both engine Np and
rotor Nr were at 130
percent. The PC reached
up and retarded the No.
1 engine power control
lever (PCL). Neither
the engine nor the rotor
responded. The No. 1
engine PCL was placed
back into “fly” position
and the No. 2 engine
PCL was retarded with
no response from either
the engine or rotor. The
PC informed the PI to
initiate a descent and
land the aircraft. The
aircraft landed safely
with a No. 1 high side
failure. The aircraft
was recovered without
further incident. This
information was reported
from a late accident
report.

m Class E: Aircraft
was taxiing into park-
ing and went too far
forward, allowing main
rotor blade to strike a
2"x4" board sticking up
out of a drum. Damage
resulted to three main
rotor blades approxi-
mately 4 inches inboard
of the tip caps.

F Model

m Class E: During
VMC climbout, the pilot
on controls noticed a
30 KIAS difference in
airspeed indicators with
the non-flying pilot’s air-
speed indicator appear-
ing to be in error. After
leveling off the climb at
7,000 feet MSL, the pilot
on control’s airspeed
indicator showed air-
speed of 40 to 50 KIAS
faster than non-flying
pilot’s airspeed indica-
tor. Aircrew returned
to home station and
landed without further

incident. Upon engines
shutdown, the pilot’s
airspeed indicator was
stuck on 50 KIAS. Air-
craft was placed on RED
X condition. Replace-
ment of the pilot’s air-
speed indicator and MOC
was completed. Aircraft
has been released for
flight. This information
was reported from a late
accident report.

m Class E: During
cruise flight, the No. 3
engine oil temperature
rose to 100 degrees
Fahrenheit, (104 degrees
being the maximum
transient limit). The
crew shut down the No.
3 engine in flight. Air-
craft returned to airfield
with no further incidents.
This information was
reported from a late
accident report.

Shadow Model

m Class B (Damage):
The UAV was approxi-
mately 50 feet above the
ground on its approach
into the UAV launch and
recovery site when it
dipped to the left and
impacted the ground.
The fuselage of the UAV
broke in half as a result
of the impact. The UAV
was under the control of
the tactical automated
landing system (TALS).
Weather conditions at
the time were within tol-
erance for air operations.
The initial assessment is
an engine failure.

m Class B: The UAV
went into emergency
glide mode, displayed
an IGNITION FAIL, GEN-
ERATOR FAIL, and BAT-
TERY FAIL. The chute
deployed. UAV has been
recovered.

Raven Model

m Class C: A Raven
UAV struck an OH-58
aircraft during flight
at approximately 190
feet AGL. The UAV is
reported to have expe-
rienced remote control
problems and traveled
outside of its restricted
operational zone when it
collided with the OH-58D
aircraft in flight. Initial
inspection deemed the
ECOD among both air-
craft at the Class D level,
but subsequent develop-
ments raised damage to
the Class C level. Local
investigation is in prog-
ress.

m Class C (Non-
injury): The UAV was
returning to station
when a dual engine fail-
ure occurred approxi-
mately 40 kilometers
north of airfield. Recov-
ery chute was deployed
and the crash plan was
activated. The UAV
came to rest in a remote
area, although ground
and aviation units in
area secured the site. A
CH-47 was dispatched
with recovery crew and
successfully recovered
the UAV. Front engine
was experiencing a
1,000 to 2,000 ROM
fluctuation and the AV
was low on fuel at the
time of dual engine fail-
ure. Investigation is
underway.

Editor’s note: Information published
in this section is based on preliminary
mishap reports submitted by units and
is subject to change. For more infor-
mation on selected accident briefs,
call DSN 558-9552 (334-255-9552) or
DSN 558-3410 (334-255-3410).

Flightfax
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Because the cost of accidents is paid in lives, dollars, and readiness, we cannot afford
to learn every lesson firsthand. Instead, we must learn from each others’ experience
whenever we can and share what we know.

Our number one request from Flightfax readers is for more first-person and
lessons-learned articles. And that’s the idea behind “War Stories,” a recurring feature
in Flightfax. The purpose of this column is to provide a forum for the entire Army
Aviation community to learn from each others’ experiences and to share how risk
management works in real-world Army Aviation operations.

“Crew Commo,” another recurring feature in Flightfax, gives aircrews and other
aviation personnel an informal forum in which to communicate with each other. We
hope to hear from all of you on a variety of topics, including maintenance personnel
issues regarding safety and risk management in Army Aviation.

We make it easy to contribute. Here are a few notes so everybody understands
the deal:

m Space in Flightfax is limited, so please be as brief and to the point as possible.

m We won't publish items that are submitted anonymously, but we will keep
your identity confidential if you ask. It's the lesson, after all, that’s important.

m If we edit your story for length or clarity, we'll get your approval before
publishing the revised version.

That's pretty much it. You can mail your story to:

Commander

U.S. Army Safety Center

ATTN: Flightfax

Bldg. 4905, 5th Ave.

Fort Rucker, AL 36362

You may also fax your story to DSN 558-3003 (334-255-3003), but the best
way to get your story published is to e-mail flightfax@safetycenter.army.mil.

Please let us know how we can serve you better—we truly want to know!

And we look forward to working with you as you contribute to Army Aviation safety
through Flightfax.

—Paula Allman, Flightfax Managing Editor, DSN 558-9855 (334-255-9855), e-mail paula.allman@safefycenter.army.mil.
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DEPARTMENT OF THE ARMY
WASHINGTON

31 JAN 2005

MEMORANDUM FOR Commanding General, United States Army Safety Center, Forl
Rucker, Alabama 36362-5363

SUBJECT: Transformation of United States Army Safely Center

1. Personnel and equipment losses adversely affect the combat readiness of our

Army. The loss of even one member of the Army Team - Soldier, civilian, o supporting
conlractor — is unacceptable.

2 Transformation is a multi-dimensional process that requires significant
organizational, technological, and cultural changes to keep the Army relevant and
gffective for the future. As we adaplt new technologias 1o war-fighting and business
gperations, we must also develop better joint operating concepts and business
processes that use these technologies. We must integrate our functional initiatives and
shape relevant information and trends into actionable knowledge thal will preserve
combal readiness.

3. To these ends, we are directing the United States Army Safety Center 10 transform
and redesignate itcelf as the United Stales Arry Combat Readiness Center (CRC) 10
advance the principles. understanding, and practice of Composite Risk Management
(CRM). CRM will focus on sustaining readiness and managing all risks - those posed
by the enemy, the environment, materiel and systems, and human efror = logically
shifting from accident-centric 1o Soldier-centric.

4. As with the United States Army Safety Center, the CRC will function as a Field
Operating Agency of the Chief of Staff, Army. The Amy Safety Office will continue 10
exist but will expand its responsibilities in Washington, DC, focusing on compliance,

licy, and field liaison with Headquarters, Department of the Army. The Commander
of the CRC will also retain the role of Director of Army Safety, raporting to the Director
of the Army Staff. The CRC will be the Army's focal point for analyzing accident,
serious incident, and combat loss reports, identifying lessons learned and tactics,
techniques, and procedures (TTPs) to miligate and prevent future losses. Accident
investigation processes remain unchanged. The CRC will establish new processes
leveraging information from Army organizations 1o collect, distill, and distribute
knowledge about osses that affect our combal readiness. The prerogative of
commanders o investigate losses and other incidents ramains unchanged. The CRC
mission will include:

a. Primary responsibility for investigation of Army accidents, subject 10 command,
criminal, and other investigatory functions;

mﬁn@n-—.ntm
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SUBJECT: Transformation of United States Army Safety Center

b. Coordination on selecled combat 085 investigations;

¢. Focal point for instigating the necessary cultural changes and developing the
processes, structure, and training necessary 1o implament CRM Armmy-wide;

d. Support to Functional Proponents to develop policy and daoctrine for l0ss
prevention through CRM;

e. Development, coordination, and tacilitation of a single-eniry, multiple use
automated reporting gystem for processing loss repons;

i Development of predictive trend analysis using digital technology and data mining
(with due regard o prolecting private and privileged information) in order to identify loss
trends and preventive measures;

g. Analysis and prompt dissemination of situation reports to the Army leadership;

h. Interaction with other military services, federal, state, and local agencies, and
industry 1o identify best practices and loss pravention stralegies.

5. The expanded scope of the naw Combat Readiness Center and safety
transformation will enable our Ammy 10 preserve combat power and enhance combal

General, US Army secrelary of the Ammy
Chief of Staff

CF:
The Director of Amy Staff
Assistant Secretary of the Amy (Installation and Environment)
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FROM THE DIRECTOR OF ARMY SAFETY

'i.".
b,

The NEW _
Army Combat Readiness Center

is Headed Your Way!

ince 9/1 | our country, the American people, and our Armed Forces have been
challenged by world events more so than any other time before. To meet ﬁ
this challenge, our Nation has had to change y
the way it conducts business. This change has
not only affected our Nation and the American people,
but also our Armed Forces. No longer can we plan on
facing a well-organized enemy force using tactics from W o
the Cold War. The enemy has become more elusive | ’ W IR S E l

and bolder, harder to spot, and able to strike anytime

and anywhere. Times have changed and so must the

Army. We’ve become a new force, a force that not only |
defends the Nation militarily but also takes on new,

nontraditional missions. Much of the time, we conduct
operations as part of a joint and combined force. We - i -
continue to be a CONUS-based, contingency-force- e i
oriented, crisis-response Army that reacts to threats

anywhere in the world. In addition, we function as a
forward-deployed, forward-defense, major-land-war Army.

In the years since 9/1 1, the Army has devoted itself to winning
the global war on terrorism and training to defend America’s

interests here at home and abroad. These commitments have not 4 .
diminished, nor have they been without sacrifice by Soldiers who
have gone into harm’s way on our behalf. “Take calculated risks. That is quite dif-

Thanks for your service to our Nation! We are a team, all ferent from being rash ... No bastard ever
working to get the job done—military, civilian, and contractor—in won a war by dying for his country. He
theater and at home. Each and every one of you is an important won it by making the other poor dumb

bastard die for his country.”

part of our combat power. High tempo and limited resources make —GEN George S. Patton

it very difficult to replace you. We simply cannot afford the loss of
you or your buddies, because it impacts our combat readiness.

One of the greatest leaders of World War Il, GEN Patton was rough around the edges. But he fully understood
the importance of protecting combat power to fight our Nation’s wars. His words have more meaning when

February 2005 5



you consider our recent statistics. Since

the beginni f FY04, we’ve lost a Soldi z -

evzryeglﬂgzjrfinearly :/:q\lljeadO:ajh \(:/eeli,ra "ansnrmnmn n' “I“En mmls lr.! sa
lat h th, h ter, i i

R et to the United States Army Cambat Reain

power we cannot afford to lose. Think of the

energy expended to recruit, train, and retain a

battalion. We must find a way to “connect the
dots” on all these losses (accident + enemy The current Army Safety structure and poli

+ illness + suicide, + other) and preserve our postured to meet the challenges of a transf

combat readiness. It will require aggressive Army at War and the new 5Soldier generatic

change in our thinking, processes, and culture.
To enable this expanded approach, The

Honorable Francis J. Harvey, Secretary of the Our immediate action is needed to
Army, and GEN Peter J. Schoomaker, Chief of the climbing fatality rate, both accic
Staff, Army, signed a mandate directing the and combat, utilizing the expertise
Army Safety Center to recast as the Army US Army Combat Readiness Center

Combat Readiness Center (CRC) almost other agencies in the Department o
immediately. The new focus is on sustaining

readiness and managing all risks—those posed
by the enemy, the environment, materiel and
systems, and human error. This broader focus
is a logical shift from being accident-centric to
Soldier-centric. The Army Safety Office (ASO)
will remain in Washington, DC, and support the
accident and safety aspects of the CRC.
Composite Risk Management (CRM) is
the fundamental element of the CRC. Safety
Sends #11, published in the January 2005
Countermeasure (“What It’s About: Composite
Risk Management”), explains how training this
concept is vital to keeping our forces ready and
winning our Nation’s wars. We plan to improve
and expand our interactive Web-based tools,
give you more “There | was” stories through our
magazines and Web site, and develop predictive
analyses through data mining with other DA
agencies and “close call” reporting. Within 48
hours of a reported loss, the CRC will share
with the Army the five “Ws,” as well as the
trends, tactics, techniques, and procedures, and
lessons learned. In short, we will connect the dots to help keep you and your team alive at home and in the fight.
Our Army needs your help. We need a cultural shift for the CRC to be successful. The Safety Center’s
mobile focus groups and the recent Inspector General’s report confirmed the message must change to one that
counteracts the negative stigma the word “safety” now invokes. These studies emphasize that safety has become
a four-letter word in many circles because it does not mesh well with the level of risk or exposure. A captain in
combat told me, “The first thing that goes in combat is admin, immediately followed by safety.” We want that
captain and others like him to shift from compliance to aggressive CRM—to stop thinking of safety as a constraint
and use CRM as a combat multiplier. Our leaders must focus on teamwork, unity, mission, risk management for
readiness, and proactive planning to preserve combat power ... CRM. This change will allow our junior leaders to
say, “l know Soldiers depend on me, and I’'m not going to let the unit down.”

Currently, there is

threat data in a holis
lessons to be immed
applied across the A




fety Genter [USASC)
ess Genter [USAGRE]

normalized collection of
tic, composite manner, which allows
ately learned and rapidly

ransformation will allow focus on sustaining readiness
a cultural shift to managing all facets of risk and
rds at every level by improving training in
posite Risk Management, implementing interactive
based tools, marketing personal messages,

ting mishap data and developing predictive

ses through data mining.

The Army is fortunate to have
a wealth of expertise within the
Improvised Explosive Device Task Force,
the Army Shootdown Assessment
Team, the Center for Army Lessons
Learned, and various other DA
agencies. However, we can no longer
afford to categorize loss by individual
areas such as combat, accident,
and medical. The next logical step
is to matrix the Army’s knowledge
and attack hazards at home, during
training, and in combat. This nested
information through new processes will
facilitate a more comprehensive look at
threats, hazards, and controls, as well
as provide empirical data to support
investment strategies, doctrine, and
digital tools. The CRC'’s real mission
is gaining knowledge and sharing
that information. Our goal is for the
Army to have a single voice when it
comes to the loss of a Soldier. The
CRC will consider a loss as a loss, no
matter what the cause. Regardless
of whether that loss was in combat
or by accident, we will find out why.
These new processes will require
extensive teamwork and provide
commanders with significantly more
information about the combination of
circumstances that surround our ever-
mounting losses.

Tomorrow’s mission depends
on the readiness of our Army today.
GEN Schoomaker has explained that
our Army at war will fail without
transformation. Accelerating future
force capabilities and viewing Army
losses holistically will enhance the
current force and transform safety

culture. The CRC will play a critical role in total Army transformation and will continue to support all of you—
our warfighting units, our installation flagships, and our civilian workforce.

The Army Combat Readiness Center—transforming safety processes to improve
combat readiness and preserve combat power, one boot print at a time!

February 2005
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BG Joe Smith
Director of Army Safety
CG, CRC
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he U.S. Army
Safety Center
has transformed
to the U.S. Army
Combat Readiness
Center (CRC). The CRC
is a knowledge center that
“connects the dots” on all
information that pertains to
the loss of a Soldier ... our
combat power!

Knowledge is power. This
simple truism is echoed in our
adoption of Composite Risk
Management (CRM), because
the more you know about
the total hazards you face,
the more effectively you can
manage the risk. Real power
comes from sharing actionable
knowledge from the top to the
bottom of your formation.

CRM recognizes that a
loss is a loss—no matter
where it happens—and every
loss degrades combat power.
During FYO4, our Army lost a
Soldier every 32 hours to an
accident. FY04 was our worst
year for accidental fatalities in
the last 10 years. You can see
from the red in the FYO5 chart
on the next page that we are
outpacing last year in almost
every category.

This clearly is a big
challenge for our Army:.
Former President Dwight D.
Eisenhower said that if you
can’t solve a problem, enlarge

*:ﬁ\ Safety Sends

it. In our case, enlarging the
problem translates to viewing
accidental and other losses in
a larger context ... ALL Army
losses. We are developing
the capabilities to take a
more holistic look at how and
why we are losing Soldiers.
To date, no single agency
collects, analyzes, and reports
such holistic data to allow
commanders to apply CRM
and reduce or prevent losses.
In recognition of this void, the
CSA and SECARMY expanded
our mission and redesignated
us as the Combat Readiness
Center on 31 January 2005.

When we look at ALL
losses—accident, combat,
medical, and criminal—the
true impact on our readiness
emerges: We are losing a
Soldier every 9 hours! Not
only do we lose a precious
life and comrade, but we also
lose combat power and are
required to recruit and train a
replacement. This adds to the
challenge of an Army at War
that is transforming.

This name change signifies
our role in enhancing combat
readiness and, to be frank,
frees us from the negative
connotation the word “safety”
holds for young Soldiers—
those who are at highest risk.
We will retain all our core
competencies in safety, but

our emphasis on CRM and
readiness will increase. This
strategy will be effective since
all generations understand
the importance of a fully
functioning unit and strive
toward that goal.

What does this mean to
you? We are taking a more
holistic look at loss and
providing you with a greater
awareness of its overall impact
on readiness. We also are
accelerating our reports to you
on what we know after a loss
occurs. We are gearing up as
your knowledge broker and
data warehouse. By collecting
loss information from
disparate sources to distill and
pass on, and along with our
data-mining efforts, we will
have the capabilities to report
actionable knowledge back
to you. Our goal is to be fast,
holistic, digital, preventive,
and predictive. Knowledge
is power, but sharing this
knowledge is what makes it
actionable and powerful.

We will gather data on
all losses, but our primary
attention will be on accidental
and selected combat
situations where the specific
cause or reason for the loss
is unknown. The Combat
Readiness Center will apply its
own assets and leverage the
capabilities of other relevant

Flightfax
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...and then we'll go to the FARP

Many of our missions culminate with a stop at a forward arming and refueling point
(FARP) to refuel and in some cases re-arm. The seemingly benign procedures
involved in entering the FARP can be hazardous. Flights made up of dissimilar aircraft
attempting to enter a FARP can further increase risk. Whenever flights of dissimilar
aircraft are employed, knowledge of individual capabilities, FARP procedures, and
aircraft equipment must be used to mitigate risk.

lthough this type of thinking may sound

overcautious, the fact remains that

whenever dissimilar aircraft are in a flight

and transition through a FARP or any

ther landing zone, hazards can be greatly

amplified. Each aircrew must be acutely aware of each
other’s individual capabilities, be familiar with the FARP
or landing zone procedures, and each aircrew must
understand the limitations of each other’s equipment;
i.e., night vision devices and aircraft lighting. This
level of understanding is not easy to attain. It requires
command emphasis and individual discipline. The
events surrounding a recent accident illustrate the
importance of treating routine or simple tasks, like going
to the FARB as important mission tasks that require pre-
mission planning and detailed rehearsal.

The mission was to conduct logistics and passenger
transport. The flight of two, one UH-60A and one AH-
64A, departed the forward operating base (FOB) at 1810
en route to another FOB with several intermediate stops.

i $ e flight departed their final
e to a FARP

the east. The UH-60A climbed to approximately 100
feet and approached the runway from the west on a
heading of approximately 90 degrees. Once the UH-
60A intersected the runway, it turned right and flew a
heading of 150 degrees down the runway toward the
taxiway leading to the FARP

As the UH-60A’s tail wheel touched down and the
main landing gear was approximately 1 foot off the
ground, the AH-64A’s tail section impacted the UH-60A’s
main rotor system from above. The AH-64A and the
UH-60A were destroyed in a postcrash fire. Both AH-
64A pilots received fatal injuries. The UH-60A pilot
occupying the left seat received minor injuries.

The Centralized Accident Investigation Board
suspects this accident was a result of the AH-64A
aircrew’s failure to adequately scan while conducting a
night visual meteorological conditions approach using
the Apache’s night vision systems. Although the Board
suspects the AH-64A crew’s failure to adequately scan
did result in the loss of visual contact with the lead
aircraft, the Board could not determine when or why the
AH-64A crewmembers lost visual contact with the lead
aircraft. Likewise, the Board could not determine what

_ their actions were prior to or after losing visual contact

with the UH-60A aircraft due to the extensive damage
) the aircraft, fatal injuries suffered by both of the AH-

'64A crewmembers, and the absence of crash survivable

digital source collection equipment; i.e., a maintenance

. data recorder or flight data recorder.

Keep in mind that although this accident occurred

" while the flight was approaching the FARE the same

events could have occurred during any approach to a
landing zone with dissimilar aircraft.

Fli



OK. . . what does this have to do

with individual capabilities, FARP
procedures, or aircraft equipment?
You might be thinking the crew failed to scan; therefore,
we all need to remember to use the proper scan
techniques, and you are right. But, do you think every
aircrew uses perfect scanning techniques during every
flight? The answer is NO, we are humans and humans
cannot behave like machines. Unfortunately, mistakes
are going to be made. As humans, we continuously

use back-up systems to compensate for our mistakes.

A simple example is the speedometer in our vehicles.
Very few humans can perfectly judge their speed when
driving. We compensate by periodically looking at the
speedometer and adjusting our speed as required. A few
ways an aircrew can compensate for scanning mistakes
is by knowing individual capabilities, memorizing FARP
procedures, and properly employing aircraft equipment.

Individual capabilities

What are your individual capabilities? Do you take

the time to personally assess your strengths and
weaknesses? Now here is the hard one... Do you reveal
your weaknesses to others? Are you honest with your
fellow crewmembers about your aircraft knowledge,

air sense, and tactical expertise? Do you know how to
back-up your fellow crewmember?

Of course in the ideal situation, we would all behave
like computers programmed to expertly fly our assigned
aircraft with a detailed database of tactical knowledge
and a complete understanding of aircraft systems.

In the real world aircrews coordinate their actions,
offsetting any unintentional errors and taking advantage
of the synergistic effect derived from teamwork. The
only way to achieve this type of coordination and
teamwork, not only in your aircraft but in entire flights,
is to know individual capabilities. Not only do we have
to display the personal discipline to continually refine
our aviation specific skills, but we must also have the
courage to discuss our individual capabilities with peers.

FARP procedures

Does your pre-mission planning include review of the
FARP layout and all tasks associated with using the
FARP? Pre-mission planning sets the conditions for a
successful mission. Is your unit, more importantly your
aircrew, really dedicating enough time and effort to pre-
mission planning?

You and your crews must study the unit standing
operating procedures (SOPs), known man-made hazards
to flight, and operational rules and requirements.
Always brief actions required if visual contact is lost
with other aircraft while maneuvering into the FARP
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Never overlook the possibility that non-meteorological
environmental conditions (surface conditions or pad
lighting) might have changed the degree-of-difficulty
associated with the FARP If you are the air mission
commander (AMC), take time to brief FARP procedures.
If you are one of the pilots in the flight and your

AMC “glosses” over actions at the FARP, ask him some
questions about the FARP with the goal of guiding him
to discuss the FARP in detail.

Aircraft equipment

Are you familiar with the night vision or mission
equipment employed by the dissimilar aircraft in the
flight? Have you talked to your fellow aircrews about
how to deal with night vision device limitations and
incompatibilities; i.e., forward-looking infrared (FLIR)
versus image intensification (I12)? Have you discussed
the optimum aircraft lighting configurations for the
different phases of the flight, including approaching
the FARP? Lastly, have you discussed or briefed specific
actions required due to mission equipment installed on
one or all aircraft in the flight?

Address each of these areas with your unit’s mission,
tactical situation, and experience levels in mind. One
size does not fit all. Once procedures are developed,
formalize them in an addendum or appendix to your
SOP and revise them as required.

Conclusions

Think about how Composite Risk Management (CRM)
might have influenced the events surrounding this
accident. Remember, CRM is the process of blending
hazard-based risk and tactical-based risk to achieve an
accurate representation of overall risk. This accurate
representation of the overall risk can then be mitigated
through relevant and effective control measures.

In this accident, the tactical portion (threat-based
risk) of the mission was well defined and briefed.

For example, the crews discussed en route flight
formations and tactical separation during pre-mission
planning. Hazard-based risks were not addressed in
detail. Individual capabilities, FARP procedures, and
aircraft equipment can be categorized as hazard-based
risks. It is unknown if CRM would have prevented this
accident, but inclusion of CRM would have alerted the
crews to potential hazards and set in motion mitigation
procedures.

Include CRM in your pre-mission planning. Don’t
let yourself, your crew, or other members of your flight
think they have mitigated all applicable risks just
because they have addressed the traditional risk areas.

—NMAJ Steven Van Riper is the Chief of Attack/Scout Branch, Accident Investigation
Division, at the U.S. Army Combat Readiness Center. He may be contacted by calling
DSN 558-2131 (334-255-2131) or e-mail steven.vanriper@us.army.mil.
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Sure, many of our missions get a little monotonous and some
seem downright boring. Go ahead, have a great time and perform

some wild maneuvers ... take the aircraft to its limits.

The events

surrounding a recent accident illustrate this alarming trend and
reveal a lack of aircrew coordination and pre-mission planning.

lthough this type of thinking may sound
crazy to many of you, some of our aircrews
are not only thinking this way but are
actually following through and putting
these thoughts into practice. Recent
months have shown a trend of aircrews performing
unnecessary flight maneuvers. This is the technical
term for what is commonly called “hot dogging.” We
are not addressing bona fide evasive maneuvers to
deal with hostile fire or evade potential threats. These
maneuvers are not necessary and are far outside the
flight tasks included in our aircrew training manuals.
The flight, consisting of two UH-60As, was flying
at 115 KIAS and 50 to 60 feet AGL when the pilot
in command (PC) of Chalk 2 unexpectedly initiated
an aggressive 50 to 60-degree uncoordinated,
decelerating left turn to look at some sand dunes to
break up the monotony of a boring flight. The aircraft
turned approximately 270 degrees and decelerated to
0 KIAS in 5 to 10 seconds. This maneuver resulted in
a high bank angle and rapid deceleration, causing the
aircraft to descend vertically and impact the ground.
Both the PC and pilot (PI) had over 2,000 flight hours
each. There was no hostile fire or any other form of

threat. The aircraft was severely damaged and the
crew and passengers sustained minor injuries.

Wait a second; we’'re good at this...
Interviews conducted in the course of this
investigation revealed the existence of an attitude
that aggressive maneuvering is not only acceptable,
but also preferable due to the combat environment.
Several interviewees expressed admiration for the skill
with which the pilots of the accident aircraft “flew
the aircraft as it was meant to be flown,” or took the
aircraft past the “cushiony limits.” Conversely, there
were opinions critical of Vietnam-era pilots for flying
too conservatively, as though every flight were an
instrument flight or flying back home.

The investigation board determined this attitude
toward overly aggressive flying stems from flight
practices used by cavalier pilots widely acknowledged
as the most experienced and capable in the unit. In
general, reactions from interviewees ranged from
tacit approval of aggressive flight to open admiration
for it. The battalion standardization pilot (SP) had
counseled the company SP (acting as the PI in the
accident aircraft) on at least one occasion for his
attitude regarding aggressive flying. The company
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commander, widely described as the best company
commander in the battalion and perhaps the task
force, seems to have been unaware of the degree

to which this attitude was ingrained in some of the
company’s crewmembers. The unit platoon leaders
seemed aware of the aggressive flying, but because
of their inexperience, in comparison to pilots who
were flying aggressively, they failed to recognize it as
inappropriate.

Think about it...

Think about what this crew did. Is this what aircrews
are trained to do? Is it OK because the unit is in
combat? Let’s look at two lessons we can learn from
this accident: the importance of aircrew coordination
and pre-mission planning.

Aircrew coordination

The PC took the controls just prior to initiating the
left turn that resulted in the accident without clearly
alerting the crew of his maneuver. Performing
evasive maneuvers is often a necessity, but every
effort should be made by the pilot flying the aircraft
to communicate his intentions before or during the
maneuver. During interviews following the accident,
none of the other crewmembers were entirely clear
about why they were turning. During the turn, G
forces and wind coming in the right door of the
aircraft interfered with the intercommunications
system (ICS) to the degree that none of the other
crewmembers were clear about what the PC was
trying to communicate over the ICS, though all agreed
it was something about power. There was so much
wind coming in the right cockpit door that the PI said
his ICS microphone was rendered useless.

Since the rest of the crew did not understand
the degree of or purpose for the maneuver, effective
aircrew coordination was impossible. Adding to the
confusion, one of the crew chiefs thought the PI was
the PC of the accident aircraft. A review of flight
records revealed that none of the crewmembers
had received mandatory aircrew coordination
refresher training. Receipt of the required training
is no guarantee that the accident could have been
prevented; however, it does indicate the unit placed
insufficient emphasis on aircrew coordination.

Pre-mission planning

Aviation operations require extreme situational
awareness and a full understanding of how to
effectively employ your crew and aircraft. Pre-
mission planning sets the conditions for a successful
mission. Is your unit, more importantly your aircrew,
really dedicating enough time and effort to pre-
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mission planning? Have you and your crew studied
the expected threat? Do you know your aircraft’s
limitations given the expected environmental
conditions (PPC)? Remember, you and your crew
should be well prepared for the majority of missions
you are required to perform. The crews must study
the expected threat, known man-made hazards to
flight, unit standing operating procedures, operational
rules and requirements, and become intimately
familiar with their areas of operation. Complete
knowledge of these subjects, coupled with a clear and
executable mission statement, constitutes satisfactory
pre-mission planning. By identifying the accidental
hazards (man-made hazards including wires, towers,
etc., and environmental conditions) and the tactical
risk (expected threat and operational requirements),
proper pre-mission planning allows crews to
implement Composite Risk Management. (For more
information on Composite Risk Management, see

the DASAF’s Corner in the December 2004 issue of
Flightfax, as well as MAJ Ron Jackson’s article in
January 2005).

So what does aircrew coordination
and pre-mission planning have to do
with aggressive flying?

Simply put, aircrew coordination and pre-mission
planning injects discipline and flexibility into our
aviation operations. When you and your crew
properly coordinate your actions and conduct detailed
planning, you will see there is no time or need to
perform “hot dog” maneuvers but you will be ready
to respond to threats as the situation dictates. If you
don’t believe this, talk to the “old” guys in your unit
and ask them about successful missions where things
went well even when the weather didn’t cooperate

or the threat didn’t work as planned. The common
denominators will always be aircrew coordination and
pre-mission planning.

Conclusions

It is your responsibility to prepare yourself and your
crew for missions. This preparation includes a clear
understanding of crew duties and responsibilities

as described in aircrew coordination standards and
proper pre-mission planning. Yes, combat operations
are different from peacetime training missions but no
SB 1B PI, or any other crewmember has the right to
endanger property or lives by disregarding aircrew
coordination or ignoring pre-mission planning
requirements. ¢

—NMAJ Steven Van Riper is the Chief of Attack/Scout Branch, Accident Investigation
Division, at the U.S. Army Combat Readiness Center. He may be contacted by calling
DSN 558-2131 (334-255-2131) or e-mail steven.vanriper@us.army.mil.
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Brett Blount
U.S. Army Combat Readiness Center

he Army is experiencing an alarming trend of increased combat and
accidental fatalities. Since FY04, accidents and non-combat losses caused
54 percent of all Army fatalities, while combat-related activities accounted
for the remaining 46 percent. Soldiers and Army civilians understand
combat loss is a potential outcome during war. Accidental fatalities are a
different matter altogether. We must consider accidental loss of life as preventable
without purpose or merit. The Army experiences a decrease in combat readiness
whenever a Soldier or civilian is killed or injured, regardless of whether the loss is

COMPOSITE
RISK MANAGEMENT

Successful
Risk

Management

What's going to kill me & my buddies - Enemy or Accident?

Figure 1. CRM gathers both combat threats and accidental hazards into
one package. Remember, the CRM process uncovers potentially overlooked
threats and hazards when focused on any endeavor that could expose our
Soldiers and civilians to risk.
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due to accident or combat. Does it matter if
the death or injury was the result of combat or
an accident? No, we only see the turmoil that
accompanies the loss.

Composite Risk Management (CRM), if
used, can protect our readiness.
CRM gathers all hazards into one
package and enhances combat
power by enabling leaders and
individuals to identify risk in all
endeavors that could cause injury
or death. The Army adopted the
5-step risk management program
years ago and incorporated this
process into our warfighting
curriculum. This process produces
excellent results and serves us well.
However, we must emphasize the
need to assess all risks associated
with any given mission. CRM
does that and builds upon the risk
management process by including
combat threats with accidental
hazards as illustrated in Figure 1.

How can identifying composite
risk aid our aviation unit leaders during mission
execution? Let’s look at a combat scenario
involving a UH-60 troop insertion (Figure 2).
The timeline shows the air mission commander
(AMC) conducts pre-mission planning, leads
the formation flight to the objective, conducts
the troop insertion, and continues to the
destination. The AMC and unit leadership
may choose to assess only the combat threats,
such as Man-Portable Air Defense Systems
(MANPADS) and small arms fire, while failing
to assess accidental hazards such as wire
strikes, inadvertent instrument meteorological
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Composite Risk
Management (CRM),
if used, can protect
our readiness. CRM
gathers all hazards

into one package
and enhances

combat power by
enabling leaders
and individuals
to identify risk in
all endeavors that
could cause injury or
death.

conditions (IIMC), or brownouts. Mitigating
existing hazards is not possible if they are not
first identified. Soldiers are a vital part of this
process. CRM presents the question: “What’s
going to kill me and my buddies—the enemy or
an accident?”

CRM allows the AMC to choose
another course of action when faced
with excessive composite risk. The
essential element of the mission is
troop insertion, where the flight may
encounter small arms fire (combat
threat) during the descent to the
objective and brownout conditions
(accidental hazard) when rotor wash
from the aircraft begins to disturb
loose sand and dirt. The AMC may
choose to alter the route to the
objective to avoid areas of reported
small arms fire, thus reducing
the combat threat. If the mission
demands insertion at a particular
area conducive to brownout, the
AMC can mitigate the accidental
hazard by altering crew mix to
ensure maximum use of pilots experienced in
those conditions.

A core concept of CRM allows the AMC to
focus attention on mission conduct following
actions at the objective. In this case, the AMC
discovers a deadly combination of combat and
accidental risks toward the end of the mission
timeline. He can either select another landing
area free from loose dirt and sand, reducing
the likelihood of brownout; or if friendly
forces control the landing area, unit operations
could pour water on the surface to reduce the
consequences of aircraft rotor wash.



CompositefRisk

UH-60 Flight Mission Profile

Pre-Mission Planning (1/3-2/3)

T/0 ist

Figure 2.

When a MANPADS threat exists that
outweighs the hazards presented by power
lines, the AMC could alter the route to
approach the landing area at a much lower
altitude, avoiding the combat threat. In this
case, the AMC addresses the presence of wire
hazards but chooses to focus the larger share of
the mitigation process on the MANPADS threat.
CRM is instrumental in the mission planning
process by exposing both threats and hazards.
This gives leaders the ability to concentrate
more on risks perceived to be the most
dangerous, while still addressing residual risks
existing elsewhere during the mission profile.

Leaders should not limit CRM in only the

Small
Arms Fire

COMBAT |

- Wire
Hazards

- Fatigue
= Brownout

ACCIDENT

ACCIDENT:

2nd 3rd
hour hour
Focusead
an
Dbjective

workplace. Off-duty hazards produce death
and injury every bit as catastrophic as those
occurring on the job. Off duty, CRM can
identify and mitigate previously unexamined
hazards that exist apart from our more
hazardous on-duty endeavors, thus preserving
and protecting the force.

CRM is a combat readiness tool that enables
leaders to have a better overall picture of
risks involved in any tactical or non-tactical
operation. By aggressively applying CRM to all
risks (combat and accidental), we will preserve
our combat readiness!

—NMr. Blount may be contacted by calling DSN 558-2681 (334-255-2681) or e-mail
brett.blount@safetycenter.army.mil.
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Important information on aviation life support equipment

LTC Mark Adams,
CW4 Dennis Bergstrazer,

Weal' It Right e

This is Part 2 of a 3-part series. Other topics concerning ALSE will be
published in succeeding issues of Flightfax.

ALSE has performance limits just like your aircraft. If you don’t wear

it or look after it correctly, it will not function correctly. The U.S. Army
Aeromedical Research Laboratory (USAARL) doesn’t always get the design
absolutely right for every type and shape of aviator; that’s why we depend
on your feedback to tell us when equipment is uncomfortable or doesn’t do
its job. Hundreds of thousands of dollars are spent to produce the best ALSE
possible to give you the best chance of survival in the event of a mishap.

eat harness systems produce remarkable results. Federal Aviation Administra-
are designed to It used to be believed that tion (FAA) requirements. But
retain the occupant the limit of human tolerance the harness systems only work
in his or her seat, to forward deceleration was well if they are worn correctly.
to minimize flail 80-100 G. However, the value Let’s look at specific

envelopes, and to spread of a high-quality restraint concerns about seat harnesses,

accident forces widely over system has been shown in and we will explain the

the body. You have the motorsport, where drivers have | importance of “wearing it

greatest chances of survival survived accident deceleration right.”

in an accident if you are forces exceeding

properly restrained. Most 200 G. Army

military aircraft have 4- or helicopter

5-point harness systems, as restraint

opposed to the 3-point system webbing is

commonly used in personal capable of

motor vehicles. Correctly surviving loads

fitting harnesses can distribute of 6,000 pounds,

accident forces over the pelvis four times

and upper torso and can greater than

Figure 1. Frayed shoulder harness.
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Figure 2. Correct shoulder harness positioning.

m General condition.
Frayed, cut, or pinched
webbing is not serviceable, as
it may fail at a much lower
load than designed. Such a
failure would allow you to
flail excessively in an accident
or even to be thrown out of
your seat. Figure 1 on the
previous page shows a section
of shoulder harness from an
actual aircraft that was signed
off as serviceable. Would
you fly with a harness in this
condition? USAARL would
advise you to say “No.”

m Positioning. Seat
harnesses will only work
correctly if they are positioned
correctly. In other words, they
have design limitations just
like your aircraft.

(1) Shoulder harness.
The shoulder harness should
lie horizontal or up to 30
degrees above the horizontal
in order to provide best
restraint and to minimize

downward loading of the
spine (Figure 2). The green
line represents the line of the
shoulder harness.

(2) Seat harness. The
lap belt of the seat harness
should be placed low over the
pelvis and, ideally, the angle in
relation to the seat pan should
be 45-55 degrees (Figure 3).
This ensures that accident
forces are directed through a
strong part of the body, not
into the soft parts of the lower
abdomen. Also, this limits
the possibility of submarining
under the belt.

m Tightness. A

55

Figure 3. Correct lap belt positioning.

loose, you run a higher risk
of injury because your body
will be exposed to greater G
loads than if you are strapped
in tight. The reason for this is
quite simple. In an accident,
the aircraft and your seat
decelerate from the impact
velocity to zero in a specific
time, dissipating a certain
amount of energy, which will
be felt as a G load on the body.
If you are strapped in tightly,
you will decelerate with your
seat (Line A in Figure 4). If
your harness is loose, you

harness will only
work well if it is
worn tight. Firstly,
if it is too loose, you
will flail excessively
and may be injured
by contact with
other cockpit and
aircraft structures.
Secondly, if worn

t
S
g
s
!

Figure 4. Dynamic overshoot.
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will still be moving as the
seat slows down until you | o
hit the harness. Then, over a
much shorter time, you will f
decelerate to zero, dissipating L *
the same amount of energy
in that shorter time. The end
result is a much higher peak ' .
G force and greater risk of
serious internal injury (Line B
in Figure 4). This concept is
called dynamic overshoot. .
m Adjustment buckles. !
A word of caution about lap
belt adjusters. Some seats
have a new lower profile
Figure 5.

adJUSter which can get Low profile seat buckle

ﬂipped over as §een in the adjuster position. Right and Wrong
photographs (Figure 5). In

some seats, it can be trapped
in this position between

your thigh and the seat. The
adjuster will still appear to
work correctly when you
buckle up, but it will slip when
under load. In an accident,
this would mean that you
would not be adequately
restrained, increasing your risk
of injury.

Remember the bottom line:
Wear It Right and Keep It
Tight! «

—For more information contact LTC Adams,

CW4 Bergstrazer, or Mr. Licina at the Aviation Life
Support Retrieval Program, USAARL, Fort Rucker, AL.
All can be contacted by calling DSN

558-6893/6815 (334-255-6893/6815) or

e-mail Joe.Licina@se.amedd.army.mil.

Seat Harness Do's and Don'ts

!

%
- Check for cuts, frays, and pinches. b
- Position the straps correctly. 7
- Wear straps tight. nﬂn t

- Check the lap belt adjusters.

- Fly with damaged
webbing.
- Fly with loose straps.
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pilots receiyef
derstorms;, as ell as
forecasters and briefers pass ¢
hazards forecast for the pilots’ ris nagement
assessment. Yet, some pilots still think they
can safely fly through thunderstorms or use
their radars to navigate their way through
thunderstorms. Being in Air Force (AF) weather, | have seen
my share of e-mail pictures with hail damage to aircraft in
which the pilots decided to fly through a thunderstorm. All
of this left me wondering how I could get people to read this
article and take thunderstorm safety seriously. I think I've
found a way.

Introduction to thunderstorms

There is, on average, at least one aviator who has looked

squarely at a thunderstorm on radar or out the window of

the aircraft while flying. Almost every second, on average,

a lightning strike between the ground and a cloud occurs

in the United States. Over 100 lightning strikes take place

every second above Earth where over 44,000 thunderstorms

are occurring at any given moment, which presents a

significant hazard to aviation and ground operations.

Therefore, there is a very good chance you'll encounter a

thunderstorm within the next month or two. During that

encounter, you will face the many and powerful hazards of a

thunderstorm, including strong winds and windshears, heavy

precipitation, lightning, hail, and tornadoes. Are you ready?
The weatherman’s definition of a thunderstorm is

pretty basic, yet misunderstood by many. A thunderstorm

is any local storm with lightning and thunder produced by a
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) usually producing gusty winds, heavy

d sometimes hail. However, the only official criterion
a weather observer uses to identify a thunderstorm is
thunder. That’s all, just thunder, according to the handbook
published for observers.

Cumulonimbus clouds are vertical columns of cloud mass
with rain descending from them, which could potentially
be thunderstorms. But technically, until the first thunder is
heard, it is not a thunderstorm.

Weather manuals were recently changed to allow
observers to report thunderstorms when the airport
environment’s regular noise would hamper the detection of
thunder. Weather observers can now use the presence of
lightning in the immediate vicinity (5 NM) or hail to identify
when a thunderstorm is impacting an airfield. The weather
observation will stop reporting thunderstorms 15 minutes
after the last reporting criteria are observed.

This, however, begs one of aviation’s biggest questions.
How do the newly automated weather-observing systems
found on civilian airports sense thunderstorms? The answer
is that unless a human is augmenting the system, it doesn’t.
For this reason, the AF policy is not to use these systems at
airfields unless augmented by an observer.

For the sake of space and to not overwhelm the reader
with the scientific descriptions of how a thunderstorm
develops and all the associated hazards within the
thunderstorms, this information is readily available in AF
Handbook 11-203, Vol 1, Weather for Aircrews, Col Tim
Minor’s article in the June 1998 Flying Safety Magazine,
“Thunderstorms — Up (Too) Close and Personal,” and other
weather handbooks. | will address thunderstorm avoidance



using some material from the National Weather Association.

Avoiding the thunderstorm in flight
Thunderstorms are laden with a myriad of unacceptable
environmental hazards to aviation. In simpler terms, avoid
thunderstorms while flying your aircraft.

How do you do that? The first technique is the old “see
and avoid” concept. Look out of the cockpit for signs of
convective activity. This is a small list of things to look for
that give evidence of convective turbulence, lightning, hail,
downbursts, microbursts, and severe windshears—

m Anvil cloud form approaching.

m Darkened color to clouds.

m Churning vertical clouds.

m Vertical clouds that are growing.

The next step is to use the weather radar (if you have
one) available to you while airborne. Not every weather
hazard in a thunderstorm is visible on weather radar.

Since the radar is dependent on the return of reflected
electromagnetic radiation, the ability of a particular hazard
to reflect the beam will have a direct impact on what we can
sense. See the Federal Aviation Administration’s guideline
for aircraft reflectivity below.

Radar will not sense the following: small cloud droplets,
fog, ice crystals, or small dry hail or graupel (granular snow
pellets). This list is significant for three reasons. First, if
you are using your weather radar to scan your flightpath
for weather that is out of visual range (150 to 200 NM),
you may paint a group of individual cells and conclude you
could visually circumnavigate them when, in reality, you may
be facing a wall of clouds with embedded thunderstorms.
Second, the low reflectivity of the surrounding clouds may
not show up on the radar, creating the false impression that
there is a “hole” in the clouds. Finally, the anvil portion of
a thunderstorm does not appear on radar since it consists
primarily of ice crystals.

Since radar is our primary method of sensing
thunderstorms, it is important to know how each type of
precipitation affects what the radar displays. The chart of
reflectivity from least-reflective precipitation to the most-
reflective precipitation shows us that “bigger and wetter” is

more reflective than “smaller and drier.” (See chart on next
page.)

Depending on the precipitation type and its movement,
recognizable thunderstorm patterns will show where the
hazards are. It’s important to know what to avoid on our
radar screens.

m Avoid a target with a dry intrusion (drier air being
sucked into the thunderstorm) giving it a V or U shape.
There are several reasons for this. Severe thunderstorms
have dry air mixing in the middle altitudes which can create
an intrusion. Hail rising and descending in a thunderstorm
would also appear as a missing area cutout from the storm.

m Avoid a target with a hook or bow shape. Hook
shapes are indicative of rotations taking place within severe
thunderstorms. This is a strong clue to ground weather
observers that hail and tornadoes are possible.

m Avoid a target with protruding “fingers.” Like a hook,
a finger shows strong possibilities for tornadoes and hail.

m Avoid a target with an asymmetric coloring and shape.
Remember, severe storms created by windshears aloft will
tilt to one side. This gives shapes and colorings that are not
even or concentric.

m Avoid a target with an “arrow shape.” Again, this is
indicative of a storm with tilt and the possibility of severe
hazardous weather.

m Avoid a target with scalloped edges. Scalloped edges
show turbulent motions taking place within the cloud. There
is a good chance for hail here also.

m Avoid a target with changing shapes. Rapidly growing
shape show rapid motions taking place within the cloud.
Turbulence will almost always take place under these
conditions.

m Avoid a target storm with a few VIP Level 1 dots
showing nearby. Hail falls many times outside of the
thunderstorm. Checking the winds at altitude and
correlating it to the side of the storm that hail will fall should
help identify that potential hazard.

Flying technicques to remember
Publications from the FAA and USAF give aviators numerous
tips and techniques to help with that occasional encounter

Federal Aviation Administration’s Guideline for Aircraft Reflectivity
from FAA Advisory Circular 0045C
Procipitatios [ntensity | Raim rate (mfhe) in stratifome cleuds | Rain rate (inhe) in convective cloods

Weak
Moderate
Strong
Very Strong
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2 yellow

Light
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Heavy
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5 red
6 red

less than 0.2
B2-1.1
11-2.2
2.2-4.5
45-T74
more than 7.1

less than 0.1
0.1-0.5
0.5-1.10
1.0=-2.0
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maora than 5.0
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with a thunderstorm. Some, of which, are important enough to repeat again.

m Don'’t fly over thunderstorms. Storms can grow rapidly through your
altitude, producing severe turbulence. Also, hail can shoot through the top of the
thunderstorm in clear air above and fall downwind.

m Don’t fly under the anvil where hail damage and lightning can occur. Finger

m Don'’t fly into virga where turbulence is likely.

m Avoid all thunderstorms by 20 miles or more since lightning and hail have
been known to extend that far from the clouds.

m Weather warnings are for thunderstorms defined as “severe.” These storms

U or V shape E
produce 34-inch hail, tornadoes, or 50-knot wind gusts. There’s a lot of damage Q
that can occur in thunderstorms that are not flagged by warnings or a SIGMET

(significant meteorological report). Asymmetric
If you have to penetrate:
m Go straight. Don’t turn around.
m Avoid the altitudes with temperatures of plus/minus 8 degrees Celsius.
m Don'’t chase altitude. Hold your attitude and watch airspeed.
m Use all anti-icing equipment.
m Turn all lights in the cockpit on full and lock shoulder harnesses. Bow

Conclusions .
Thunderstorms are one of aviation’s most hazardous phenomena. They can
impact aviation from windshears, lightning, heavy precipitation, tornadoes, and
severe turbulence to hail. Knowing how to recognize and avoid thunderstorms
and their hazards is one of the most important lessons of aviation weather
training.

I promised you at the beginning of the article to state my idea to make you
take thunderstorm safety seriously. Read the “Tempting Fate” article on page
6, which is a condensed version of the September 2001 Flightfax article. Now
imagine one of two scenarios.

1. You are one of the investigators and you knew the flight crew.

2. You were one of the flight crew and your loved ones (parents, spouse, or
children) are clipping the article to include in a scrapbook they have created since
your funeral.

Think safety and fly safe. ¢

—LT COL Lambert is the HQ DA G-2 Staff Weather Officer. You may contact him by calling DSN 225-2726 (703- Scalloped
695-2726) or e-mail bruce.lambert@hqda.army.mil. edge
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There are no new accidents. The following accident happened several years
ago. A C-23 aircraft was destroyed and 21 fellow servicemen died. It’s easy
to learn from mistakes, but that often means somebody had to pay the price
for our re-education. I hope that as you read the account of this flight you
are able to see what can happen when you don’t stay on the ground, land
early and take cover, or stay well clear of severe weather.

The flight
The mission was to transport 18 Air Force
National Guardsmen (AFNG) from their
training site to their home station. A C-23B+
Sherpa from the Army National Guard flew the
mission. The commander briefed the mission
and rated it as low risk. The crew departed
home station and flew to the AFNG’s training
site to remain overnight prior to the mission.

The flight crew arrived at base operations
approximately 1 hour before the scheduled
takeoff time on the day of the mission. About
40 minutes before takeoff, the crew received a
weather briefing. The forecaster identified an
area of thunderstorms along the crew’s filed
route of flight with 16 to 45-percent coverage
and maximum tops at 50,000 feet. He told the
crew to fly as far east as possible before turning
north to avoid the weather. The crew did not
ask the forecaster any questions.

The crew filed an instrument flight
rules (IFR) flight plan to fly a northeasterly

route along a series of VOR airways to their
destination. They requested a cruising altitude
of 9,000 feet mean sea level and estimated
their time en route as 3+ hours, with 5+ hours
of fuel onboard. A passenger manifest listing
18 AFNG passengers was attached to the flight
plan. The flight engineer loaded the aircraft
with the passengers and baggage as the crew
readied the aircraft. He computed the weight
and balance for the flight prior to departing
home station.

The crew departed the training site and,
a few minutes later, air traffic control (ATC)
had the aircraft under positive radar control
at 9,000 feet. ATC then advised their traffic of
Convective SIGMET 11E, which implies severe
to extreme turbulence, severe icing, and the
potential for microburst and windshear. The
advisory stated there was a line of severe
thunderstorms moving from 280 degrees at 30
knots with tops at 40,000 feet. Hail to 1 inch
and wind gusts to 60 knots were also possible.

Flightfax



Traffic was further instructed by ATC to contact
flight service or monitor Hazardous Weather
In-flight Advisory Service (HIWAS) for the
advisory details. The C-23 crew did not contact
any flight service station for more information
on Convective SIGMET 11E. (It is not known if
the crew monitored HIWAS on any VOR in their
vicinity.)

The crew continued to stay on their filed
route of flight, avoiding buildups with small
flight deviations. One approach control assisted
them in avoiding some heavy thunderstorms
(levels 3 and 4, and some level 5). The crew
informed ATC their C-23 was equipped with
weather radar and a Stormscope.

The Sherpa crew never deviated to the
east farther than a heading of 063 degrees.
They maintained their northeasterly heading
throughout the entire flight with only short
deviations for weather as each air traffic facility
advised them of the line of severe weather.

Approximately 45 minutes after takeoff,
the crew checked in with their last ATC facility.
The crew was given the current altimeter
setting, which they read back. ATC received a
good transponder code from the aircraft that
showed them at their assigned altitude. Soon
thereafter, their altitude began to drop for
no apparent reason; then, 10 minutes after
checking in with this controller, the
C-23 disappeared from the radar screen. The
controller did not hear a Mayday call, nor did
he receive a 7700 emergency transponder code.
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The controller made numerous
attempts to contact the crew, but
received no replies.

Lessons re-learned
The crew had encountered
extreme turbulence and upper-
level windshear in the vicinity of
a severe and violently developing
level 4 to 5 thunderstorm. The
crew lost control of the aircraft,
which experienced loads beyond its
design limits. It broke apart in flight
before impacting the ground. Everyone
on board was killed.

For more than 3 months, the accident
investigation board—which included expert
meteorologists, structural and stress engineers,
and members from other accident investigating
agencies within DOD—toiled over every
minute piece of information available from this
accident. They didn’t find any new accident
causation factors; they simply re-learned what
every aviator already knows. Thunderstorms
can be deadly, and flying into them or near
them is simply tempting fate. When the
weather is bad, the safest place for an aircraft is
on the ground. ¢

—Adapted from “Flying in Bad Weather is High Risk” in the September 2001
Flightfax. Mr. Gary D. Braman wrote this article when he was an aviation accident
investigator at the former U.S. Army Safety Center. He is currently a System Safety
Analyst for CAS in Huntsville, AL, and can be contacted at DSN 746-4177 (256-876-
4177), or e-mail gary.braman@uh.redstone.army.mil.

Staying on top of the weather is a continuing
challenge, but it's one all of us must recognize.
Since no aircraft can withstand the full
impact of the tornadic forces often generated
hy thunderstorms, avoidance is the bhest
policy. One of the hest protections against
encountering thunderstorms in flight is being
forewarned of their existence. If available
weather information hints at thunderstorm
possibilities, if your weather forecaster
confirms their existence, and if those clouds in
the distance hegin to look boiling, think again
hefore making the “go” decision. When in
doubt, turn about!
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Even if it’s legal to go, how prudent is it?

What happens if it's right at the limit—just good enough to
take off? What if you take off and then it turns to soup 15
minutes into the mission? What are you going to do now?
Can you land where you are and wait it out? What are you
going to do if you can’t?

Do you have a plan?

What if it gets so bad that you decide to turn around and you
bump into the clouds? What are you going to do now? Do
you have enough fuel? Are you prepared to deal with IMC?

Am I truly prepared to deal with IMC?

Do you have excellent proficiency? Are you totally prepared?
Do you have a plan that you've coordinated with the rest of
the aircrew? Have you briefed it? Is the aircraft properly

equipped? Do you have NAVAIDS and are instrument
approaches available? Do you have a coordinated plan to
reduce the effects of spatial disorientation should it strike
you or another crewmember in inadvertent IMC?

How bad does it have to get before I say no?

If you are routinely flying in the worst weather that'’s
legal to fly in, it’s only a matter of time until you find
yourself inadvertent IMC. And if you're not ready—not
fully prepared—this could be where the statistics catch
up with you and you have an accident. And please
remember that accidents resulting from inadvertent
IMC situations are very rarely minor accidents.

Is this mission worth doing in this weather?

Maybe your unit should establish some weather criteria of
its own. How much experience does the unit have? Are
you a bunch of old-timers who have a lot of IFR time and

are well prepared to deal with IMC? Or are most of you
rookies who haven’t been inside a cloud since you were with
your IP in flight school? Or are you somewhere in between?
Maybe you should have different unit minimums that consider
not just crew experience but mission criticality as well. And
what if you establish ahead of time the level at which go-no-
go decisions are made—that if the weather is here, then the
decision must be made at this level. In other words, what if
you elevate the decision to a level that’s consistent with the
level of risk?

Agk Yourgelf...

Sound familiar? Good! That’s using good sense ... and
basic risk management.
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ometimes a little

self-reflection is

good in order to

identify and improve

weaknesses. Are
leaders, who are responsible
for the training and
proficiency of aviators, doing
everything they can to ensure
every pilot is prepared to
safely operate Army aircraft?
An area that could use more
attention deals with airspace
knowledge and inadvertent
instrument meteorological
conditions (IIMC).

Every aviator who has
been around for a while
knows the dangers of IIMC.
It’s extremely difficult to go
from an orientation with
outside visual references to
one of flight instruments only.
The results are sometimes
catastrophic. During the
last fiscal year, the Army
experienced three non-combat
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mishaps.due to IIMC: one
Class E and two Class As. We
lost three precious lives and
two UH-60Ls. There is no way
to know how many close calls
were never reported.

So what’s the problem?
Why do we keep flying into
weather we have no business
in? Are we negligent? Are
we irresponsible? Or are we
a bunch of risk takers? My
guess is our aviators get into
trouble because they have a
sincere desire to accomplish
the mission, but they are
inadequately trained in visual-
spatial skills as they relate to
airspace.

What are visual-spatial
skills? Visual-spatial skills
allow you to look at a two-
dimensional visual flight
rules (VFR) sectional map
and visualize it in three
dimensions, and then project
it into the invisible airspace
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in front of you. This skill
is critical to apply the
appropriate flight rules to the
appropriate airspace. Clearly
stated: You cannot apply the
appropriate rules if you don’t
know what class of airspace
you’re in. For example, if
you’re operating in Class E
airspace (and don’t know it)
with only %2-mile visibility,
you're setting yourself up for
IIMC. Just because you can
see the ground doesn’t mean
you’re in compliance with
VER.

My 18 years as an
instructor pilot (IP) have
demonstrated clearly that
Army pilots, in general, have
command of the airspace rules
during the oral examination at
the table, but are very weak at
applying these rules during the
planning phase and especially
during actual flights. (Recent
interviews with many



senior IPs corroborate this
assessment.) All graduates
of flight school remember the
airspace class in which we
were provided the dimensions
(lateral and vertical) of the
different classes of airspace
and the flight rules (visual
and instrument) associated
with each. We know each
class of airspace has its own
set of rules which include the
minimum visibility, minimum
cloud clearances, and the
aircraft equipment required in
order to legally operate within
that airspace. These rules
keep you safe, especially on
VER flights. Before graduating
from flight school, students
had to pass written and

oral exams regarding their
knowledge of these rules. But
what is not tested very well

is the ability to apply and
correlate these rules during
actual flight. Many seasoned
aviators know that it might
take years to develop this
ability.

How can IPs help?
Regardless of flight altitude,
helicopter pilots tend to relate
to the ground for orientation
and awareness rather than

to the airspace they are
planning to fly through or
actually flying in. How can
you help change this intuitive
perspective into one that
includes the invisible air above
the terrain?

Develop visual-spatial
skills

IPs must ensure pilots,
especially those with limited

experience, develop visual-
spatial skills. Make certain
they are able to incorporate
the vertical dimensions of
airspace during the mission
planning phase, and not just
plan to “fly around” the lines
printed on the VFR sectional
to remain clear of a given
airspace. Some pilots appear
to intuitively visualize the
printed lines as being on the
ground and extending upward
to infinity. Ensure pilots know
that they might travel beneath
or above the printed lines and
still maintain that particular
class of airspace through
which they desire to fly.

Test application of
flight rules during
actual flights

This is key in developing
pilots’ visual-spatial skills. The
goal of every IP is to assure
the progression of learning to
the highest levels: application
and correlation. These

“tests” need not be formal
evaluations. During the
conduct of a mission, IPs could
quiz pilot(s) and the flight-
leads of their formations as to
the class or classes of airspace
through which they are flying
to ensure the maintenance

of this important component
of aviation situational
awareness. If clouds are
present, ask frequently about
the maintenance of cloud
clearances. This quizzing

will reinforce situational
awareness, test the proficiency
of airspace knowledge, and
better prepare aviators to
recognize and take action

at any signs of deteriorating
weather.

Teach what to do
when encountering
deteriorating weather
Pilots know their IIMC
procedures, but do everything
in their power to keep from
executing them, including
running into trees and terrain.
What they need to know is
how to decide what to do
before they HAVE to actually
execute the procedures.
First, they must be able to
recognize when the weather
conditions are becoming close
to minimums by correlating
the airspace they’re in with
the appropriate rules. Then,
they must decide on a good
strategy: land the aircraft (if
possible), turn back or alter
course/altitude to an area

or class of airspace where
VER (the rules) or Special
VFR can be maintained, or
ask for and receive an IFR
clearance. Bottom-line:
DON’T CONTINUE TO
FLY VISUALLY IF YOU
ARE NOT MAINTAINING
THE RULES FOR THE
AIRSPACE YOU’RE IN.

Teach techniques to
judge visibility

The ability to judge visibility
is a critical skill that is not
taught in any formal aviation
course of instruction. Instead,
we rely on experience,
mentorship, and trial and
error to develop a skill

that is fundamental to the
maintenance of flight rules.
Pilots must be able to know
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be quite different to someone
from Montana than itisto
someone raised in the Bronx,
NY.) Teach techniques such
as using relative distances,
map cross-referencing, and
speed vs. ground-covered
computations. Without the
fundamental ability to judge
visibility, pilots cannot be
expected to maintain flight
rules.

What can be done by
the Army?

As alluded to earlier, the
Army has continued to teach
airspace in the same way it
has for decades, by lecture
method. Perhaps it’s time

for some innovative training
methods to augment the
lectures. A suggestion is to
provide computer software
and stations where pilots
(especially student pilots) can
fly “virtually” through airspace
classes that are depicted in
areas of differently shaded
colors. In other words, after
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perspective. This would s
result in better visualization
and comprehension, as well as
be used to develop important
decision-making skills.

The Army’s flight
simulation capabilities have
improved exponentially and
are very impressive. However,
the visual emphasis has been
on better representation of
the terrain and of enemy
forces. Just as threat ranges
are depicted in volume-metric
domes, the same technology
could be used to represent
the airspace structure as
described above for the
computer software. Imagine
the usefulness of this feature
during initial and refresher
training and its importance as
a tool for the development of
pilot visual-spatial skills.

Conclusions
The Army continues to

v

experience costly IIMC
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spatial skills necessary to deal
with it effectively and safely.
Let’s do this early in their
careers before they become
pilots-in-command. And then,
let’s continue to reinforce
these skills throughout
their careers. Let’s ensure
they progress beyond rote
knowledge and understanding
to application and correlation.
Let’s teach them what to do
before they get into trouble,
not just concentrate on what
to do after they get in trouble.
Last, but not least, let’s help
pilots by ensuring they know
their airspace—and more
importantly, at all times,
they know what airspace
they’re in.

—DAC Estrada is an IP and Research Helicopter Pilot
at the U.S. Army Aeromedical Research Lahoratory,
Fort Rucker, AL. He may be contacted by calling DSN
558-6928 (334-255-6928) or e-mail art.estrada@se.
amedd.army.mil.
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You Asked For lt!

Aircrews are sometimes asked to give their passengers a memorable ride.
Performing unnecessary maneuvers to satisfy passenger request, or for any
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other purpose, introduces unanticipated risks into well-planned missions. = H';‘,'ﬂ

he mission, consisting of two Army

UH-60Ls and two Marine Corps

AH-1Ws, was to provide a daytime

quick reaction force capabilities

demonstration at a forward
operating base for visiting VIPs. The flight
departed at 0930 and laagered south of their
demonstration site awaiting their time-on-
target. The accident aircraft was a UH-60L and
Chalk 2 in the flight, with the AH-1Ws in the
Chalk 3 and 4 positions and the other UH-60L
was Chalk 1.

After 10 minutes of holding at the laager
site, the flight was informed the demonstration
would be delayed 10 to 15 minutes. Chalk 1
made a request to fly to the south and visually
check some known Points of Origin (POOs) of
recent rocket attacks. The USMC flight lead
(Chalk 3) did not deny the request, so the
flight departed the laager area and proceeded
southeast to the known POOs.

En route to the POOs, the UH-60Ls
transitioned to terrain flight while the AH-
1Ws remained at attitude in the Chalk 3 and
4 positions. The flight had been briefed for
terrain flight, although specific mention of
visual reconnaissance of POOs was not included
in the pre-mission briefing. After reaching
one of the southeastern most POOs, the flight
turned west and proceeded through the
foothills back toward the flat terrain around
the demonstration site. As the flight turned

more northwesterly, the Chalk 2 PC transmitted
“Taking room to maneuver” over the flight’s
internal radio frequency.

The copilot of Chalk 3 observed Chalk 2
decelerate and increase the separation between
Chalks 1 and 2. As the separation increased,
Chalk 2 was rapidly ascending and descending
over the small hills in the area. After ascending
over a hill and then descending, Chalk 2
impacted the ground in a near level attitude,
heading 240 degrees, skidded 67 feet, bounced
once, and continued skidding for 330 feet until
hitting a manmade rock wall. The aircraft then
pivoted vertically about its nose, yawed right 90
degrees, and rolled 270 degrees before coming
to rest inverted. One crewmember suffered
fatal injuries.

Unwarranted request and
unnecessary flight maneuvers
An interview with a passenger in Chalk 2
indicates a request was made to the crew by
one of the passengers before takeoff to “Fly
hard.” The request was relayed to the PC by
one of the CEs. The request was denied by

the PC based on the anticipated presence of
senior officers at the capabilities demonstration.
As the flight turned back toward the
demonstration site, Chalk 2 transmitted “Taking
room to maneuver” on the flight’s internal
frequency. Chalk 2 increased separation

from Chalk 1 to approximately 10 rotor disk

Fli



diameters and began terrain flight over 400-
to 500-foot-high hills. Just prior to this, a
passenger sitting in the center forward-facing
troop seat and wearing a communications
headset, heard one of the CEs ask again to
“Fly hard” and then heard a response from an
unknown source say, “You asked for it.”

The aircraft then negotiated one hill using
a cyclic climb followed by a rapid, nose-low
descent. The PC of the accident aircraft then
used another cyclic climb to crest a second 400-
foot hill. The board determined, from witness
interviews with the PI, PC, and statements from
other eyewitnesses, as the aircraft flew over
the top of the hill, the PC placed the aircraft in
a 30-degree nose down descent by moving the
cyclic forward and lowering the collective to
the full down position. This maneuver caused
the passengers and crew to experience a period
of weightlessness. Witness interviews revealed
several unsecured items in the aircraft were
floating. One passenger witnessed a wheel
chock float between the cockpit and crew chief
stations, and then into the cockpit area during
the maneuver. The PC attempted to recover
from the maneuver by applying aft cyclic and
moving the collective upward. He found the
cyclic moved freely but the collective could not
be moved upward.
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Preliminary results of the investigation
revealed an unsecured wheel chock floated up
and forward while the aircraft was experiencing
negative G forces during the descent after
cresting the hill, and came to rest between
the right pilot seat and center console. The
position of the wheel chock severely limited
collective movement and prevented the PC
from arresting the aircraft’s rate of descent
prior to the aircraft impacting the ground. The
Accident Investigation Board determined the
PC believed he needed to perform unnecessary
flight maneuvers in response to requests by
passengers to “fly hard.”

Lesson learned and conclusions
Leaders must anticipate internal and external
pressures placed on the aircrews and properly
prepare them to deal with these situations.
Professionalism must overcome pride and
discipline must override showmanship. Every
aircrew member must recognize and denounce
unwarranted requests from passengers or fellow
crewmembers and avoid the risk associated
with unnecessary maneuvering. ¢

--MAJ Van Riper is Chief of the Attack/Scout Branch in the Accident Investigations
Division, U.S. Army Combat Readiness Center. He may he contacted by calling DSN
558-2131 (334-255-2131) or e-mail steven.vanriper@us.army.mil.
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LTC Mark Adams,
CW4 Dennis Bergstrazer,
and Joe Licina

USAARL

This is Part 3 of a 3-part series. Other topics concerning ALSE will be
published in succeeding issues of Flightfax.

ALSE has performance limits just like your aircraft. If you don’t wear

it or look after it correctly, it will not function correctly. The U.S. Army
Aeromedical Research Laboratory (USAARL) doesn’t always get the design
absolutely right for every type and shape of aviator; that’s why we depend
on your feedback to tell us when equipment is uncomfortable or doesn’t do
its job. Hundreds of thousands of dollars are spent to produce the best ALSE
possible to give you the best chance of survival in the event of a mishap.

n a fire-related mishap

the alloys, composites,

and plastics of the

airframe may rapidly

become too hot to
touch during an emergency
egress event. When a
contact surface is too hot,
the body’s defense system
keeps you from holding
onto it; the natural reaction
is to let go. This will delay
your escape or prevent you
from assisting someone else.
Gloves protect you from this
thermal hazard and allow
immediate egress when
seconds count.

14

Flight Gloves

Your flight gloves can lose
their fire-resistant properties
if they have grease, oil,
fuel or other contaminants
on them. Figure 1 shows
a glove that is worn out,
has holes, and is covered in
petroleum, oil, and lubricant
(POL) residue.

Figure 2 shows a glove
that is also worn out.

When the glove was
exposed to a fire, the

seams failed, no longer
providing the protection
needed. This resulted in
the pilot receiving multiple
permanent partial, disabling

injuries.

The Army ALSE School
at Fort Rucker, AL, has set
the standard by instructing
you to wear your gloves
tucked inside your flight
suit sleeve. But what if you
need to look at your watch?
Of course it’s convenient
to wear your watch on the
inside of your flight suit
sleeve, but then you have
to pull the glove down and
expose your wrist to look at
it. If you do anticipate this
need, consider securing your
watch outside your glove or
sleeve.
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So what do we
recommend?

m Keep your gloves clean.
The POL, body oil, dirt, or
an accumulation of various
contaminants can be cleaned
easily by just using a mild
dishwashing liquid or even a
liquid hand soap and water.
Put your gloves on and wash
your hands. Rinse your
gloves and be amazed at how
dirty your gloves were. If you
need to repeat the cycle, do
it. Do not put them in a dryer.
Wear them and let them dry
or just let them dry naturally.
Do not add anything like
fabric softener, hand creams,
or other coatings to keep the
leather supple.

m If there is a hole in your
gloves, turn them in. End of
discussion.

m If you wear a watch,
consider wearing it on the
outside or use that clock on
the instrument panel that is
specifically designed for your
needs while in the air.

m Wear your gloves tucked
inside your flight suit sleeve.

Remember the bottom line:
Wear It Right and Keep It
Tight! o
—For more information contact LTC Adams,

CW4 Bergstrazer, or Mr. Licina at the Aviation Life
Support Retrieval Program, USAARL, Fort Rucker, AL.
All can be contacted by calling DSN

558-6893/6815 (334-255-6893/6815) or
e-mail Joe.Licina@se.amedd.army.mil.

Figure 1.
Flight glove with holes and POL staining.

Figure 2.
Fire-damaged glove.
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Liisplay-ixation

ockpits today are more modernized
than ever, and technology continues

to enhance the amount and quality of
information displayed. However, I've
experienced display fixation in flight—
and I'm sure I'm not alone—caused by these new
gadgets. I found that 'm most vulnerable at night,
and especially so under night vision goggles (NVGs)
when I'm the pilot not flying. Over the years I've had
to remind myself constantly to keep scanning outside
to assist the other pilot.

Today’s glass cockpit demands total focus in
working multi-function displays to manage multiple
software pages effectively. Programming weapons
systems, radios, and navigation data in flight
consumes a lot of time and attention. I hate to admit
it, but sometimes assisting the pilot on the controls
with obstacle avoidance unintentionally goes on the
back burner for me.

This phenomenon is not new, however. I've
experienced these challenges in aircraft with analog
“steam gauges” too. I found out early in my career
that focusing too long on anything, inside or out,
is not good. I can vividly remember the time when
the pilot on the controls and I both fixated on an
inoperative landing gear light in an RC-12. That
mistake almost caused a re-enactment of a well-known
airliner crash in the Everglades!

Maintaining situational awareness is a constant
challenge, especially as cockpits and aircraft improve.
As an instructor pilot, unit trainer, and aviation safety
officer in both fixed- and rotary-wing aircraft, I've
come up with a few personal rules that help keep me
from fixating inside the cockpit.

Know your software (or displays). The
better you know the display pages, the less time you
spend fumbling around inside for the buttons. When
I transitioned to a new aircraft, I learned as much
about the aircraft as fast as I could. I found that even
going out and practicing during some downtime with
a ground power unit was time well spent that paid off
in flight. The better you know your systems, the less

i i B -
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likelihood of the pilot on the controls having to come
inside to help you. Two pilots looking inside is never
good for long.

Program the aircraft system as much as
possible on the ground before flight. Use
the Aviation Mission Planning System (AMPS) and
program your data cartridge, then load and verify your
data before flight—especially at night! RC-12s have a
finicky, DOS-based AMPS, but I always made a point
to use it. This practice helped us immensely during
Operations Enduring Freedom and Iraqi Freedom and
enabled us to focus on the myriad of other things our
flights demanded.

Study software regularly. Most pilots
are good about staying in chapters “5 and 9” of
the operators manual, but software pages are not
something I like to study. I made it a point to try
and look at some of them in the —10 whenever I was
studying something else. I tried to learn quickly,
but that doesn’t mean I would always remember it.
Staying proficient through regular use and regular
study of software is a necessity for me.

Learn to recognize when you become
fixated. Know when and where you’re more likely to
become fixated during a mission profile (e.g., weapons
engagements under NVGs) and talk about it during
the crew brief before flight. Keep this thought in the
back of your mind and make it a point to increase your
outside scan rate. Also learn to say something when
the other pilot is inside looking at the displays with
you, especially if they’re on the controls. It’s very easy
to get lured in while you'’re the one flying, and even
more so if you're instructing.

These few simple, personal rules helped me over
the years, and though they aren’t a total answer, I
hope they assist you in developing your own. It's good
for all of us to be focused on the mission—just don’t
let all the focus be “inside.” The aircraft still must be

flown, whether we want to look outs1de or not.
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The Army Aviation Association of America (AAAA)
recently presented the annual aviation awards

honoring achievements of individuals and aviation units
throughout the Army during 2004. The award recipients

are as follows:

Paula Allman
Managing Editor

m Army Avn. Trainer of the Year:
CW3 David A. Fallon, A Co., 2" Bn.,
160" Special Operations Avn. Regt.,
Fort Campbell, KY. CW3 Fallon was
recognized for creating an MH-47E
instructor pilot course.

m Army Avn. Medicine: LTC John
A. Smyrski III, MD, HHC 25 Avn. Bde.,
Joint Task Force (JTF) Wings, APO
AE 09354. LTC Smyrski distinguished
himself as the JTF Wings Flight Surgeon of
Combined|JTF 76 in support of OIF-5.

m Outstanding USMA Avn. Cadet
of the Year: 2LT Michael A. Powell.

m Outstanding ROTC Avn. Cadet of
the Year: 2LT Julie A. Perry.

m Army Avn. Fixed-Wing Unit of
the Year: CPT Mark Johnson, I Co.,
185" Avn. Regt., Gulfport, MS. I Co.
was the first C-23 Sherpa unit to be
deployed to OIF and was the first Army
fixed-wing cargo plane to be utilized in
a combat zone. While in theater, I Co.
transported over 1,420,000 pounds of
cargo, 3,120 passengers, and accumulated
over 2,500 combat flight hours without
major incident or injury.

m Army Avn. Air/Sea Rescue:
Crew of Dustoff 56, 68" Med. Co. (Air
Ambulance), Bagram, Afghanistan
(MA] David Spero, 1SG Louis Gholston,
CW?2 Jason Rayburn, SSG Robert
Ramirez, and SSG David Hernandez).
The crew of Dustoff 56 performed a
lifesaving mission in hostile territory
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near the Pakistani border in northeastern
Afghanistan. The 6-hour mission
involved several hoist operations due to
steep, rugged mountainous terrain and
necessitated multiple trips to the pick-up
site and were performed under day, night,
and NVG conditions at over 5,000 feet in
elevation.

m Army Avn. Air Traffic Control
(ATC) Co. of the Year: C Co., 1 Bn.,
58" Avn. Regt., Fort Campbell, KY. The
Soldiers of C Co. have proven themselves
worthy of recognition, providing air traffic
services in some of the most remote and
barren locations while operating under
hostile and austere conditions in the
unforgiving Iraqi desert.

m Army Avn. ATC Facility of the
Year: B Co., 1* Bn., 58" Avn. Regt.,
The All-American Tower, Simmons
Army Airfield, Fort Bragg, NC. The
Soldiers of B Co., 1-58'", consistently
displayed expertise, professionalism,
personal pride and skill during their
combat tour of duty in support of Task
Force Pegasus during OIF-1.

m Army Avn. ATC Maintenance
Technician of the Year: SGT Curt P.
Krenning, A Co., 3" Bn., 58" Avn.
Regt., APO AE 09165. While deployed
to OIF, SGT Krenning was the primary
electrician for A Co., 3-58th, TOC and life
support area. He was also the maintainer
of the only FAA IFR-certified ground
controlled approach radar in Iraq, two AN/
TSW-7A tactical towers, two AN/TSC-198

tactical towers, and one AN/TRN-30V1
beacon at Balad Army Airfield tower.

m Army Avn. ATC Manager of
the Year: SFC William A. Wrancher;,
B Co., 1 Bn., 58" Avn. Regt., (82"
Airborne), Fort Bragg, NC. SFC
Wrancher displayed extraordinary drive
as the senior ATC tower manager, tactical
airspace integration system specialist,
and served as one of two fully-qualified
ATC examiners within the entire 82nd
Airborne Div. While operating in the
most hazardous airspace in Iraq, he was
directly responsible for responding to five
of the first nine aircraft shot down during
the war. His outstanding leadership and
direction directly aided in saving more
than 20 Soldiers while playing a pivotal
role in the rescue coordination of a CH-47
shootdown near Fallujah.

m Army Avn. ATC of the Year:
SGT Terry M. Horner, B Co., 3" Bn.,
58" Avn. Regt., APO AE 09250. SGT
Horner was instrumental in assisting his
unit in accomplishing their missions while
deployed in Germany, Kosovo, and in the
Jjoint USA-USAF Balad tower. SGT Horner
holds a rating on the AN-TSQ 198, the AN-
TSW 7A ATC central, and facility ratings
at Steel Tower, Camp Bondsteel, Kosovo,
and was the first controller in B Co. to
achieve a facility rating in Balad Tower.

—You may contact the author at DSN 558-9855 (334-
255-9855) or e-mail
paula.aliman@safetycenter.army.mil.
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A Model

m Class C: While con-
ducting NVG/NVS train-
ing, the crew heard a
loud roar from the rear
of the aircraft. During
the approach, the shaft
driven compressor cau-
tion light illuminated.
The crew performed an
emergency landing and
an emergency engine
shutdown and eggressed
the aircraft. Inspection
of the transmission area
revealed the auxiliary
power unit (APU) shaft
had severed at the APU
connection and became
disconnected from the
accessory gear box. This
report was received late.

m Class C: Aircraft was
started with rotor brake
activated. Upon noting
burning smell and an
orange glow from the
transmission deck area,
the crew initiated fire
extinguisher system and
shut down and evacu-
ated the aircraft. The
main transmission and all
rotor brake components
sustained damage and
required replacement.

D Model

m Class A (Fatality):
Aircraft impacted the
ground during gunnery
training. Both crewmem-
bers sustained injuries,
one fatal. The aircraft
was destroyed.

m Class A (Damage):
The aircrew was conduct-
ing a two-ship mission
traveling at 200 foot AGL
and 100 knots, and heard

Acciden

Information based on prieliminany
neports of awrcraft acaadents

a loud bang followed

by severe vibrations.
The crew attempted

to conduct an emer-
gency landing to a field.
During landing, as power
was applied, the crew
reported an uncontrolled
yaw. The aircraft landed
in a ditch and the aircraft
rolled on its right side.
There were no injuries to
either crewmember.

m Class C: Crew
reported Nr overspeed
of the No. 1 engine (130
percent for 4 seconds,
peaking at 136 percent)
during flight.

D Model

m Class B: On
approach to an unim-
proved landing strip,
aircraft landed hard.
Damage to front left
landing gear and sheet
metal under nose.
ECOD: $200,000.

m Class C: Aircraft was
ground-taxiing into park-
ing when it experienced
failure of right rear land-
ing gear strut during a
right turn. This was the
second reported right
rear strut failure for this
aircraft. Unit has been
instructed to submit a
QDR.

m Class C: Aircraft
experienced separation
of the right rear landing
gear when it contacted a
snow-covered rock during
approach to land. ECOD:
$20,000.

L

HH-60 i’

m Class C: A MEDE-
VAC aircraft attempted
to park between two
parked aircraft in a
confined area. One of
the parked aircraft was
parked with engines shut
down, but the rotors
were still slowly turning.
While taxiing, the MEDE-
VAC aircraft main rotor
blades meshed with the
parked aircraft main rotor
blades. This resulted in
main rotor blade tip cap
damage to both aircraft.

D Model
OH-58D(R)

m Class A: While con-
ducting a mission, an OH-
58DR struck wires, went
inverted, crashed and
burned. Sister aircraft
did not report any hostile
fire/activity associated
with event. Both crew-
members were fatally
injured.

m Class C: During ter-
mination of a standard
auto rotation, exces-
sive main rotor flapping
resulted in two main
rotor blades contacting
the tail boom causing
extensive damage to
two main rotor blades,
tail rotor drive shaft, tail
boom, driveshaft cover,
GPS mount and GPS
antenna.

OH58D(I)

m Class C: During ter-
mination of a standard
auto rotation, the crew
heard a slapping noise

outside the aircraft.
Ground personnel saw
the M/R blades contact
the fuselage and sig-
naled the crew to shut
down the aircraft. Post-
flight inspection revealed
damage to two main
rotor blades, tail rotor
driveshaft, driveshaft
cover, GPS mount and
GPS antenna.

A Model

m Class B: An aircraft
sustained main rotor
blade damage during
flight while transport-
ing a main rotor blade
as an internal load. The
blade container had been
secured crosswise inside
the aircraft with cargo
straps. Shortly after
takeoff, both ends of the
container lid came loose
and bent upward, con-
tacting the main rotor
blades. The crew landed
the aircraft immediately
without further incident.
Postflight inspection
revealed damage to all
four main rotor blades,
both engine cowlings,
and the APU door.

m Class C: A MEDE-
VAC aircraft attempted
to park between two
parked aircraft in a
confined area. One of
the parked aircraft was
parked with engines shut
down, but the rotors
were still slowly turning.
While taxiing, the MEDE-
VAC aircraft main rotor
blades meshed with the
parked aircraft main rotor
blades. This resulted in
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main rotor blade tip cap
damage to both aircraft.

m Class C: Aircraft
stabilator contacted the
ground during approach
to land at a helipad,
damaging the tail wheel
lock pin as well as the
trailing edge of the stabi-
lator.

m Class C: Aircraft
stabilator contacted the
ground during approach,
damage incurred by tail
wheel lock pin, as well as
trailing edge of the stabi-
lator.

m Class C: While
ground taxiing from
their parking pad, the
blades of one Black Hawk
contacted the blades of
another that was parked
in its assigned parking
pad. After blade contact,
the crew repositioned
the aircraft onto the
shoulder of the taxiway
and performed an emer-
gency engine shutdown.
Inspection revealed that
one aircraft sustained
damage to one blade and
three tip caps and the
other aircraft sustained
damage to one blade.

m Class C: Aircraft
stabilator contacted the
ground during terrain
flight.

m Class E: While pass-
ing through 15,000 feet
MSL on climbout to 3,000
feet MSL, the stabila-
tor failed in the AUTO
mode. Subsequent reset
resulted in another fail-
ure. The aircrew per-
formed the appropriate
emergency procedure,
asked ATC for a clear-
ance to return to base,
and performed an IFR
approach back to the air-
field.

L Model

m Class E: After
takeoff, the CHIP INT
XMSN segment light
and MASTER CAUTION
lights illuminated. The
aircraft was immediately
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returned for landing and
the engines shut down.
Maintenance determined
that the intermediate
gear box was unservice-
able and replaced the
unit.

m Class E: Before
second leg of mission,
the No. 2 engine failed to
reach operating Ng, and
TGT reached abort limits
causing the crew to abort
the start. Another start
sequence was attempted
after one minute with
the same results. The
No. 2 engine HMU was
replaced.

D Model

m Class B: Landing
gear failed to extend.
Crew initiated emergency
landing procedures. Min-
imal damage to engines
reported, but props were
destroyed.

C-26 et

8 Model

m Class E: On take-
off roll, prior to Vr, N2
engine speed decreased
from 100 percent to 98
percent. Takeoff aborted.

CAS-212

m Class B: During
climbout, left engine
torque climbed from 100
psi to 115 psi. Power
was immediately reduced
and the aircraft was
landed.

Shadow Model

m Class B (Total
Loss): Air vehicle expe-
rienced an auto-pilot
failure during transi-
tion operations from
the forward site back
to the launch/recovery
site. Air vehicle entered

i

uncontrolled flight,
crashed, and was totally
destroyed.

m Class B (Total
Loss): Air vehicle was
being flown for a training
mission when the control-
ler reported a spike in the
aircraft’s RPM, followed
by an auto-pilot failure.
Ground control station’s
primary and secondary
control links were lost
as well. Air vehicle and
mission package were
destroyed.

m Class C: Air vehicle
experienced generator
failure during flight, fol-
lowed by engine failure.
The air vehicle was com-
manded to an FOB and
became inverted prior to
ground contact.

m Class C: Air vehicle
experienced engine fail-
ure during climbout.
Engine-out procedures
were executed and the
air vehicle landed hard.

m Class C: Air vehicle
experienced engine fail-
ure and began losing
altitude. Approximately
4.6 hours into flight, the
aerial vehicle operator
(AVO) noticed an engine
failure warning. Within
seconds, the air vehicle’s
engine stopped and the
voltage reading dropped
to 18, which is the lowest
voltage for a parachute
to deploy. The parachute
deployed at 2,200 feet.
Air vehicle was recov-
ered and handed over to
the BCT who secured it
and moved it back to the
launch and recovery site.
The air vehicle appeared
to have minimal damage.

m Class C: While in
cruise flight at 9,000 feet
AGL and 93 knots, the
air vehicle experienced
an engine failure. The
air vehicle was remotely
turned back towards the
originating airfield and
the parachute recovery
system was deployed.
Postflight inspection

revealed substantial
damage to the nose area,
fuselage, payload, and
the left wing tip.

m Class C: Air vehicle
was launched for a
reconnaissance mis-
sion. Approximately 3.5
hours into the mission,
the rotor air temperature
rose dramatically. The
aircraft was turned back
to base to be recovered.
Minutes later the RPM fell
from 5,750 to 4,250 and
the AVO tried to level the
aircraft off to cool the
engine and regain RPM.
The aircraft continued
to descend and the RPM
would not respond. The
parachute deployed suc-
cessfully at 1,000 feet
and the air vehicle was
recovered with minimal
damage.

m Class C: Air vehicle
experienced engine fail-
ure during climbout.
Engine-out procedures
were executed by the
AVO and the recovery
chute deployed, and the
aircraft landed hard.

Hunter Model

m Class C: Air vehicle
was returning to sta-
tion when a dual engine
failure occurred approxi-
mately 40 kilometers
north of airfield. The
recovery chute deployed
and the crash plan was
activated. Air vehicle
came to rest in a remote
area. Front engine
experienced a 1,000 to
2,000 RPM fluctuation
and the aircraft was low
on fuel at the time of
dual engine failure.

Editor’s note: Information published

in this section is based on preliminary
mishap reports submitted by units and is
subject to change. For more information
on selected accident briefs, call DSN
558-9552 (334-255-9552) or DSN 558-
3410 (334-255-3410).



« The safest course is QWAY from
the thunderstorm area. Go a few
miles out of your way of land and
wait it out if the shortest and most
direct route is through the storm
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~ Situational
Awareness:

Nearly every Soldier who has ever gone on a tour of duty—Ilong tour, short tour,

or just a field training exercise—has had lapses in concentration. The ones I'm
talking about could be thoughts of upcoming assignments, thoughts of going home,
or maybe even that brand-new car you want to buy. The problems with lapses in
concentration depend on when and where these moments occur. All Army Aviators—
willing to tell the truth—have had these moments and were probably flying an Army
aircraft at the time. There is nothing wrong with these mini-mental vacations ...
except when the situation requires you to be totally focused on flying and surviving.

his accident The complexity of this type like missions.

involved a flight mission is readily apparent, On this particular

of two OH-58D however both aircraft crews night, the flight of two had

aircraft conducting were very experienced in the completed one mission,

a night vision area of operation, having received a follow-on mission,
goggle (NVG) reconnaissance flown 8 months and several and was receiving a FRAGO
and security mission. hundred hours conducting for another mission when the
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accident occurred, destroying
the lead aircraft and killing
both pilots.

The original mission
was thoroughly briefed,
the weather was clear with
light winds, and both crews
were well rested. Standing
operating procedures for
night/NVG operations
included an altitude restriction
of 100 feet AGL minimum.

As the two aircraft
departed the first mission
location and were en route
to the second mission,
escort security and route
reconnaissance, they then
received a FRAGO for a third
mission. The crews positively
identified the supported
unit for the second mission
and were beginning the
route reconnaissance while
confirming the instructions
for the third mission. The
lead aircraft established
communications with the
moving ground element,
descending to approximately
80 feet AGL, while the trail

aircraft coordinated the third
mission at approximately 200
feet AGL and 800 meters to
the rear of lead.

Since the crew was familiar
with the area of operation, the
trail aircraft was not alarmed
when lead descended to the
lower altitude to do the route
recon. Both flight crews knew
the proximity of high-tension
power lines that crossed their
intended route of flight. In
addition, current TTPs for
this unit assigned obstacle
clearance and avoidance
procedures to the lead aircraft.

As the PC of the trail
aircraft was completing
a frequency change and
beginning a left turn to follow
the lead aircraft, he saw
sparks from the lead aircraft
as it struck the second wire of
the top two ridge wires.

Although the accident
crew was well trained and
totally capable of conducting
this mission safely, a brief
lapse in situational awareness
caused this crew to descend

to an unsafe altitude in close
proximity to a known wire
hazard. The PC of the trail
aircraft noted the wire hazard
on the aircraft Rotorcraft
Mapping System and thought
lead had the wires insight.
The Combat Readiness
Center (CRC) has investigated
many recent accidents
that have been caused
by momentary lapses in
concentration and losses
of situational awareness—
killing Soldiers, destroying
equipment, and decreasing
combat power. My point
is when you strap into that
aircraft, you should maintain
a professional cockpit,
crew coordinate constantly,
and be vigilant of your
surroundings no matter how
much experience you have
in the area of performing the
mission. It could save
your life. ¢

—Comments regarding this accident may be directed
to the Accident Investigation Division at the

U.S. Army Combat Readiness Center, DSN 558-9552
(334-255-9552).

Editor’s note: The CRC has recently experienced a number of accidents, making us
painfully aware of the increased risks associated with our business. These accidents should
serve as “red flags,” a warning signal to all who have the responsibility of caring for Soldiers.
There is no denying that certain risk factors have increased, especially with the operational
pace at an all-time high. We urge all commanders, noncommissioned officers, and great
young Soldiers to make a renewed commitment to increased safety awareness, more rigorous
use of risk assessments, and improved adherence to SOPs and training policies, which are
designed to minimize the risks associated with the way we train and fight. YOU are our most
valuable resource, and your safety and well being is our most important mission.
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usting off what we learned

in the 90s, here’s a revisit to

some aviation lessons learned

concerning how the eye reacts
to desert environments, especially under
night vision devices. These are the most
common visual illusions encountered in
Southwest Asia.

False horizon or lack of horizon.
Light colored areas of sand surrounding
a dark area—for example, sand dunes
bordering a dry lakebed blending with
the night sky can create a false horizon.
Sand, dust, haze, or fog may also
obscure the horizon.

Height perception illusion. This
sensation of being higher or lower than
you actually are is due to poor contrast
and lack of visual references. It may
result in a tendency to inadvertently
descend to acquire visual cues.

Ground light misinterpretation.
This illusion can occur when ground
lights are confused with stars or other
aircraft. An aviator who confuses ground
lights with stars will unknowingly position
the aircraft in unusual attitudes, to
keep what he perceives as stars above
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the aircraft. When ground lights are
confused with other aircraft, aviators
tend to adjust attitude incorrectly based
on the relative position of misinterpreted
ground light.

Fixation. When an aviator fixes
attention on high-interest targets/objects
and stops scanning—the result may be
an aircraft flown into the ground.

Crater illusion. Viewing the
periphery of the IR band-pass filter
(pink light) or IR searchlight gives the
illusion that flat terrain, such as that
found in a dry lakebed, tends to slope
upward. Viewing another aircraft landing
using these lights can give the illusion
that the observed aircraft is descending
into a crater, when in fact it is actually
in straight and level flight over a flat
terrain.

Lack of motion perception (motion
parallax). At low-level flight altitudes,
and relatively slow airspeeds, the lack
of discernible terrain features may make
the pilot think his aircraft is at near-zero
groundspeed, when it is actually moving
forward. e

—Sources: FM 1-301 Aeromedical Training for Flight Personnel and TC 1-201,
Night Flight Techniques and Procedures.



CW4 Edward J. MclIntyre
Camp Murray, Washington

lalles

n early August 1990, I reported to my

new commanding officer for my first

stateside tour. I wouldn’t be stateside

long, however. He told me to get my

stuff, because we were leaving for Kuwait.
The war had been over for about a week
when we arrived in country. My unit had
received L-model Black Hawks just before we
left for Kuwait, and we spent our days flying
demolition teams around. Finally, it was time
to go home, which meant a stop in Saudi
Arabia.

Just after we arrived in Saudi, the unit
received orders for one UH-60 to fly an advance
party to the port. There was no shortage
of volunteers for this mission, because the
prospect of running water, a bed, maybe a
phone, and real food—or at least no MREs—
delighted everyone. As luck would have it, my
aircraft was selected for the mission.

It was getting late by the time we started
the mission, and the moon wouldn’t rise until
after midnight. But the weather was clear,
there were no clouds, and the visibility was

Wires |'ve
Ever Seen

excellent, so we didn’t think the dark would

be a problem. Of course, the weather could
change, but we were willing to do anything to
get out of the sand. We’d been in the desert for
almost 7 months without running water, good
food, or even a real bed. My copilot and I were
looking forward to sleeping in anything but the
helicopter, which had been our home for the
previous 3 months.

I was night vision goggle (NVG) qualified
and current, but my copilot wasn’t, so we
weren't issued any for the trip. However, as we
approached the port city, it became apparent
that a severe dark front had moved in. I
climbed to 250 feet, and the port’s bright lights
were stunning at that altitude. We were a little
uneasy because we’d rarely flown above 75 feet
in several months, but the view was spectacular.
We were to land on a soccer field in a mobile
home village the Saudis had built for foreign
workers. I'd been there once before for a
day’s R&R, so I had an idea of where it was.
We found the village and as we descended
and turned right toward the landing area,



something

out my right

door caught my

eye. There it was, about a
quarter-mile away—the biggest
high-tension wire tower I'd ever seen.
I couldn’t see the wires, just the tower.

I pulled the collective so hard I thought it
would come out of the floor. My copilot didn’t
understand what was happening, but he knew
something was wrong when the engine lights
started flashing. The low rotor rpm master
caution light came on as the low rotor horn
began blaring in my helmet. From that point
everything moved in slow motion. I seriously
thought we would hit those wires; I just didn’t
know when. We were was about to die because
of those two words I hate most—pilot error!

Apparently someone had other plans for me,
because the engines suddenly came to life with
a vengeance. The rpm went from low rotor to
almost overspeed in just a few seconds. We
missed the wires, but to this day I don’t know
by how much. Upon our memorable landing, I
discovered that one of the passengers had seen
the towers and assumed I saw them too. Not
that this fact mattered much, because he didn’t
have a headset. The next day I realized I was
right on one point—those towers probably were
the tallest I'd ever seen! We overflew them on
our way back and discovered they were at least
250 feet high.

This whole fiasco started because we
wanted to go someplace with lights and
running water. The whole mission was a bad
call from the start. An NVG crew should’ve
been flying it because you literally can’t see
your hand in front of your face—let alone
wires—on a moonless night in the desert. We
were just excited to be going anywhere other
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than = ."’-.h'-_ul.%i
where o e
we were,
and that
excitement almost
cost us our lives.

I've often wondered
what I could’ve done to prevent
what almost happened. Really,
there’s only one answer: I should’ve
done what I was trained to do! The
first step to landing at an unfamiliar place is
performing a high recon of the area, especially
one in the middle of a city on a dark night.
I'd like to blame my error on the long day
and the excitement of getting picked for “the
mission” everyone else wanted. But the bottom
line is I didn’t follow my training, and I almost
killed myself and everyone else in my bird.
Learn from my classic example of “get-there-
itis.” Believe me, a hot shower just isn’t worth
the risk. o

—CW4 Mclintyre is a member of the HHC, 1-168th Avn at Camp Murray, Tacoma, WA.
He wrote this article while attending the ASO Course at Fort Rucker, AL.
He may be contacted by e-mail at edward.mcintyre@us.army.mil.
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William (Bill) Ramsey

canhing?

U.S. Army Combat Readiness Center

he Aircrew Training
Manual (ATM)
Attack Helicopter,
AH-64D, Training
Circular (TC) 1-
251, standardizes aircrew
training programs and flight
evaluation procedures. The
ATM provides guidelines for
executing AH-64D aircrew
training, encompasses
individual and collective
training, and establishes
crewmember qualification,
refresher, mission, and
continuation training and
evaluation requirements.
Chapter 4 of TC 1-251
addresses crewmember tasks
and explains each one’s
responsibility for successful
completion of the maneuver.
A description of crew actions,
along with training and
evaluation requirements, also
is listed in this ATM. Under
Task Content you can find the

task number, task title, task
conditions, task standard, and
task description. However,

I would like to focus on

the following specific task
descriptions.

Task 1408: Perform
Terrain Flight

“The pilot on the controls
will remain focused
outside the aircraft and
will acknowledge all
navigational and obstacle
clearance instructions
given by the pilot not on
the controls.” It further
states, “He (the pilot on the
controls) will announce the
intended direction of flight
and any deviation from
instructions given by the pilot
not on the controls. The

pilot not on the controls will
provide adequate warning to
avoid obstacles detected in the

flight path or identified on the
map and will announce to the
pilot on the controls that his
attention is focused inside the
cockpit.”

Case 1
An AH-64D crew had just
completed an ATM training
flight under the night system
and was preparing to return
to the airfield. The PC made a
radio call to range control and
departed the confined area he
was working. Range control
informed the AH-64D crew
they had traffic; a CH-47
was transitioning to exit the
range. The AH-64D crew
informed range control they
would follow the CH-47 off
the range.

Shortly after takeoff
from the confined area, the
AH-64D’s PC became
disoriented as to his location
and, after a few minutes,
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he was able to re-orient and
locate the CH-47. What the
AH-64D crew failed to realize
was they were looking at

an MH-47 aircraft that was
transitioning onto the range
and not the CH-47 they were
supposed to be following off
the range. As the MH-47
made a turn in front of the
AH-64D, the crew became
confused as to what the
MH-47 was doing, thinking
they were still looking at the
CH-47. The AH-64D crew
became focused on what the
MH-47 was doing and not
fully focusing on what their
aircraft was doing.

During this time a
comment was made about the
AH-64 altitude being a little
high, so the aircraft was put
into a slow descent to bring
it back to the appropriate
transition altitude. As the
AH-64D crew continued to
watch and discuss where the
MH-47 was going, the AH-64D
continued a gradual descent
until the aircraft struck
tree tops. The tree strike
completely surprised the crew,
which eventually led to a loss
of aircraft control followed
by the aircraft crashing. The
two pilots were killed, and the
aircraft was destroyed.

Operating under night or
night vision device (NVD)
considerations includes
always using proper scanning
techniques to detect traffic or
obstacles and avoid spatial
disorientation. (Not listed as a
consideration under
this task.)
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Task 1422: Perform
Firing Techniques

“The crewmember not
engaging with a weapon
system will focus his
attention outside the
aircraft to assist with
obstacle avoidance.”

Case 2
The mission was for AH-64Ds
to fly out to the range and
conduct Table VI day gunnery
and also to harmonize and
boresight the aircraft 30mm
chain gun. It was the unit’s
last day on the range to
harmonize all its aircraft
and the crews were told
they needed to focus on
harmonizing the guns on the
remaining aircraft.

After the AH-64D aircrew
successfully harmonized
the 30mm chain gun, they
made one dry running
fire at the target area for
familiarization. Each of the
next two passes included
two rocket engagements and
egress 30mm suppression
with three bursts. As the
second pass was initiated,
the AH-64D banked right to
egress the target area while
suppressing the target area
with 30mm fire. The third
and final pass was initiated,
and after engaging the targets
with rockets, the aircraft again
egressed with a right bank
and 30mm fire was used for
suppression. The weapons
system was safed by the pilot
on the controls while banking
the aircraft to the right when,
approximately two seconds
later, the AH-64D impacted

the ground. The aircraft was
destroyed, with one fatality
and one serious injury.

In each of these two cases,
the crew failed at some point
to fly their aircraft. The crew
failed to maintain their scan
of what was going on around
them. The crew in Case 1
stopped scanning and fixated
on what another aircraft was
doing and did not notice their
aircraft was in a slight descent.
This descent eventually led to
the tree strike that resulted in
the aircraft crashing and the
death of both crewmembers.
In Case 2, the pilot on the
controls fixated inside the
aircraft and failed to maintain
a scan outside the aircraft
during a right bank, resulting
in the aircraft striking the
ground and the death of a
pilot and severe injury to the
other.

Remember that task
descriptions are written into
each ATM task for a reason.
They are there to remind
you to focus on flying your
aircraft. It takes only a second
to become distracted from
scanning to place your aircraft
and crew in harm’s way. If
you take nothing else from
this article, remember inches
and seconds separate you from
coming home safely or ending
up as a statistic in Flightfax. ¢

—NWilliam (Bill) Ramsey, MS, CSHO, System Safety
Manager, U.S. Army Combat Readiness Cen-

ter, DSN 558-2932 (334-255-2932), e-mail
ramseyw@safetycenter.army.mil.
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CW4 Gary Graham
Fort Stewart, GA

The year was 1989, and I had just completed my first year as an Army
Aviator in Alaska. Life was great! I was no longer the new guy and was
starting to gain confidence around the aircraft and in the unit’s mission. The
week before, I had been part of a crew that navigated poor weather at less
than 100 feet over water for more than 80 miles to rescue eight U.S. Marines

with severe frostbite.

he mission was to fly a routine night
vision goggle (NVG) training mission
in the mountains 30 miles west of
Anchorage. The aircraft was a 1969
UH-1H Huey equipped to execute
nondirectional radio beacon (NDB) and VHF
omnidirectional range (VOR) approaches only.
The crew consisted of the pilot in command
(PC) with 1,500 hours total time, 300 hours
NVGs, and 80 hours actual instruments; the
pilot (PI) with 350 hours total time, 75 hours
NVGs, and 12 hours of actual instruments;
and two crew chiefs in the rear of the aircraft.
The weather was forecast to be predominantly
visual flight rules (VFR) with intermittent
conditions of marginal VFR and 1 mile visibility
with snow showers.

The execution was flawless for the first
hour. The crew interaction and navigation were
excellent, and the weather was as forecast. As
the evening continued, the ceilings decreased
and the snow showers increased with visibility
less than a half-mile. The poor visibility
resulted in the PC becoming disoriented during
the navigation. The PI was given instructions
to orbit around a small island in a lake at 700
feet above ground level until the PC could
establish their position. A conversation within
the crew ensued as to whether they should
contact Elmendorf AFB approach control for
vectors and an instrument approach or continue

VFR. They decided to continue VFR.

The PC continued to study the map as
five right orbits were made over the island.

On the sixth orbit, the PC assumed the flight
controls and executed a left turn. The aircraft
immediately entered a cloud, and the PC
became spatially disoriented. The aircraft
entered a 40-degree nose up, 70-degree

right bank attitude. The aircraft’s airspeed
deteriorated to zero, and the aircraft was falling
backwards. Within seconds the PI took the
flight controls, leveled the aircraft attitude,

and established a forward airspeed. The Huey
had fallen almost 300 feet backwards and
descended below the clouds. Directly below
was a set of high-tension power lines, which the
aircraft missed by only a few inches. The crew
landed the aircraft at a nearby field and walked
away unhurt. The aircraft required recovery by
a maintenance team due to possible structural
damage.

Every year incidents like this occur in the
aviation industry, but not all of the participants
are as fortunate to walk away. In the U.S.,
pilots attempting continued VFR flight in
clouds and low visibility account for 51
percent of fixed-wing retractable gear accident
fatalities. From January 1974 through August
2002, the U.S. Army experienced 60 rotary-
wing accidents as the result of inadvertent
instrument meteorological conditions (IIMC).
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Author’s note: For the unqualified pilot,
the sudden loss of visual reference is similar to
sudden loss of eyesight. Emotional pressures
surge, and you lose your orientation in less than
20 seconds. From there, you could start the
infamous aerobatics manuever known as the
“eraveyard spiral” and not even know it.

Prevention measures and techniques
What can be done to prevent or eliminate these
deadly, serious incidents? The solution requires
action from several locations: the individual
pilot, instructors, and flight examiners.

Individual pilots should—

m Have the discipline to avoid deteriorating
weather if they’re not instrument qualified.

m Maintain “very good” instrument flight
proficiency.

m Practice instrument flight until they’re
confident in their abilities.

m Be familiar with all instrument approach
procedures in their area of operation.

m Practice instruments during day and night
conditions.

m Maintain situational awareness with
regards to decreasing flight visibility and
ceilings.

m Be willing to turn around when the
weather begins to deteriorate.

m Never attempt to re-establish VMC after
entering IMC conditions.
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Instructors and examiners should—

m Conduct instrument training in the aircraft
at night.

m Practice inadvertent IMC scenarios.

m Teach pilots to make flight visibility
estimates.

m Brief past incidents or accidents to
increase situational awareness.

Many pilots find themselves in the same
scenario mentioned earlier. I was the pilot on
that Huey in 1989, and my crew and I are very
fortunate to be alive today. The PC experienced
spatial disorientation from having his head
down studying the map during multiple right
orbits and then executing a left turn. My crew
was complacent because of the simplicity of
the mission; consequently, we failed to identify
a contingency for deteriorating weather. We
were also overconfident in our crew’s ability to
continue VFR flight in IMC conditions, having
recently conducted several successful missions
in poor weather.

Many mistakes were made that night, but
the one that almost killed us was the decision
to keep flying VFR in IMC conditions. I've
passed my experience on to you in hopes you
don’t learn the hard way like I did. Take my
word: DON'T GAMBLE ON THE WEATHER! «

—CW4 Graham is a battalion safety officer with the 1-351st Aviation Battalion (TS)
at Fort Stewart, GA. He may be contacted by calling DSN 870-0738 (912-767-0738)
or e-mail gary.graham@us.army.mil.



Paula Allman

his is one of those good news, bad

news stories. The good news is

that the Army Combat Readiness

Center is working hard to drive the

accident rate down. That means
saving precious Soldiers’ lives and protecting
equipment that only a few years ago would have
been lost. The bad news is it is becoming harder
for us to discover trends and develop proactive
programs to prevent further losses of people and
equipment. The trends of the past just aren’t
there anymore. At times, we find ourselves
trying to perform a trend analysis based on one
or two accidents. Needless to say, this does not
provide an effective database from which to draw
conclusions and implement prevention programs.

In our analysis of current accidents we are still
being reactive. We are not spotting problems and
correcting them before they become an accident.
By no means are we advocating that we need
more accidents to develop lessons learned and
implement prevention programs. Information is
readily available; we just have not capitalized
on it.

Academic studies have shown that for each
serious accident, 59 minor accidents and 600
near-misses occur. Imagine the benefit that could
be gained from the lessons learned in those 600
near-misses.

LS. ARMY COMBAT H[IIIIHEIE CENTER

U.S. Army Combat Readiness Center

Sharing lessons learned

Other services, for example the Navy, have means
for their pilots to share lessons learned from their
missions that almost went wrong. Navy pilots
write to Approach magazine and tell their “there

I was” or “this happened to me” stories so other
people can benefit from them.

From comments, it appears that pilots
everywhere like to read about those death-
defying events. Probably a lot of Army Aviators
can even relate to some of those precarious
situations. They, on the other hand, may not
have shared their experiences because of concern
about repercussions or just simple pride.

In the Profession of Arms, we all are charged
with the responsibility to mentor subordinates.
Young members of the aviation team listen when
the older aviators speak. They realize they have
not experienced every situation and probably
will not get the chance to during their aviation
career. Granted, aviators learn through hands-
on experience and repetition; however, with
dwindling resources, “there I was” talks may
be the only experience upon which to base a
decision.

We all have heard the saying, “There are old
aviators and there are bold aviators, but there are
no old, bold aviators.” This may stem from the
fact the old aviators lived through enough close
calls to develop respect for the profession and the



ability to recognize their individual limitations.
“There I was” stories could help fellow aviators
vicariously experience difficult situations without
the risk of injury.

Accident prevention—the next level
The time has come to take accident prevention
to the next level. We are trying to capture those
valuable lessons from near accidents and share
them with others so they, too, can learn from the
close calls or near-misses occurring in our daily
operations. However, when I recently addressed
students in an Aviation Safety Officer Course,
there was some concern about repercussions.
We need and intend to do this in a way that
pilots and crews will feel secure enough to tell
their stories without fear of reprimand or self-
incrimination.

Ways of capturing needed info

m Operational hazard reports (OHRs).
There are already successful reporting programs
out there such as the OHRs. We don’t want to
increase the official reporting burden, but we
do encourage you to continue using the already-
established process and submit OHRs. However,
two problems are readily apparent with using the
OHR system to report close calls and near-misses.

The OHR program is set up to be handled at
the lowest level of command that can correct the
identified hazard. As a result, the rest of Army
Aviation does not benefit from the information
contained in the OHR. One course of action
could be to forward the completed OHR to the
Combat Readiness Center where a data base
could be established, especially when there are
Armywide implications.

The other problem area centers around the
fact that crews are often reluctant to submit a
formal report such as the OHR if the close call
or near-miss was a result of their own error.
Sometimes the prevailing attitude is that we
didn’t have an accident, so why tell on ourselves
and risk any repercussions?

m Near-miss reporting. In an effort to
capture lessons learned, the Combat Readiness
Center has established a “Near Miss” forum on
our Web site, https://crc.army.mil. The
purpose of this site is to help us understand safety
problems and make corrective changes before
an accident takes place. The site is designed
to collect information for analysis and the
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development of controls to lessen the likelihood
of accidents. This system is voluntary and
completely anonymous. You can submit aviation,
ground, or driving/POV reports.

m Flightfax. We are also establishing a “Near
Miss” (real name to be determined) column in
Flightfax similar to the one used in the Navy’s
Approach magazine. The purpose of the stories is
not to incriminate you or question “Why did you
do that?” or “Why didn’t you do this instead?”
Second-guessing your actions is up to you. By
sharing your experiences—the what, when,
where, why, and how of the accident that almost
happened but didn’t—you can assist others who
might find themselves in similar situations. We
just want other members of the aviation team to
benefit from the lessons you learned the
hard way.

Do you have a near-miss story to tell? If so,
we would like to hear from you. The June 2005
issue of Flightfax will be dedicated to near-misses
and close calls. Don’t worry about the grammar,
style, punctuation, and so forth. We’ll help you.
Just send us your story, along with your name,
telephone number, and e-mail address so we can
reach you if we have any questions about
your story.

If you've had a close call, but you don’t want
your name associated with it, we understand. If
you want anonymity, just tell us so. We’'ll respect
your request and withhold your name from the
article. However, be sure to include your name,
phone number, and e-mail address so we can
contact you if we have any questions and to give
you the opportunity to proof the story before
publishing.

Close calls and near-miss scenarios can take
us to the next level of accident prevention.

The effectiveness of this program will depend
upon the level of participation by the aviation
community. We are even looking for your
feedback on how to get those close calls and near-
miss stories, videos, and so forth coming in. Help
us help you!

If you, too, want to be proactive in accident
prevention, send your stories and ideas to me via
e-mail. If you prefer to talk one-on-one about
your story before writing and submitting it, please
call me at DSN 558-9855 (334-255-9855). ¢

—Ms. Aliman is the Flightfax managing editor. She may be contacted at DSN
558-9855 (334-255-9855) or e-mail paula.allman@safetycenter.army.mil or
Flightfax@safetycenter.army.mil .
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Protect Your

COL Joseph F. McKeon

U.S. Army Combat Readiness Center

ere we go again,
another heat
article. I'll bet
if this were
a ‘Jeopardy”
category you'd wager the
whole pot. “Heat injury
for $500, Alex!” What can
I tell you that you don’t
already know? Drink more
water. Avoid exertion during
the hottest part of the day.
Gradually acclimatize yourself.
Eat your vegetables. Floss.
Okay, you get the point.

What is hot, anyway? I
guess it depends on your point
of view. What my teenage
daughter considers hot, I
consider criminal. What a
guy from Michigan considers
hot, a bubba from Alabama
considers sweater weather.
And compared to July in the
Sandbox, a sweltering summer
day in the Deep South would
seem like a spring morning.
Obviously, hot is relative, so
here’s the point: Heat can kill,
and it can also adversely affect
your mental performance
long before becoming deadly.
Soldiers ill prepared for the
heat tend to perform more
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poorly, and today’s Army is no
place for poor performance ...
especially in the cockpit. You

need to do everything you can

'77

to protect your “squash!

Mental performance
Have you ever noticed how
hard it is to stay awake in

an afternoon class when the
room’s hot, the instructor’s
boring, and you’ve just had
lunch? Part of the problem is
the boring instructor; but he
was also boring this morning
and you stayed awake!
Another issue is eating lunch.
All that blood flow is going
to your gut to digest that
super-sized value meal! And
another factor is what we
call the circadian trough,
which is the time of day when
everyone’s sleepy. Yaaaawn!!!
But the hot, stuffy room is a
big piece of the puzzle. We
just don’t perform as well
mentally when we’re in a hot
environment. It’s no wonder
so much of the world takes a
siesta on hot, nonproductive
afternoons. Many of us don’t
have that luxury; we must
perform complex tasks in that

mh’ 1"

greenhouse otherwise known
as a cockpit.

The upper limit of heat
exposure for unimpaired
mental performance is
about 85°F wet bulb globe
temperature (WBGT) for
an individual working 2
hours or longer. (A WBGT
of 85°F is at the bottom of
the “yellow” range, and is a
relatively modest heat threat).
This means that even with
appropriate work/rest cycles
and proper hydration, Soldiers
in hot environments will still
suffer mental performance
degradation that could
ultimately affect the mission.

Continuous, repetitive,
boring tasks tend to be
affected most by degraded
mental performance. I can
still remember dozing off
during flight school while
flying straight and level on a
summer afternoon under the
hood. With the hazards that
exist from the man, machine
and environment interface,
operating an aircraft (or
a wheeled vehicle for that
matter) isn’t the best time for
your mental performance to
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lapse. Leaders must take these
factors into consideration
when planning operations in
hot conditions. As much as it
is possible, train in conditions
similar to those you will have
to operate in. Practice like
you’re going to play!

Vigilance
Vigilance, like keen eyesight
and devastating good looks,
are requisite skills for an
aviator (well, they used to
be—I think they have recently
given out a few “good looks”
waivers). Commentary
aside, flying is arguably a bit
more technically demanding
than driving an automobile,
requiring the operator to
be constantly alert to his
surroundings, his displays,
and his crew. Vigilance can
be adversely affected by heat,
which can be catastrophic.
Fortunately, flying’s inherent
stimulation usually overcomes
the monotony that sometimes
afflicts the operators of more
mundane vehicles. The
margin of error requires
constant vigilance, and the
decrements brought about
by heat must be mitigated.
In addition, many other
military activities require
Soldiers to be watchful and
alert for extended periods
of time. Performing sentry
duty, surveillance, fire guard,
monitoring instruments, and
driving a HMMWYV all require
the individual to be vigilant.
Temperatures higher than
85°F with 63 percent relative
humidity adversely affect
Soldiers’ vigilance, even those
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well-acclimatized to the heat.
Add an Air Warrior ensemble,
some body armor, and an
electric hat—that equals
HOT! It is important that
commanders recognize this
limitation and take necessary
steps to ensure their Soldiers
get adequate breaks from
extended duties. An extra set
of eyes will also help mitigate
the adverse effects of heat.
Don’t set your Soldiers up for
failure!

Changes in sleep
behavior

Sleep, like food and water,

is necessary for health.
Humans can go for short
periods of time without sleep,
but eventually a sleep debt
will build up and must be
paid. A restful night’s sleep
lets the brain restore itself,
thereby allowing the Soldier
to perform at his maximum
ability. That is the crux of
the fighter management
program that all aviation units
employ. Everyone reading this
article probably realizes that
sleeping in a hot environment
adversely affects their sleep.
Soldiers who acclimatize to
the physical effects of heat
stress can increase their ability
to perform physically. Do

you remember the summer
football practices, and how
much tougher you were once
the season started? Sleep
patterns, however, don’t
improve over time in a hot
environment because sleep
quality and effectiveness are
reduced at high temperatures.
In fact, studies have shown

that heat is more disruptive
to sleep than noise! In hot
environments you don’t wake
up as rested as you should,
and your performance suffers
as a consequence. Leaders
must do everything in their
power to provide a cool,
protected environment for
their Soldiers. When that’s
not possible, leaders should
plan ahead for possible lapses
in performance due to fatigue
and mental exhaustion. The
unit’s risk assessment should
also reflect the increased
hazard of fatigue on aviator
performance.

Conclusion

There you have it. Heat
cramps, heat exhaustion,

and heat stroke have been
described in this magazine
and other publications in the
past, but the adverse effects
on cognitive abilities aren’t
often discussed. Living and
working in a hot environment
has a significant impact on
sleep patterns, work ability,
and cognitive function.
Simply put, you have trouble
sleeping and paying attention,
and oh-by-the-way, you aren’t
as smart as you usually are.
We've all seen those zombies
in the TOC who aren’t getting
the sleep they need. The
Army needs every Soldier
every day, so take care of your
body. After all, where else are
you going to live? ¢

—COL McKeon currently is assigned as the

Command Surgeon for the U.S. Army Combat Readiness
Center. He may he contacted at DSN 558-2763
(334-255-2763) or e-mail
joseph.mckeon@safetycenter.army.mil.



LTC Cynthia Gleisberg
U.S. Army Combat Readiness Center

s the Command Judge Advocate of the
Combat Readiness Center, I read the
accident reports and am briefed regarding
the findings of all Class A safety
investigations. I've also, on occasion,
been briefed on the findings of high profile collateral
investigations. I've noticed that the investigators do
not always share the same knowledge of the facts
surrounding the accident. Sometimes, such variations
are due to restrictions in the applicable regulations;
but more often it’s simply due to the collateral
investigators’ failure to ask for the factual portions of
the safety investigation report. I urge commanders
and collateral investigating officers to understand
the rules for interface of the two primary accident
investigations. I've summarized them here for you...
After a unit has an accident, several investigations
are required. The safety NCO or officer for the unit
must conduct an investigation under provisions of
(UP) AR 385-40. For Class A or B accidents, the safety
investigation team must be appointed by the General
Court-Martial Convening Authority for the unit
and may include personnel from the Army Combat
Readiness Center as Board President and Recorder.
In addition to the safety investigation, a collateral
investigation may be required. AR 385-40 mandates
conducting a collateral investigation for all Class
A accidents, when needed for claims UP AR 27-20,
where there is a potential claim or litigation for or
against the government or a government contractor,
and for accidents with a high degree of public interest
or anticipated disciplinary or adverse administrative
action. A collateral investigation may be conducted on
any other accident at the direction of the commander
whose personnel, equipment, or operations were
involved in the accident.
Criminal Investigation Division (CID) will
investigate any on-duty fatality to determine if
it resulted from homicide, suicide, or terrorist
activity. A line-of-duty investigation is required for
Soldier injuries and a report of survey is necessary
whenever Army property is damaged. Each of these
investigations serves a specific purpose.
In this article I want to focus on the interface
between collateral and safety investigations. Although
nonprivileged information acquired by a safety

accident investigator can be made available to the
collateral investigation, the latter is conducted
independently and apart from other types of accident
investigations. The dual investigation requirement
was not intended to cause additional work in
gathering information. All purely factual information
should be shared between the investigation teams.
The only prohibitions in sharing information relate to
the content of witness statements and to the boards’
findings, analysis, and recommendations.

Collateral investigations are used to obtain and
preserve all available evidence for use in litigation,
claims, disciplinary action, or adverse administrative
actions. The procedures used were developed to
ensure protection of Soldiers’ and civilian employees’
rights. Article 31 of the UCMJ applies when
questioning a service member suspected of a crime.
Statements made to safety investigators cannot be
used for any purpose within DOD except accident
prevention; thus the rights’ warning does not apply
in a safety investigation. Additionally, the contents
of witness statements cannot be provided to the
collateral investigating officer or board.

The standard of proof required for collateral
investigations is higher than that of the safety
investigation. The safety investigation team is not
required to have a preponderance of the evidence
to support its findings. With this difference in
evidentiary requirements, the findings of the two
boards can, and often will, be different.

Collateral investigations are the basis by which
commanders can hold their Soldiers and civilians
accountable for the accidents they cause. To initiate
actions such as Article 15 or relief for cause, the
collateral investigation must pass legal review. Good
facts are the key to good findings. Commanders and
investigating officers must know what they can and
should share between the various investigations. Only
the witness interviews and board deliberations must
remain separate. All else should be shared.

For questions relating to AR 385-40 and the
interface of collateral and safety investigations, please
contact me at DSN 558-2924. ¢
—LTC Gleisherg is the Command Judge Advocate at the U.S. Army Combat Readiness

Center. She may be contacted at DSN 558-2924 (334-255-2924) or e-mail
Cynthia.Gleisherg@safetycenter.army.mil.



ALSE 05-01
Zetaliner Warning

Test results have revealed
a safety hazard for
aircrews that have replaced
the standard issue HGU-56/P
TPL liner with the aftermarket
Oregon Aero ZetaLiner.

Impact testing to the HGU-56/
P helmets modified with the
ZetaLiner has resulted in head
decelerations significantly

in excess of the 175 G safety
limit. Impacts at these levels
increase the risk of head injury
which could result in a severe
concussion and a loss of
consciousness.

Those individuals who
received Oregon Aero
ZetaLiners through the U.S.
Army Aeromedical Research
Laboratory (USAARL) Problem
Helmet Fit Program should
contact USAARL, Fort Rucker,
AL, for further guidance. The
USAARL POC for this action
is SGT Michael Christie, DSN
558-6849 (334-255-6849).

The Army has never
approved the Oregon Aero
ZetaLiner for general use
or issue for Army aircrews;
however it has come to our
attention that many users have
installed the unauthorized
Zetaliner into their HGU-56/P
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helmet. Those users who did
not receive the ZetaLiner as a
result of being fitted through
the USAARL Problem Helmet
Fit Program are not authorized
to use that liner, and are to
remove it and replace it with
the authorized TPL liner.

We continue to explore
alternate liners that will
provide an improved fit
without degrading the
protection levels provided by
the HGU-56/P helmet. ¢

—For more information, contact John Jolly, the Air
Warrior POC. He may be contacted at

DSN 746-6538 (256-876-6538) or e-mail
John.jolly@peoavn.redstone.army.mil. The Air Warrior
Website is https://airwarrior.redstone.army.mil.

Approval of Non-
Leather Boots for
Army Aviation Use

n 22 Feb 05, BG E.J.

Sinclair, Aviation Branch
Commanding General, waives
the requirement in AR 95-1,
paragraph 8-9¢(1), that
requires the wear of leather
boots when performing crew
duties. Of course, as stated in
AR 95-1, all leather boots are
authorized, however no other
non-leather boot is approved
for wear except the following:

m Army Combat Boot

Temperate
Weather
(TW), NSN
series 8430-01-
516-1506.

m Air Force Tan Flyers Boot,
NSN series 8430-01-483-9445.

m U.S. Army Infantry
Combat Boot-Type 1 (Black),
NSN series 8430-01-502-0975.

These boots have passed
the required safety criteria
for aviation use and provide
better protection than the
current all-leather boots.
The three prime contractors
producing the ACB TW are
Belleville, Addison, and
Wellco. Each manufacturer
has a unique commercial
name, but this item, in
particular, has been referred
to as the Belleville 790 boot.
This item will provide Aviation
warfighters a tan boot to be
worn during flight operations
with the tan aviation battle
dress uniform in desert
locations.

—For more information, contact John Popovich at the
Directorate of Combat Developments, Fort Rucker, AL.
He may be contacted at DSN 558-9130
(334-255-9130) or email
john.popovich@rucker.army.mil.
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Information based on preliminary
reports of awrcraft acadents

A Model

m Class C: While con-
ducting a 30mm weap-
ons harmonization, the
gun failed during firing.
The crew returned to the
airfield for maintenance.
Maintenance found a
damaged gun receiver
caused by the failure
of the 30mm casing to
eject properly. It was
determined that the case
jammed in the breech
and only the aft part of
the casing was ejected,
leaving the remainder of
the case in the breech.
This failure during ejec-
tion caused a second
round to be forced into
the damaged casing.
The round could not be
properly chambered into
the breech and the firing
procedure caused the
30mm to explode, result-
ing in damage to the gun
receiver. The gun assem-
bly was replaced and the
aircraft was returned to
FMC status. (Late Report)

m Class C: No. 5 tail
rotor drive shaft cover
separated in flight,
resulting in damage to
the No. 4 tail rotor blade,
main rotor blade, and
sheet metal damage.
ECOD: $90K.

m Class E: BUCS test
failed several times. Air-
craft was shut down and
returned back to mainte-
nance. (Late Report)

D Model

m Class A: Aircraft
impacted rising terrain
during training support
for a BCT FTX. Both
crewmembers were
fatally injured. Investi-
gation is ongoing.

m Class A (Damage):
Crew reported a loud
bang during flight, fol-
lowed by severe vibra-
tions. Crew executed
an immediate descent
to land and, as power
was applied, reported an
uncontrolled yaw. Air-
craft landed in drainage
ditch and overturned
onto its right side, caus-
ing damage to the main
rotor system, tail boom,
and tail rotor. Investiga-
tion is ongoing.

m Class A (Damage):
Aircraft crashed in trees,
resulting in damage to
main rotor system, tail
boom, and tail rotor.

m Class B: During
shutdown, the PI
attempted to reduce
power to idle before full
activation of the APU.
APU was not at 100 per-
cent before complete
reduction of engine
power, resulting in NP
increase to 117 percent
and NR increase to 121
percent.

m Class C: Aircraft
experienced 136 percent
torque reading during
engine run-up for flight.
ECOD: $183K.

m Class C: No. 2
engine was still at idle
on takeoff from refuel.
Over-torque condition

reported.

m Class C: While con-
ducting a post phase
maintenance test flight,
the MTP failed to place
the No. 1 engine power
lever to fly after complet-
ing a baseline HIT check
on the No. 2 engine.
When the MTP brought
the aircraft to a hover,
the No. 2 engine torque
parameters of 125 per-
cent for 6 seconds were
exceeded when the
torque reached 134 per-
cent for 19.4 seconds.
The aircraft landed and
the No. 1 power control
lever was placed in the
fly position. The aircraft
taxied to parking without
further incident. (Late
Report)

O Model

m Class C: Aircraft
experienced separation
of the aft right landing
gear upon liftoff to a
hover. Cushioning was
provided and aircraft was
repositioned and landed
without further incident.
Landing gear will be
submitted to CCAD for
analysis.

m Class C: Aircraft
experienced damage to
the ramp tongue during
offloading of supply pal-
lets. ECOD: $39K.

m Class E: On pre-
flight inspection, the No.
2 power control module
accumulator would not
hold a pre-charge. Main-

tenance serviced the
accumulator twice and it
went to 0 psi both times
in 15 minutes. Termi-
nated scheduled flight
and replaced accumulator
gauge. MOC okay.

A Model

m Class E: At 1,500
feet, 100 knots, and 8 SM
from airport, the trans-
mission oil hot light illu-
minated. The pilot on the
controls landed as soon
as possible in a small
open field. On short final
the light went out and
stayed out. NOTE: The
test pilot could not dupli-
cate the light during run-
up at the landing site.
The thermostatic switch
was removed and it was
noted that a small chip
was missing from the
switch. The switch was
replaced before returning
to base.

A Model

m Class A (Damage):
During an approach to
landing, the crew experi-
enced whiteout conditions
and drifted into trees
damaging main rotor
blades, tail rotor blades,
stabilator, and upper
engine deck.

m Class A (Damage):
Aircraft struck a radio
tower and wires during
low-level flight and sub-

Flightfax



sequently crashed into
a nearby field. Aircraft
sustained significant
damage and is being
assessed as a total loss.
The crew sustained no
injuries.

m Class E: The APU
failed to start on three
attempts. Flight was
cancelled. Inspection
revealed that the fuel
was not igniting. Main-
tenance replaced the
start fuel nozzle and the
igniter plug.

m Class E: The left
main landing gear brake
system stuck while
attempting to taxi from
parking ramp. The
brake system would not
release. Crew hover-
taxied aircraft to parking.
Findings: System was
bled and cleaned. MOC
performed and aircraft
was returned to service.

L Model

m Class B: Crew picked
up aircraft to a 30-foot
hover when they received
a No. 2 engine com-
pressor stall indication.
Aircraft landed and post-
flight inspection revealed
both engine inlet covers
were still in place, but
damage was made to
the No. 2 engine. Both
engines were shipped to
CONUS for teardown and
bore-scoping.

m Class D: Follow-
ing hot refuel of aircraft,
the refuel team member
tossed the grounding
cable while standing
under the rotor disk. The
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grounding cable entered
the rotor disk; the clip
on the end of the cable
contacted the red main
rotor tip cap. The con-
tact resulted in a 3-inch
gash in the top of the
tip cap. The tip cap was
replaced and the aircraft
was released for flight.
An NDI will be conducted
on the main rotor blade
weight attachment point
to determine if the blade
structure was damaged.
(Late Report)

U Model

mClass C: No. 2
engine surged out of the
reverse position during
landing rollout. Air-
craft proceeded off the
runway in a left yaw and
impacted a snow bank.

m Class B: During
climbout, left engine
torque climbed from 100
psi to 115 psi. Power
was immediately reduced
and the aircraft landed.

Shadow Model

m Class B: Launch
crew experienced a gen-
erator failure warning
while aerial vehicle (AV)
was flying at 1,000 feet
AGL. Recovery chute
deployed, but AV crashed
as a result of a reported

engine failure.

m Class B: The AV had
a generator failure, fol-
lowed by an engine shut-
down while in flight and
subsequently crashed.

m Class B: Control-
ler reported parachute
deployment in addition to
RPM loss and subsequent
engine failure. Aircraft
was recovered.

m Class C: AV had
engine failure while in
level flight at 4,000 feet
AGL. AV operator acti-
vated the chute recov-
ery system and aircraft
descended into 50-foot
trees and sustained wing
and tail damage.

m Class C: The AV had
a generator failure. In
turn, the AV operator
turned the craft toward
home base. The RQ-
7A then had an igni-
tion failure, followed by
an engine failure. With
the craft over FOB and
just above 2,000 feet
MSL, the AV operator
attempted to deploy the
chute, but the chute
never deployed. The AV
glided away from the FOB
and crashed in a marshy
area north. (Late Report)

m Class C: AO experi-
enced a general engine
failure and the recov-
ery chute deployed at
2,000 feet AGL. Aircraft
impacted the ground with
damage.

m Class C: The AV
operator received a gen-
erator failure, then an
engine failure when the

AV was 11 km from the
FOB landing strip. The
operator turned off all
non-essential power
and closely monitored
the battery power and
altitude. The AV was at
4,000 feet AGL with an
airspeed of 82 knots.
Once the craft was

still 5 km from FOB, it
descended below 1,500
feet AGL. The opera-
tor made the decision
to deploy the parachute
to avoid a catastrophic
crash. The chute
deployed and the AV
crashed. (Late Report)

m Class C: AV
descended to contact
with the ground from 400
feet AGL while en route
back to home base. The
AVO received no instru-
mentation warnings. AV
has not been located to
date; hostile action has
not been ruled out.

Editor’s note: Information published

in this section is based on preliminary
mishap reports submitted by units and is
subject to change. For more information
on selected accident briefs, call DSN
558-9552 (334-255-9552) or

DSN 558-3410 (334-255-3410).
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ime and time
again, we
read an article
in Flightfax
about aircraft
accidents that
involve lack of
sufficient power to complete
a maneuver. With today’s
complex, modern, and dual
engine aircraft, you would think
this would not be an issue.
However, with demanding
operational environments such
as Afghanistan and Iraq, our
aircraft and aircrews are being
pushed to the limit.

To address the issue of
power management, we must
understand how we got here.
During the Vietnam era, all
Army aircraft were single
engine and operated at or
near maximum gross weight.
Pilots had to learn to adapt
to complete the mission and
return the aircraft and crew
home safely. This operational
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environment gave individuals
an increased awareness of
their abilities and their aircraft
in relation to operational
requirements.

As aviation technology
evolved, newer, bigger, and
stronger airframes like the UH-
60 and AH-64 were developed.
We now have the ability to carry
more weight, fly farther and
faster, all the while maintaining
a more comfortable power
margin than we previously
had known. Even with
improvements in engines in all
our advanced aircraft, aviators
continue to crash aircraft due
to not understanding power
issues. Why?

Current missions place
aircraft in an operational
environment where the margin
between power required and
power available is narrowed
to the point that sometimes
the mission cannot be
accomplished. This is where
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a failure in training becomes
an issue. It is not a mystery
why aircraft are not staying
airborne, that is simply a law
of physics and gravity. It is
the pilot’s failure to recognize,
understand, or manage the
power that is available.

With modern aircraft,
the gap between power
required to accomplish a
training mission and power
available has become an ever-
increasing margin. Instead of
a few percent of torque, we
regularly have as much as 30
to 40 percent between power
required and power available.
This has allowed us to become
complacent during training
where power is concerned. As
a result of this complacency,
we have accepted a standard
of using this extra power
to give us a false sense of
security. “What’s an extra 5 to
10 percent, among friends, as
long as I landed in the general



area?” When was the last time
you predicted the amount of
power you were going to use
on an approach to a specific
point, actually used that power,
and landed at that exact point?
When was the last time you
critiqued your performance as
a crew after completing this
approach? Did you shoot the
approach at, below, or above
the predicted power required?
Why?

A “post-task analysis,”
a term coined by the High-
Altitude Aviation Training Site
(HAATS) in Eagle, CO, can
answer these questions and
assist you in changing your
behavior toward more efficient
performance. By adopting the
HAATS power management
system, failures to perform
to a higher standard are
identified from the perspective
of situational awareness. This
gives us the ability to effect
positive change in the cockpit
and save aircraft and lives.

What is situational
awareness? Multiple thoughts
on the definition exist in the
aviation community. HAATS
has defined it as “the ability
to accurately predict.” (See
HAATS’ article in this issue of
Flightfax.) In the case of power,
we need to be able to “predict”
how much is available, how
much is required, when it is
required, and how much time
is required for a particular
amount to be effective. This
will increase our situational
awareness about power and
what affects power. Combining
situational awareness and
power management allows
us the ability to predict how
much power we will use for
takeoff, landing, in-ground

effect and out-of-ground effect
hover, crosswind or downwind
flight conditions, climbs,
turns, etc. This increase in
situational awareness provides
us the ability to continue risk
mitigation during the mission.
We all understand that
our operational environments
will be extreme. Further, we
have to understand that we
will always have a demand for
carrying larger loads and more
ammunition, thereby increasing
our risk. How do we allow
ourselves the ability to mitigate
these risks from the cockpit?
First, we have to address
how we train. We have all
heard the phrase “train as you
fight.” Training involves the
use of tools; one of these tools
is the torque gauge. HAATS
developed power management
training and the use of the
four-torque reference system
(Flightfax June 2003). In
this system, the torque gauge
becomes an objective standard
for all maneuvers. Because
few units have the option of
loading an aircraft up to max
gross weight for training flights,
another method becomes
necessary. Thanks to the Power
Management Training System,
we can simulate this maximum
gross weight condition by using
predicted power as our power
limit to conduct all maneuvers.
If we are cognizant of power
during all aspects of training,
then it will not be an issue
when power actually is limited.
This method of training will
be most effective only if we
incorporate these ideas and
techniques in Flight School XXI
(the schoolhouse environment)
up through the most senior
aviators and leaders. Junior

aviators must embrace this
training not only because they
are going to continue to see
combat in a short time after
completion of flight school,
but because this method will
continue to save lives and
prevent aircraft accidents in
peacetime.

In as much as warrant
officers are the technical
experts, we must influence
changes of how we train and
enforce a higher standard in
how we do business. Because
of the non-linear operational
environment and continuously
changing conditions, we
must develop the ability to
analyze and mitigate risk on
short notice from the cockpit.
Knowledge of the aircraft,
the pilot, and the ever-
changing environment gives
us an advantage in identifying
hazards. With increased
situational awareness through
power management, we will
have the ability to perform
cockpit risk management while
in the mission profile. The time
is now for change in the Army
Aviation community, and we
can make it happen. After all,
the life you save could be your
own. ¢

—This article was written by CW5 Fox, CW5 Lindgren,
CW5 McDougall, CW4 Banks, CW4 Coates, and CW4
Wojtala as a class project while attending Warrant
Officer Senior Staff Course 05-03 at Fort Rucker, AL.
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HIGH-ALTITUDE ARMY AVIATION TRAINING SITE

The Case For Precision In Training

CWS5 Michael A. Moore
HAATS, COARNG

or nearly 20 years, the High-altitude

Army Aviation Training Site (HAATS)

has been an advocate of a unique

training program known as power

management. Essentially, this
program uses power to quantify maneuvers,
the environment, aircraft requirements and
capabilities, as well as to evaluate pilot
awareness and understanding. Our power
management techniques provide the ability to
conduct comparative analysis of maneuvers,
pilot opinions, and control inputs using the
torque indicating system. The student

as they are in most habit-forming training flights
at sea level with light aircraft weights, the need
for high levels of pilot awareness, insights, and
finesse are nearly irrelevant. An empty helicopter
is akin to the old joke inquiring as to where an
800-pound gorilla can sit ... a pilot can do almost
anything in a light aircraft without consequence.
This reality has insidious consequences upon
deployment. It is insidious in that the habit-
forming, day-to-day routine of training at low
weights and altitudes forms and reinforces the
psychology, awareness, and finesse of our own
800-pound gorilla. The substantial consequences
of this type of training are written in the

is able to observe the realities of his To ignore the history of our deployments. As a matter of
understanding and beliefs as well as lessons of our  COUrses our de.ployments .have. demanded
aircraft capabilities in an objective and . . high-gross weight operations in extreme
safe manner. Profound insights are eXperiences IS, environmental conditigns as the norm
gained in an objective, efficient, yet as we know,  rather than the exception. The number
controlled method. Gone are the days  to continue to  °f aircraft lost or damaged in a given
when these insights had to be gained invite repeated theatre of operations, particularly in the
through surviving an unforeseen, ] flrst.rnonthis, is evidence of the lack of t.he
failures. pertinent pilot awareness levels and skills

hazardous event where chance is often
the judge of the result. This program,
HAATS Power Management Mountain Training,
revolves around the idea of precision—precise
perceptions, thought, speech, and actions—and
promotes its usage throughout aviation but
particularly training.

In the final analysis, power and controllability
are all that really matter to a helicopter pilot.
When they are available in excessive amounts,
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when confronting requirements that are

known to exist in typical deployments.
The obvious solution to this issue is to determine
the composition of a quality training program
that addresses deployment needs, compare the
findings to current training, amend as necessary,
and execute it. A good place to start is in looking
at the issue of habit formation.

The imperatives of combat, enemy threat,

high multi-tasking, and high, hot, and heavy



aircraft operations create a stress level that has
a significant impact on our perceptive field. As
time available to assess and execute diminishes,
our perceptive field narrows, cognitive functions
diminish, and responses become more reflexive,
with the resultant behavior, decisions, actions,
and consequences reflecting the quality of our
training experience. This is one of the great
truths in all human educational experiences. To
ignore the lessons of our experiences is, as we
know, to continue to invite repeated failures. If
high-weight demands and extreme environmental
conditions are a fundamental reality upon
deployment, it is imperative that we identify
what awareness levels and execution skills are
necessary for

of the speed at which interception occurs. The
references to loss of main and tail rotor effective
translational lift, transverse flow shudder,

and pitch-up of the fuselage are intended to
acknowledge aerodynamic events that will occur
during the approach for which anticipation

and compensation by the pilot is required to
maintain angle and heading. If executing to a
pinnacle or ridge (as depicted in Fig. 1) using a
rifle sight to maintain the angle, under or over
arcing is detected instantaneously. However
regardless of the type of approach, at detection
of under or over arcing, the pilot should note
airspeed, power, and distance remaining—one
or both of speed and power is incorrect for the

operating an
aircraft routinely
with little or

no margin of
error and make
them part of

our everyday,
habit-forming
existence. How

Transverse
Flow Shudd

can our training Significant
regimens reflect Fuselage Pitch-up
the known Fwd cyclic

need? First and
foremost is to
demand precise,
quantifiable
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flight maneuvers.
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This can be
accomplished, as
you might have
guessed, through
the use of power
as the standard.
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The following
diagram (Fig. 1)
conceptualizes a
precision approach. The relationship of airspeed
to power is seen to require a continuous proration
throughout the approach—as airspeed decreases,
power increases proportionately or the angle will
change. It is understood that the aircraft will be
in the same continuous rate of deceleration from
the moment the angle is intercepted regardless

distance remaining. Subsequent approaches
will determine what the correct combination
should be. The most important external visual
reference to be refined in this approach (or any
other) is the distance remaining to termination.
This is particularly critical as so many of our
operational environments have missing or offer
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distorted vertical and lateral cues. The ATM tells
us when to go around but does not tell us upon
what the decision should be based. The above
process provides the answer to that question—in
the distance remaining I can or cannot arrest

the vertical or horizontal speed applied with the
power available. The correct combinations of
airspeed and power as well as the location of each
aerodynamic event are to be retained in the pilot’s
memory for future reference. Understanding the
components of a precision approach, coupled
with knowing the power required, allows the pilot
to conduct an efficient and effective analysis of
his understanding and execution of the maneuver
upon termination.

A pilot should not only know how much
power is available for a maneuver but also how
much is required, when it is required, and how
much time must be available for a limited amount
of power to accomplish a given end. A pilot
should be able to accurately predict the necessary
power, control, and timing required to land,
takeoff, accelerate, decelerate, climb, descend,
and turn. This isn’t an exercise conducted prior
to takeoff such as a performance planning card
(PPC), but rather a determination and prediction
preceding every maneuver. When every maneuver
is followed by either a formal or informal
analysis of the results vis-a-vis power, the above
questions can be answered. Comparing both
power predicted and power expended to what is
actually required provides the necessary insights
to environmental and execution issues. Execution
errors fall in the following categories: horizontal
speed too fast or slow, vertical speed too fast,
power applied too late, or the aerodynamic
issues in Fig. 1 were not anticipated requiring
reactive overcontrolling. Focusing on power in
every maneuver breeds the necessary habits and
awareness required for the current deployments
and those to come.

Let’s analyze an ordinary task, VMC Approach,
taken from TC 1-237 UH-60A/L ATM, as an
example of how one could dramatically improve
the relevant learning experience using more
precise standards simply by adding a few words.
The second standard requires the crew to “ensure
that sufficient power is available for the type of
approach/landing desired.” This standard could
be significantly improved by also demanding that
the crew correctly predict the required power as
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well. As noted, in order to accurately predict
the required power, one must possess substantial
awareness of those things that affect power (DA,
weight, wind, surface issues, aerodynamics,
control inputs, control timing—variables going
well beyond a PPC), as well as the degree to
which they affect power. Power management
techniques accomplish these goals quickly.

The seventh standard, “Perform a smooth and
controlled termination to a hover or touchdown
to the surface,” evaluates the termination phase
of the approach but is actually counterproductive.
This standard truly belongs in the category of
“unintended consequences.” It has been our
observation that the vast majority of pilots
achieve this standard by slowing horizontal speed
early and using power indiscriminately. When
power and control are limited, horizontal speed
control is critical. Possessing the above habit is
deadly. When the desired angle is maintained,
the correct amount of power is used (typically
that power required to hover at a desired height
or smoothly contact the surface without rolling),
and the correct power is used at the correct
time (action, sequence, and timing), “a smooth
controlled termination” is a by-product of the
more precise standards. Having a single standard
for termination rather than four (correct power,
correct timing, constant angle, full-stop) is the
equivalent of conducting GPS navigation while
only receiving one satellite. Slowing down early
and/or using power indiscriminately to achieve
the current standard has established incorrect
ground speed cues for the actual required
speed demanded by precision execution. When
precision execution is demanded due to limited
power and control, limited space, adverse
environmental conditions, or abrupt changes
in conditions, all previous landings at lower
standards have left most pilots ill prepared. It is
easy to see, when power is critical, how a pilot
might slow to his usual speed, fall through, droop
the rotor, and crash short of his destination.
Accident synopses are rife with this scenario and
its variants. They needn’t be. It is our obligation
to provide aircrews training equal to the demands
we know they will face. Quantifiable, precise
standards are an essential starting point. ¢

—CWS5 Moore is a Standardization Pilot at the HAATS. He may be contacted at
e-mail mike.moore@co.ngh.army.mil.



ROWNOUT ON
THE BATTLEFIEL

CW3 Patrick Quinton (Team Leader), CW4 Christopher Suddarth, CW4 Ui Chong,
CW3 Stephen Bandeira, CW3 John S. Carlson, and CW3 Guillermo Soto
WOQOSC 05-04/05

We were on a typical mission in Afghanistan; however, the conditions

were not favorable. Moon illumination was zero, and it stayed that way
the rest of the night. In that part of the world, it's dark! Everything was
going as briefed with the reconnaissance party inbound mirroring what we
saw during planning. We could barely make out the landing zone (LZ), but
fortunately we identified our objective and started the approach. At about
30 feet above ground level (AGL), we browned out. One of the crew chiefs
said, “"Hold your down!” I had already transitioned inside the cockpit to my

hover instrumentation and was able to hold a steady hover around 10 feet
until the dust cleared. There wasn’t much room for error in this particular
LZ, with compounds on the right and higher terrain to the left. We landed
the aircraft after repositioning and completed the mission without fouling
the entire objective area. This success was possible only because of the
equipment installed on the aircraft—namely, hover symbology.

eliberate

air assault

missions are

challenging entire

crews during
operational rotations in
Afghanistan and in Iraq, with
dust landings being the norm.
Unlike resupply missions
to established firebases,
deliberate air assaults have
LZs in unimproved areas. It
is not uncommon to land on
dirt roads, open dry areas, or
on dusty mountain peaks. It
is also not unusual to find

yourself flying without the
benefit of hover symbology
specific equipment, such as
the Brownout Situational
Awareness Upgrade (BSAU)
system profiled in the October
2004 issue of Flightfax.

Unlike the situation in the
introductory paragraph,

most pilots must rely upon
improvised tactics, techniques,
and procedures (TTPs) to
minimize the potentially
catastrophic results of landings
made under brownout
conditions.

In the past 5 years, there
have been 11 Class A, B,
and C aviation accidents
involving Chinook aircraft
with brownouts being the
trigger event. These mishaps
have resulted in 16 non-
fatal injuries and equipment
damage costs in excess of
$37 million. Ten of the
eleven aircraft were not
equipped with a symbology
system usable during
brownout conditions. The
current aviation equipment
upgrade policy relies on
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pilot-specialized training
and experience levels,
coupled with lessons-learned
improvisation, to minimize
the potential negative
consequences of landing in
brownout conditions.

The successful outcome of
any maneuver is predicated
upon aircraft control. That
control is enhanced through
visual cues. The preferred
method is to keep the dust
cloud behind the pilot’s door
before landing so the pilot
always has a clear view of the
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LZ, thus maintaining aircraft
control. A roll-on landing
can accomplish this and is the
current preferred course of
action. Environmental factors
such as wind and surface
conditions, along with aircraft
gross weight, approach angle,
aircraft formations, and enemy
situation, are factors to be
considered when selecting the
airspeed and rate of descent to
maintain aircraft control.

A control measure to
minimize brownout accidents
is vigorous roll-on landing

training. Standardization
and instructor pilots of units
rotating out are heavily
involved in the process of
training up their incoming
counterparts in theater.
Another control measure is
to “stack the deck” on goggle
flights. During day air assault
missions, use a door gunner
from another platoon in the
company and, at night, always
use non-rated crewmembers in
the back to aid in clearing the
aircraft and man the guns.
You will encounter dust



in the CENTCOM areas of
operation. While the majority
of takeoffs and landings are
in hard-surface areas, there
will be many occasions when
you will have to take off and
land on unimproved areas.
This trend undoubtedly will
continue and expand as the
Global War on Terrorism
progresses over the coming
years, predominantly in
Third World areas like Africa
and Southwest Asia with
topographical and climatic
conditions that cause
brownout.

When landing at areas
other than hard-surface
airfields or familiar areas,
we can accomplish roll-on
landings using TTPs to keep
the dust cloud behind us.
However, this will not always
be the case. If the tactical
situation or the ground
commander requires it,
and the current intelligence
supports landing to a narrowly
specific area—we must be
prepared to plan accordingly.

The Chinook is being used
in the assault role more and
more, which means possibly
landing in smaller LZs. The
objective also could have
a vast area to put multiple
helicopters in, but the terrain
might not allow a roll-on
landing. Prepare to “stick” a
landing because you do not
want the ground force to cover
more terrain than they must.
If you are in a dust cloud at
30 feet AGL, do you continue
or go around? This will be
a sporty maneuver, but you

should have a plan to help
this approach end successfully.
Hover symbology is not a
crutch; it is a tool to help
mitigate risk during a dust
landing. A properly trained
pilot will transition inside to
the hover page only when he
can no longer maintain visual
reference.

Integration of the hover
flight symbology in the BSAU
should not be limited to only
brownout. BSAU will enable
flight crews to fly a precise
hover not only in brownout
and whiteout conditions,
but also in situations where
pilots have limited references.
Examples would be hovering
in fog and over terrain such
as water or a pinnacle where
the pilots have no reference
because the terrain drops off
abruptly behind the crew’s
field of view. Reducing
the workload in any aspect
of flight will enable the
flight crew to concentrate
on and more readily react
to unexpected situations,
including emergencies or
enemy engagement.

The Army has aircraft
in their inventory that have
BSAU-type technology that
provides flight symbology to
the aircrew, but the MH-47D
and E are the only Chinook
models currently configured.
All aircraft will kick up dust,
but the Chinook produces
the largest dust because of
the size of its rotor system
and its weight. The Chinook
is not only the workhorse of
the fleet, but it is often the

platform of choice due to
its size and lift capability, as
well as its ability to operate
at higher altitudes. If any
aircraft could benefit from
having hover symbology to
assist in a tight situation,

it would be the Chinook.
The cost is estimated at
approximately $100,000 per
aircraft.

The aforementioned policy
of relying upon TTPs and
experience while fulfilling
a short-term requirement
to expeditiously address a
serious problem, nevertheless,
possesses inherent risks
that include the following:
periodic structural damage
and long-term wear on aircraft
attributable to frequent roll-
on landings; the possible
consequences of landings in
soft, rocky, or wadi-infested
terrain using a roll-on; tactical
considerations of small or
channelized LZs; and the
consequences of the constant
drain of roll-on experienced
senior aviators from the
force over the coming years.
The Army’s needs and
requirements must be, and
always are, delicately balanced
against funding and resource
availability. It is our hope
that an objective quantitative
analysis of the facts outlined
above will lead to the decision
to fund and integrate the
BSAU during the next fiscal
year. ¢

—This article was written by CW4 Suddarth,

CW4 Chong, CW3 Quinton, CW3 Bandeira,

CWS3 Carlson, and CW3 Soto as a class project while
attending Warrant Officer Staff Course 05-04/05 at
Fort Rucker, AL.
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Valuable Lesson in Power Management

CW4 Keith D. Genter
USARAK
Fort Wainwright, AK

Every person who flies Army aircraft will at some point ask himself, "Do

I have what it takes to deal with that 'Ahhhh sh@#$!’ situation when

it happens?” Some people might go their whole flying career without
answering that question; but most will have a "There I was” story to share
with our fellow aviators. Sometimes these stories are in the spotlight for
all to see; other times you’ll only hear about them when you buy that old
guy the next round. But they all have two things in common: they are all
tales of how a crew came together to handle a critical situation and lived to
fly again, and they all have lessons that can be passed on. In keeping with
Army tradition, here is one of those stories.

here I was, left seat in the Cobra, inverted, Air

Medals dangling in my face. We were pulling

so many G’s that we were now in the H’s!

Seriously, I was flying a Huey on what turned

out to be the last REFORGER in Germany. We
were Chalk 4 in a 6-ship mission. Every aircraft in the
formation was loaded to the gills, max gross weight for
the environmental conditions.

As we departed the landing zone (LZ) in our pre-
briefed, straight trail formation, my copilot (on the
controls) did not stay at the desired altitude with
the aircraft directly in front of us. We began settling
with power shortly after we went through effective
translational lift (ETL). We were heading for the tree
line about ¥4 mile in front of our flight path at about 40
knots indicated airspeed. I failed to maintain situational
awareness, trusting the sandbag in the other seat could
handle the takeoff.

Suddenly I heard a call from the aircraft behind us on
our family FM frequency, “What are you guys doing?” As
I looked up outside the aircraft and saw us approaching
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the trees, I grabbed the controls and immediately turned
left to exit the downwash of Chalk 3. Simultaneously,
I adjusted collective to max torque available and we
gained just enough altitude to clear the treetops. Later,
in the mission after-action review, several aircrew
members in the flight commented they knew they were
witnessing an accident. I admit my “pucker factor” was a
little bit high initially, but through the excellent training
provided by my previous IPs, I knew how to react to the
situation. I feel the other members of my crew learned a
valuable lesson in power management that day also.
Considering most of my flight time has been in
single engine aircraft, I have a lot of respect for power
management. I still find myself doing minimum power
maneuvers in the UH-60. Knowing I have additional
power available is a good thing, but if I don’t need it I
don’t use it. Unfortunately, I have more stories related to
the topic, but I'll save them for a different time. ¢

—CW4 Genter is an aviation safety officer for the USARAK, Fort Wainwright, AK.
He may he contacted at DSN 317-7098 (907-353-7098) or e-mail
keith.genter@wainwright.army.mil



Investigators’ Forum

Written by accident investigators to provide major lessons learned from recent centralized accident investigations

n a clear, calm, and sunny day,

the AH-64D crew’s mission

appeared simple, straightforward

and routine. As part of their

preparation for deployment into
the area of operations, the crew was to conduct
daytime practice running fire attacks and
complete functions checks on the 30mm chain
gun and aerial rocket systems.

After validating the gun, the crew proceeded

to conduct three similar running attack
fire engagements. The first was a dry-fire
engagement for range familiarization and the
next two were live-fire engagements. The crew
began each run by flying off-axis to the targets.
Before crossing the range start-fire line the pilot
in command (PC), who was occupying the back
seat, initiated a turning cyclic climb or “bump”
to gain altitude, lose airspeed, and then orient
the target. With the aircraft inbound to the
target area, the copilot gunner (CPG) acquired
the target with the target acquisition and

Situational awareness is fundamental to
maintaining aircraft control. However, sometimes
an event, activity, object, or person inside or
outside the aircraft takes our attention away from
flying the aircraft. We may become distracted
from flying in response to a lower priority demand
such as answering radio traffic, moving an object,
adjusting a control, or by fixating on a target. To
maintain situational awareness, we must rely on
continuous scanning and good cockpit teamwork.

designation system

(TADS) and the PC

fired two salvos of rockets. To complete the
attack, the CPG suppressed the target area with
three 10-round bursts of 30mm to cover the
aircraft as the PC executed an egress turn.

On the third and final run, the PC bled off
more airspeed on the “bump” than he had on
the previous runs. Consequently the aircraft
closed faster on the targets, giving the crew less
time to shoot and safe the armament systems
before their egress turn. The PC entered the
final egress turn to the right at 370 feet above
ground level (AGL) and 104 knots, faster than
the two previous turns, and entered at 77
and 96 knots, respectively. The turn lasted
7 seconds before the aircraft impacted the
ground.

What happened?
Mission data recorder information revealed
during the first two seconds of the turn, the
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PC’s head was oriented to the right and in the
direction of turn. During the next 3 seconds,
the PC turned his head to the left to observe
and actuate the ARM/SAFE button to safe
the armament system.
With neither crewmember
monitoring the flight profile,
the aircraft entered a 15-
degree dive at a 2,500-foot
per minute (FPM) rate
of descent, increasing
the bank angle from
30 to 60 degrees. Two
seconds before impact,
the PC turned his head
back to the right in the
direction of the turn
and announced to the

CPG, “You're safe,”

referring to the ARM/

SAFE button. One

second before impact
the aircraft’s audio
warning system
announced “ALTITUDE LOW,”
which signaled a descent below 100 feet, the
minimum warning altitude set by the crew.

Unfortunately, the warning came too late
because their rate of decent was now 3,900
FPM. The PC reacted to the impending
ground impact by pulling the cyclic aft, but
he failed to increase collective to arrest the
decent. The accident investigation board
suspects the PC was unable to make a collective
application because his left hand had not
returned from the ARM/SAFE button to the
collective. The aircraft impacted the ground
at 134 knots in a nose-down, 26-degree right
bank. The CPG suffered fatal injuries, the PC
experienced critical injuries, and the aircraft
was totally destroyed.

The accident investigation board determined
this accident was a result of inadequate
scanning, failure to properly direct attention
outside the aircraft, and improper application
of aircrew coordination elements and basic
qualities.
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Lessons learned

Crew coordination qualities and principles, as
stated in our aircrew training manuals, could
have prevented this accident. The PC could
have directly assisted the PI to action the ARM/
SAFE switch or he could have transferred the
flight controls. He also could have announced
his actions to the PI by using the standard
phrase “I'm inside.” The PI, recognizing the
turn, could have ensured the workload was
equitably distributed by offering assistance to
assume aircraft controls, clear the aircraft’s
turn, or direct his attention outside the
aircraft. With the PC’s attention focused on
the aircraft controls, the PI could have assisted
him by providing aircraft control and obstacle
advisories regarding airspeed, altitude, or
obstacle avoidance.

Conclusion
The AH-64D is arguably one of the most
demanding cockpit workload intensive aircraft
in the Army’s inventory. The proliferation of
new technologies and complex missions and
systems will continue to inundate us with
potential distractions. However, we must not
redirect our attention and make the distractions
a priority. It’s okay to miss a radio call or
delay resetting the transponder. When flying,
maintain situational awareness by ensuring
proper crew coordination and scanning. As
demonstrated in this accident, it took just 3
short seconds to lose situational awareness.
Digitized aircraft and demanding flight
environments require crew members to
continually process and analyze an increasing
load of competing mission tasks. As we
attempt to juggle these tasks, we can be lured
into taking shortcuts or do more than we are
capable. Crew members must always identify
and prioritize competing mission tasks and
never ignore flight safety and other high—
priority tasks. The bottom line is we need to
hold to the standards and give priority to
those tasks that are essential to safe flight.

—Comments regarding this accident may be directed to the Accident Investigation
Division at the U.S. Army Combat Readiness Center, DSN 558-9552 (334-255-9552).
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Using Peripheral Vision Restricting

Arthur Estrada
USAARL

or decades, civilian and

military flight instructors

have used peripheral

vision restricting devices

(PVRDs) to enhance
instrument flight training being
performed during periods of visual
meteorological conditions (VMC).
In fact, most Army fixed- and rotary-
wing aircrew training manuals
(excluding those of the Apache and
Kiowa aircraft) specifically require
the use of a PVRD when performing
an instrument task in VMC as a
condition of the flight task. If you're
like most pilots, wearing a PVRD is
not very popular.

In addition to limiting a pilot’s
view only to the primary flight
instruments, PVRDs also cause
the artificial exclusion of the full
cockpit environment; i.e., overhead
switches and gauges, and those on
the center and opposite-pilot side
of the instrument panel. If a pilot
wishes to view the center console
or instruments in the center of the
instrument panel, the limited PVRD
field of view requires turning the
head, which then blocks the view

of the flight instruments. These
restrictions and loss of peripheral
information and spatial orientation
can, and do, cause adverse
physiological and psychological
effects on some pilots. An informal
survey of 121 Army helicopter
pilots by the U.S. Army Aeromedical
Research Laboratory (USAARL)
discovered that 51 percent (62 out
of 121) reported at least one adverse
effect (table below). Some reported
multiple effects.

Instructor pilots teach the
basic fundamentals that learning is
strengthened when accompanied by
a pleasant or satisfying experience,
and that learning is weakened
when associated with an unpleasant
feeling (the Law of Effect). A
consequence of such adverse effects
may be the triggering of defense
mechanisms which hinder effective
training and can result in poor flight
performance.

According to the results of the
informal survey, there is no standard
device used by Army Aviators,
although five devices were identified
as being used (two types of hoods,

Devices for Instrument 7/:6{ w ”(3/

a visor sticker, Foggles®, and a DA
Form 2408-12). Visits to pilot-
supply stores and an internet search
for PVRDs indicate that the devices
(minus the paper form) identified
in the survey were representative

of those commercially available
(manufacturer variations were
minor). Basically, there are hoods,
which extend outward from the
forehead or helmet; partially frosted
glasses, which are worn on the face;
and a plastic sheet, which is attached
onto a helmet visor.

Note that the USAARL does not
recommend the use of a DA Form
2408-12. The fields of view are
dependent on how far the card is
pushed up into the visor protector.

USAARL PVRD Study

In an effort to identify the most
preferred PVRD (presumably;,
because it minimizes the adverse
effects and serves as the best
training aid relative to the others)
among those devices reportedly
used by the survey population,
USAARL conducted a study during
which participants performed
instrument flight

Claustro-
phobia

Distrac-

. Nausea
tion

Uneasiness | Despair
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Loss of Spatial Miscellaneous | No Negative Did not tasks W‘h fle wearng
Situational Diso[ienta- Negative Effects Effegcts answer three different types
Awareness tion of PVRDs: the hood,

Foggles®, and a visor
11 sticker, and then
990/o rated each.
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Figure 4. Novel Hood
(note the “side window")

Figure 1. Hood Figure 2. Foggles® Figure 3. Visor sticker

The hood that was used (Figure
1) is the one that’s available through
the government supply system
(National Stock Number 8415-01-
394-8453). It is made by the Gentex
Corporation and snaps onto the
HGU-56/P helmet.

The Foggles® used (Figure 2)
were those used locally. Although
available in different colors, white
shading with clear lenses was
selected for the study.

The visor sticker used during
the study (Figure 3) was the device
used by 61 percent of the surveyed
population.

Study results

The hood was easily identifiable

as the least favored overall. It
received generally poor performance
appraisals and caused a relatively
sizeable number of reported adverse
effects, including loss of situational
awareness and spatial disorientation.
At a cost per unit of $52.40, it

is hard to justify its continued
procurement and use.
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The Foggles® received
“worst” ratings in both the field-
of-view and comfort categories.
Additionally, the Foggles® produced
a noteworthy number of adverse
effects including four reports of
considerable distraction. Selected
as the last choice by one-third of
the participants, the Foggles® have
a tendency to break the helmet ear
seals of those wearing them. They
run approximately $20 dollars a pair.

The results of the study
indicated that the most preferred
device among those readily available
for use by aviators appears to be the
visor sticker. The device received
“best” ratings in comfort and ease
of use/application and second place
in field-of-view. Its cost of about $3
per device adds to its favorability.
USAARL suggests using a visor
sticker that is at least 2 inches wide
from top to bottom.

USAARL has explored new
PVRD options, such as adding side
“windows” to the standard hood
allowing cockpit-side peripheral

vision (Figure 4). In other words,
a pilot seated on the left side of
the aircraft and viewing his/her
flight instruments can open the
right “window” allowing a scan of
aircraft system instruments and/or
the center console. Opening this
area for viewing decreased some of
the reported negative effects such as
claustrophobia.

Until other options become
available, USAARL recommends
the visor sticker as the best current
choice for use during instrument
training. The complete technical
report, ‘A Comparison Study of
Peripheral Vision-Restricting Devices
Used for Instrument Training,”
USAARL Technical Report No.
2005-06, is available at the USAARL
Science Information Center or online
at http://www.usaarl.army.mil/
under Technical Reports. +

—DAC Estrada is an Instructor Pilot and Research
Helicopter Pilot at the U.S. Army Aeromedical
Research Laboratory, Fort Rucker, AL.

He may be contacted at DSN 558-6928 (334-255-
6928), or e-mail art.estrada@se.amedd.army.mil.



n 2002, the Center for Army Analysis published

the results of a study on corrosion and its effect

on Army readiness. This study revealed that

corrosion has the greatest impact on the airframe,

rotor system, and ground support equipment.
During 1998-2004, Army Aviation averaged $45 million
annually to repair damage from corrosion. This cost does
not reflect the man hours expended to effect these repairs.

Corrosion repairs fall into the category of “unscheduled

maintenance” which directly affects mission readiness. It
is estimated that 40-60 percent of corrosion is preventable; taking
the time up front for good corrosion prevention practices, like proper
preservation of steel hardware attached to magnesium components
when performing maintenance will save man hours and component
replacement costs in the long run.

What is corrosion?

Simply stated it’s the metal’s reaction to the environment, causing it
to breakdown to its basic elements. On steel it’'s commonly known as Bad Preservation
red oxide or RUST. On aluminum and magnesium it’s seen as white
to grey powdery deposits.

How can corrosion be minimized?

Keeping the aircraft and equipment clean is a vital step. Scheduled
aircraft washes remove sand, grime, and other contaminants. When
the aircraft are washed it is very important to ensure all the soap is
rinsed away. Dried soap can be very damaging to protective paint
systems. The moisture in the air and overnight dew will reactivate
the soap which begins to attack the paint, softening it and exposing
the base metal. Performing detailed corrosion inspections to identify Good Preservation
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Soap Residue

incorrect
corrosion - s

prevention measures before significant
corrosion occurs is a very important element

of prevention. The time it takes to touch up
damaged paint or replace seals and sealant

is small in comparison to the time it takes to
change a main transmission or replace corroded
fasteners.

Because most corrosion begins on the
surface, maintaining paint finishes on aircraft
skin and hardware is vital to achieving the
maximum service life from our aircraft. (A
break in the paint coating is similar to a wound
on your skin. If it’s ignored, the metal surface
is left open to attack.) Application of corrosion
preventive compounds (CPCs) provides a
temporary barrier between the base metal and
contaminants. Their effectiveness cannot be
overemphasized. They are simple to apply and
widely available in the supply system.

MIL-C-81309 Type II: Displaces water;
provides short-term corrosion protection of
painted or unpainted metal surfaces during
shipment, storage, and in-service use; corrosion
protection of moving parts where some
lubrication is required, such as hinge areas,
bomb racks, and sliding parts. Can also be used
as a waterless cleaner.
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MIL-C-81309 Type III: All the same
uses as Type II with the additional benefit of
corrosion protection for avionic equipment,
electrical connector plugs, and contact pins. It
is the only authorized compound that can be
used inside cannon plugs to clean and provide a
measure of protection.

MIL-DTL-85054 (Formerly MIL-C-
85054): Corrosion protection and water
displacement for nonmoving parts, such as
skin seams, installed fastener heads, access
panel edges, and areas with damaged paint.

Corrosion preventive efforts in a sandy/

desert environment present some specific

problems. While dry environments are

generally not conducive to corrosion; loose,
fine sand, particularly with high sodium content
presents not only abrasive (erosion) issues, but
sets up equipment for future corrosion damage.
Foamers are an excellent addition to the arsenal
of cleaning tools available. They use less soap
to create a foaming solution (much like the
scrubby bubble bathroom cleaners) capable
of clinging to vertical surfaces to soften and
dislodge soils. They are preferred to pressure
washers. Many are available commercially
through various approved vendors and are
listed in appendix B of TM 1-1500-344-
23 Aircraft Weapons Systems Cleaning And
Corrosion Control Manual.

Aircraft maintenance procedures can be
tailored to the operational environment. In the
absence of specific maintenance instructions,
common sense must prevail. Any specific
questions or concerns regarding corrosion
issues should be referred to the Corrosion
Prevention and Control Center of Excellence.

Editor’s note: This article does not replace
guidance in the specific technical manuals (TM)
or standard operating procedures (SOP). Always
check the TM and SOP prior to conducting

maintenance for any changes. ¢

—Robert Sloane, Systems Engineer, AGSE Corrosion Prevention and Control Center
of Excellence, Titan-Contractor, DSN 746-9030 (256-876-9030), e-mail robert.
sloane@peoavn.redstone.army.mil.
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Information based on prelimimnany s oy
reports of aircraft acadents

AH-64 st

D Model

m Class A (Damage):
While initiating a left
turn, the crew allowed
the airspeed to decrease
to zero. The aircraft lev-
eled prior to descent into
soft terrain.

m Class C: During
gunnery the crew expe-
rienced a suspected low-
order detonation of a
round in the bore of the
30mm gun during run-
ning fire.

m Class C: Aircraft
experienced a No. 1
engine overspeed on
takeoff from a refuel
point.

D Model

m Class A: Aircraft
crashed when it report-
edly encountered sand/
dust conditions. No sur-
vivors were reported.

m Class C: Damage
(crack) was discovered
on the trailing edge of an
aft rotor blade while the
aircraft was parked and
moored. Maintenance
assumed the damage
happened during flight.

m Class E: After a
normal engine start
sequence, aircraft was in
the process of running
up to flight idle speed
when the No. 2 REV light
came on. Both engines
were shut down, but
during the shutdown
sequence the No. 2

engine PTIT increased to
400 degrees C. The No.
2 engine was motored
until PTIT dropped below
200 degrees C. When
the start switch was
released, PTIT again
climbed to 400 degrees.
Again the engine was
motored until PTIT was
below 200 degrees.
Again the PTIT began

to rise, so the No. 2 fire
pull handle was pulled
and the FE confirmed the
fuel valve was shut off.
The engine was again
motored to below 200
degrees C. This time
there was no increase in
PTIT. Late report.

mClass E: No. 1
engine fire light illu-
minated during cruise
flight. The FE confirmed
there was no fire. The
crew cancelled IFR,
descended, and landed
at the airport without
further incident. Inspec-
tion revealed a broken
fire detector sensing
element on the No. 1
engine. Maintenance
replaced the element
and released the aircraft
for flight. Late report.

m Class E: The crew
had performed several
dust landings in the
vicinity of the range and
returned to home base.
While taxiing, the pilot
felt something drag-
ging and dispatched a
crewmember to take a
look. The crewmember
could not find anything
wrong with the aircraft.
After taxi and shutdown,
another crewmember
discovered the front out-

board wheel was broken
and the tire was busted.
The commander and
maintenance personnel
were notified immedi-
ately. The aircraft was
repaired and returned to
service. Late report.

m Class E: Loud whin-
ing and grinding noises
were heard coming from
the forward transmis-
sion area during flight.
The aircraft was landed
and shut down. The
No. 1 flight hydraulic
pump failed. DART was
launched with parts, and
the aircraft was repaired
and flown back to home
base. Late report.

m Class E: When the
pilot actioned the gun
and rockets, the OIL
BYP UTIL HYD caution
light illuminated. The
crew broke formation
and returned to the air-
field, where the crew
chief reset the impend-
ing bypass button on
the filter. Aircraft took
off again and, after 2.0
hours of flight, the pilot
actioned the gun and
rockets and the light
illuminated again. The
crew flew back to the
airfield and exchanged
aircraft. The hydrau-
lic pump was replaced.
Late report.

A Model

m Class C: While con-
ducting a hovering turn
during a 15-foot AGL
hover, the crew felt a

vibration coming from
the rear of the aircraft.
The crew hovered the
aircraft approximately
60 meters away from its
original hovering loca-
tion. When they turned
to look at the area where
they had been hover-
ing, they realized they
had struck a tree. The
aircraft landed and was
shut down without fur-
ther damage. Inspection
revealed damage to all
tail rotor blades and the
stabilator. Late report.

OH-58

A Model

m Class C: Aircraft
struck wires in flight.
The WSPS functioned as
designed, but the wire
struck and damaged the
windshield and frame.
The pilot suffered a
small laceration and was
treated and released.

DR Model

m Class A (Damage):
The crew was on a
single-ship training
mission conducting RL
progression. The air-
craft landed hard during
straight-in autorotation
with power recovery.
An installation accident
investigation is ongoing.

m Class C: During
termination of a manual
throttle run on landing
approach, the engine
experienced an NP over-
speed of 119.32 for 3
sec. This was the third
event for this engine,
which will require a
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turbine section replace-
ment. The crew (SP/IP)
was conducting refresher
training IAW the troop
SOP. Late report.

A Model

m Class A (Damage):
While at a 30-foot hover,
the aircraft began to
yaw and spin around the
vertical axis. Aircraft
impacted the ground in
an upright position.

m Class C: Aircraft
was Chalk 2 in a flight
of three conducting
VMC approach. Aircraft
settled with power and
landed hard. The lower
WSPS broke, and the
right M/L/G was slightly
deformed.

m Class C: Aircraft
experienced tail rotor
gearbox damage when
it was started with low
gearbox oil pressure.

L Model

m Class C: Aircraft
was participating in air
assault training and
landed hard. Post-flight
inspection revealed
damage to the FLIR
turret ball.

m Class E: After
engine start, the PC
advanced the PCL to fly
and observed the No. 2
engine TGT indicating 69
degrees C at flat pitch.
The engine indication
was significantly higher
than the No. 1 engine.
The aircraft was shut
down without further
incident. The signal data

May 2005

converter was replaced,
and the aircraft was
released for flight. Late
report.

T Model

m Class E: A vibration
was felt in the pedals
on rollout after landing.
Upon shutdown, the
crew found the front tire
was flat. Late report.

U Model

m Class B: Aircraft
was climbing to 10,000
feet in IMC conditions
and experienced a light-
ning strike. Damage to
the radome ARC-210
was found upon landing.

m Class C: Aircraft
suffered a suspected
lightning strike during
flight. Residual prob-
lems with the instrumen-
tation were reported.

RQ-11A M .

Raven Model

m Class C: Aerial vehi-
cle (AV) experienced a
GPS failure, and remote
control was lost. AV has
not been recovered.

m Class C: AV report-
edly lost altitude in flight
and failed to respond to
control input. AV crash-
landed on major road-
way.

m Class A: AV was
airborne at 6,000 to
7,000 feet AGL when
data link with the ground
control station was lost.
AV entered an inverted
spin and impacted
the ground. AV was
destroyed by post-crash
fire.

RQ-5A ‘w4

m Class C: AV expe-
rienced dual engine
failure during controller
shift due to suspected
improper control box
configuration.

m Class B: Shortly
after launch, electrical
voltage dropped below
the required 24 volts.
AV initiated return to
launch/recovery site, but
all communications with
the AV were lost.

m Class B: AV deploy-
ment chute did not
deploy. AV subsequently
crashed during recovery
descent. AV has not
been recovered.

m Class C: AV expe-
rienced loss of engine
power 5 minutes into
flight. The launch crew
experienced no prior
indications of engine
start or run irregulari-
ties.

m Class C: AV crashed
approximately 25
feet after the launch
sequence.

m Class C: AV veered
off the runway on touch-
down for landing. The
main landing gear sepa-
rated when the AV con-
tacted the ground.

m Class B: AV experi-
enced generator failure
and engine shutdown
while in flight and subse-
quently crashed.

m Class C: The recov-
ery controller reported
engine failure following
handoff from the forward
controller. The recovery
chute was launched, but
the AV landed inverted.

m Class C: AV expe-
rienced uncommanded
deployment of the recov-
ery chute during flight
and was damaged upon
landing.

m Class C: AV demon-
strated uncommanded
flight attitude, altitude,
and airspeed during
flight. The operator
deployed the recovery
chute.

m Class C: AV opera-
tor reported engine
failure while the AV
was in level flight. AV
descended into trees and
suffered wing and tail
damage.

Editor’s note: Information published

in this section is based on preliminary
mishap reports submitted by units and
is subject to change. For more infor-
mation on selected accident briefs, call
DSN 558-9552 (334-255-9552) or DSN
558-3410 (334-255-3410).
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AIRCRAFT REQUIRES EXTRA CARE

The plane had been taxied to the
ramp where the wings overhung
the taxiway. While preflighting
the aircraft the FO had to walk

into a ditch, and as he was coming
back up he walked into the wing.

The static wick (on Citation jets,

they’re a solid, straight metal-type)
penetrated his eye socket 3-1/4
inches, but luckily broke off the
aircraft hefore going any further.

When they X-rayed his skull, the

wick was found to be only 'a-inch
from his brain. They extracted
the static wick with no damage to

the eye itself. The lesson learned

is: Don’t allow yourself to he

distracted around aircraft.

—CW4 Dirk Markestein, ASO, 6th Bat- Photos compliments of
talion, 52nd Aviation Regiment, Los SARGENT.MEANS@ANDREWS.AF.MIL
Alamitos, CA, DSN 972-1089 (562-795-

Note: These pictures were posted by the pilot on his
company’s Web site in hopes of helping to prevent
another accident.
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as, Close

r Misses

Paula Allman
Flightfax Editor

ver wonder what makes a good war

story? Most combat stories come

about because someone is shooting

back, which is expected. But what

about Soldiers who are training in a
controlled environment? Not much shooting
is going on then, at least with real bullets. We
need to hear those stories—your close calls and
near misses.

Aviators are the best storytellers! “Did you
hear what happened to old ‘ACE-IP’ today? Boy,
he was lucky....” So the story begins. Aviators
often relearn the lessons of those who came
before them. This experience often comes with
a high level of pucker factor, solidifying these
lessons for a lifetime. Sometimes these stories
are in the spotlight for all to see; other times
you’ll only hear about them in the club when
you buy your buddy a beer.

There’s an old saying that there’s a fine line
between an ‘Aw SH--!” and an “Attaboy.” Some
days, everything goes perfect: You brush that
line and come out smelling like a rose with a
good war story. Then other days everything
isn’t quite perfect: That fine line is crossed and
someone is looking to rip your lips off.

So, where is that fine line? That’s a hard
question to answer. It’s fluid, much like L

mercury used in thermometers. You ever

try to pick that stuff up? It’s elusive. The
line moves because it depends on individual
experience, capability, and the conditions at
the time it’s approached.

That’s all well and good; but if I can’t define
it nor get a hold of it, then what good is it, and
how can I prevent crossing it? The best answer
I can offer is experience. We either learn from
personal experience to develop a sixth sense to
know when we are approaching that magical
line, or we can learn from the experience
of others.

Either way, war stories, close calls, and near
misses have two things in common, they’re all
tales of how a crew came together to handle a
critical situation and lived to fly again, and they
all have lessons that can be passed on. This
issue of Flightfax is dedicated to all aircrew
members who are deployed and fighting the
War on Terror, and those training to go to war
when called. Thank you for what you do every
day for our country.

Mission First, Safety Always! ¢

—Contact the author at DSN 558-9855 (334-255-9855) or
e-mail paula.allman@safetycenter.army.mil.
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CWS5 Clay Pope, CW5 Ross Steadman,
CW4 Bruce Blackstone, CW4 Mark Grapin,
CW4 Bob Markert, and CW4 John Metcalf
WOSSC 05-03

As our Army transforms its warfighting equipment to meet the needs of

a 21st Century battlefield, so must our Soldiers implement the tactics
necessary to wage war on an asymmetrical scale. As our personnel adapt,
so must the styles of leadership in those charged with commanding,
influencing, and executing the battle—particularly in our aviation community.

ver the last several decades, we
have experienced certain changes
to the culture of Army Aviation.
Many of us remember a zero-
defect mentality of the not too
distant past that was the natural byproduct of
ever-shrinking budgets. And, some experienced
heavy professional tolls for having adversely
affected the accident record of a command—
regardless of the mitigating factors in the chain
of events leading to the accident. This tended
to create aviators who were less than willing to
share their knowledge and experience. As we

learned this lesson well, we came to apply it to
our individual cockpits and companies. Rarely
now do we seem to gather and share lessons
learned from the “school of hard knocks”; that
is, until the mission is labeled as high risk or the
stakes of success or failure are too high.

We are a Nation at war. One that is waged
in several 360-degree theaters with no defined
fronts, and none of which seems to fit the mold
of what we learned early in our careers. When
we add the dynamics of a digital battlefield, we
have become an Army rich in real-time data, of
real-time gains and losses. An axiom rooted in
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Special Operations is just as true for the Army
as a whole, “The planning for the next mission
begins with the debrief from the last mission.”
More to the point, the luxury of ignorance of
the lessons learned—even from the mission just
flown—is simply one we can no longer afford.

On the larger scale of Armywide lessons
learned, nothing short of a shift in our
underlying culture will bear fruit from our
mountains of data. The commercial airline
industry has made this leap, as have the
Federal Aviation Administration and National
Transportation Safety Board. Each has created
programs that allow crews to self-disclose
inadvertent violations or close calls without
fear of retribution. The caveat being the act
was not a willful violation of policy, procedure,
or regulation—rather, the result of an honest
mistake. Our sister services have learned to
refocus their aviation cultures to see beyond
the potential for knee-jerk retribution for
balling up another one. Consider how many of
us have thumbed through a Navy or Air Force
magazine, and wondered, “Gosh, I wish we
could be that honest and open. Aw, it’ll never
happen in the Army—that’d be just calling
artillery in on our own position!”

The U.S. Army Training and Doctrine
Command has enabled fundamental changes in
the way we train our aviators, crewmembers,
maintainers, and leaders. In many places,
training shifts focus from technical competence
to Soldier skills. In this shift, leaders must
now weigh how to teach and enhance
technical skills. For the first time in nearly
two generations, a graduating Initial Entry
aviator may arrive in combat in as little as 14
days after completion of flight school! But
deeper than doctrine, tactics and techniques,
lies the challenge in developing a culture—one
that underpins how we transform our Army
into that which embraces each mistake as an
opportunity for growth, without forsaking
personal accountability. Perhaps Hangar
Flying may be a lost art—one that has been
played in countless ready rooms.

In a recent poll of standardization pilots (SPs)
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Perhaps the more truly

valuable lessons that were
taught in this “hand-flying

at the Warrant Officer

Senior Staff Course,  yniversity” weren't by

many claim they no  gyace sanjor pilots who
longer see junior R
wanants  sitting  demonstrated superior
around just talking airmanship, so much as
about flying—the  those more ordinary and
complaint being there  |egs-seasoned pilots who
is simply not enough  gyayaq their pie-eyed
time; or worse, woe ]

be to the pilot who tales of having nearly
shows his weaknesses  Killed themselves! Surely,
and airs his mistakes  few would argue these

to others. The
fundamentals of this
lost art remain: A
seasoned Soldier,
spinning a yarn
of how they faced
overwhelming odds, and tapped their deepest
reservoir of knowledge and innovation to win
the day. Or, how a mistake put the aircraft or
mission at risk and how they recovered from
that mistake. The goal in the telling of these
stories wasn’t to make an Army of heroes and
legends. Rather, to build an Army of well-
trained, well-led, and effectively mentored
warriors who enjoy the support of their chain
of command and their peers in the application
of each lesson brought back. Perhaps the more
truly valuable lessons that were taught in this
“hand-flying university” weren’t by those senior
pilots who demonstrated superior airmanship, so
much as those more ordinary and less-seasoned
pilots who shared their pie-eyed tales of having
nearly killed themselves! Surely, few would
argue these lessons—mentorship at its best
—to be often more valuable than any
classroom teachings.

We have all seen the diagram showing
for every catastrophic accident, we actually
experience hundreds of near misses. While
engine history and flight data recorders help
us to more accurately report genuine mishaps,
it is that huge body of experience of the one
that almost got away from us that now deserves
our focus. While databases are developed

lessons—mentorship at
its hest—to be often
more valuable than any
classroom teachings.



Mistakes must be

seen as learning
opportunities to he that may be used to
shared, and not cause ;ilzlt‘rlefgnzvsiiﬁogsfa
for S“\!Ift ridicule ||.1 an we must first sow thé
environment spring- seeds of a culture that
loaded to the guillotine welcomes such sharing.
position. m Mentorship

is a tool that can
be immediately employed. Whether it’s
a platoon sergeant passing along to a new
mechanic how an avoidable maintenance
error cost the use of an aircraft for a mission;
or a pilot sharing with another how a sloppy
instrument scan caused a go-around in poor
weather with low fuel. There are countless
Internet Web sites for the posting of lessons
learned. Mentorship transcends the stroke
of a key or the click of a mouse, and requires
a Soldier’s touch in how another Soldier was
affected. It demands we have the comfort
in our own flight suits to candidly discuss
shortcomings or a lack of knowledge with
mentors, leaders, friends, and other pilots-in-
command (PCs).

m Commanders at all levels must
be willing to set aside time to make
the after-action review (AAR) process
a genuine one. AARs must be open to
the participation of each member of the
mission, and conducted in a retribution-safe
environment—regardless of how candid or
animated they may become.

m Our days should be flexible enough
to enable “SP’s time” as a sort of re-
institutionalization of the time-honored
ritual of aircrews convening in a ready
room. In addition, “Mechanic’s time” would
see maintenance teams gathered around a
workbench, or hovering over a tool chest
or test stand.

m PCs must set an atmosphere
that tolerates mistakes, but not
incompetence. They must set the tone that
acknowledges the potential for human error is
inherent in aviation; yet our policies, SOPs—
and even Hangar Flying—give us the tools with

which to operate safely. As PCs, each must
remember that if you're unwilling to tolerate a
mistake, you had better never make a mistake.

m Each member of the team must
understand they have a stake in their
SOP and every doctrinal reference cited
in it, and each bears the responsibility
to suggest improvements. Each must also
be willing to ask a more experienced member
(or even a respected source outside their team)
how better to perform a procedure within the
framework of the published requirement.

m Each organization within the
Army must see the warfighter as the
customer of everything they produce—
be it munitions, manuals, or meals.
Each warfighter must come to know that each
member of, or contractor to, the service is there
to support them.

m Most importantly, personal
accountability is a constant in our
commitment to one another. Mistakes
must be seen as learning opportunities to be
shared, and not cause for swift ridicule in an
environment spring-loaded to the guillotine
position.

In the 1970s and ‘80s, we benefited from
the experience of a large pool of Vietnam
veterans sharing tactics, techniques and
procedures honed in combat. With the recent
experience gained during Operations Enduring
Freedom and Iraqi Freedom, we have a fresh
window of opportunity to pass along these
lessons to our newest members. And, while
no article in a magazine can hope to change
the culture of an Army, perhaps these few
paragraphs may be seen as a first step in
exploring how better to embrace our errors
and learn from our close calls—in closing with
a challenge for more candor in sharing the
tale of a near miss, and taking ownership for
transforming our Army Aviation culture. ¢

—This article was written by CW5 Pope, CW5 Steadman, CW4 Blackstone, CW4
Grapin (team leader), CW4 Markert, and CW4 Metcalf as a class project while
attending Warrant Officer Senior Staff Course 05-03 at Fort Rucker, AL.
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CW?2 Brian Fields
TNARNG

Alone

As a former Naval Aviator, I gleaned many lessons from the Navy’s safety
magazine Approach. Lessons learned from other’s mistakes are often some
of the best lessons in our profession. Now as an Army Aviator, I'm glad to
see more of the "war stories” are making the pages of Flightfax. With that
in mind, I will spill my guts and share a story in the hope that some lessons
are learned from my mistakes.

y National
Guard
detachment
of UH-60Q
medical
evacuation helicopters were
on a yearlong deployment
in support of the 6™ RTB
stationed at Eglin AFB. I was
the first-up crew for the last
mission of our last rotation in
Florida. The mission was to

support the Rangers on their

- island assault and it required

us to reposition to Santa Rosa
Island near sunset and stay
overnight.

in at the camp, a short 15-

minute flight from the island.
. The command proceeded
- with the movement and we

repositioned. We completed
our preflight checks and as we

- prepared for takeoff, I noticed
- the weather had deteriorated

. below visual flight rules

- (VFR) conditions. I certainly

- didn’t want to be the one to

The weather began to close

cancel the mission and end

. our deployment under those
- circumstances, so I decided

- to take off, stay at the field,
- and see what the weather

. conditions were.

After takeoff, the weather



was no more than a 500-
foot ceiling with 1 to 2 miles
visibility. I could have gotten
a special VFR clearance, but I
didn’t really feel comfortable
with that. I called approach
and asked for the weather
at Hulbert Field, located

on the coast and just a few
clicks down the shore from
our destination. It was a
2,000-foot ceiling with 5
miles visibility. The already
pre-positioned Rangers gave
the “it looks beautiful here,”
weather report from their
location.

My mind raced and I
asked for a ground-controlled
approach (GCA) to runway
18. There was one and the
approach controller gladly
offered it to me. 1 had a
comfortable feeling that
we could break out as the
weather minimums were well
below the reported weather.
The controller gave us a
squawk, our first heading
and an altitude, and I put the
approach plates down and
started to backup my copilot
at the controls. Just a few
seconds after he initiated the
climb, we were in the goo.
It was solid all the way up to
and including our altitude.

After a couple of turns
and a slight delay from air
traffic control (ATC), our
controller came back with
some bad news. The GCA
final controller wasn’t on
duty today because it was
Saturday. I asked about the
instrument landing system
(ILS), but it wasn’t available

- due to a military exercise over
- the Gulf. The seat cushion

- felt a little bit closer to me at

- this time. What about tactical
. air navigation (TACAN)?

. The controller said he could

- definitely give me a TACAN

- approach. I quickly flipped

- through the approach plates

- to the appropriate page

- and watched as my copilot

- responded to the controller’s

- new heading. Radar vectors

- to a TACAN approach—not

- as easy, but still with weather

- minimums well below

- the reported.

Being a good pilot, I

- quickly switched the frequency
- and pushed the numerous

. buttons required by the Q

- model to bring the TACAN

. to life. The needle didn’t

- respond. Idouble- and triple-
. checked. Everything looked

. right. Then I heard the

- controller in a very apologetic
- tone tell me that the TACAN

- was down. I now had full

- insertion of the seat cushion!

Thoughts ran quickly

- through my mind as to

. my options. I asked about
- Eglin AFB. Weather was

. about 1,500 and 2. Was ILS
. available? It was. “T'll take

. it” was my response. At this
- point the mission was out of
- my mind—finding a place to
. land was paramount. The

. controller was feeling bad

. about the position I was in.

- I glanced at the approach

- plate, set it up for my copilot,
- and told the controller that
. we were a helicopter and

- didn’t need the 20-some odd

- mile final that the approach
- called for. He obliged and
- turned us to final in an

- expeditious manner.

Once on final, I got that

- funny feeling again in my

- gut. The needles didn’t look
. right and I thought for sure we
- were above glide path. No, it
- couldn’t be, you just haven’t

- done many of these recently

- and the controller wouldn’t

- have done that, I thought.

- I asked my copilot and he

- confirmed that everything

- looked fine.

We continued the

approach. Only a few seconds

had lapsed and I couldn’t

. get it out of my mind that

. something wasn’t right. I

. cross-referenced our position
- on the global positioning

- system and found we were

- just a few clicks from the

- airport and still at about 2,500
- feet. I called the controller
. to ask where we were and he
- confirmed my worst fear. We
- were well above glide slope

- and only an autorotation

- would get us to the

- approach end.

The controller apologized

. for the lack of a lower altitude
- with the early turn-in. This

. time he would get it right,

- I thought. However, as we

- tooled downwind and I

- admired how well my copilot
. seemed to be adjusting to the
- actual instrument conditions,
- the unspeakable happened.

. As Ilooked straight ahead

- while backing up my copilot

- with a good instrument scan,
- 1 caught a glimpse of the fire

Flightfax



light illuminate. “You've got
to be (expletive deleted) me!”
I yelled. I scanned the upper
console to see the auxiliary
power unit (APU) fire light
illuminated. But the APU
wasn’t on. I asked my copilot
to turn the aircraft left and
then right, and asked the crew
chief and medic to use the
bubble windows and look for
signs of fire. No such luck,
however, as we were in

the clouds.

In my mind I read the
front-page headlines in the
next day’s paper: “Helicopter
Crashes as Pilot Fails to
Use Fire-Extinguishing
Equipment!” It was possible
that the APU compartment
was on fire without it on.
What if there were a fuel leak
and it ignited due to a spark?
I made the decision to fire
the bottles and announced it
to the crew. I pulled the
T-Handle and manipulated the
switch to the main position.
No response. Reserve. No
response. Not even a sound
as if the bottles fired.

I took the controls, told
the controller of my dilemma
and asked for an immediate
turn to final. Was I declaring
an emergency? I thought
about it. I had never declared
one before. Yes, I am! I'll do
whatever it takes to get me to
the ground as soon as possible.
This time the controller put
me right on glide slope but
now well to the right. So
far the needles weren’t
registering. I didn’t care at
this point. There was nothing

June 2005

- going to make me wave off

- this approach. I put a sharp

. correction in and reversed it

- as I saw the needles center up.
. We broke out at about 800 to
. 900 feet AGL and found, what
- appeared to be, every fire

- truck on Eglin AFB at the end

- of the runway. I turned to the
- left and without even asking,

- the medic confirmed we were
. not on fire. AsIbegan my

. descent, the No. 1 and No. 2

- fire light illuminated and at

- that point reinforced the fact

- that it had to be some kind of
- indication problem.

We completed a normal

- shutdown and found there

- was a leak above the upper

- console and during our

- flight in the goo, water had

. collected and run down the

. power control lever linkages

- and had dripped onto the

- solenoid for the fire detection
. test switch, shorting the circuit
- and illuminating the lights.

- We also found the directional

- control valve was bad and

. failed to move, which in turn

- did not allow the fire bottle to
- blow. Had there been a real
- fire, we would have been—for
- lack of a better word—toast.

What lessons did I learn

- from this? First, training is
- training and the attitude of
- doing whatever is necessary
. to get the mission done can
- be just as deadly as “get-

- home'itis.” 1 was probably too
- focused on doing whatever

. was necessary to get the

. mission done that I wasn’t

. properly looking at the

- risks involved.

Second, I was very

- confident in my instrument

- skills, but never asked how

- my crew felt about the

- situation. This was a major

- change of mission profile

- and I never asked my crew

- how they felt. As a matter

- of fact, in the one hour flight
. or so, with all the decisions
- that had to be made, I never

- asked the crew for advice. In
- an open discussion about it
- later, I found out that they

- all had confidence in what I

- was doing, but that changed
- quickly after we had a hard
- time getting an approach. I
- really kicked myself in the rear
- for not including them in

- the decisions.

Finally, I learned to not

- trust the word of ATC as the

- gospel until I knew we had

. a viable plan. Our system

- for checking NOTAMs and

- accurate and timely weather

. briefs was almost nonexistent

. where we were. ATC was my

- best source but I trusted them
- too explicitly and should have
- asked the questions seeing

- that it was a Saturday and I

- was on a military reservation.

- The fact that the range control
- wasn’t open should have been
- a good clue.

Don’t push a bad situation

- when it comes to weather,

- don’t dominate the cockpit,
- and don’t be scared to call
- it quits. ¢

: —CW2 Brian Fields is a member of N Troop, 4/278"

. ACR, Tennessee Army National Guard and is currently

. deployed to Iraq. He was formerly a Navy Seahawk

: pilot. He may be contacted at brian.e.fields@us.army.
©omil.
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CW3 Theo Galzerano
ALARNG

I was deployed to Kuwait during Operation Iraqi Freedom in 2003 when
hostilities just began. Our aviation intermediate maintenance (AVIM)
company was telephonically notified at noon one day and ordered to duty
the next morning at 0800. I was told to pack for 2 years. Holy sh—!, I
thought, even the 82nd doesn’t go this quick! It was real. Our descent into
hell began from there.

he Composite Risk Management g After arrival in theater, I was ordered to
process was used “on the fly” from @ supervise a team of 20 CH-47 mechanics to
then on. Our Vietnam veteran safety : work under the 1109 AVCRAD, Connecticut
officer was the unit’s father with : ARNG, at Camp Arifjan, Kuwait. After being
his gentle but poignant talks about : told we had no work there, an abrupt policy
“this is your brother and sister” and survival in  : shift caused my team to be the lead CH-47
a combat zone. We prepared the best we could : phase maintenance effort in Kuwait. I quickly
with our elephant of a unit—equipment heavy : realized my largest hurdle was to oversee these
and experience shy. ¢ 20 young men through their night maintenance
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mission and other duties without injury. I held
myself personally responsible to their families
for this.

Danger lurked at every turn. We endured
hazardous living conditions, unbearable heat,
and filth and disease. Performing nighttime
aircraft maintenance in a hostile environment
was no piece of cake either. We had poor
lighting, noise hazards, theft of equipment
by another unit, discipline issues, and
psychological deterioration due to “the no end
in sight” duration of the mission. My largest
worry was that one of my men would fall off
the top of a Chinook during night maintenance.
I would walk around the base, as if to catch
someone if they fell. These guys were heroes
in their efforts of returning battle-damaged
airframes to service in record time. The debris
of live grenades and spent shell casings littered
these aircraft. It was a mess.

On one occasion, we received word that
a member of our platoon had been killed in
Balad, Iraq, and a sergeant had had both arms
blown off in a Black Hawk tire explosion. I
had to tell my boys. They were silent as they
dug out photos of their friends. I vowed to
prevent this from happening to my team. I had
the best maintenance NCOIC I ever met in 23
years of service. He epitomizes the image of
an aircraft maintenance supervisor. I gave him
one directive: Keep them alive! If he would do
that, then I would support his decisions. And
I did.

When an accident occurs, it happens
lightning quick. I was walking at night with
one of my NCOs in a parking area to turn off
an accessory buzzer in another unit’s 2%2-ton
truck when he cut me off, saying “I got it!”
Suddenly he disappeared right in front of me.
I heard a thud and froze in place, looking for
him. I realized he had fallen into an exposed
concrete culvert, landing on his chest, and was
immobile. I helped him out. As he rolled to
his back, it was clear he was going into shock
and had difficulty breathing. I checked him for
compound fractures and made sure his airway
was clear, reassuring him all along. I knew I
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- had to do something fast. I flagged one of my
- men and told him to get an ambulance NOW.

: He did. My NCO recovered in the hospital

- and returned to us weeks later, bruised but

. okay. These days he’s fighting numbness and
- dangerous blood clotting resulting from

- his injury.

My safety officer became ill and was

- evacuated to the States. He was diagnosed

- with lung cancer and died before our return
: home. Our “father” and friend was gone.

- We will always miss him. Not only was he a
- true friend, but an accomplished aviator and
- attorney, a friend to all.

Many of our Soldiers received minor injuries

. or became ill, some with heart problems or

- other issues. I personally had a mysterious

. respiratory illness that progressed into chronic
© bronchitis and fever, which never was

- explained by medical authorities there

. or here in Alabama.

Our efforts were small but significant.

. These great guys left an indelible impression on
- me. In life you can choose to watch history or
- help make it, like our team. Think about it.

- My lessons learned are to trust your instincts,
- remain clean, and work smart. Always keep
- your head on a swivel. Even so, disaster will
- strike. When people say “The Army will,”

. remember, WE ARE THE ARMY. We make it

- happen. There is no magical Army that does

- anything for you. Keep your weapons, ammo,
- water, and food readily available and guarded.
: Finally and most importantly, take care of

- your Soldiers. ¢

:  —CWS3 Galzerano is a member of the Alabama Army National Guard,
. AASF #2, Birmingham, AL. He wrote this article while attending Aviation Officer
:  Safety Course 05-003 at Ft. Rucker, AL.
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W3 Alan Reed
MAARNG

I was on a field training
exercise as a Black Hawk crew
chief in Netheravon, England.
I was in a maintenance platoon
as a new "Tango” (67T) and
had just joined the flight
platoon. We were the first
company-sized element to
field the UH-60 in U.S. Army
Europe. I felt confident in my
crew chief abilities; however,
I encountered an incident that
questioned my competence—
one I will never forget.
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s most Black Hawk
crew chiefs know,
one of the required
aircraft inspections
onsists of
taking oil samples from the
intermediate and tail rotor
gearboxes and getting them
to a lab to conduct an analysis
of wear and particles therein.
We also take a sample of the
auxiliary power unit (APU) oil.
One evening after a flight
across the dark countryside,
we landed on the dark,
grassy flight line without
incident. Oil samples were
due upon landing after our
night vision goggle flight. 1
had a headache and was tired,
but knew I had the next day
to rest up, so I pushed on
with taking the samples with
a flashlight after the pilots
departed for their hooch.
Typically, this process
doesn’t take more than 20
or 30 minutes. However,
as Murphy would have it, I
discovered the sump was a
bit low while taking the APU
oil sample. I took care of it
immediately and filled the
sump using a funnel borrowed
from another crew chief.
The red plastic funnel was
attached to a 10-inch tube
with a 3-inch flared end at the
opposite end of the funnel.
As the flared end of the tube
disappeared into the dark,
oil-filled sump, I innocently
poured the oil into the funnel
and then pulled the entire
assembly out, only to discover
that the flared end didn’t come
out with the tube!
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Crap! I frantically took
my flashlight and pointed it
into the dark sump. With my
tired eyes now wide open, I
saw the missing piece floating
in the oil! This assembly was
actually three pieces, not two!

I spent the next hour trying
to fish the piece out with my
fingers to no avail. Frustrated
and worried about how I
was going to get this thing
out, I retired to my bunk and
collapsed. I'd attempt this
feat again first thing in
the morning.

I woke up and immediately
headed back to my aircraft
to continue my “fishing”
expedition. Luckily my
aircraft wasn’t scheduled
to fly, so I had time to try a
number of ways to retrieve
the broken plastic. As a
“wannabe” true member of the
flight platoon, I was worried
about the impact this incident
would have on my future as
a crew chief. I worried for
several hours while I tried
every possible tactic and
special tool to get the funnel
piece out. Embarrassed and
defeated, I broke down and
told my squad leader of my
dilemma.

Through the unsuccessful
efforts of my squad leader and
platoon sergeant to fish the
darned piece of plastic out,
the first sergeant recognized
we needed assistance from
the “Brits.” The APU had to
be pulled out of the helicopter
and drained. We spent the
next 2 days waiting for the
Brits to secure a wrecker with

an arm long enough