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Every day in Army 
Aviation, aircraft depart 
their respective airfields 

or forward operating bases 
to execute routine or unique 
missions.  Some are simple in 
planning and execution, while 
others are more complex and 
require significant involvement 
and oversight.  Regardless of 
the mission, it is the mission 
briefing officer’s responsibility 
to ensure that once the plan 
is complete and ready to be 
executed, he verifies the risks 
have been identified and 
addressed in the planning to 
enable the crew to successfully 
execute the mission while 
ensuring the right control 
measures are established.
 October 28 marked the 1-year anniversary that my flight 
company experienced a Class A accident.  If you have picked 
up a copy of Flightfax in the last 12 months, you more than 
likely read about a mishap involving a flight of two UH-
60 Black Hawks operating under visual flight rules (VFR) 
conditions as the weather deteriorated.  The end result was 
the pilot in command (PC) improperly executed inadvertent 
instrument meteorological condition (IIMC) procedures and 
became spatially disoriented, which resulted in the aircraft 
settling into the trees.  Thankfully, all seven crewmembers 
and passengers survived with recoverable injuries.  Even 
though the company and battalion commanders were directly 
involved as briefing officers for the flight, the accident was 
still attributed to what happened in the aircraft.
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This is a personal account of an accident 
from the company commander.

 I was, and currently am, the company commander who 
was the briefing officer for that mission.  As I prepare to 
pass the guidon to my successor, I look back on how that 
accident affected me as a commander and briefing officer, 
my subordinates as vigilant aviators, and my unit faced with 
constant competing requirements over the last 12 months.   
I feel it is imperative to pass on my lessons learned from this 
accident to not only my successor, but to all current and 
future briefing officers so they learn from my experience and 
help prevent future aircraft incidents.
 It was after the investigation board out-briefed my chain 
of command that I realized I might not know everything 
about being a briefing officer.  I was confident in my abilities 
and thought I knew enough because I had been a PC in 

the battalion for the past 2 years and was trained by many 
outstanding commissioned, warrant, and noncommissioned 
officers.  I was a mission briefing officer as a platoon leader 
during Operation Enduring Freedom (OEF) and had over 
800 flight hours—275 of those in OEF and Operation Iraqi 
Freedom (OIF).  
 My intent of writing this article is to review the Army 
requirements of a briefing officer, discuss the Vice Chief of 
Staff, Army, (VCSA) Aviation Safety Directive, and pass 
on my personal lessons learned so as to empower future 
company commanders and briefing officers alike to avoid 
future mishaps.  For commanders who were not briefing 
officers as lieutenants, this article, along with their local 
standing operating procedures (SOPs) and command 
involvement, might be the only information they have as 
they become briefing officers.
 Army Regulation 95-1, paragraph 2-14, spells out the 
seven key areas that should be evaluated in the mission 
planning sequence:
 (1) The flight is in support of an operational unit 
mission or has been authorized by the unit commander.  
Self-explanatory; is the flight supporting an external support 
mission or internal training?  Just be sure the ground tactical 
plan makes sense.
 (2) Assigned flight crews have been allocated 
adequate pre-mission planning time.  Adequate planning 
time is subjective, as it depends on a deliberate or hasty 
mission framework and the experience level of the crew.  
The key is the less time spent on planning, the more 
involvement/questions need to be asked by leaders of the 
PCs and air mission commander (AMC).
 (3) Assigned flight crews are qualified and current for 
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the mission according to this regulation and 
the commander’s flight crew qualification and 
selection program per paragraph 4-20.  Take 
special considerations when flying personnel 
still in readiness level (RL) progression, ensuring 
crews are qualified to conduct tasks that are 
outside of RL progression (3000 series) and 
crewmembers are aware of their currency status.
 (4) Forecast weather conditions for 
the mission meet the requirements of this 
regulation and local directives.  As shown, 

this is the largest contributor to accidents—the 
aircrew’s inability to accurately assess the weather.  
Everything on a DD Form 175-1 deals with 
every portion of the flight about to be executed.  
Therefore, if ANY portion of the brief is in 
question, it should be clarified before execution.  
Leaders should key in on “minimum ceiling en 
route” and “minimum visibility en route.”  Crews 
should have a weather brief (local or external) 
when they are to be briefed to allow the mission 
briefer to accurately assess the conditions.
 (5) Flight crews meet unit crew endurance 
requirements.  Annotate the crew’s show time 
for the mission on the briefing sheet, evaluate 
what they did the day before, and discuss when 
their mission will be complete.  Keep in mind 
the mission isn’t complete until the after-action 
report is complete, maintenance/logbooks are 
closed out, and sensitive items are secure.
 (6) Procedures in the commander’s risk 
management program have been completed 

for the mission and risks are reduced to the 
lowest level possible.  Without being risk 
averse, the commander can emplace constraints 
to lower the risk, such as flying an aircraft that 
is equipped with a heads-up display for zero 
illumination nights, returning to instrument 
flight rules if weather deteriorates to a certain 
point, or even placing a phone call to advise the 
briefer something has changed and to qualify the 
decision point.
 (7) Required special mission equipment is 

maintained per published 
guidance.  The briefer 
must be familiar with the 
requirements of executing 
all missions and the 
additional requirements/
equipment that 
accompany it in order to 
ask the crew if the proper 
provisions have been taken 
into consideration.
Approximately 60 
days after my unit’s 
incident, GEN Richard 
A. Cody published a 
safety directive/guidance 
message to aviation units 
with specific guidance.  
Without restating the 
three-page document, I 
want to highlight three 
items that made me 
immediately adjust  
my techniques.
 • “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 progression, aviation collective 
training, combined arms training, and aviation 
maintenance, safety and standardization.”  We 
would be able to execute more proficient aviation 
operations if that was our sole focus.  However, 
since we constantly have competing requirements 
and priorities set from above, it is crucial we 
ensure our instructor pilots are conducting 
quality instruction during RL progression, to 
include table talk before each flight, real-world 
scenarios during training, and not being afraid to 
hold someone back from progressing if they are 
not a proficient aviator.  Commanders MUST 
understand training competent aircrews is the 
most important task, and they should convey  
this information to those who have over-tasked 
the unit.

January 20064
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 • “Recurring factors in recent aviation 
mishaps include poor weather decisions, 
inappropriate crew mix, inadequate air mission 
briefs (AMBs), stressed maintainers, and 
compressed training and preparation timelines 
prior to deployment.”  It is the mission briefer’s 
responsibility to:  identify the hazards and ensure 
the weather is adequately evaluated, ensure the 
AMB is completed by the AMC, make certain 
leaders are more involved as the OPTEMPO 
increases, and ensure the stress level is appropriate 
for the mission.  Stress is a crucial training 
consideration, as it will be stressful in combat and 
crews must be able to quickly and safely execute 
their mission while under stress.
 • “… select briefing officers based on 
their aviation experience; ensure personnel are 
qualified and current in the mission profiles they 
are to brief; and possess the ability to quickly 
assess and apply risk mitigation techniques 
for the mission and aircrew.”  Briefing officer 
experience will differ from the platoon leader to 
the battalion standardization pilot (SP).  The key is 
applying risk mitigation techniques and providing 
guidance to the PC/AMC/serial commander while 
discussing what contingencies have been planned 
for or what the crew’s options are when things 
don’t happen according to the plan.
 As a result of GEN Cody’s guidance, 
mentorship from my battalion commander and 
battalion SP, and discussions with my company’s 
aviators and fellow company commanders, I 
have incorporated some tactics, techniques, and 
procedures to mission briefers that may or may not 
be of assistance to others.
 • I now use a green pen on the risk assessment 
matrix and DA Form 5484-R to differentiate what 
I wrote and what the PC wrote.  I briefed multiple 
flights a day in the midst of everything else going 
on in the company, so this enabled me to review 
my guidance and/or the restrictions I put on each 
crew, as well as ensure the information was clear 
and rational to whoever read it.
 • Along with their risk assessment, PCs are 
required to bring a weather briefing; a kneeboard 
packet for multi-ship or route card for single-ship 
and maps; brief any notices to airmen (NOTAMs); 
discuss aircraft configuration/requirements 
for “additional tasks;” and discuss IIMC and 
contingencies.
 • I will rarely brief a flight the day before 
execution.  The two most fluid elements are the 
enemy and the weather.  I prefer to get a current 
and accurate picture of the mission and assess the 
risks at the time of the mission.
 • If the mission briefing is within 60 minutes 
of takeoff, I will often bump their takeoff time to 

ensure the crew has at least an hour to conduct 
a crew brief and take care of pre-takeoff checks.  
Mistakes are more likely to be made when crews 
are rushing to make a takeoff time and might 
possibly overlook something or curtail their  
crew brief.
 • If the weather looks to be deteriorating but 
legal for the duration of their flight, I will have 
the PC discuss their alternate instrument plan.  I 
have also made it standard for them to have current 
navigation aids (NAVAIDs) “dialed up” during 
their VFR portion to increase situational awareness 
in the event they experience IIMC.
 • My unit’s risk assessment matrix requires the 
highest risk be identified and annotated.  I ask the 
PC what he/she thinks/feels the highest risk is and 
why.  This enables a discussion of where their focus 
should be and if I feel it needs to include another 
portion of the mission.  This allows three things—
insight into the PC’s risk assessment abilities, the 
possibility to see something you might not have 
seen, and mentorship from both the briefer and  
the PC.
 • Ask the basic questions.  Oftentimes a 
briefer can be intimidated by or overconfident in 
the abilities of the senior aviators being briefed.  
I didn’t put as much scrutiny on their flights.  I 
found myself saying, “They’ve been doing this job a 
lot longer than I have, so what makes me qualified 
to challenge them on what they’ve planned?”   
I ensured they understood when I asked basic 
questions that it wasn’t an insult to their maturity 
or abilities; it was to determine they knew the 
basics and their plans met my training focus.  This 
was also a way to ensure overt communication and 
not an assumption or understanding that a portion 
of the mission would or would not be conducted.
 The cliché “the absence of an accident does not 
mean the presence of safety” may be overused, but 
I had to learn this lesson the hard way.  I hope this 
article will enable leaders (commissioned, warrant, 
and noncommissioned officers alike) to ensure the 
right questions are asked, aircrews are empowered 
to make sound decisions, and control measures are 
incorporated at the lowest level to make certain 
junior leaders continue to hone their skills as 
aviation decision-makers. 
Disclaimer: This article is not meant to be a historical 
account of a Class A mishap, but a perspective into 
the responsibilities of a mission briefing officer and 
some recommendations to more effectively execute 
those duties.

—At the time of this writing, CPT Richards was the 
company commander of B Company, 2-82nd, Fort Bragg, 
NC.  He may be contacted at mark.richards@us.army.mil.
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While conducting a low-
level night mission, the 
pilot in command (PC) flew 

the aircraft into wires suspended 
across a river that were known and 
depicted on the wire hazards map.  
The aircraft was destroyed and 
both crewmembers fatally injured.

 Some would say the cause of this accident 
was overconfidence, bad planning, or maybe 
just bad luck.  The root of these two deaths, 
however, was a loss of situational awareness.  
Many factors led to this crew being unaware 
of the wires that killed them, but at least some 
could have been foreseen and dealt with.  One 
small change could have broken that accident 
chain of events and saved the aircrew.
 In another accident, the aircrew failed to 
maintain the briefed and authorized minimum 
altitude of 300 feet above ground level (AGL) 
and went through a four-cable mineshaft ore 
transport system suspended 156 feet above the 
ground.  The aircraft was destroyed and the 
two crewmembers suffered fatal injuries.
 Two men died because they did not follow 
their own briefing and the local flying orders.  
In this case, the hazard was marked on the 
map but had not been specifically briefed 
because it was too low to be an issue—or so it 
was thought.  The crew’s situational awareness 
was degraded by a combination of poor 
planning and poor execution.
 The list of accidents involving an aircrew 
that lost situational awareness and flew their 
aircraft into wires is depressingly long.  Every 
pilot who has flown in Iraq knows the wires 
in that country have been designed for the 
express purpose of snagging unwary aviators.  
The wires are often a rusted brown color, as 
are the support poles, and are camouflaged 
against the desert.  At night, the wires are 
very difficult to detect through night vision 
devices (NVDs) because of their small circular 
reflecting surfaces.

LTC IAN P. CURRY
USAARL
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 The U.S. Army Aeromedical Research 
Laboratory (USAARL) is currently conducting 
a study of situational awareness and spatial 
disorientation in operations during the War 
on Terror.  There is no way to prevent every 
accident, but here are some reminders on how 
to keep your situational awareness and your 
life intact:
 • Don’t bust your minimum altitude; it’s 
usually there for a good reason.
 • Use hazard maps whenever you brief 
and keep them up to date.
 • Risk assess (Do I need to be flying 
this low or this fast?) and keep reassessing 
throughout the flight.
 • Don’t become the next cautionary tale.
 The second area of concern from the 
survey is spatial disorientation.  A very 
experienced standardization pilot described 
half of his dust landings in theater as “Hail 
Marys.”  Even the sky gods don’t have the 
ability to see through a brownout, and you 
cannot fly by the seat of your pants.
 It is fortunate brownout accidents, by 
definition, occur close to the ground and are 
slow.  That has limited most of the damage to 
the machinery rather than the crew.  However, 
there have been deaths, and nearly all of 
those were preventable.  There are three sets 
of circumstances that have come up time  
and again:
 • Not enough power to climb out of 
the dust cloud on takeoff:
 —Poor power available calculations  
during the planning phase.
 —Bad placement of forward arming  
and refueling points (FARPs) with respect to 
wind direction and physical obstacles such  
as sand berms.
 —Choosing to take off out of wind  
and never getting above or ahead of the  
dust cloud.

 • Hitting an unseen obstacle on  
the ground:
 —More than $30 million in damage has 
been caused to aircraft over the last 3 years 
by impacting obstacles on the rollout, most 
occurring on reconned and known landing 
zones.  Again, this is a planning and briefing 
issue—forewarned is forearmed.
 • Lateral drift in the final stages  
of landing:
 —This has happened more than a dozen 
times in the last 3 years, almost always ending 
with the aircraft on its side.  Crewmembers 
have died as a result.
 There is no golden bullet for dust 
landings, but every crew runs the risk of 
spatial disorientation if they get enveloped in 
the cloud.  Experience is the best savior—stay 
ahead of the cloud, use symbology if you have 
it, and use instruments if you can.  However, 
don’t be afraid to throw away a bad approach; 
there are no old, bold aviators.  
 Based on this survey, we conclude that 
conducting better flight planning, thinking 
ahead of the aircraft, following standing 
operating procedures, and conducting 
Composite Risk Management saves lives.   
Fly safe! 

—LTC Ian P. Curry is a consultant in Aerospace 
Medicine and reconnaissance aviator at the U.S. Army 
Aeromedical Research Laboratory, Fort Rucker, AL.  He 
may be contacted at ian.curry@us.army.mil.
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F
L

IG
H

T
fa

xF
L

IG
H

T
fa

x

 While conducting a daytime, multi-aircraft, general 
support mission, the CH-47D crew failed to maintain 
orientation and aircraft control after inadvertently 
encountering instrument meteorological conditions 
(IMC).  The crew attempted to continue the mission even 
though visibility was less than 1 mile due to blowing dust.  
Chalk 1 slowed their airspeed to 40 knots and began a 
descent.  Earlier that day, the pilot in command (PC) of 
Chalk 1 had successfully found areas of increased visibility 
and was able to continue the mission.  The previous 
successes caused the crew to think they could find better 
visibility as they had done earlier in the mission.  

 Chalk 1 descended to about 100 feet 
above ground level (AGL) and suddenly called 
IIMC (inadvertent instrument meteorological 
conditions) and stated he was turning right to 
050 degrees.  Chalk 2 turned to 090 degrees for 
separation and started a climb after committing 
to IIMC.  Upon reaching 090 degrees, Chalk 2 
heard lead say they were turning to 090 degrees.  
Chalk 2 continued to climb and turned to 120 
degrees.  Shortly after turning to 120 degrees, 
Chalk 2 heard the PC of Chalk 1 yell, “Level the 
wings!  Level the wings!  Level the wings!” on the 
external frequency.  Chalk 2 continued to climb 
and increased airspeed to 70 knots.  The PC of 
the lead aircraft yelled, “Nose it over!  Nose it 
over!”—still on the external frequency.  Chalk 2 
called lead to check on their position, but didn’t 
get a response.  Chalk 2 climbed to 13,500 feet, 
still IIMC, turned north, squawked emergency on 
the transponder, and continued calling Chalk 1.
 After entering IIMC, Chalk 1 lost control 
of the aircraft and crashed.  The aircraft was 
destroyed on impact with the ground and 
consumed by a post-crash fire.  All crewmembers 
and passengers suffered fatal injuries.
 Situational awareness can be defined many 
ways, but it comes down to knowing where you 
are, what you’re doing, and why you’re doing 

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

Today ’ s  f l i gh t  

p ro f i l e s  be ing  

f l own  in  cu r ren t  

opera t ions  keep  

a i r c rew  members  on  

a  razor ’ s  edge  f rom 

los ing  s i tua t iona l  

awareness .   Th i s  

edge  i s  l o s t  when  

f rac tu red  by  spa t ia l  

d i so r ien ta t ion  ( SD )  

o r  o ther  human ,  

env i ronmenta l ,  o r  

mater ie l  fa c to r s .

Pilots Pushed Too Far

INVESTIGATORS’ FORUM
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it.  This article is intended to raise leader and 
individual awareness of situations that could 
lead to loss of situational awareness, as well as 
the need to “push the weather.”  Aviators want 
to accomplish their mission; however, it’s never a 
good idea to push the weather in an attempt to 
do so.
 Flying is a tough business.  Operating 
complex aircraft systems under adverse 
environmental conditions can be very 
demanding and requires a great deal of time  
and concentration from each crewmember.
 Today’s routine mission profiles demand 
more than human beings are designed to do.  
Army Aviators are asked to fly faster, lower, 
longer, in the dark, in weather, in formation, 
and under goggles.  More often than not, they’re 
asked to do all of this at the same time.  And, 
oh, by the way, somebody may also be shooting 
at them.  This level of complexity is further 
increased by the frequency and amount of real-
time information technology given to them 
during flight.  It comes as no surprise, then, 
that they’re putting themselves into situations 
which cause them to lose situational awareness.  
Unfortunately, they’re not sensing or realizing it 
before it’s too late to react.
 Loss of situational awareness plays an 

undeniable role in Army rotary-wing operations.  It is clearly 
a hazard that requires more focus if application of our 
Composite Risk Management process is to drive our accident 
rate down and preserve our combat readiness. 

–Comments may be directed to the U.S. Army Combat Readiness Center Help 
Desk, DSN 558-1390 (334-255-1390).

Pilots Pushed Too Far
Information presented in the Investigators’ 
Forum is designed to present non-specific 
accident information for awareness  
and accident prevention purposes.

January 2006
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ANONYMOUS (“STORM 35”)

The mission was 
to fly as the 
command and 

control spare for the 
battalion commander 
and battalion 
standardization pilot 
(SP).  They were Chalk 
1 and I was trail.  I was 
the pilot in command 
(PC) and flying with 
a fairly new WO1 in 
a Lima-model Black 
Hawk.  This was Iraq, 
and we were jumping 
from our second 
temporary camp to our 
third, located further 
north near Baghdad.  
We were in country 
just a few weeks, and 
the war had already 
started.  The flight 
was following a pre-
established one-way 
route that was known 
theater-wide.

 Before departure, we 
received a sketchy weather brief 
via cell phone that didn’t warn of 
any real obstruction to visibility, 
just the normal desert haze.  
Halfway on the route we spotted 
two Black Hawks flying the 
wrong way on our one-way route 
and asked them why they were 
flying on the route.  Their reply 
was simple:  “Visibility ahead is 
about one-quarter mile.” 
 They turned around and 
were headed back to their 
home base—a concept I tried 
to implore to Chalk 1.  I 
radioed Chalk 1 and asked if 
we were also turning around.  
Immediately the battalion 
commander radioed back that 
we were going to press on 

and see what the weather looked 
like.  I mentioned we already 
had a pilot report from the  
other returning flight and 
thought it would be a good 
idea to turn around.  Again the 
battalion commander radioed 
back that he wanted to continue 
and try to get to the next base 
camp before the battalion 
convoy left the former base.   
He actually sounded annoyed 
that I was questioning his 
decision to proceed.
 Inside my cockpit I griped 
about the decision but continued 
anyway due to the perceived 
command pressure.  The caution 
lights were going off in my 
head, but I failed to exert my 
command authority and demand 

10 January 2006
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we turn around.  The fact that 
the air mission commander 
(AMC) was the battalion 
commander and his pilot was  
the battalion SP led me to 
believe I was wrong and they 
must have the situation under 
control, right? 
 The next radio call was 
mine.  “Chalk 1, Chalk 2 … I’m 
having trouble seeing you,” I 
said.  “Roger, I’m slowing,” the 
SP replied.  His voice inflection 
alarmed me.  He seemed stressed.  
Visibility was LESS than one-
quarter mile, and I was seconds 
from again requesting we turn 
around when it hit us. 
 “Chalk 1, I cannot see 
you,” I exclaimed.  The entire 
windshield was desert colored, 

and the aircraft was being 
slammed with close to 50-knot 
winds from all directions.  “I’m 
landing, I’m putting her down,” 
I said in an intense voice.  
“Roger, we are also,” the SP 
replied with the same intensity.  
There were no radar approaches 
or inadvertent instrument 
meteorological conditions 
recovery fields at that time, and 
we were right at the frontline of 
a powerful sandstorm.  
 I looked to my right and 
saw an equally terrified junior 
pilot and knew it was up to 
me to land this bird in a zero-
zero visibility condition.  The 
entire crew remained totally 
silent.  I referred to my radar 
altimeter and artificial horizon 

and prayed.  I didn’t know if 
we were landing on a house, 
trees, or the other aircraft.  
Even after landing, I still could 
not see the ground.  I radioed 
Chalk 1 and was told to shut 
down immediately and set up 
perimeter defense positions.  I 
was so glad we made it that I 
didn’t mind a firefight with the 
enemy at the time.  
 The storm lasted 2 hours, 
and we were out there in hasty 
fighting positions.  We were 
sandblasted and sand burned, 
but the storm was over.  Chalk 
1 was seven rotor disks away 
from our position, and I had 
landed on a slope on the side of a 
road.  That was the first time we 
actually saw the ground.  Never 
again am I going to let someone 
talk me into going beyond my 
abilities or the aircraft’s limits.  
Sometimes we should listen to 
that little voice inside our head.  
Rank and position of the AMC 
will not dictate actions I deem 
unsafe.  That’s my job as an 
Army warrant officer—to keep 
my crew safe and bring them 
back to their families.     

—The author’s name was withheld by 
request.  If you would like to publish a 
story anonymously in Flightfax, please 
call Ms. Paula Allman, Managing Editor, 
at DSN 558-9855 (334-255-9855) or  
e-mail paula.allman@crc.army.mil. 
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BY LCDR BILL MELLEN
U.S. NAVY

“OK ,  guys ,  th i s  i s  i t ;  

we ’ve  go t ta  do  th i s , ”  was  the  

las t  th ing  I  sa id  be fo re  we  lo s t  a l l  

power  to  the  a i r c ra f t .  

 It was a typically brisk but clear, winter 
day in Norfolk, VA.  The water temperatures 
were reported to be in the high 30s to low 
40s.  I begrudgingly donned my dry suit—not 
thrilled by the prospect of having the suit’s 
rubber seal chafe my neck like a cheap, rented 
tuxedo for the duration of a 3-hour airborne 
mine countermeasure (AMCM) sortie.  With a 
seasoned lieutenant for an aircraft commander 
(HAC) and a complement of six salty aircrew 
members, I felt the deck was stacked for an easy 
back-in-the-saddle flight for the old O-4.  Good 
thing I didn’t make a wager.
 We were scheduled to hunt “mine-like” 
objects in a training minefield 30 miles off the 
coast.  When we reached the training field, I 
settled our MH-53E into a 75-foot hover as the 
crew prepared the AMCM gear.  We completed 
our pre-mission checklist in the cockpit and 
awaited the “ready to commence” call from the 
crew.  Instead, we heard, “Sir, do you hear that 
noise?” A high-pitched whining sound could 
be heard over the intercommunications system 
(ICS).  I quickly scanned the gauges—indications 
were normal. 
 I replied, “Everything looks normal up here.  
Where is the sound coming from?” 

 One crewman suspected the No. 3 engine.  
“No biggie,” I thought.  After all, this is the 
mighty 53E, with three engines and power to 
spare; just transition to forward flight and, if the 
engine fails, land as soon as practical.  It was time 
to show the lieutenant how an “old-school bubba” 
greases on a dual-engine landing. 
 I was awakened from my pretentious stupor 
by another crewman’s remark, “Uh, actually, sir, I 
think the noise is coming from the main gearbox.” 
 Yikes!  The machine just upped the ante, and 
this was a winner-takes-all game. 
 We immediately headed for the beach.  As 
I mentally reviewed the Naval Air Training and 
Operating Procedures Standardization (NATOPS) 
procedures for an impending main gearbox 

Those words could have been my last ones had I 
not had the proper training.  I was straight out of 
Aviation Safety School and just 3 weeks into my 

department-head job as the squadron safety officer.  I 
couldn’t help but shake my head at the irony of it all. 
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 The AN/PRC-149 personal locator 
beacon and voice transceiver (PLBVT) 
provides global positioning system (GPS) 
location and communication to search 
and rescue units.  It is carried in the 
crewman’s survival vest and is activated 
by the crewman.
 The integral voice transceiver 
features multiple channel-selectable 
VHF/UHF capability.  The search and 
rescue satellite aided tracking (SARSAT) 
capability provides near instantaneous 
notification of distress signals to  
rescue agencies.
 With its embedded GPS receiver, 
the AN/PRC-149 provides automatic 
position reporting.  A detachable radio-
control unit enables rescue swimmers 
to communicate hands-free with the 
hovering helicopter, allowing full use of 
their hands for the rescue operation.
 The radios are being issued through 
normal logistics chains as a programmed 
replacement for the PRC-90 and PRC-
125 survival radios.  There are more 
than 10,000 AN/PRC-149 radios 
currently in the fleet spread across  
all aviation communities.

—Reprinted with permission from Approach  
May-June 2005.

failure, I flew a “low and slow” profile of 100 feet 
AGL and 80 knots.  
 Within 3 minutes, the noises from the back 
grew deeper and louder; airframe vibrations now 
accompanied them.  I could feel the aircraft 
laboring to stay in the air.  I asked the HAC to 
check the pressure and temperature gauges and to 
alert me of any abnormal indications.  The gauges 
checked within limits, but the aircraft was talking 
and telling a story whose plot was easy to follow.  
With numerous mishap accounts fresh in my 
mind from safety school, I knew the all-too-often 
abrupt ending. 
 “This is not good,” I remarked to the crew. 
 Reading between the lines, the HAC directed 
the aircrew members to prepare the cabin for 
a possible water landing.  Still 28 miles from 
land, I wondered how much farther I could coax 
the aircraft to fly.  I got my answer moments 
later when the main gearbox chip detector 
light illuminated, followed, in short order, by a 
hydraulic pressure caution light. 
 Completely persuaded that the gearbox was 
catastrophically failing, I rapidly flared to set up 
for an immediate, no-hover landing. 
 “Ditch, ditch, ditch; we’re making a water 
landing, guys!” I announced over the ICS.  I asked 
the HAC to raise the landing gear and to get out a 
mayday call on guard frequency. 
 “I can’t believe I’m about to do this,” I 
thought as I set the aircraft on the ocean. 
 The tail end settled and immediately began to 
take on water.  The HAC reached up to secure the 
engines while I did my best to keep the aircraft 
upright with the cyclic.  Suddenly, the power cut 
off and all we heard was the whistle of the blades 
as they coasted down. 

 Seeing the water level creep up the chin 
bubble, I realized I needed to prepare for the 
inevitable egress.  I reached down and pulled  
the window’s emergency release handle, gave  
the window an elbow, and watched it fall into  
the water. 
 “What else?” my mind raced to recall. “Air, 
that’s right, I’ve got air.” 
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 I reached across my survival vest and 
grabbed the helicopter aircrew breathing device 
(HABD) regulator, put it in my mouth, and took 
a short breath to make sure there would be no 
surprises (I had been in too much of a hurry on 
preflight and hadn’t bothered to check the bottle 
pressure).  As the rotor blades slapped against 
the swells and came to a halt, the aircraft began a 
slow roll.  I looked over to the HAC and saw he 
already was underwater.  I held on to my window 
frame for reference, placed my other hand on the 
harness release, and braced myself for the big-
ticket ride. 
 I was comforted by how surprisingly close 
the airframe roll mirrored that of the 9D5 
helo dunker.  However, my comfort level soon 
was exceeded by the inrush of water from my 
window. It felt like a fire hose had been sprayed 
in my face.  Every part of me desperately wanted 
to get out of that seat, but the phrase, “Wait until 
all violent motion stops,” rang in my mind, and I 
stayed strapped in until the rush subsided. 
 Suddenly, it got dark but calm.  Breathing  
on my HABD bottle, I turned the harness  
release and fell out of the seat—still holding on 
to my window frame with the proverbial death 
grip.  As I fought through debris that washed 
forward from the cabin and filled the cockpit,  
I pulled myself through the window and made  
a few strokes. 
 Next thing I saw was the blue Virginia sky as 

my head popped out of the water.  I soon felt the 
cold bite of the frigid water; I now was glad to be 
wearing that cheap, rented tuxedo.  Regrettably, 
I had opted to leave my dry suit underliner 
hanging in the paraloft because I didn’t want 
to get too warm in flight.  I pulled the beaded 
handles to inflate my survival vest and was 
granted the luxury of an auto-inflate.  Other crew 
members were forced to manually inflate their 
vests when the beaded handles failed them. 
 I looked around and spotted an orange raft 
floating 20 yards away—the crew chief had been 
able to deploy and inflate the raft during egress.  
I backstroked my way to the raft, where the rest 
of the crew met me.  We all worked to get each 
other onboard.  I counted eight smiling—no, 
make that eight giddy faces—and let out a sigh  
of relief that everyone had safely gotten out.   
We were cold and wet, but there wasn’t a  
scratch on anyone. 
 A Coast Guard C-130 crew heard our 
mayday and within minutes was circling 
overhead.  We established communications with 
the plane on the PRC-149 survival radio from a 
crewman’s vest.  Help was on the way.  Morale 
was high in the raft.  I almost felt guilty about 
quenching the festivities by putting on my safety 
officer’s hat and reminding the crew we were still 
in the ocean and needed to stay focused on our 
procedures for rescue.  As advertised, the cavalry 
soon arrived in the form of two Navy H-60 
helicopters that quickly hoisted us to safety.
 Back at the hospital, a crewman asked me 
if that was the back-in-the-saddle flight I was 
looking for.  “Not so much,” I replied.  But if 
experience is the best teacher, I earned a Ph.D. 
on that flight.  Foremost, I learned the aircraft 
doesn’t lie when it’s talking to you, so you better 
be all ears.  Abnormal noises may be the first 
and possibly the only indication of malfunction 
before failure.  What’s more, it has been said 
the NATOPS was written in blood.  Unless you 
want to write a postscript with yours, know its 
contents cold; there’s no time to cross reference 
when things get ugly. 
 Don’t allow the donning of your survival gear 
to become a mere formality—dress for survival, 
not comfort.  Preflight and thoroughly familiarize 
yourself with all personal—and aircraft—survival 
items; today might be the day you call on them 
to save your life. 
 Finally, believe in the emergency egress 
training you’ve been taught.  Does it really work?  
I bet my life on it—literally.  

—Reprinted with permission from Approach  
May-June 2005.
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There’s an old saying that goes, “We’re only 
as strong as our weakest link.”  I believe you, 
as a first-line supervisor, are the critical link 
in the Army’s leadership chain.  You’re the 
Army’s expert when it comes to knowing and 
protecting your Soldiers.
 I ask you to read Preliminary Loss Report 
0566 below.  As you will see, two Soldiers 
died in an AH-64A accident in North Carolina.  
Whether Soldiers die on the battlefield or 
from accidents stateside, their loss affects the 
Army’s mission, morale, resources, and  
overall readiness.  A loss is a loss, regardless 
the cause.
  
        

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 As a retired Army NCO, I know Soldiers 
are only as good as the training their leaders 
provide.  If leaders don’t train Soldiers to 
be safe, who will?  As a first-line supervisor, 
you’re the first leader your Soldiers see in 
the morning and the last one they see before 
heading out at night.  They depend on you to 
show them what “right” looks like.
 You can teach your Soldiers what right 
looks like by training them to use Composite 
Risk Management (CRM).  By doing so, you 
empower them to reduce losses, which 
benefits you, your organization, and the entire 
Army.  Using CRM is not a great mystery; 
it’s the same five-step risk management 
process outlined in Field Manual 100-14, Risk 
Management.  What makes CRM different is it 
addresses not only accidental losses, but also 
those caused by combat, suicide, medical, and 

other issues.  To quickly review the five steps:
Step 1—Identify Hazards:  Identify what will 
hurt you, your Soldiers, and the mission.
Step 2—Assess Hazards:  Is the risk(s) low, 
moderate, high, or extremely high?  What’s 
the severity or probability of the risk?
Step 3—Develop Controls and Make 
Decisions:  Develop options to reduce the 
risk(s) and decide the best controls.
Step 4—Implement Controls:  Follow 
through with your plan.
Step 5—Supervise and Evaluate:  Make 
changes as needed to modify or adjust.
 CRM was designed to be ongoing and 
flexible to meet the changing missions and 
environments Soldiers encounter in garrison 
and on the battlefield.  As you teach your 
Soldiers to use CRM, they can gain experience 
completing risk assessments for normal and 
long-range planning.  Even better, they’ll learn 
how to quickly perform risk assessments under 
any circumstances.
 Once Soldiers accept and understand 
CRM, they’ll automatically have their “risk 
mode” activated.  As using CRM becomes 
automatic, Soldiers will better protect each 
other—whether in combat or in garrison, day 
or night.  And CRM isn’t just limited to on post.  
Soldiers who’ve taught their families to identify 
and avoid hazards can deploy with greater 
peace of mind, knowing their families will  
be safer.
 On the battlefield, Soldiers using CRM 
can tell their buddies, “I’ve got your back,” 
confident they’ve thought through the dangers 
and planned for them.  Because they’ve asked 
themselves, “What’s going to kill me and my 
buddies,” they’re better prepared to defeat the 
enemy and come home alive.
 That’s why you’re so important as a  
first-line supervisor.  The training you give  
your Soldiers is their best defense against  
the twin hazards of enemy action and 
accidents.  You’re training your Soldiers to  
win and survive! 

—Ms. Martinez is a Safety and Occupational Health 
Specialist for the Mobile Training Team at USACRC.  She 
may be contacted at DSN 558-0208 (334-255-0208) or 
by e-mail at orillia.martinez@crc.army.mil.

RIA MARTINEZ
U.S. ARMY COMBAT 
READINESS CENTER

PRELIMINARY LOSS REPORT 0566
AH-64 CRASH CLAIMS 2 SOLDIERS’ 

LIVES -- ACCIDENT

Two Soldiers (1LT and CW3) were killed 
when their AH-64A helicopter crashed 

during nap-of-the-earth (NOE) training.  
The aircraft was flying west into a setting 
sun when it struck multiple 1¼-inch wires 
that extended across a river.  The aircraft 
crashed into the water.  The wires were 

marked on the local hazards map.
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MARIAN GARAIACU
ROMANIAN AIR FORCE

 Well after sunset, a flight of two took off 
as planned from Campia Turzii.  It was a very 
dark night, and during initial climb, only the 
stars accompanied us.  I was the trail aircraft, 
so behind my jet I saw nothing but blackness.  
There was only one island of light at my 6 
o’clock—a local town and the base nearby. 
 The MiG 21 Lancer fleet constitutes 
the backbone of the Romanian Air Force, 
performing air defense, close air support, 
and training roles.  It is an incredible aircraft, 
offering an impressive number of resources 
to the pilot, including the program altitude 
passage warning system.  A verbal warning 
of “Altitude, Altitude” is heard from a voice 
message unit (VMU) when the aircraft 
descends past the programmed altitude.
 On this night, I had programmed altitude 
warnings at 600 meters above ground level 
(AGL).  However, I was not expecting to hear 
the altitude warning before the final approach 
into Campia Turzii.  My rationale behind 
programming at 600 meters from ground 
warning was it would allow me to have 
enough time to initiate a recovery and miss 
the ground if something were to go wrong.
 The return to base was in formation 
under visual flight rules (VFR).  From about 
60 kilometers, we descended 1,000 meters.  
Shortly after, we received instructions from  
the Campia Turzii Air Base tower to proceed  
to point WP-15, 25 kilometers southeast of  
the air base. 

 Up to that point everything was normal.   
I had no doubt about the procedures we were 
following; everything was according to VFR 
and routine.  Still in descent, my leader called 
a formation change to “left echelon.”  As a 
winger, I did not know what altitude my leader 
was planning to level off around point WP-15.
 As we continued our descent, I read 800 
meters on my altitude heads-up display.  We 
were now in the lower level (below 1,000 
meters AGL).  I was convinced we would not 
descend below the instrument flight rules (IFR) 
minimum sector-safe altitude.  That altitude 
assured us a 500-meter clearance from the 
highest obstacle within 35 kilometers of the 
airport.  This meant I would not hear the 
altitude warning, especially when Campia 
Turzii Air Base sits at 100 meters above sea 
level (ASL) and is surrounded by obstacles 350 
meters ASL within that 35 kilometers—point 
WP-15 being one of them.
 So our descent continued and my 
confidence level was reinforced by that island 
of light in my peripheral vision at my 11 
o’clock position and slightly below horizon.  
We were getting closer to the air base.  But 
short of 30 kilometers, suddenly something 
was wrong.  The VMU manifested itself, this 
time to warn me we had passed through 600 
meters AGL!
 The following events happened in less 
than 3 seconds.  Never in my more than 
1,000 flight hours had I been confronted 

During an exercise in September 2000, my 
squadron detachment was called to Campia Turzii 
Air Base to perform night flight training missions.  Once 

we arrived at their facility, we met our hosts and they briefed us 
on flight rules and procedures relative to the local area, as well as 
discussed mission objectives and training rules to follow.
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with such an awful reality.  In a fraction 
of a second, the safety of my flight was 
threatened.  I could not believe it.  Since  
I was in close formation, I had to first make 
power and position adjustments before I 
could stop looking at the lead aircraft.   
Once I had a safe distance from the lead 
aircraft, I was able to quickly glance at  
the radar altimeter.
 Before I could even satisfy my curiosity, 
the VMU was heard again.  We were still 
below 600 meters AGL and descending.   
I saw the radar altimeter needle rapidly 
descend from 600 to 400 meters AGL  
and had no doubt what just happened.  
I transmitted to my lead the code words 
associated with this rare event, “PULL UP!  
PULL UP!”  At the same time, I initiated an 
aggressive recovery.
 Fortunately, my lead made his recovery, 
as well.  Even though my radio transmission 
had to sound like thunder in his helmet, his 
recovery was tinted with disbelief.  He took 
the time to ask me if we were supposed 
to report ourselves at point WP-15 at 600 
meters ASL.  After this radio transmission, 
trying to overcome my surprise, I quickly 
began to convince him of the danger that 
had just occurred.  I told him I saw 400 
meters on the radar altimeter when I had 
given him the “pull up” call.  Now back at 
800 meters ASL, we proceeded back to the 
base route formation until we were in a 
position to land without further problems.
 I was on the ground when I realized my 
lead had used day visual flight rules.  The 
500-meter altitude was designed for aircraft 
on a low-level mission during daytime only. 

According to the procedure, those low-level 
aircraft have to climb to 800 meters ASL 
before entering the Campia Turzii Air Base 
control zone.  The aim here is for the fast 
aircraft to rejoin the circuit in a safe manner, 
allowing all helicopters around Campia Turzii 
to fly below all military traffic, in this case 
below 800 meters ASL.
 After the video tape recorder review, 
we discovered we avoided impact with 
the earth by only 150 meters.  Also, we 
found the recovery altitude was actually 50 
meters below the highest obstacle.  From 
that altitude and rate of descent (nearly 
25 meters per second), there were only 8 
seconds before we would have impacted the 
ground.  That profile is based on a descent 
over a flat terrain with no trees or obstacles, 
which was not the case around point WP-15!

Lessons learned
 There are two lessons to take away 
from that night mission.  First, night VFR 
does not always represent perfect visual 
meteorological conditions.  In this case, the 
ground visibility was nonexistent; we may 
have been VFR, but we needed to be flying 
under instrument meteorological conditions.  
Under these conditions, it is imperative to 
follow approved approach rules and nothing 
else.  Secondly, it is crucial to instinctively 
react to the “PULL UP” call without one 
second of hesitation.  

—Marian Garaiacu is a member of the Romanian 
Air Force.  He wrote this article while attending the 
Aviation Safety Officer Course at Fort Rucker, AL.  He 
may be contacted at garaiacu@roaf.ro. 
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In January 1968, 
the North Koreans 
captured the Navy 

spy ship “Pueblo.”  I was 
an Air Force firefighter 
attached to Det. 8, 38 Air 
Rescue Recovery Center, 
stationed at Myrtle Beach 
Air Force Base, SC.  Our 
unit was alerted to deploy 
two Kaman HH-43B 
Huskie helicopters, better 
known during the Vietnam 
War as “Pedro,” to Kunsan 
Air Base, Korea.  Our 
detachment—consisting 
of pilots, maintenance 
personnel, firefighters, 
and medics—packed up 
our two aircraft with 
equipment, loaded them 
on two C-141 aircraft, 
and was in Korea within 
3 days from the time of 
notification.  We were 
there for 6 months, living 
in field conditions from 
February through July.  
Our alert operations 
tents and two aircraft 
maintenance tents were 
to be placed between two 
inactive taxiways because 
there were no quarters on 
the installation for our 
personnel to stay.

KENNETH KLEIN
DOTHAN, AL

MSG Kenneth Klein 
pre-flighting the fire 
suppression kit (FSK) 
in the morning while 
on alert at Kunsan 
Air Base, Korea, 
1968.

Klein explaining 
how the FSK works 
to the commander,  
1967.

HH-43B set up  

on alert.

 During our stay, we made 
rescues for three downed aircraft:  
an F-4D, an F105, and a Korean 
F-86.  We were also required to 
maintain minimum flying hours 
and proficiency training, including 
emergency procedures.  During daylight hours, the alert crew consisted of one 
pilot, one medic or pararescueman, and two firefighters.  On the Huskie, the 
pilot flew the aircraft from the right seat.  For these flights, a crewmember 
occupied the front seat to help monitor the gauges and to watch for other  
aircraft from the 9 to 12 o’clock position.  During nighttime operations,  
we added a copilot.
 Early one morning, our alert pilot decided to launch a training flight to 
keep our currency up to date.  After about an hour, our pilot decided to perform 
some emergency procedures—one of which was an autorotation from 500 feet.  
We had previously been using a specific spot on one of the inactive taxiways for 
this procedure.  He alerted the crew that he was about to begin.  He told me he 
was going to perform the autorotation using a left traffic pattern.  We leveled 
out at 500 feet, downwind, when he reduced power to ground idle, lowered the 
collective, and banked left, turning base.  Because he was in the right seat, his 
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Hoist operations.

HH-43B used to fight 
fire in training exercise.

HH-43B set up  

on alert.

visibility was impaired by me 
and the left side of the aircraft.  

He continued the bank until he 
was on final approach, descending at a 45-degree 
angle at 60 knots.  The Huskie has four landing 
gears with four wheels, so on touchdown, the 
aircraft would normally rollout and stop when 
the pilot applied the brakes.  
 On this particular day, we were confronted 
with something unexpected.  The Korean Army 
had been having trouble with Korean nationals 
infiltrating the installation, so the night before 
they had lain rusty concertina wire and trip 
flares across this taxiway to prevent their access.  
They forgot to tell us!  Yep, you can guess what 
happened next.  After we touched down and 
began rollout, the pilot noticed this wire across 
the entire taxiway.  We were rapidly approaching 
it without any power for lifting off.  He 
immediately cranked up the throttle, pulled up 
on the collective, pulled the cycling stick to the 
full back position, and applied the brakes.  The 
aircraft shook and jumped to a full stop just a few 
feet from the wire.  We all sat there for awhile to 
compose ourselves.

Lessons learned
 The lessons learned from this near-disaster is 
no matter how often you perform an autorotation 
or landing to the exact same location, ALWAYS 
doublecheck the area to ensure it is in the same 
condition as it was the last time you conducted 
training.  This is particularly true when a unit 
is deployed to locations such as Iraq, Kosovo, 
and other forward locations.  NEVER ASSUME 
your landing areas are going to be in the same 
condition they were the last time you used them.  
Perform a low-altitude recon before performing 
any training or emergency procedure.  Your life 
will depend on it. 

—Mr. Kenneth G. Klein is a retired master sergeant 
from the Air Force, a retired GS-14 Fire Chief from 
Fort Rucker, AL, and currently works as an EH&S 
Coordinator at Cairns Army Airfield, Daleville, AL.  
He may be contacted at 334-598-0578 or by e-mail 
at kleink@frmaint.com.  Mr. Klein wrote this article 
while attending the Aviation Safety Officer Course 
04-003.
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empty troop seats just before takeoff.  
As the aircraft departed, the NVG 
case was reported to have fallen 
out of one of the open cabin doors.   
 It’s believed the specialist did not 
apply pressure to the entire edge of 
the Velcro™ fastening around the troop 
seat.  As the wind rushed through 
the open doors into the cabin area, it 
apparently blew open the troop seat 
and sent the NVGs tumbling out of 
the aircraft to the ground.  The crew 
returned to the runway and recovered 
the NVGs, which suffered repairable 
Class D damage.  

THIS WAY FORWARD
 Poor scanning for any potential 
hazards and a lack of crew coordination 
allowed some easily avoidable damage 
to occur to a CH-47D that was on a 
combat mission.  After hooking up an 
external load, the crew was informed 
by the tower that they had hooked it up 
backward.  The crew was in the process 
of unhooking and repositioning the 
load when the pilot in command (PC) 
noticed the aircraft’s hook release lights 
had illuminated.  The PC asked if it was 
all right to come forward, and the flight 
engineer told him it was clear.
 When the pilot brought the aircraft 
forward, the cue tip was still connected 
to the forward hook, and the aircraft 

January 2006

were almost finished with a routine aerial reconnaissance 
mission near Lake Tar Tar in northwestern Iraq when they 
heard a scratchy mayday call over their radio traffic.
 The call came from a group of U.S. and Iraqi troops  
who were ambushed during their patrol.  Though the pilots 
only had about 10 minutes of fuel left in their Kiowas and  
were too far out of range to maintain radio contact  
with their headquarters, they decided to fly to the aid of  
the ambushed troops.
 “These four Soldiers are an amazing breed of Army 
Aviator,” said COL Kelly Thomas, commander, 82nd 
Aviation Brigade.  “They turned their aircraft toward the 
sounds of the enemy’s guns, and without hesitation, they 
engaged the enemy with a close-contact attack, saving the 
lives of their brothers in arms.
 “More than 1.5-million Army Aviation flight hours have 
been flown in OIF, and only 22 Distinguished Flying Crosses 
have been awarded,” Thomas said. “You witnessed it today; 
23, 24, 25, and number 26.” 
 Hultquist said it was a tremendous honor to just be put 
in for the DFC. 
 “But the biggest thing for us that day,” he added, “was 
the Soldiers we were fighting for made it home alive.” 

(Editor’s note: SGT Michael J. Carden serves with the 82nd 
Airborne Division Public Affairs.)

 The Distinguished Flying Cross (DFC) was awarded to four 
paratroopers from the 1st Squadron, 17th Cavalry Regiment of the 
82nd Airborne Division on 8 November 2005 for valorous conduct 
in Operation Iraqi Freedom (OIF).  1LT Michael Hultquist and 
CWOs James Cornell, James Williamson, and Charles Folk, all 
pilots from Troop D, were recognized in a ceremony at the 82nd 
Aviation Brigade headquarters. 
 On 22 March 2005, Hultquist, Cornell, Williamson, and Folk 

KIOWA PILOTS GET DFC FOR AMBUSH RESCUE SGT MICHAEL J.  CARDEN
FORT BRAGG, NC

From left to right: CWO Charles Folk, 1LT Michael Hultquist, CWO 
James Cornell, and CWO James Williamson, all aviators from 1st 
Squadron, 17th Cavalry Regiment, 82nd Airborne Division, received  
the Distinguished Flying Cross during a ceremony on 8 November 2005 
at the 82nd Aviation Brigade Headquarters. The aviators were awarded 
the medal for valorous actions during Operation Iraqi Freedom. 

YOU MIGHT NEED 
THOSE LATER
 After taking to the air to conduct 
a night vision goggle (NVG) training 
flight, a UH-60L crew lost a very 
important component to their mission.  
A specialist had stored a set of NVGs 
in the back of one of the aircraft’s 

CHRIS FRAZIER
STAFF WRITER/EDITOR
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was pulled down and contacted the 
load.  The flight engineer told the 
pilot to come back, but the load had 
already punctured the bottom of the 
aircraft ramp, causing Class E damage.  
Following repairs, the aircraft was 
returned to service.
 

DOES THAT BELONG 
THERE?
 During refuel operations, a 
clipboard that had been placed on 
an OH-58D(R) glare shield by an 
instructor pilot (IP) slid off, causing a 
5-inch by 6-inch hole in the left chin 
bubble.  The aircraft was returned to 

parking and shutdown without further 
incident.  The clipboard caused Class 
C damage to the aircraft, which was 
returned to service after the chin 
bubble was replaced.  The clipboard 
was reluctantly returned to the IP.  

NICE SHOT, MAN
 Following the hot refuel of a UH-
60L on a maintenance test flight, 
a refuel team member tossed the 
grounding cable while standing under 
the rotor disk.  The cable entered the 
rotor disk, and the clip on the end of 
the cable contacted the red main rotor 
tip cap, resulting in a 3-inch gash in 

the top of the tip cap.
 An inspection was conducted on 
the main rotor blade weight attachment 
point to determine if the blade structure 
was damaged.  The incident was 
reviewed with all aircrew and forward 
arming and refueling point (FARP) team 
members, and it was recommended 
all FARP personnel participate in 
proper refueling procedures refresher 
training.  The tip cap was replaced and 
the aircraft released for flight.

—Contact the author at (334) 255-2287, 
DSN 558-2287, or by e-mail at christopher.
frazier@crc.army.mil.  For more information 
on how to submit a story to Litefax, send an 
e-mail to flightfax@crc.army.mil.

 An Army Aviator was awarded the Silver Star for 
gallantry in a ceremony 1 October 2005 in Bagram, 
Afghanistan.  CW3 Christopher Palumbo from A Co., 
3rd Battalion, 158th Aviation Regiment, was awarded the 
medal for his actions 11 April.  Palumbo was the pilot 
in command of “Skillful 31,” the call sign for a UH-60L 
Black Hawk helicopter conducting aviation operations 
in Southeast Afghanistan that came under fire while 
supporting Special Operations Soldiers. 
 “I was going to do whatever it took to ensure those 
Special Forces Soldiers were protected and spared from 
any further injuries,” Palumbo said.  While inserting a 
quick-reaction force and extracting two wounded Soldiers, 
Palumbo and his crew were credited with killing more than 
six enemy and were constantly under fire from small arms 
and rocket-propelled grenades.
 “None of the crew aboard Skillful 31 had any 
reservations,” Palumbo said.  “Over 50 bullet holes, shot-up 
engine, shot-up cabin and cockpit, one crew chief wounded, 
four blades tore up … we were lucky.”  Though luck may 
have had something to do with it,  Palumbo said, “I think 
while the fight played out, instinct took over and training 
just kicked in.”
 Palumbo worried for the safety of his crew but  
said none of his crew had any reservations about the 
importance of the mission or, more importantly, the  
troops on the ground.

ARMY AVIATOR RECEIVES 
SILVER STAR

 “I think this incident just reinforced the bond that 
aviators have with their infantry brethren and reminds us 
that the war in Afghanistan is not over,” said Palumbo.  
“There are many Soldiers all over this country taking the 
fight to the enemy and persevering.”  
 The news of the award shocked Palumbo.  “I never 
realized the magnitude of the actions we took that day,” 
 he said. 

(Editor’s note: SSG Ken Denny serves with the 117th Mobile 
Public Affairs Detachment.)

SSG KEN DENNY
ALASKA ARMY NATIONAL GUARD

Army CW3 Christopher Palumbo, 3rd Battalion, 158th Aviation 
Regiment, is awarded the Silver Star by CJTF-76 commanding 
general MG Jason Kamiya. 
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In format ion based on prel iminary  reports  o f  a i rcraf t  acc idents

ACCIDENT BRIEFS

Class A
AH-6J
• Class D:  During cruise flight, 
the crew experienced a one-to-one 
main rotor vibration.  The crew 
landed the aircraft in the vicinity 
of a tactical forward arming and 
refueling point and shut  down 
the engine.   Upon postflight 
inspection, the crew discovered 
an improperly installed trailing 
edge main rotor blade pin.  This 
resulted in damage to the main 
rotor blade, main rotor dampener, 
main rotor lead lag link, main rotor 
dampener retention pin, and both 
(leading edge/trailing edge) main 
rotor blade retention pins.  Main-
tenance was notified, the affected 
parts were replaced, and the 
aircraft was returned to service. 

AH-64
A Model
• Class D:  During a right turn, the 
right engine nacelle opened.
• Class E:  The instructor pilot (IP) 
was conducting environmental 
training/maneuvering flight train-
ing.  After demonstrating a target 
“bump-up” from maneuvering 
flight engagement, the backseat 
cockpit began to fill with smoke.  
The environmental control unit 
(ECU) was turned off,  and the 
backseat cockpit continued to 
fill with a blue-white smoke.  An 
emergency was declared and a 
rolling landing was conducted.  
The aircraft landed safely and 
the cockpit was opened for ven-
tilation.  The crew got out and 
checked for a possible fire.  The 
ECU was replaced.
• Class E:  During aircraft runup 
procedures while on auxiliary 

power unit (APU) power, a flight 
control check was conducted.  The 
APU failed and fuel was observed 
running out the tailboom.  Inspec-
tion revealed the APU fuel control 
valve was leaking at the solenoid 
connection into the fuel valve 
assembly.  The fuel control valve 
assembly was replaced, and the 
aircraft was released for flight.  
No damage to the aircraf t   
was reported.  
D Model
• Class E:  The aircraft was flying 
at 100 knots and 470 feet above 
ground level (AGL) when a strong, 
hot, solvent odor was noticed by 
both crewmembers.  Within sec-
onds, front cockpit visibility was 
great ly reduced and a moist,  
oily film coated all surfaces.  An 
emergency was announced and a 
precautionary landing was immedi-
ately made to an open field.  The 
maintenance test pilot got out and 
inspected the aircraft.  No warn-
ings, cautions, or advisories were 
noted, and except for vapors/odor, 
the aircraft systems appeared to 
function normally.  The crew 
requested one-time flight back to 
base and returned with no addi-
tional difficulty.
• Class C:  The aircraft contacted 
wires during a recon mission.  
Damage was found to four main 
rotor blades and minor damage 
was found to the airframe interface 
assembly.  The aircraft was flown 
back to home station without fur-
ther incident.

CH-47
D Model
• Class C:  Postflight inspection 
revealed the right-side combining 

transmission butterfly cowling had 
separated from the aircraft during 
flight and associated damage 
occurred.
• Class D:  The crew was per-
forming its fourth dust landing in 
the same landing zone (LZ), which 
was made up mostly of loose sand 
and small rocks.  When the crew 
landed, the aircraft slid forward 
and stopped 5 to 7 degrees nose-
low due to terrain.  There was no 
indication damage had occurred, 
so the crew continued the mis-
sion.  On the postflight inspec-
tion, the crew discovered damage 
to the bottom of the aircraft and 
reported it immediately.  Later, 
two passengers on the aircraft 
claimed they had suffered minor 
injuries. There was no lost work 
time from the injuries. Following 
repairs, the aircraft was returned 
to service.

MH-60
L Model
• Class D:  After hooking up a 
rotor analysis and diagnostic system 
kit camera to the vent screen on the 
aircraft nose to perform an in-flight 
main rotor blade check, the air-
craft performed two maintenance 
test flights.  The first flight went 
without incident.  A half hour into 
the second flight, while perform-
ing the required main rotor blade 
autorotational check, the pilot on 
the controls lowered the collective 
and began a right turn.  Just as the 
aircraft entered the right turn, the 
nose door opened, smashing the 
center windshield.  The pilot on the 
controls terminated the autorota-
tion and landed the aircraft.  The 
crew secured the nose door and 
returned to the airfield without 

OH-58
A Model
The aircraft descended into a pecan grove 
during a reconnaissance and interdiction 
detachment mission and was reported 
as destroyed.  The crew and the law 
enforcement officer passenger all sustained 
survivable injuries.
 

RQ-5A
The aircraft experienced a failure of the 
forward engine during flight.  Recovery 
chute deployment was initiated, but the 
aircraft contacted trees.  Significant damage 
to the aircraft, which was suspected to be 
destroyed, and payload was reported.  
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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)

POV

2003
2004

3 YEAR AVERAGE

2005 21
14
16
17

FY05. . .
FY04. . .
FY03. . .

3 -yr  Avg . . .

FATALITEST H R O U G H  D E C E M B E R

further incident.  Maintenance was 
notified, and no structural damage 
was noted.  The weather radar 
antenna, nose door strut, and center 
windshield were replaced. 

OH-58
D(R) Model
• Class C:  The crew experienced 
low-rotor audio during a simulated 
engine failure training procedure 
with power recovery.  The aircraft 
experienced mast and engine over-
torque.  
• Class C:  The aircraft experi-
enced blade, blade up-stop, and 
hub damage during a low-level 
training autorotation.
• Class C:  During refuel opera-
tions, a clipboard that had been 
placed on the glare shield by the IP 
slid forward and down, causing a 5-
inch by 6-inch hole in the left chin 
bubble.  The aircraft was returned 
to parking and shut down without 
further incident.  The chin bubble 
was replaced, and the aircraft was 
returned to service.
• Class E:  While the IP was flying 
the aircraft (conducting evasive 
maneuvers) from the left seat, the 
aircraft displayed a mast torque time 
limit message.  The IP leveled the 
aircraft and checked the full author-
ity digital engine control (FADEC) 
monitor page.  The IP read 107 
percent mast torque and 108 per-
cent engine torque, thinking no limits 
were exceeded and continued flight.  
During shutdown, the IP reviewed 
the FADEC monitor and engine his-
tory pages and discovered a mast 
overtorque of 117 percent for 2 sec-
onds.  The aircraft was inspected 
and revealed no damage.  The air-
craft was released for flight.

UH-60
A Model
• Class B:  The aircraft passed 
under a Joint Land Attack Cruise Mis-

sile Defense Elevated Netted Sensor 
(JLENS) system during approach and 
severed the JLENS tether.  The JLENS 
subsequently rose unfettered to an 
altitude of 5,000 feet AGL before  
it burst.  
• Class D:  As crewmembers were 
unloading supplies into a local 
civilian vehicle while conducting 
hurricane emergency re-supply, 
another vehicle backed up to pick up 
supplies but did not stop.  The crew 
attempted to warn the individual, but 
the vehicle did not stop in time.  One 
of the crewmembers noticed part of 
an antenna hit the ground outside 
the rotor system.  The aircraft was 
shutdown and each rotor blade 
was inspected, but no damage was 
found.  During the preventive main-
tenance check, a small cut was found 
on top of the main rotor tip.  
• Class E:  The tail rotor driveshaft 
cover on the third driveshaft was 
opened to verify wrench size.  The 
crew chief closed the cover but did 
not latch it and then proceeded to 
complete the torque check on the 
first driveshaft.  The torque check 
was completed and the area where 
the work was performed (i.e. the first 
driveshaft area) was secured.  The 
pilot in command was not aware the 
third driveshaft cover was open and 
took off, but the crew had to return 
due to weather.  Upon landing, the 
crew chief was notified by a Soldier 
on the ground that the third driveshaft 
cover was open.  The aircraft was 
shut down and the driveshaft cover 
secured.  The copilot completed a 
visual inspection and found a small 
crack in the cover.  The aircraft was 
flown back to the airfield with no fur-
ther incidents.
L Model
• Class C:  During a night vision 
goggle landing, the aircraft slid for-
ward into a rut, causing damage to 
the fuselage near the search lights. 
• Class E:  While ground taxiing to 
the ramp, the crew chief noticed fluid 
flowing down the left cargo door 

of the aircraf t .   The crew com-
pleted taxi to the ramp and initiated 
a normal shutdown.  Maintenance 
inspection revealed an oil transfer 
tube disconnected from the No. 1 
generator.  The tube had been dis-
connected as part of the replace-
ment of the No. 1 generator and 
was never reconnected by the main-
tenance personnel.  Maintenance 
personnel reconnected the tube 
and flew the aircraft back to home 
base without further incident.

UC-35
• Class C:  The aircraft sustained 
damage to two tires and associated 
wheel and brake assemblies during 
an operational brake test in accor-
dance with the manufacturer’s speci-
fication.  

RQ-5A
• Class C:  The aerial vehicle operator 
(AVO) experienced generator and 
ignition failure readings during flight, 
followed by engine failure.  The 
parachute did deploy. 

RQ-7B
• Class B:  The aircraft engine 
failed less than 1 minute into flight 
from climb-out. Altitude was too low 
for chute recovery, and the aircraft 
impacted the ground.  The right wing, 
landing gear, payload, and other 
components separated.  
• Class B:  The aircraft crashed after 
the launch hook reportedly released 
prematurely and the aircraft failed to 
clear the launcher. 
• Class B:  The aircraft experienced 
generator, ignition, and subsequent 
engine failure during flight.  The 
parachute was deployed at 
approximately 1,000 feet AGL.  The 
aircraft landed in high-wind conditions 
and was dragged approximately 300 
meters before coming to a stop.  
• Class C:  The aircraft experienced 
an RPM drop to zero and was 
maneuvered to a safe location, where 
the recovery chute was deployed.  
Video feed was lost and a search was 
initiated. 

UNMANNED AERIAL  

Vehi c les
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Don’ t  be  lu l l ed  in to  a  fa l se  sense  
o f  se cur i t y  because  the  f l i gh t  i s  j u s t  
ano ther  rou t ine  mi s s ion .  You  don’ t  
have  to  m i c ro -p lan  every  m i s s ion ,  
bu t  you  mus t  p lan .

Br ie f ing  fo r ces  you  to  fo cus  on  the  
mi s s ion  a t  hand .  A lways  b r ie f  a  
con t ingency  p lan  (wha t  i f ? ) .

E xecu te  the  p lan  you  br ie fed .  Ad  hoc  
maneuvers  a re  no t  a c cep tab le .

Every  m i s s ion  mus t  be  debr ie fed  
to  f i nd  l e s sons  l earned .  I t  requ i res  
per sona l  hones t y  abou t  one ’ s  
capab i l i t y  t o  be  ab le  to  come  away  
w i th  any th ing  mean ing fu l .

I f  t h ings  “ jus t  don’ t  l ook  r igh t , ”  
b r ing  them up  and  d i s cus s  them.

Plan every mission.

Support each other.

Brief prior to every mission.

Fly the plan.

Debrief the mission.

2.

1.

4.
3.

5.

Mission 
  Safety
Mission 
  Safety This is not just for the 

pilot either–this is for 
ALL aircrew members 

in the mission.
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Recent trends in Army 
Aviation mishaps show us 
that not all units are placing 

an appropriate level of emphasis 
on aviation life support equipment 
(ALSE).  For example, in Fiscal 
Year 2005, there were 31 Class A 
aviation mishaps, during which 
the Army suffered 36 fatalities and 
had 22 aircraft totally destroyed.  

Of those 31 Class A accidents, 
subsequent investigations revealed 
11, or more than one-third, of 
those accidents had “present but 
not contributing” findings related 
to ALSE.  There are many reasons 
for Army Aviators to be alarmed by 
this increasing trend of units failing 
to properly outfit crews and aircraft 
with life support equipment.

LTC RICHARD KOUCHERAVY AND CW5 (RET) STEPHEN KNOWLES
U.S. ARMY COMBAT READINESS CENTER
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 So why should we be concerned?  First, it is important 
to review the reason we have ALSE.  ALSE generally falls 
into the survival recovery life support subsystem of the 
Army Aviation Life Support System (ALSS) as described in 
chapter 8, paragraph 8-2 of Army Regulation 95-1, Flight 
Regulations.  The survival recovery life support subsystem 
“aids survival, escape, evasion, and recovery of downed 
aircrews and their passengers in any global environment” 
and includes “life preservers and rafts, anti-exposure suits, 
and survival kits and vests.  Signaling devices such as lights, 
flares, beacons, survival radios, personal locating devices, 
 and power sources are also included to locate personnel.”   
As such, ASLE can be compared to an insurance policy; 
failure to maintain the policy will only affect units after 

accidents or downed 
aircraft incidents, when 
crews are most in need of 
aids to survival. 
   That’s fairly self-
explanatory.  In other 
words, we use ALSE in 
the hope that we don’t 
need it.  But when we do 
need it, we need it pretty 
badly.  There’s an old 
adage that “if you want 
it bad, you’ll get it bad.”  
And that brings us to the 
first reason we should 
be concerned about 
shortcomings in ALSE:  
the criticality of ALSE 

when it’s needed.  Finding out your survival radio battery has 
no power is bad; discovering a dead radio when you’ve just 
had a mishap or have been downed by the enemy in combat 
is far worse, if not tragic.  Two Army Aviation crews have 
recently discovered just that, and both had a rather urgent 
need for an operable radio only to find themselves “out  
of comms.”
 The second reason to be concerned about this trend 
in ALSE shortcomings is the increase in our operational 
tempo, coupled with the increasing lethality of the 
modern battlefield.  In short, there are simply many more 
aircraft flying real-world missions on a large and dispersed 
battlefield, a battlefield populated with a decent amount of 
“thinking enemy” ready to engage Army helicopters.  You are 

no longer the only game in town.  You are no longer one of 
just a handful of Army helicopters flying through the battle 
space.  So the likelihood that you may have to survive on 
the battlefield, or even to evade the enemy, while awaiting 
rescue or assistance after you’ve been downed is higher than 
it once was.  And you can no longer point in one direction 
and say, “The enemy is there and the other direction is 
the way home” – not on the noncontiguous battlefield of 
2006 and beyond.  A pilot in command of an OH-58D 
downed by enemy fire in Iraq recently said he had a matter 
of seconds, all while under small arms fire, to grab what he 
needed from the aircraft before evading the crash site to find 
cover.  Fortunately, his prior experience as an Army Ranger 
taught him to have his gear readily at hand, and he was able 
to evade the enemy with his copilot while another Army 
Aviator led rescue efforts from the skies overhead.
 The last, and arguably most important reason we should 
consider giving ALSE greater attention is having a good 
ALSS program and maintaining ALSE in a ready state is 
our responsibility as leaders.  It is one of the tangible ways 
we demonstrate to our Soldiers that we will not leave them 
behind, we will make every effort to bring them home, and 
we will help them to survive while they operate “on the 
edge.”  We can then “own the edge,” giving our Soldiers the 
confidence to manage risks, knowing their unit, crew, and 
aircraft are ready for all eventualities.
 Army Aviation units are busy, whether training at home 
station or deployed to combat.  The demands of training 
and operations place great stress on leaders and, as a result, 
force them to prioritize efforts.  Unfortunately, some units 
are not allocating sufficient time, resources, and effort into 
maintaining ALSE in a ready state.  It is vital we provide 
crews with the right equipment, maintained to standard, so 
they have it when they need it most.  It is also vital our crews 
have the right equipment to bridge the time gap between 
mishap or downing and the arrival of the aircraft recovery 
effort.  And finally, we must demonstrate our resolve to get 
our Soldiers home by sending them into harm’s way with 
properly prepared and sufficiently equipped aircraft.  

—LTC Koucheravy and Mr. Knowles work in the Combat Readiness 
Center Task Force-Air Office.  Both play a key role in reducing 
Army Aviation accidents.  Contact LTC Koucheravy at DSN 558-3003 
(334-255-3003) or e-mail richard.koucheravy@us.army.mil and 
Mr. Knowles at DSN 558-3530 (334-255-3530) or e-mail stephen.
knowles@us.army.mil. 

ALSE: Survival Gear for Soldiers on the Edge
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Over the course of several aviation accident investigations 
I’ve conducted, I’ve noticed a common theme—aviation 
life support equipment (ALSE) is often identified as 

present but not contributing (PBNC) to the accident.  What does 
that mean?  It means ALSE did not cause the accident, but if the 
deficiencies are not corrected, it could lead to another accident in 
the future or increase the seriousness of injuries in an accident.  
The deficiencies are found in four areas:  support personnel and 
operations, supervision, training, and individuals.

SUPPORT PERSONNEL 
AND OPERATIONS 
 Support deficiencies 
focus on three system errors 
in the ALSE shop:  manning, 
supervision, and supply.  To 
be effective, an ALSE shop 
needs trained and dependable 
technicians to track and maintain 
ALSE gear.  They have to 
understand the significance 
of their job—the equipment 
they maintain is used to save 
lives in an aviation accident.  
The technicians must develop 
tracking systems to identify 
equipment due for inspection 
and notify crewmembers if 
equipment becomes overdue.  
This applies particularly to ALSE 
subcomponents.  For example, 
once an ALSE vest is inspected, 
it is not due again for another 
120 days; however, the medicines 
in the vest may expire before the 
next inspection date.  Another 
common subcomponent issue is 
radios and batteries.  Inspection 
dates occur at different time 

intervals, and a battery may 
become due before the radio.

SUPERVISION 
 Supervision for ALSE 
technicians is important and 
involves several key personnel 
in the unit.  Commanders are 
crucial in they must select trained 
and dependable personnel to 
work in the ALSE shop and 
promote a command climate 
favorable to ALSE importance 
and operations.  The unit’s safety 
officer, flight surgeon, and supply 
officer also play key roles in 
ALSE.  The safety officer must be 
integrated into the ALSE shop.  
He must know how it works 
and what the issues are so he can 
address them.  The flight surgeon 
is important because he can help 
manage the Class VIII issues 
(medical supplies).  He is the 
ALSE shop’s direct link to the 
medical community for supplies 
and information.  The supply 
officer must make sure supply 
requests for ALSE items such as 

the integrated helmet and display 
sight subsystems (IHADSS) or 
vest components are ordered 
and tracked until delivery.  An 
effective ALSE shop must have a 
positive command emphasis and 
the involvement of other key  
unit personnel.

TRAINING 
 I have noticed two ALSE 
training issues:  new equipment 
training and continuation 
training.  Several of the accident 
units investigated have received 
new ALSE vests but have not 
trained crewmembers on the 
vests.  The vests were simply 
handed to the crewmembers 
without being inspected first 
per the technical manual, and 
the crewmembers were told to 
transfer the components from 
their old vest to the new one.  
A second training deficiency 
involves survival radios.  On 
two recent accidents, surviving 
aviators were not able to 
communicate with other aircraft 

MAJ STANLEY SCHALL
U.S.  ARMY COMBAT READINESS CENTER

ALSE: Present But Not Contributing
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using their survival radios.  In 
both cases, when the accident 
investigation board checked the 
radios using a test station and in 
actual use, the radios operated 
properly.  Once an aircraft goes 
down, the primary means of 
communication between the 
downed crew and rescue aircraft 
failed due to inadequate training.  
That could spell disaster in a 
combat environment or training 
environment if crewmembers 
are injured.  During interviews 
with the crewmembers, they 
acknowledged receiving initial 
training on survival radios, 
mostly in flight school, but 
had received none in the unit.  
Random checks of non-accident 
crewmembers in the course 
of the accident investigation 
further revealed a general lack 
of knowledge on survival radio 
operation.  We cannot wait until 
we have an accident or a shoot 
down by enemy fire to realize 
we don’t know how to operate 
a survival radio.  We must train 
now and fix the deficiency now!

INDIVIDUALS 
 Finally, I have noticed the 
most critical ALSE deficiency—
individual crewmembers.  
Crewmembers are not taking the 
time to make sure their survival 
equipment is on-hand, current, 
and operational before flight.  
The list starts with emergency 
locator transmitters (ELTs).  
ELTs are important in locating a 
downed aircraft, and crews are 
not turning them on and/or not 
arming them by removing the 
shorting plug.  We cannot depend 
on other aircraft, even in multi-
ship operations, to know a sister 
aircraft went down and where it 
is located.  The ELT must be on 
and armed when we fly.  
 Crewmembers have failed to 
identify ALSE deficiencies during 
preflight inspections, including 
both aircraft and individual gear.  
In one case, aircraft first aid kits 
were more then 6 months past 
their inspection date.  In other 
cases, individual crewmember 
vests or radio batteries were 
overdue.  It is the crewmember’s 

and the pilot-in-command’s 
individual responsibility to 
ensure all required ALSE  
gear is on hand and current 
before flight.  
 The ALSE deficiencies 
mentioned in this article are not 
hard to correct.  If units ensure 
qualified technicians are assigned 
to the ALSE shop, systems are in 
place to track and inspect gear, 
key leaders are involved in the 
process, initial and continuation 
training plans are developed, 
and individual crewmembers 
check their equipment before 
flight, there will be no more 
PBNC ALSE findings.  More 
importantly, when we need the 
equipment during an emergency, 
it will be there to serve its 
purpose—to enhance rescue  
and save lives. 

—MAJ Schall is the Operations  
Division Chief at the U.S. Army Combat 
Readiness Center. He may be contacted 
at DSN 558-2194 (334-255-2194) or by 
e-mail stanley.schall@crc.army.mil.

ALSE: Present But Not Contributing

5February 2006
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INVESTIGATORS’ FORUM

The ba l l i s t i c  

t o le rance  o f  Kev la r®  

he lmet s  has  l ong  

been  documented  

and  pra i sed .   The  

pro te c t i on  o f fe red  

by  th i s  impor tan t  

p ie ce  o f  equ ipment ,  

however,  i sn ’ t  

l im i ted  to  h igh-

speed  pro je c t i l e s  and  

shrapne l .   I n  some  

cases ,  i t  m igh t  even  

fend  o f f  a  20 ,000-

pound  a i r c ra f t !

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

Investigator’s Forum
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 The combat mission involved insertion of a 
team by Black Hawk helicopter into a suspected 
hot landing zone (LZ).  An intense firefight 
occurred only a week earlier in the same area.  
In that engagement, a number of aircraft were 
damaged by enemy fi re in the LZ.
 Anxious and concerned about delays in 
disembarking the aircraft, some of the passengers 
unbuckled their seatbelts 1 minute from landing.  
Unfortunately, the helicopter experienced a 
hard landing just short of the LZ.  One of the 
unbuckled Soldiers was ejected from the Black 
Hawk.
 The helicopter shredded its rotor system and 
rolled over, trapping the ejected Soldier’s head 
under the aircraft’s left side.  Fortunately, he was 
wearing his Kevlar® helmet, which remained intact 
even under the weight of the aircraft (see photos).  
Th e Soldier was evacuated to a medical facility 
and is expected to make a full recovery.

The helicopter 
shredded 

its rotor system 
and rolled over, 
trapping the 
ejected Soldier’s 
head under 
the aircraft’s 
left side.

Investigator’s Forum

7February 2006



F
L

IG
H

T
fa

xF
L

IG
H

T
fa

x
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 This accident illustrates a couple 
of key considerations in Composite 
Risk Management (CRM):
 • Short final to landing can be 
the most dangerous segment of a 
flight.  During this time, the aircraft 
is susceptible to enemy fire, abrupt 
evasive maneuvers, brownout, and 
power management problems.  Is 
this a time you’d really want to be 
unbuckled?  Even though the aircraft 
rolled over, an unbuckled passenger 
was the only serious injury.
 • When worn properly, the 
Advanced Combat Helmet Improved 
Nape Strap Assembly keeps the 
Kevlar® helmet where it belongs—
on your head!  Whether you’re in 
an aircraft or a tactical vehicle, your 
helmet, body armor, and seatbelt 
can determine whether you wake 
up the morning after a battle or 
an accident.
 CRM demands both enemy 
and safety risk factors be addressed 
in pre-mission planning.  A 
countermeasure for one risk factor 
can affect the degree of risk in 
the other.  Training, intelligence, 
and appropriate-level leadership 
determines how effective we are 
in sorting it all out. 

—Comments regarding this accident may 
be directed to USACRC Operations at 
DSN 558-3410 (334-255-3410) or e-mail 
OperationsSupport@crc.army.mil. 

 The majority of all combat-
related burns are caused by 
explosions from improvised 
explosive devices (IEDs), vehicle-
borne IEDs, rocket-propelled 
grenades, or mines during 
operations on or near a military 
vehicle.  Hand burns occur in 84 
percent of vehicle-related burn 
patients and frequently lead to 
severe long-term disabilities.  
Extensive surgeries often are 
required to treat such burns 
and include procedures such 

as skin grafts or amputations.  
Infections also pose a grave t
hreat to burn patients.
 Soldiers can prevent and 
reduce the severity of such burns 
by wearing fire-resistant Nomex® 
or Kevlar® gloves (See the table 
below for approved NSNs).  
According to some leaders in the 
field, many Soldiers are taking 
their gloves off while on patrols 
and other similar missions in 
vehicles.  Lacking the protection 
afforded by their Nomex® gloves, 
some Soldiers who otherwise 
would’ve received few or no burns 
are being treated and sometimes 
evacuated for hand injuries.
 

 Commanders and leaders at 
all levels must enforce the wearing 
of fire-resistant gloves, particularly 
during high-risk activities such 
as vehicle operations, burning 
waste, and handling of munitions.  
Soldiers should wear gloves 
such as those issued under the 
Rapid Fielding Initiative, as some 
commercial gloves sold by private 
companies provide little or no fire 
protection.  Additionally, Soldiers 
should wear their uniforms with 
the sleeves down at all times.
 Anyone with questions 
concerning this ALARACT message 
may contact COL Paul Gause by 
e-mail at paul.gause@us.army.
mil or by phone at DSN 761-2707 
(703-681-2707).

NSN NUMBERS 

FOR NOMEX® 

AND KEVLAR® 

GLOVES

SIZE  NSN

8415-01-482-8417
8415-01-040-2012  8415-01-461-4920
8415-01-040-1453  8415-01-461-4922
8415-01-029-0109  8415-01-461-4924
8415-01-029-0111  8415-01-461-4932
8415-01-029-0112  8415-01-461-4934
8415-01-029-0113  8415-01-461-4940
8415-01-029-0116  8415-01-461-4942

4
5
6
7
8
9

10
11

… AND YOUR GLOVES!
 
 The Pentagon 

and the Army 
Surgeon 
General 
recently 

released All 
Army Activities 

(ALARACT) Message 261/2005 in 
response to a sharp increase in 
the number and severity of hand 
burns in the OCONUS theaters 
of operation.  According to the 
message, Soldiers in Iraq and 
Afghanistan are experiencing 
a disproportionate number of 
hand burns in relation to other 
body parts.  Data from the Army 
Institute of Surgical Research 
at Fort Sam Houston, TX, show 
severe burns have increased from 
11.9 percent average body surface 
area in April 2003 to 
16.2 percent in April 2005.

February 20068
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 The HF radio is fielded 
in three of the Army’s four 
advanced helicopters and 
has become an exceptional 
tool for situational 
awareness and battlefield 
tracking.  The AN/ARC-
220 and VRC-100 are 
complicated systems that 
require an understanding  
of each separate element for 
reliable non-line-of-sight 
secure communications.  
The key to my unit’s 
success was home station 
training, command 
emphasis, and support 
from the experts.
 
ARRIVAL 
 Soon after my unit’s 
arrival in Southwest Asia, 
it became apparent the 
inability to quickly contact 
aircraft or determine 
their location severely 
hampered the mission.  
The operations tempo 
required the battalion 
commander to be able 
to quickly recall aircraft 
to support contingency 
operations.  But how do 
you recall aircraft that are 
engaged in mission support 
beyond radio range?  
Doctrine states you should 
hold aircraft in reserve to 
support those contingency 

operations.  Does it make 
sense to keep aircraft and 
crews on the ground when 
they are needed in the 
fight?  In some conflicts 
the answer would be yes; 
however, in Iraq, that 
wasn’t the case for my unit.  
We needed a maximum 
effort with the ability to 
quickly redirect assets as 
priorities changed.  The 
answer was the HF Tracker. 
 The HF Tracker gave 
us the capability to contact 
aircraft at a moment’s 
notice either by voice— 
a challenge on some days— 
or by text, which was our 
preferred method.  We also 
established the following 
tactics, techniques, and 
procedures to ensure we 
had the ability to  
contact aircraft.
 
REQUIREMENTS 
 • We planned missions 
on FalconView at the flight 
company and then e-mailed 
the route via SIPRnet 
to the battalion flight 
operations.  The flight 
operations specialists  
(15P) then displayed the 
route in HF Tracker for 
flight following. 
 • FalconView flight 

routes were forwarded 
to the battalion tactical 
operations center (TOC) 
and liaison officer.  They 
simultaneously battle-
tracked missions through 
a SIPRnet network using 
flight operations HF 
Tracker.  This turned out  
to be extremely valuable.

 • All aircrews were 
required to establish HF 
communications before 
departure.  If voice failed, 
a position report was 
acceptable.  If both failed, 
the aircraft did not depart 
until the problem was 
resolved.
 • Aircrews sent position 
reports crossing all air 
control points (e.g., arrival, 
destination, and departure).
 • Flight operations 
specialists documented 
all text messages on the 
daily log (DA 1594).  If 
a message was unclear, 
operations personnel 
notified the battle captain. 
 • Avionics personnel 
provided instructions on 
loading the automatic 
link establishment (ALE) 
database and KY-100.  
Aircrews were instructed 
that an inoperative HF 
radio rendered the aircraft 

CW4 JAMES HOWERTON (TEAM LEADER),  CW4 STEPHEN LAVKA, CW4 BURTIS VERHAAR, CW3 JOSEPH FOGG, CW3 
KYLE PHILL IPS,  CW3 PATRICK SCHROEDER, AND CW3 SCOTT UPTON 
WOSC 05-06

When  I  i n i t ia l l y  re ce i ved  the  new equ ipment  t ra iner  fo r  the  

AN/ARC -220  and  VRC -100  h igh  f requency  (HF )  rad io  s y s tem 

in  2001 ,  I  had  no  idea  i t  wou ld  p lay  such  an  impor tan t  ro le  

in  my  un i t ’ s  dep loyment  to  Opera t ion  I raq i  F reedom 2 .   

Mastering the High-Frequency Radio

February 2006
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unserviceable—that was 
the key to keeping the 
radio operational.
 • Radio backup 
batteries were never 
replaced unless aircraft 
power was applied.  This 
plagued us at first, but 
the problem was solved 
through training.
 • All flight operations 
specialists (both shifts) 
demonstrated the ability 
to load the VRC-100 and 
KY-100.  This paid big 
dividends in the long run, 
as flight operations lost 
power regularly.  
 • Weather in Southern 
Iraq and Kuwait changed 
rapidly.  As a result, flight 
operations specialists 
updated weather pre-
programmed into the HF 
Tracker.  When aircraft 
sent position reports after 
a long ground delay, the 
latest weather was sent 
via text.

COMPONENTS
 There are several 
components required to 
reliably communicate with 
the HF radio.  One is the 
VRC-100, which is the 
ground base station.  The 
VRC-100 can be placed 
in a fixed-base station 
like flight operations, the 

VRC-100 Radio

TOC, or it can be operated 
from a vehicle such as a 
jump TOC.  Whether or 
not secure communications 
are required, the radio 
is most reliable if linked 
to the KY-100, a digital 
encryption device.  Secure 
communications are 
obtained when a crypto 
variable is loaded into the 
KY-100 via the CYZ-10 
data transfer device.  
Say that 10 times fast!

10 February 2006
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 This radio is not 
designed to operate in the 
single-channel mode.  Due 
to radio wave propagation 
and changes in atmospheric 
conditions, the most 
reliable communications are 
obtained in the ALE mode.  
ALE takes the hard work 
out of HF communications.  
Once an ALE database is 
obtained, it is stored on a 
computer system (desktop, 
laptop, or Miltope) and 
becomes available to load  
to the CYZ-10.  
 How do I transfer the 
ALE database to the CYZ-
10?  Part of this radio 
fielding is a computer 
program known as High 
Frequency Communications 
Planning Software (HFCPS), 
the medium that transfers 
the ALE database to the 
CYZ-10.  Just remember, 
you must have software 
version 2.08 installed 
on the CYZ-10 (V3) for 
all components to work 
correctly.  Don’t get hung up 
on all the technical jargon; 
it’s really not that hard. 
 When it comes to HF 
antenna selection, you have 
a choice.  The VRC-100 
is fielded with a Fanlite 
antenna, an exceptional 
omnidirectional antenna.  
The only drawback to this 
antenna is it has a large 

footprint and can take an 
hour or longer to erect.  My 
unit decided to purchase a 
Barker & Williamson HF 
antenna for use with the 
jump TOC.  It’s inexpensive 
and can be erected in about 
20 minutes; it also has good 
range with omnidirectional 
capability.  This is also the 
same antenna we installed 
on top of the Army Aviation 
Support Facility (AASF) for 
daily HF operations.

MISSION SUCCESS 
 The HF Tracker played 
a significant role in my 
unit’s successful mission 
deployment.  One of the 
most important capabilities 
the HF Tracker provided 
was the ability to send text 
messages to aircraft when 
specific mission details 
changed en route.  I can’t 
even begin to estimate the 
number of times I sent 
text messages to aircraft 
informing them of changes.  
Examples include pickup or 
drop-off times; significant 
weather changes; intelligence 
updates; airspace control 
measures; complete change 
in mission; and, most 
importantly, downed aircraft 
recovery team and personnel 
recovery missions.  This 
transformation didn’t happen 
overnight.  The HF training 

program for the Georgia 
Army National Guard, 
specifically the 1st Battalion, 
171st Aviation Regiment, 
based at Dobbins Air Reserve 
Base, started a full 3 years 
before our Operation Iraqi 
Freedom deployment. 
 Remember, if you want 
your Soldiers to become 
proficient with the AN/
ARC-220 and VRC-100, 
they must use the radio.  
You can make this radio a 
valuable asset for your unit.  
Is it going to take some 
work?  You bet.  But like 
any piece of equipment in 
the Army, there is a wealth 
of information and experts 
standing by to make this 
endeavor successful.  All 
information discussed in 
this article is available in the 
AN/ARC-220 / VRC-100 
Knowledge Center at Army 
Knowledge Online.   
Good luck! 

—CW4 Howerton is the Standardiza-
tion Officer for the 1st Battalion, 
171st Aviation Regiment, Georgia 
Army National Guard.   This article 
is a compilation of lessons learned 
while deployed to Kuwait in sup-
port of Operation Iraqi Freedom 2.  
Article contributors were CW4 Lavka, 
CW4 VerHaar, CW3 Schroeder, CW3 
Phillips, CW3 Fogg, and CW3 Upton 
while attending Warrant Officer Staff 
Course 05-06 at Fort Rucker, AL.
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JOSEPH R. L ICINA, USAARL
AND ROBERT P.  GIFFIN, USACRC

Survival radios 
appear to be an 
ever-increasing issue 

related to aircraft crashes 
and survival.  We have 
performed a brief review 
of accidents since CY 
2000.  Survival radios 

have been identified as a 
contributing factor and a 

“present but not contributing” factor in 18 Class A through 
C mishaps over the last 5 years, with 3 fatalities, 22 injuries, 
and more than $50 million in damages.  Problems identified 
include radios that did not function or failed to operate on all 
frequencies, radios that had limited transmission capabilities, 
and other issues such as broken antennas, dead batteries, etc.  

 Within the last 90 days, survival radios 
were specifi cally noted as a negative aspect in 
two separate crashes in CONUS and the area 
of responsibility (AOR).  Luck has been a saving 
factor in both of these incidents, as both were 
witnessed by other aircraft.  One of these two 
recent incidents was attributed to a lack of 
knowledge of the radio (cone of silence), and 
the other noted both PRC-90 radios had 
dead batteries.  
  To examine the user knowledge issue, we 
performed a random sample of unit pilots.  We 
found only pilots-in-command (PCs) in this 
unit carried radios in their vests.  Th is is not an 
uncommon practice due to the recognized overall 
shortage of survival radios for Army aircrew 
across the board.  When we pulled the PRC-112 
from a PC’s vest and handed it to the pilot (PI) 
next to him, that PI did not even know how to 
turn the radio on.  Unit representatives indicated 
they “would be receiving the combat survivor 
evader locators (CSELs) prior to deployment.”  
Ironically, just a day or two before, two instructor 
pilots were discussing that there were not 
enough hours in the day to meet all the training 

requirements prior to deployment.  If this is 
the case, how and when will the CSEL training 
be conducted?  Is that really a remedy to their 
training problems?  The time to learn how to 
operate the survival radio is NOT on the ground 
at night when you need it. 
  Th e second crash involved the trail aircraft in 
a fl ight of two in the AOR.  Both pilots received 
minor injuries but egressed the aircraft and 

PRC-90

CSEL

12 February 2006
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attempted to contact the lead aircraft without success.  
It was later determined that the batteries in both 
the PC’s and PI’s radios were dead.  Th e lead aircraft 
continued to the home airfield, not realizing there 
had been a crash.  Another aircraft in the area spotted 
the crash and facilitated the recovery.  
 Maintenance and training are consistent issues 
found in our accident defi ciencies.  Why did these 

in our established stateside 
training areas, there are an 
incredible number of recognized 
“dead spots” due to repeater 
tower limitations.  
 Our survival radios are 
line-of-sight that provide 
communications with other 
aircraft.  Also, the survival 
radios have stringent 
requirements in deep-water 
egress.  How deep can your 
cell phone be submerged, 
even momentarily, before it is 
inoperative?  Although it is not 
uncommon for you to drop your 
cell phone from waist high, is it 
designed to sustain some impact 
and remain intact, let alone still 
function?  Can you store your 

cell phone batteries for years 
without recharging and still 
guarantee instant operation?  
Will your cell phone operate for 
hours in subzero temperatures?  
Lastly, if a crewmember can 
operate and program their 
personal cell phones to their 
desired numbers and ring tones, 
why would that crewmember 
not know how to operate and 
perform operator maintenance 
on their unit’s survival radios?
 The best bet is to know, see, 
and do.  Know your survival 
radios, see how they work, 
and take them with you 
when you’re flying.

Cell phones are viewed 
by some crewmembers 
as their primary means of 
communications in a crash 
or survival situation.  Is this 
realistic?  No.  They are clearly 
effective in only some scenarios.  
“Can you hear me now?”  is a 
great marketing slogan, but even 

DON’T 
YO U R  C E L L  P H O N E

COUNT ON 
TO SAVE YOU

pilots not pre-fl ight their radios and identify the dead 
batteries prior to operating the aircraft?  Because 
aviation life support equipment (ALSE) in general is 
not included at the same level of importance as other 
required actions.  When is the last time you had your 
ALSE/radio-operation competence assessed during a 
standardization ride?  When has ALSE truly been a 
portion of your annual profi ciency and readiness test 
qualifi cation other than a “check-the-box” assessment 
that is often not even mentioned?  
 Luck only works sometimes, and your time may 
be running out.  Know how to operate all the radios 
used in your unit.  Commanders, ensure your pilots 
perform random blindfold checks to establish a level 
of confi dence that all your crewmembers can operate 
their emergency equipment in an actual emergency.  
Perform the daily prefl ight checks per your 
respective -10s. 

—Mr. Licina is a Safety and ALSE Technician at the U.S. 
Army Aeromedical Research Laboratory.  He may be 
contacted at DSN 558-6893 (334-255-6893), or by e-mail 
joe.licina@se.amedd.army.mil.  Mr. Giffin is an Aviation 
System Safety Manager at the Combat Readiness Center.  
He may be contacted at DSN 558-9579 (334-255-9579) or 
by e-mail bob.giffin@us.army.mil.

AN/PRC-112

13February 2006
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It was New Year’s Day 2004, and I 
found myself in the back of a Black 
Hawk returning to Qayyarah West 

Airfield (Q-West) from an airfield near 
Tikrit.  I was a CW2 assigned to Bravo 
Company 5/101st Airborne Division.  
Our company rotated every 3 weeks 
from Q-West to Tikrit to support the 
4th Infantry Division.

CW2 JAMES HAGERTY
FORT CAMPBELL ,  KY

 Near the halfway point to Q-West, the 
crew landed in an open field to repair one of 
our door guns.  The crew found a large open 
area to land with rising terrain in all four 
directions.  After the weapon was repaired, 
we took off again and the aircraft entered an 
uncontrolled spin to the left.  After several 
rotations, we impacted the ground around 
18g.  There were three passengers, including 
myself, in addition to the crew of four.  We 
all quickly egressed the aircraft and assessed 
the injuries.
 One person received minor back injuries, 
and we all had minor cuts and bruises.  As 
directed by the pilot in command, we set 
up a perimeter and zeroized all equipment.  
Using my PRC-112 survival radio, we 
eventually contacted a distant C-130 and 
relayed the nature of the emergency and 
position.  About 3 hours later, a Downed 

Aircraft Recovery Team (DART) from our 
battalion was onsite and we were flown to 
Q-West.
 While waiting for the DART, we 
encountered one vehicle.  A small pickup 
drove within about a half mile and then 
turned away.  No one knows if the driver 
saw the crash and if he had any hostile 
intent.  However, without the operational 
survival radio, we could have been stranded 
throughout the night.  This would have given 
any possible enemy time to organize and 
return to our position.
 It’s not a good feeling being stranded in 
the middle of Iraq.  But it was comforting 
knowing we had a means of contact and 
were able to use it to get us out of there.  

—CW2 Hagerty wrote this article while attending the 
Aviation Safety Officer Course at Fort Rucker, AL.  He 
may be contacted at james.hagerty@us.army.mil.

WHO KNOWSWHAT COULD HAPPEN?

14 February 2006
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Since the use of 
motorized aircraft in 
battle, the hazard of 

noise-induced hearing 
loss has been a reality 
for all military aviators.  
There are two threats 
associated with the noisy 
environment aviators 
operate in—long-
term hearing loss and 
decreased situational 
awareness.  A decrease in 
situational awareness is caused by 
difficulty understanding electronic 
communications, discerning verbal face-
to-face communications, and recognizing 
noises indicative of danger.  In an effort 
to mitigate these hazards, aviators have 
been using the Communications Ear 
Plug (CEP).  Many aircrew members are 
currently using the CEP as an integral 
part of their aviation life support 
equipment (ALSE).  In order to better 
appreciate the technology and its impact 
on your performance and survivability, 
a discussion of the history, operation, 
performance, and use of the CEP  
may be helpful.  

 
HISTORY 
 During the 1990s, the CEP was 
developed by the U.S. Army Aeromedical 
Research Laboratory (USAARL) at Fort 
Rucker, AL, to meet the challenges 
of protecting aviators’ hearing and 
enhancing auditory performance in noisy 
environments.  Tests were conducted 
in operational environments that Army 
Aviation units were routinely deployed.  
These tests fully demonstrated the ability 
of the CEP to protect and enhance an 
aircrew’s hearing.  From this effort, 
Communications & Ear Protection of 

CHRIS TRUMBLE
U.S. ARMY COMBAT READINESS CENTER

Many aircrew members are currently 
using the CEP as an integral part 

of their aviation life support equipment 
(ALSE).

Enterprise, AL, was founded in 1998.  
They have been providing state-of-the-art 
communications equipment that enables 
messages to be easily understood, even  
in the noisy environments of Army 
helicopters.

OPERATION 
 The CEP provides hearing protection 
via an expanding foam earplug while 
passing a clear speech signal through 
a hollow tube to the ear.  The coupling 
of a miniature transducer with a foam 
earplug yields a lightweight, high-quality 
communications device that is capable 
of being used alone or with circumaural 
hearing protection. 
 The CEP’s foam tip is attached to the 
transducer using a threaded hollow tube.  
The tube provides an unimpeded pathway 
for sound to travel from the transducer to 
the occluded ear canal.  Used eartips are 
easily replaced because of the threaded 
design.  Foam eartips are manufactured  
in three sizes—standard, short, and slim— 
by Hearing Components (Minnesota) in 
packages of 12 or cases of 60.  See NSN 
chart below. 

STANDARD

SLIM

SHORT

199-ESTP  5965-01-504-0071

199-ESLP  5965-01-504-0072

199-ESHP  5965-01-504-0073

SIZE             CEP                 NSN

CEP PART NUMBERS AND NSNs

(12 ear tips per package)

WHAT COULD HAPPEN?
CEPs, the Noise Countermeasure

15February 2006



F
L

IG
H

T
fa

xF
L

IG
H

T
fa

x

TESTS OF THE CEP CONDUCTED BY 
USAARL DEMONSTRATED REDUCTIONS 

OF MORE THAN 30 DB IN LOW-
FREQUENCY NOISE ENVIRONMENTS 

PREVALENT IN HELICOPTERS.

PERFORMANCE 
 A high-quality receiver located within 
the CEP generates the speech signal to  
the aviator.  The helmet ear cup, in concert 
with the CEP, reduces the ambient noise 
of the cockpit from reaching the ear.  The 
combination of cockpit noise reduction and 
the CEP’s high-quality receiver results in 
improved speech intelligibility.  Tests of the 
CEP conducted by USAARL demonstrated 
reductions of more than 30 dB in low-
frequency noise environments prevalent  
in helicopters.   
 The combined weight of the CEP 
headset and interface cable is less than 10 
grams.  The CEP is placed within the ear 
canal of the user, which is approximately 
the center of gravity (CG) of the head.  The 
low weight and positioning of the CEPs in 
relation to the CG of the head makes head 
support mass issues negligible. 

 
USE  
 As with most pieces of safety 
equipment, proper fitting is critical to 
getting the best performance.  Not properly 
following CEP use instructions will affect 
performance and can jeopardize user 
comfort.  The CEP is comprised of two 
primary components:  the screw-on foam 
tips and the CEP.  The wires attached to the 
CEPs are of two different lengths (fig. 1).  
The short wire is for the CEP worn in the 
right ear.  The longer wire permits the CEP 
for the left ear to be routed either behind 
the head or under the chin.

Figure 1. CEP with different cord lengths

 Before wearing the CEP, the foam 
eartips are screwed onto the threaded 
tubes of the CEP until the foam touches the 
CEP housing.  At the point the foam just 
touches the housing, tighten an additional 
quarter turn.  This seats the inner portion 
of the eartip with the recessed area of the 
transducer base.  Take the foam tip and 
the CEP between the thumb and first two 
fingers (fig. 2) as one unit and roll the foam 
portion down to a small diameter (just like 
a typical foam earplug).

Figure 2. Foam eartip being compressed

 Once the foam is compressed, insert 
the eartip into the ear canal until the 
transducer body is inside the external ear.  
To get the eartip properly inserted in the 
ear canal, it is important you pull your 
external ear up and out to the side with 
your free hand while inserting the eartip 
(fig. 3).  This straightens the ear canal 
and eases insertion of the foam tip.  Very 
little foam should be visible at the ear 
canal opening if correctly inserted (fig. 4).  
NEVER FORCE OR SHOVE THE TIP INTO 
THE EAR CANAL.  Position the transducer 
housing during the insertion so the wire will 
exit comfortably.

Figure 3. Pulling external ear to straighten 
ear canal
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Figure 4. CEP properly positioned

 The procedure is then repeated for 
the other ear.  At this point, you are 
ready to put on your flight helmet.  When 
donning the helmet, spread the ear cup 
areas slightly.  Pulling the helmet straight 
down over the ears may cause the CEP to 
be moved. 
 The CEP connector is inserted into the 
mating connector located on the lower 
right back edge of the helmet (fig. 5).  
The connectors are coaxial and easy to 
connect and disconnect.   When the SMB 
plug on the CEP is lined up with the SMB 
jack on the helmet, push the plug until it 
is fully seated.

Figure 5. HGU-56/P with CEP installed
 
 Before inserting the helmet connector 
into the aircraft intercommunication 
system (ICS), turn the volume settings of 
your ICS/radio to a lower position and 
then connect as usual.  When the mission 
is completed, disconnect the CEP before 
removing your helmet to reduce wear 
and tear.  To remove the CEPs from your 
ears, just slowly pull the housing while 

lifting the side of your external ear out to 
the side to straighten the ear canal.  The 
CEP should not be left attached to the 
helmet when not in use.  To extend the 
life of the tips, they should be inspected 
for blockage through the center channel 
of the foam. The CEP should then be 
stored in the hinged-lid plastic container 
until the next mission.  Care should be 
taken to ensure the tip ends do not catch 
on something and get pulled off the wire 
ends.  It is estimated a pair of foam tips 
will last approximately 1 month.   

CONCLUSION 
 When worn in conjunction with ear 
cup hearing protection, the CEP reduces 
noise exposure to minimal levels while 
enabling the user to achieve extremely 
high speech intelligibility in the noisiest 
environments.  This capability is just one 
of the reasons Army Aviators “Own  
the Edge.” 

Editor’s note:  Another excellent article, “Too Much 
Noise” by Dr. Jane S. Durch and Dr. Larry E. 
Humes, regarding hearing loss and tinnitus can be 
read at http://www.military-medical-technology.
com.

—Mr. Trumble is a System Safety Engineer at the U.S. 
Army Combat Readiness Center.  He may be contacted 
at DSN 558-2372 (334-255-2372) or by e-mail christo-
pher.trumble@us.army.mil.  

17February 2006



F
L

IG
H

T
fa

x

F
L

IG
H

T
fa

x

CHRIS TRUMBLE
U.S. ARMY COMBAT READINESS CENTER

AIRCREW ALL-LEATHER 
BOOT REQUIREMENT 
WAIVED
 In November and December 
2002, MG Mark Curran, the former 
U.S. Army Aviation Branch Chief, 
issued memoranda to Active and 
Reserve Component aviation brigade 
commanders specifi c information 
allowing the wear of both the new, 
black U.S. Army Infantry Combat 
Boot (ICB) and the U.S. Air Force 
Tan Flyer’s Boot (TFB).  Both boots 
have an upper construction of nylon 
and leather, as well as integrated 
safety features such as limited fl ame 
resistance, conductive heat resistance, 
and liquid penetration resistance.  
Th e boot design not only passed the 
required safety criteria for aviation 
use, but it provides better protection 
than the all-leather boot. 

 Th e August 2003 issue of PS 
Magazine stated Army Aviators were 
authorized to wear two non-all-
leather boots:  the Belleville model 
700 (black) and 790 (desert).  Times 
change and the Army acquisition 
system evolves to meet the warfi ghter’s 
needs.  While the Belleville boots are 
still approved, they are no longer the 
only game in town.
 BG E.J. Sinclair, U.S. Army 
Aviation Warfighting Center 
Commanding General, issued an 
updated memorandum in February 
2005 to Active and Reserve 

Component aviation brigade 
commanders allowing the wearing of 
the tan-colored Army Combat Boot 
(Temperate Weather) (ACB(TW)), in 
addition to the black U.S. Army ICB 
previously authorized in December 
2002.  Again, times change and 
the USAF TFB boot is no longer 
authorized.  If you attempt to order 
that boot style, the order will 
be canceled.  

WHAT IS APPROVED FOR 
THE AVIATOR TODAY?
 Currently, only two non-all-
leather boots are authorized for 
aircrew use.  One is the U.S. Army 
ICB–Type I (black); the other is the 
ACB(TW).  Confusion exists over 
the black ICB and the ACB(TW) 
primarily because they are both 
manufactured by multiple contractors.  
Th e black ICB has been manufactured 
by three separate contractors 
(Bates, Belleville, and Rocky), 
while the ACB(TW) has 
been manufactured by 
fi ve separate contractors 
(Addison, Bates, Belleville, 
Rocky, and Wellco).  While all 
of these boots are required to 
meet the same specifi cations, 
each contractor has separate 
internal/commercial names 
or model numbers for the 
military ACB(TW) boots.    

 To request the black ICB or 

The Army Aviator traditionally has unique equipment 
requirements to those of their mounted and dismounted 
Soldier brethren.  This philosophy and the aviator’s unique 

operational environment led to footwear choices being dictated by Army 
Regulation (AR) 95-1.  This regulation stipulates only all-leather boots were 
approved while performing flight duties.  The development of new materials 
and the efforts of military equipment developers and testers resulted in the 
“all-leather boots” requirements of AR 95-1 being waived. 

ACB(TW), you need to use the 
appropriate national stock numbers 
(NSNs).  For the desert tan-colored 
boot alone, there are 126 diff erent 
NSNs; space in this article precludes 
listing these.  Th e Combat Readiness 
Center (CRC) will be posting the 
NSNs on its Web site at https://crc.
army.mil, while the U.S. Army 
Aeromedical Research Laboratory 
(USAARL) will be posting the NSNs 
on its Web site at www.usaarl.army.
mil.

COMMERCIAL BOOTS VS.
MILITARY BOOTS
 If you requisition the ACB(TW) 
using the NSNs, you will get a boot 
authorized for aircrew use.  If you 
chose to order ACB(TW) boots 
commercially, the table below shows 
the commercial names or model 
number designations: 

ADDISON

BATES

BELLEVILLE

ROCKY

WELLCOM
A

N
U

F
A

C
T
U

R
E
R

T A B L E  O F  
COMMERCIAL ACB(TW) BOOT 
MANUFACTURERS 
AND MODELS
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GETTING MORE FROM 
YOUR BOOTS
 Th e condition of your boots 
can often determine whether your 
feet will have a pain-free day.  Th is 
fact, combined with the diffi  culty 
of replacing your boots, especially 
while deployed, should prompt one 
to ask, “Are there ways to extend the 
life of my boots?”  As with almost 
everything, there are maintenance 
techniques you can use to extend the 
serviceable life of your boots.  Your 
combat boots are designed to be 
easy to care for.  Th e nylon quarter 
side panels are as strong as leather 
and will last if cared for properly.  
When cleaning leather or Cordura 
nylon, it is recommended to fi rst use 
a damp towel or even your socks to 
wipe off  the majority of the loose 
dirt and debris on the outside of 
your boots after each use.  Second, 
you should brush the outside surface 
with water and a stiff  nylon bristle 
brush to remove the embedded soil 
or dust.  An old toothbrush works 
well for this; however, you should 
not scrub the boots harder than you 
would your own skin.  If additional, 
more stringent cleaning is necessary, 
only water-soluble cleaning products 
should be used, as oil- or alcohol-
based cleaning products may damage 
your boots. 

 During routine wear, 
perspiration permeates the boot 
material.  Your boots should be 
allowed to dry at room temperature.  
If the boots are not permitted to dry, 
bacteria can form within the boot.  

Having a second pair of boots will 
allow you to rotate your boots so 
you never wear the same pair 2 days 
in a row.  Socks need to be worn in 
your boots, with the best materials 
for socks being either a wool or wool 
blend.  Avoid cotton socks because 
the hydroscopic properties of cotton 
can result in blisters and/or cold, 
wet feet.  

THE FUTURE      
Realizing approximately one-quarter 
of all bones in a Soldier’s body 
are in his feet, the Army spends a 
considerable amount of money and 
effort to ensure you are supplied 
with the best boot available.  Due 
to continual improvements in 
technology, the aircrew-approved 
boot list is subject to change.  We 
will attempt to report any changes as 
they take place.  For now, this review 
of aircrew-approved boots, national 
stock number (NSN) information, 
and maintenance tips will assist 
you in making informed decisions 
regarding boot acquisition and care, 
making you combat ready. 

Author’s note:  Special thanks go to 
Mike Holthe (Footwear Project Engi-
neer PM-CIE), John Jolly (PM-Air 
Warrior), Joe Licina (USAARL), and 
John Popovich (DCD) for their assis-
tance with this undertaking. 

—Mr. Trumble is a System Safety Engi-
neer at the U.S. Army Combat Readiness 
Center.  He may be contacted at DSN 
558-2372 (334-255-2372) or by e-mail 
christopher.trumble@us.army.mil. 

Footwear Manufacturers
ADDISON SHOE COMPANY
POB 38, 1421 N. Falls Blvd.
Wynne, AR  72396
PH: 800-201-2511
PH: 870-238-2331
FAX: 870-238-5942
www.addisonboot.com
EMAIL: dstark@addisonboot.com 

BATES FOOT WEAR
Wolverine World Wide, Inc.
9341 Courtland Drive
Rockford, MI 49351
www.wolverineworldwide.com
www.batesfootwear.com

BELLEVILLE SHOE COMPANY
100 Premier Drive
Belleville, IL 62220
PH: 800-376-6978
PH: 618-233-5600
FAX: 618-233-5617
www.bellevilleshoe.com

ROCKY OUTDOOR GEAR
39 East Canal Street
Nelsonville, OH 45764
PH: 740-753-1951
www.rockyboots.com

WELLCO ENTERPRISES INC.
150 Westwood Circle
Waynesville, NC 28786
PH: 800-840-3155
PH: 828-456-3545
http://wellco.com
EMAIL: sales@wellco.com

Authorized repairs and 
resole of Wellco boots:
ABERDEEN SHOE & REPAIR
17 Howard Street
Aberdeen, MD 21001
PH: 866-266-8349
PH: 410-272-0383
Fax: 410-272-2627
www.aberdeenshoe.com
EMAIL: info@aberdeenshoe.com
MILITARY BOOT REPAIR
7134-B Lineweaver Rd.
Warrenton, VA 20187
PH: 800-876-7463
www.militarybootrepair.com
EMAIL: info@militarybootrepair.com

DESERT MODEL            BLACK MODEL 

ICT

E01129

790

790G

ACBTW

NOT APPLICABLE

E01500

700

NOT APPLICABLE

ICB BLACK
ACB(TW) Boot 
Desert Color
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February 2006

directly in front of the aircraft.  
During the descent, at 

approximately 100 feet above ground 
level (AGL) and 70 KIAS, the rotor 
blade storage container began 
to bend up on both sides.  As the 
container continued to bend upward, 
it entered the rotor system, damaging 
all four main rotor blades, the engine 
cowlings, and the top of the cabin.  
The PC initiated a precautionary 
landing, and the pilot (PI) notified 
the tower of the problem.  The PC 
was able to safely land the aircraft 
in an open area and, along with the 
PI, completed shutdown procedures.  
Within minutes, airfield emergency 
services and a security team arrived 
on the scene.  Fortunately, the aircrew 
sustained no injuries.  
 The investigation into the accident 
revealed the rated (PC/PI) and non-

rated (crew chief/medic) crewmembers 
failed to properly secure the main 
rotor blade storage container before 
departure, which allowed the lid of 
the container to begin vibrating while 
in flight.  As a result, after entering 
a controlled descent, the increased 
airflow under the lid of the container 
forced the lid upward into the main 
rotor system, causing Class B damage 
to the aircraft.  
 Findings from the investigation 
into the accident revealed the 
failure to secure the container was 
a result of a lack of PC supervision 
during preflight procedures, lack of 
experience with non-standard internal 
load operations, and overconfidence 
in the execution of the mission.  
Damage related to the accident 
reportedly totaled nearly $500,000.

 Th e following aviation life support 
equipment (ALSE) message has been 
released through the Defense Messaging 
System.  It was eff ective 21 October 2005, 
and has been forwarded to Information 
Management for posting under the ALSE 
Web site.  
 Th is is a Product Manager-Air Warrior 
(PM-AW) (formerly Aircrew Integrated 
Systems (ACIS)) advisory message 
concerning ALSE 05-06.  Addressees are 
requested to retransmit this message to 
all subordinate units, activities, aviation 
life support shops, aviation safety offi  ces, 
activities, or elements aff ected 
or concerned.
 Aspirin will be removed from 
ALL ALSE vests and replaced by 

acetaminophen, NSN 6505-01-436-9606, 
or equivalent 325mg tablets sealed single 
or in a two-pack.  This is a permanent 
change.  ALSE techs may choose to deplete 
their existing inventory of aspirin before 
making this change.
 If you have not received or need a 
copy of PM-AW ALSE Message 05-06, 
you can obtain it using the following Web 
site at https://airwarrior.redstone.army.
mil, or contact Bill Grubbs at DSN 746-
8492 (256-876-8492), or e-mail william.
grubbs@peoavn.redstone.army.mil.

—Submitted by John Jolly, DSN 746-6538 
(256-876-6538), or e-mail John.Jolly@peoavn.
redstone.army.mil.

REMOVAL OF ASPIRIN FROM ALL ALSE VESTS

YOU GOTTA SECURE 
THOSE LOADS
 Failure to take time to properly 
secure their cargo left one careless 
aircrew with a half-million dollar 
headache.
 The crew was transporting a rotor 
blade storage container that extended 
10 feet out each side of their UH-60A.  
As the aircraft leveled off at 200 feet 
mean sea level (MSL) and 90 knots 
indicated airspeed (KIAS), the container 
began to vibrate.  The flight medic 
informed the pilots of the vibration, 
and the pilot-in-command (PC) began 
a controlled descent to an open area 

CHRIS FRAZIER
STAFF WRITER/EDITOR

Keeping crewmembers informed…

News and Notes
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8415-01-522-5310 8415-01-394-8032

8415-01-522-5339 8415-01-394-8033

8415-01-522-5344 8415-01-394-8036

8415-01-522-5347 8415-01-394-8034

8415-01-522-5348 8415-01-394-8035

8415-01-522-5364 8415-01-394-6474

 NEW NSN              ORIGINAL NSN

Keeping crewmembers informed…

LOCK UP 
BEHIND YOU
 Not to be outdone by the careless 
crew mentioned above, the absent-
minded aviators in this tale also 
allowed their inattentiveness to cause 
some damage to their bird.
 After hooking up a radar 
acquisition data system (RADS) kit 
camera to the vent screen on the 
nose of their MH-60L to conduct an 
in-flight main rotor blade check, the 
crew performed two maintenance 
test flights.  The first flight went 
without incident.  The second flight 
began smoothly, as well, with the 
crew performing a half-hour of flight 
checks.  That would soon change, 
however, as the crew began an 
autorotation as the final check on 
the main rotor track inspection.

 As the pilot on the controls 
lowered the collective and began a 
right turn, the nose door flew open, 
smashing the center windshield and 
damaging the weather radar.  The 
pilot terminated the autorotation and 
landed the aircraft.  After securing 
the nose door, the crew returned to
 Fort Campbell, KY, without further 
incident.  Maintenance was notified 
of the incident, and no structural 
damage was noted.  However, the 
weather radar antenna, nose door 
strut, and center windshield 
required replacement.
 The investigation into the incident 
revealed the PC never verified the 
nose door latches were secured prior 
to takeoff.  As a result, the door came 
open during flight.  Investigators 
ruled the PC’s actions were a result 
of overconfidence and complacency.  

Rather than verifying the door 
was secured, the PC assumed it 
was latched.
 For their part in the accident, 
all personnel involved were briefed 
on the facts and circumstances 
surrounding this incident.  In addition, 
they were required to attend a class 
on proper preflight procedures and 
the risks of complacency.

Contact the author at (334) 255-2287, DSN 
558-2287, or by e-mail at christopher.
frazier@crc.army.mil.   For more information 
on how to submit a story to Litefax, send an 
e-mail to flightfax@crc.army.mil.

 Th ere is a new NSN for the HGU-56/P helmet.  Th e 
new HGU-56/P helmet has the Communication Ear Plug 
(CEP) pre-wired and pre-installed at the factory.  Th is 
eliminates the need to order and install the separate CEP 
MWO Kit (NSN 5965-01-488-4332).
 Th e old NSNs are still good and will be issued until the 
current supply of helmets in inventory is exhausted.

—Jim Hauser, HGU-56/P Project Engineer, Air Warrior Product 
Manager’s Office, Redstone Arsenal, AL.  He may be contacted at 
jim.hauser@peoavn.redstone.army.mil.

NEW HGU-56/P NSNS
SSG KEN DENNY
ALASKA ARMY NATIONAL GUARD

A recent Department of Defense directive 
mandated chitosan dressings (NSN 6510-
01-502-6938) be distributed to every 
Soldier currently serving in or deploying 
to a combat theater.  The dressings are 
made from chitin, the stuff that makes the 
“crunch” when you step on a cockroach.  
Chitin also is found in the shells of other 
insects, shrimp, lobsters, crabs, worms, 
fungus, and mushrooms.  Extremely durable 
and flexible, the dressings are designed 
to stop bleeding from traumatic injuries 
suffered in combat.  According to the 
directive, each Soldier is to receive one 
dressing to carry in their aid bags; combat 
lifesavers and combat medics are to receive 
three and five dressings each, respectively.

KNOW?
DID 

YOU

News and Notes
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In format ion based on prel iminary  reports  o f  a i rcraf t  acc idents

ACCIDENT BRIEFS

Class A

AH-64
D Model
• Class C:  The aircraft experi-
enced an overtorque condition 
following a health indicator test 
check.
• Class E:  During cruise flight, 
the aircrew smelled smoke.  The 
aircraft’s multipurpose displays 
flickered on and off, and then the 
aircrew received indication of a 
No. 2 generator failure.  Smoke 
and fumes filled the cockpit.  The 
aircrew declared an emergency, 
landed the aircraft on the runway, 
and conducted an emergency 
shutdown.  Maintenance replaced 
the No. 2 generator.  Maintenance 
Operational Checks OK.  The air-
craft was released for flight.  

CH-47
D Model
• Class D:  After departure from 
the landing zone (LZ) approxi-
mately 200 feet above ground 
level (AGL) at 50 knots, the aircraft 
ascended into a set of wires.  The 
aircraft returned to the LZ.  The 
maintenance officer accessed the 
damage to the blades and deter-
mined the aircraft was airworthy.  
A one-time flight was authorized, 
and the aircraft returned to the 
airport without further incident.  
• Class E:  On the ground while 
unloading cargo and passengers, 
high frequency vibrations were 
felt in the rotor system.  The air-
craft was shut down, maintenance 
was called, and the mission was 
aborted.  Maintenance replaced 

the forward transmission adapter 
and the No. 1 and No. 2 drive-
shafts and released the aircraft for 
flight.
• Class E:  On approach to an 
unsecured LZ, the flight engi-
neer noticed oil coming from the 
No. 1 engine.  After landing, the 
level was checked and found to 
be three-quarters full.  The crew 
decided to proceed to the forward 
operating base (FOB).  En route, 
the engine oil low light illuminated.  
Having single-engine capabil-
ity, the crew shut down the No. 
1 engine and landed at the FOB 
without incident.  The filter bowl 
was replaced, and the mission 
continued without further incident.  
• Class E:  During a quick-reac-
tion mission to pick up troops in 
enemy territory, the crew executed 
an approach to an unimproved 
pickup zone (PZ).  The PZ con-
sisted of rocky angular terrain and 
was set up for an upslope landing.  
When the forward gear contacted 
the ground, the aircraft began to 
slide back.  The pilot increased 
thrust and applied forward cyclic 
to level the aircraft and depart the 
slope.  The VHF and FM anten-
nas contacted ground, destroying 
both and tearing sheet metal.  The 
crew continued the mission without 
further incident.  The damage was 
not discovered until after shut-
down.  

HH-60
L Model
• Class C:  The aircraft contacted 
the ground in a nose-low attitude 

due to obstacle presence and 
sustained damage to the forward-
looking infrared.  

MH-60
L Model
• Class C:  Four U.S. Army per-
sonnel suffered shrapnel injuries 
from rounds fired from an Army 
aircraft during a fire support mis-
sion.  

OH-58
D(I) Model
• Class C:  The aircraft’s main 
rotor system contacted the global 
positioning system antenna and tail 
rotor driveshaft during a precau-
tionary landing.  The aircraft had 
been experiencing engine power 
fluctuations during flight.  The air-
craft was recovered.  

UH-60
A Model
• Class B:  The aircraft was 
Chalk 1 in a flight of two when, 
on short final to the airfield, Chalk 
2 noted smoke emanating from 
Chalk 1.  Fire damage to the 
engine and auxiliary power unit 
(APU) compartment was reported.  
The “V-clamp” had separated from 
the exhaust piping, and the hover 
infrared suppression system (HIRSS) 
(the exhaust suppression system) 
moved aft and exhaust “ducted” 
into the engine compartment, 
subsequently burned through the 
firewall, spreading into the APU 
compartment.  

AH-64
D Model
Two aircraft collided while 
performing a night armed 
reconnaissance mission.  
One aircraft crashed and 
burned.  Both crewmembers 
suffered fatal injuries.  The 
second aircraft sustained 
damage to the tail wheel, but 
successfully recovered to the 
forward operating base.

 HH-60
L Model
Th e aircrew experienced 
brownout conditions 
during a roadside MEDEVAC 
mission landing.  Th e aircraft 
is suspected to have landed 
hard and rolled forward, 
striking an obstacle.  Damage 
was reported 
to the main rotor blades and 
aircraft nose area.  

 OH-58
D(R) Model 
Th e aircraft experienced 
a hard landing during a 
manual throttle operation 
demonstration.  Th e main 
rotor blades and tailboom 
separated.

AccidentBriefs
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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)

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)

ARMYARMYARMYAIRCRAFT LOSSES
FY02 TO PRESENT*

• Class C:  The aircraft stabila-
tor contacted the ground during 
a MEDEVAC pickup.  Damage to 
the aircraft was noted on postflight 
inspection.  
• Class C:  The aircraft contacted 
trees during high-altitude training.  
Damage was reported to the main 
rotor tip caps, one main rotor blade, 
and one tail rotor blade.  
• Class E:  While conducting slope 
operations, the crew noticed an 
unusual amount of aircraft vibra-
tions.  The crew hovered/taxied to 
the parking ramp for a precaution-
ary landing.  Postflight inspection 
revealed no aircraft deficiencies.  
A maintenance test flight discovered 
an unserviceable SAS2 yaw rate 
gyro. 
L Model
• Class B:  The aircraft’s main 
rotor blades contacted a concrete 
barrier during ground taxi.  All 
main rotor blades were damaged.  
• Class C:  The aircraft’s stabilator 
contacted the ground during auto-
rotation training (termination with 
power recovery).  
• Class C:  Damage to the inter-
mediate gearbox cowling and 
driveshaft cover was discovered 
during refuel.  It is suspected a 
hard landing and main rotor blade 
contact with the intermediate gear-
box cowling/coupling and the 
driveshaft cover is the cause of the 
damage.  Main rotor blade con-
tact with the VHF antenna was also 
reported.  Damage is suspected to 
be restricted to the skin.  
• Class C:  The aircraft sustained 
damage to the stabilator, chin 
bubble, and one main rotor tip cap 
after landing on uneven terrain.  
• Class C:  During a night vision 
goggle landing in the final phase of 
training, the aircraft slid forward into 
a rut, causing damage to the fuse-
lage, near the search lights.  

RC-12
P Model
• Class E:  While conducting a 
maintenance test flight, test pilots 
were shutting down the No. 1 
engine when smoke and fumes 
began to fill the cabin.  The aircrew 
donned oxygen masks, performed 
appropriate emergency proce-
dures, declared an emergency, and 
returned to the airfield without fur-
ther incident.  Upon inspection by 
maintenance personnel, a large oil 
leak was found in the No. 1 engine 
and wheel well area.  
• Class E:  While conducting emer-
gency procedures training at 7,500 
feet and 160 knots, blue smoke 
began filling the cabin.  The source 
of the smoke could not be deter-
mined.  The crew donned oxygen 
masks, declared an emergency, and 
returned to the airfield.  The aircraft 
landed safely without incident and 
shut down on the taxiway.  The air-
craft was fully inspected and a runup 
was conducted by contract mainte-
nance.  The cause of the incident 
was not found.  
U Model
• Class C:  The aircraft engines 
experienced cumulative overtorque 
conditions (totaling approximately 
399 minutes) during multiple flights,  
due to improperly calibrated equip-
ment.  

C-23
B Model
• Class C:  The aircraft experi-
enced a bird strike during cruise 
flight, resulting in damage to the 
radome, radar, left and right fairing, 
UHF antenna, and sheet metal on 
the nose section.  
C Model
• Class E:  After completing a 
training mission with an instructor 
pilot, the pilot taxied the aircraft to 
parking on the ramp.  With ground 
guides in view, the crew brought the 
aircraft to a stop to check wing tip 

clearance.  The FOB ground guide 
motioned the aircraft forward, indi-
cating adequate clearance.  The 
right wing tip made contact with the 
trim tab on another C-23.  The right 
wing tip cap was scratched slightly 
with no significant damage.  The 
other aircraft was not damaged.

RQ-11
• Class C:  UAV control and video were 
simultaneously lost by the aerial vehicle 
operator (AVO).  The UAV subsequently 
crashed.  
• Class C:  The UAV experienced battery 
failure while in flight.  Efforts to land 
the aircraft before complete failure were 
unsuccessful.  The UAV was not recovered 
and is reported lost.  
RQ-7A
• Class B:  The AVO experienced what 
he perceived as stability problems with 
the aft section of the aircraft, followed by 
AP SERVO FAIL warnings.  Linkage was 
ultimately lost with the UAV, but it was 
recovered.  
RQ-7B
• Class B:  The UAV experienced an 
engine failure.  The AVO deployed the 
parachute, and the aircraft drifted into a 
power line.  
• Class B:  The UAV was launched for 
mission with the engine at idle speed.  
The aircraft flew approximately 100 
meters before crashing into a concrete 
security barrier.  
• Class B:  Upon launch of the UAV, 
the engine began to overheat and lost 
power.  The AVO aborted the mission 
and attempted to land the aircraft.  Due 
to the engine losing power, the tactical 
automated landing system would not 
allow the aircraft to land.  The decision 
was then made to conduct a control 
landing.  The parachute was activated, 
and the UAV landed adjacent to the 
runway.  
• Class B:  Approximately 10 minutes 
after launch, while climbing to altitude, 
the UAV experienced an engine failure 
at 4,500 feet AGL.  The AVO glided 
the aircraft back toward the FOB and 
deployed the parachute at approximately 
1,000 feet AGL.  The aircraft fell to the 
ground.  
• Class B:  The UAV experienced an 
engine failure while climbing to altitude.  
The AVO deployed the parachute, and 
the aircraft fell to the ground.  
• Class C:  The UAV experienced engine 
failure during climbout.  The recovery 
chute was deployed before the aircraft 
contacted the ground.  

UNMANNED AIRCRAFT 
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The time to think about 

and check your ALSE is 

before the flight, while 

you’re still on the ground 

and have the opportunity 

to correct any deficiencies.

“It’s a Matter of Survival”

Check your ALSE gear… 

It won’t save you  
if you don’t have it 
or don’t know how  
to use it!

Is it all there?    
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Army Aviators 
tell their story 
and how it has affected 
them physically and 
mentally.
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CSA SENDS

 In March 
2003, the 
Secretary 
of Defense 
challenged 
the Services 
to reduce 
accidents 
by 50 
percent by 
the end of 
Fiscal Year 
2005.  Our 

target was 101 mishap 
fatalities, but we actually 
suffered 302 Soldier 
deaths due to accidents.  
These losses represent 
a significant impact on 
our combat power, and 
many could have been 
prevented with good 
leadership. 
 In the most 
dangerous 
environments—those 
in theater—we have 
a much reduced 
accident rate relative 
to exposure levels.  
This is due to involved, 
engaged leaders who 
properly plan and then 
closely supervise their 
Soldiers’ missions.  
Leaders are the key to 
preventing unnecessary 
loss.  In recognition 
of this fact, we are 
strengthening the 
performance evaluation 
system on leader 
responsibility for risk 
management.
 All leaders will 
include safety programs 
and tasks in their 

evaluation report 
support forms and 
counseling sessions.  
An excellent bullet 
example is:   Effectively 
incorporating Composite 
Risk Management in all 
mission planning and 
execution to include 
quarterly training briefs 
and quarterly safety 
council meetings.”  
Open and continuous 
communications 
between Soldiers and 
leaders on this critical 
topic will work to 
achieve that mission.  

Leaders at all levels 
must lead the way in 
changing behavior to 
reduce accidents.  
 All senior raters 
will pass their support 
forms down two levels.  
For example, division 
commanders will pass 
their support forms 
with safety objectives 
down to battalion 
commanders, who 
then will pass their 
support forms with 
safety objectives down 
to platoon leaders.  

The noncommissioned 
officers’ (NCO) chain 
of supervision is linked 
in a similar fashion 
through their rating 
officials.  Regular 
counseling in support 
of military evaluation 
systems is an already 
established requirement 
and practice.  An 
oversight process for this 
requirement is in place 
as part of evaluation 
counseling.  
 We cannot afford 
to let this become 
a check the box 
requirement.  Leaders 
must determine how 
their unit and Soldiers 
fit into programs and 
campaigns organized 
and promoted by the 
Army Combat Readiness 
Center.  Leaders should 
take these broad 
agendas and translate 
them into specific tasks 
and objectives suitable 
for their unit and 
mission.  This safety 
accountability focus at 
the leader level, along 
with counseling to see 
it placed squarely into 
all officer and NCO 
development, is vital 
to preserving our most 
precious resource 
—our Soldiers.

—GEN Peter J. Schoomaker became  
the 35th Army Chief of Staff on  
1 August 2003.  This was adapted  
from his message to all general  
officers dated 1 February 2006.

LEADERS AT ALL 
LEVELS MUST 

LEAD THE WAY 
IN CHANGING 

BEHAVIOR 
TO REDUCE 
ACCIDENTS.

“

CSA Sends:Leader Accountability in Reducing Accidents

March 20062
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CSA SENDS CRC’S ANSWER

The Army Combat Readiness 
Center (CRC) has many valuable 

tools leaders can use to meet the 
requirements of the Chief of Staff, 
Army (CSA), directive to include 
safety in evaluation reports.  These 
programs, initiatives, and metrics were 
developed to help leaders at every level 
integrate Composite Risk Management 
(CRM) into all facets of their units’ 
operations and training.  They 
also were designed to help leaders 
determine the value of their unit safety 
programs as a whole, while individual 
Soldiers can use the programs and 
metrics for inclusion into their support 
forms and counseling checklists.
 (1) Army Readiness Assessment Program 
(ARAP).  ARAP is a Web-based, battalion-
level commander’s tool used to evaluate unit 
climate and culture on issues, including safety, 
risk management, command and control, 
and standards of performance.  The program 
consists of an online assessment followed by 
proposed courses of action to improve the 
unit’s effectiveness.  ARAP was developed for 
battalion commanders as part of their command 
inspection program but is also now available 
to all Headquarters, Department of the Army 
and major command staffs.  More information 

on ARAP can be 
found on the CRC 
homepage at https://
crc.army.mil or by 
going to https://
unitready.army.mil.
 (2) Preliminary 
Loss Reports (PLRs) 
and “Got Risk?” 
posters.  PLRs and 
“Got Risk?” posters 
are distributed to 

commanders via e-mail 
to raise awareness of the 
latest accidents.  PLRs 

are generated 
by a team at the 
CRC for each 
Army accident 
involving a 
fatality and 
include tactics, 
techniques, 
and procedures 
(TTPs) to help 
prevent similar 
accidents from 
occurring.  The 
“Got Risk?” 
posters highlight the basic facts of accidents 
occurring during specific 7-day intervals.  All 
PLRs and “Got Risk?” posters are available on 
the CRC homepage at https://crc.army.mil.
 (3) Army Safe Driver Training (ASDT).  
ASDT consists of hands-on accident avoidance 
training in several key areas, including braking, 
skids, and high-speed maneuvering.  This 
training can be performed on both conventional 
vehicles and HMMWVs.  Commanders can 
request this program by contacting the CRC G-5 
at (334) 255-2461 or DSN 558-2461.  More 
information on the ASDT program can be found 
online at https://crc.army.mil/RiskManagement/
detail.asp?iData=56&iCat=454&iChannel=25&
nChannel=RiskManagement.
 (4) POV Toolbox.  The POV Toolbox was 
designed to help leaders fight the number one 
killer of Soldiers outside combat—private vehicle 
crashes.  This Web-based program includes 
the CSA’s 6-Point Program, a POV inspection 
checklist, tools for trip planning and accident 
trend analysis, an accident review guide, options 
available to commanders in dealing with unsafe 
drivers, and leaders’ guides.  The POV Toolbox 
can be found online at https://crc.army.mil/
RiskManagement/detail.asp?iData=26&iCat=516
&iChannel=25&nChannel=RiskManagement.
 (5) Onsite CRM training.  The CRC’s 
Mobile Training Teams (MTTs) provide 3-day 
commander/leader courses and 5-day NCO 
courses on CRM for brigade- or division-sized 
units free of charge at the requesting unit’s 
location.  The MTTs also provide a CRM train-
the-trainer course on request.  Commanders can 
schedule one of these courses by contacting the 

CRC’s Answer

March 2006 3
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CRC’S ANSWER

CRC G-7 at (334) 255-0242 or DSN 558-
0242.  More information on MTT visits can be 
found online at https://crc.army.mil/Training/
cat.asp?iCat=519&iChannel=16&nChannel=
Training.
 (6) Assistance visits.  Commanders can 
request a white-hat team to conduct an onsite 
study of their units’ operations and make 
recommendations to improve their CRM 
processes.  These visits can be scheduled 
through the CRC G-5, (334) 255-2461 
or DSN 558-2461.  More information on 
assistance visits can be found online at https://
crc.army.mil/Training/detail.asp?iData=43&iC
at=519&iChannel=16&nChannel=Training.
 (7) Commander’s Safety Course.  This 
course is a mandatory requirement for 
all commanders and can be found on the 
Combat Readiness University Web site at 
https://safetylms.army.mil/librix/loginhtml2.
asp?v=usasc.
 (8) Magazines.  The CRC produces three 
full-color publications geared toward hazard 
identification and CRM:  Flightfax (aviation), 
Countermeasure (ground), and ImpaX (driving).  
Electronic copies of each publication and 
subscription information can be found online 

at https://crc.army.
mil/MediaAndPubs/cat.
asp?iCat=59&iChannel=
19&nChannel=Media
AndPubs.
  (9) Commander’s 
Toolbox.  The Commander’s 
Toolbox is an online 
package derived from 
best practices in the 
field and includes 

checklists, briefing formats, sample SOPs, 
training materials, automated risk assessment 
worksheets, etc.  To access the Commander’s 
Toolbox link, go to the CRC homepage, 
https://crc.army.mil, and then click on the 
“Combat Readiness University” icon.  Use your 
AKO to login, and then go to “My Courses.”

(10) Guardian Angel.  The Guardian 
Angel program is a national campaign that 
pairs family members, churches, schools, and 
other interested persons and groups with 
individual Soldiers to help keep them safe 
during off-duty activities.  This program 
is especially useful during a Soldier’s post-
deployment phase.  More information on the 
Guardian Angel program is available online at 
https://crcapps.army.mil/guardianangel/index.
html.
 (11) Safety Awards Program.  
Commanders can find policy, guidance, and 
samples of how to run their own safety awards 
program online at https://crc.army.mil/CRC/
detail.asp?iData=80&iCat=544&iChannel=13
&nChannel=CRC.
 In addition, the CRC offers tools for 
individual officers and NCOs:

• ASMIS-1 Aviation Risk Assessment 
Tool.  This module of the ASMIS-1 system 
guides the user through the risk management 
process during aviation mission planning and 
can be found online at https://crcapps.army.
mil/.  (Note:  ASMIS-2 Aviation is being 
developed and should be available soon.)

• ASMIS-1 Ground Risk Assessment Tool.  
This module of the ASMIS-1 system guides 
the user through the risk management process 
during ground mission planning for operations 
such as convoys and can be found online at 
https://crcapps.army.mil/.  (Note:  ASMIS-
2 Ground is being developed and should be 
available soon.)
 • ASMIS-2 POV Risk Assessment Tool.  
This updated version of the original ASMIS 
pairs individual Soldiers with their supervisors 
to help them plan POV trips and make 
appropriate risk decisions in their planning.  At 
the end of the assessment, Soldiers are provided 
with a full itinerary, a map with directions, and 
an automated DA Form 31.  ASMIS-2 can be 
accessed online at https://crcapps.army.mil/.
 • Additional Duty Safety Officer Course.  
This is a mandatory course for all additional 
duty safety personnel and is available online at 
https://safetylms.army.mil/.
 • Composite Risk Management Course.  
This is an online course that provides policy, 
practice, and tools on CRM.  To access 
the CRM course material, go to the CRC 

March 20064
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CRC’S ANSWER

homepage at https://crc.army.mil, and then 
click on the “Combat Readiness University” 
icon.  Use your AKO to login, and then go 
to “My Courses.”
 • Videos.  The CRC has produced a wide 
range of videos that can be used during training.  
Subjects range from driving POVs, explosives 
safety, HMMWV rollovers, 
aviation, and others.  To 
access the videos from 
the CRC homepage, go to 
the Media & Magazines 
channel at https://crc.
army.mil/MediaAndPubs/
detail.asp?iData=75&iCat
=58&iChannel=19&nCha
nnel=MediaAndPubs, click 
video index link, and then 
after choosing the one(s) you want, 
click to view or order them.

• Deployment Safety Guide.  
The V Corps Safety Office developed 
this extensive manual that provides 
safety guidance, policy, and tools for 
many phases of deployment and can 
be found online at https://crc.army.
mil/Guidance/detail.asp?iData=207&iCat=
371&iChannel=15&nChannel=Guidance.

• Confined Space Guide.  This guide 
provides instructions on how to protect 
personnel who work in permit-required 
confined spaces.  For more information, go 
to the confined space guide link on the CRC 
home page at https://crc.army.mil/Guidance/
detail.asp?iData=205&iCat=456&iChannel=15
&nChannel=Guidance.

• Up-Armored HMWWV Rollover 
Procedures.  GTA 55-03-030, Up-Armored 
HMMWV Emergency Procedures Performance 
Measures, consists of step-by-step emergency 
procedures for rollovers, water egress drills, 
MEDEVAC requests, and training suggestions.  
More information on this training aid can be 
found online at https://crc.army.mil/Tools/
detail.asp?iData=58&iCat=547&iChannel=17&
nChannel=Tools.
 The following metric examples are for 
officers and NCOs to support active safety 
measures within their formations.  Under no 
circumstances is the intent to foster a zero-
defect environment; rather, the goal is for units 
to quantify safety requirements, programs, and 
policies across the full spectrum of command in 
order to set the conditions for Soldiers, leaders, 
and Commanders to own the edge.  Each 
unit is highly encouraged to create and tailor 
metrics specific to their individual missions and 
requirements, showing linkage and continuity 

across every echelon from top to bottom. 
 • Effectively incorporated CRM in all 
mission planning and execution, to include 
quarterly training briefs and quarterly safety 
council meetings.
 • Achieved 100 percent compliance of 
ASMIS-2 POV use by unit personnel.
 • Achieved 100 percent reporting of all 
accidents IAW Army regulations, using the 
Accident Reporting Automated System (ARAS).
 • Within 90 days of assuming command or 
responsibility, executed all safety awareness and 

risk management programs, to 
include ARAP, the Additional 
Duty Safety Officer (ADSO) 
course, and CRM training.

• XX percent of my 
Soldiers are enrolled in 
Combat Readiness University 
online programs.
 • XX percent of my 
Soldiers participated in Army 
Safe Drivers Training programs 
to include ASDT, Motorcycle 
Mentorship, and the Accident 
Avoidance Course.

 • XX percent of my aviation crews completed 
Aircrew Coordination Training-Enhanced 
(ACT-E).
 • Developed unit-specific safety and accident 
avoidance training classes using CRC-developed 
products presented in the form of officer 
and NCO professional development training 
sessions.
 • Received, reviewed, and distributed 
both “Got Risk?” posters and PLRs across my 
formation(s) to preclude similar events from 
occurring within my formations.
 • Conducted thorough after-action reviews 
(AAR) in order to capture best practices 
and TTPs that were then shared across the 
formations to improve communications and 
refine/standardize SOPs to further mitigate risk.
 • Never walked by an unsafe act or procedure 
by making on-the-spot corrections to ensure 
compliance with approved standards.
 • Provided subordinates with the maximum 
planning time possible (1/3-2/3 rule) in order 
to minimize shortcuts and enhance the potential 
for overall mission success.

    
     JOSEPH A. SMITH
     BG, USA
     Commanding
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CW3 KRISTI  M. COOK
HHC, 110TH AVIATION BRIGADE
FORT RUCKER, AL

 At the time, I was a 470-hour UH-60L Black 
Hawk pilot in an assault unit deploying to Bosnia.  
Our port was located at Rijeka, Croatia, and I was 
part of the advanced party.  We had the mission 
of “rebuilding” the aircraft as they were off-loaded 
from the ship and flying them to Comanche 
Base in Bosnia-Herzegovina, our new home for 
the next 6 months.  It is normal procedure for 
aviators to receive maps, flight publications, 
and local area orientations before being released 
to fly unrestricted in a new area of operations.  
Because this training was to occur after arriving 
at Comanche Base, the outgoing unit had to send 
their own aircraft and/or flight crews to assist us 
in flying there from Rijeka.
 We were a couple of days ahead of schedule 
and received word that one Black Hawk was 
coming to lead a flight of OH-58Ds and UH-60s 
to Comanche.  An instructor pilot (IP) on board 
the aircraft would replace a crewmember from our 
aircraft and be flight lead, while the Black Hawks 
would lead the OH-58Ds.  We had been there for 

Many av ia to r s  have  been  k i l l ed  in  

a c c iden t s  resu l t ing  f rom unp lanned  en t r y  

in to  inadver ten t  in s t rument  me teoro log i ca l  

cond i t i ons  ( I IMC) .    I n  many  cases ,  they  made  

a  dec i s ion  to  con t inue  f l i gh t  in  de te r io ra t ing  

wea ther  cond i t i ons ,  even  when  the i r  m i s s ion  

d id  no t  war ran t  the  r i sk .    I n  th i s  s to ry,  the  

au thor,  a  U.S .  A rmy  UH-60  B lack  Hawk  p i lo t ,  

g i ves  a  per sona l  a c coun t  o f  her  exper ience  

w i th  I IMC  tha t  o c cu r red  on  a  dep loyment  to  

Bosn ia-Herzegov ina  in  2001 .

My Memorable  Fl ight :
The Push to Accomplish the Mission

Flightfax is published monthly by the U.S. Army Combat Readiness 
Center, Bldg. 4905, 5th Avenue, Fort Rucker, AL 36362-5363.  
Address questions regarding content to the editor at DSN 558-
9855 (334-255-9855).  To submit an article for publication, e-mail 
Flightfax@crc.army.mil or fax DSN 558-9044 (334-255-9044).  
We reserve the right to edit all manuscripts.  Address questions 
concerning distribution to DSN 558-2062 (334-255-2062).  Visit our 
Web site at https://crc.army.mil.
     Information in Flightfax is not necessarily the official views of, 
or endorsed by, the U.S. Government, the Department of Defense, 
or the U.S. Army.  Contents are specifically for accident prevention 
purposes only.  Photos and artwork are representative and do not 
necessarily show the people or equipment discussed.  Reference to 
commercial products does not imply Army endorsement.  Unless 
otherwise stated, material in this magazine may be reprinted 
without permission; please credit the magazine and author.  
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CW3 KRISTI  M. COOK
HHC, 110TH AVIATION BRIGADE
FORT RUCKER, AL

5 days already and were eager to begin our 
mission.  We flew three of our UH-60s to the 
airport on the island of KRK to stage them 
and wait to see what would happen with the 
weather.  The OH-58Ds had already canceled 
because of reported turbulence.
 We had no way of knowing what was 
going on at Comanche Base at the time.  The 
cloud ceiling was at approximately 4,000 feet 
above mean sea level (MSL).  This would not 
seem to be significant unless one takes into 
consideration that the mountains in between 
the coast of Croatia and Bosnia-Herzegovina 
ranged from 4,000 to 5,000 feet MSL.
The prevailing attitude of aviators over 
there was it was nearly impossible to get 
accurate weather forecasts for extended areas.  
There were just not enough observers and 
equipment, and the weather is unpredictable 

in that mountainous environment.  Therefore, 
the usual technique is if one is given a “legal” 
weather forecast, continue to fly until weather 
conditions make it impossible to continue.
 This is the logic the IP flying the Black 
Hawk out of Comanche Base was using that 
day.  What we didn’t know was the IP that 
was supposed to function as our flight lead 
refused to board the aircraft because he “did 
not have weather.”  Furthermore, the weather 
was forecast to be sunny and clear the next 
day!  Despite this, the IP flying the UH-
60 still chose to take off and continue the 
mission.  He managed to make it through 
the mountains and arrive at KRK Island, but 
only after deviating from prescribed routes.  
When he landed, he learned the OH-58D 
helicopters he was supposed to be leading 
were not flying that day, so he offered to  
lead us instead.
 We didn’t have any publications or maps 
and we didn’t know the elevation of the 
mountains or the route we were taking other 
than what the IP verbally briefed.  He gave 
us information about refuel stops en route, 
frequencies, and IIMC procedures.  This 
included instrument landing system (ILS)  
and approach frequencies for the international 
airport in Zagreb, the capital of Croatia.  
When we finished briefing, we got in our 
helicopters and took off as a flight of four.
 The pilot in command (PC) of my 
helicopter had about the same number of 
hours I had, but he had never flown in a 
mountainous environment.  I had in Korea, 
but never in bad weather—in or out of the 
mountains.  I also had zero “weather” time in 
a UH-60.  We had one crew chief onboard, 
and our external stores support system 
“wings” were our only cargo.  We were  

My Memorable  Fl ight :
The Push to Accomplish the Mission
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Chalk 2 in the flight.  I was on the controls, 
and we flew the route as briefed.  
 As expected, once we left the coastline 
and entered the mountains, we encountered 
rain and a wall of clouds.  We did a 180 
and flew down the coastline and entered the 
mountains again.  Once in the mountains, 
we were like ants in an ant hill.  All the 
mountaintops were obscured and we 
encountered light to heavy rain.  It was also 
very foggy.  We were flying at a reduced air 
speed (20 to 50 knots), 10 to 20 feet above 
the treetops.  
 The visibility at times was less than a 
quarter-mile, and all we could see was the 
helicopter in front of us and the bare tree 
limbs directly below us.  We kept running 
into a wall of clouds and would have to  
turn around and go another way.  One  
time, our flight lead had us orbit a pond 
while he looked for a possible route  
through the mountains.
 After about 30 minutes of this, our 
master caution light illuminated.  At 
first, we couldn’t see the accompanying 
caution light, but then one of the engine 
chip lights slowly brightened.  I had 
been on the controls this whole time, 
and the PC followed the established 
procedure of retarding the engine power 
control lever for the affected engine.  We 
announced our actions to the flight and 
were instructed to try to land somewhere 
so the maintenance test pilot (MTP) flying 
one of the other aircraft could check out 
the problem.  Unfortunately, we quickly 
realized there was nowhere we could land!  
We were in a sparsely populated area and 
the mountainsides were covered with forest, 
with narrow roads being the only clear 
areas.  We attempted to land at a road 
intersection, but the space was too narrow.  
 Our flight lead announced we had only 
one more line of mountains to cross and 
then we would be in an expansive level area 
of low elevation.  Then we could land and 
have the MTP check out the problem.  We 

decided on this course of action.
 By this time, I was extremely paranoid 
of hitting something and, unable to see the 
obstacles in front of us, I “stacked up” some 
on the lead aircraft to help ensure obstacle 
clearance.  Unfortunately, this 15 to 20 
feet was all it took to break our tenuous 
link with our only ground reference.  The 
sequence of events is not entirely clear to 
me, but I remember creeping forward to 
catch up with lead and he seemed to be far 
away at the time.  What we didn’t know was 
he had run into another wall of clouds and 
was at a complete stop just above the trees.  
 Now completely surrounded by white, 
I began to transition to instruments and 
pull in power.  I’m not sure if I noticed or 
if someone yelled something, but almost 
immediately I looked up and the flight 
lead’s aircraft, which had seemed so far 
away, was RIGHT THERE.  I yanked the 
collective all the way up and jerked the 
cyclic violently aft and to the right.  We flew 
about 20 feet directly over the top of the 
lead aircraft while having no other  
visual references.
 This was our official transition to 
instruments—a wild evasive maneuver in 
the clouds.  The PC took the controls, and 
our 60-second rollercoaster ride began.  I 
was looking at the instruments and calling 
out directions periodically.  At first, every 
movement was a gross overcompensation.   
I observed vertical ascents and descents 
ranging from 4,000 feet per minute up and 
then, seconds later, the same rate going  
down.  At one point, I observed a 100- 
degree angle of bank.
 Shortly after all this began, our most 
vivid near-death experience occurred.  We 
were in a very rapid descent at about 100 
knots and a nose-down attitude when the 
view of a forest of bare tree limbs appeared 
in our windscreen.  I don’t know if he was 
on the controls at the time, but I had a 
hold of the cyclic and yanked it into my 
belly.  It was a blind reflex maneuver, we 
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were descending onto a mountain top out 
of a cloud, and we only knew we had not 
crashed because seconds continued to tick 
away.  We had no references and probably 
missed those trees by only a few feet.  The 
PC later said he was attempting to fly both 
visually and by instruments at the same 
time after that experience and was spatially 
disoriented.
 After that, the aircraft seemed to be 
under control with a basically level attitude, 
so when it started shaking and shuddering, 
I could not figure out the reason at first.  
That’s because my cross check was mostly 
overlooking the airspeed indicator.  I looked 
at that instrument and saw we were at zero 
airspeed.  I was highly alarmed and yelled, 
“Check airspeed!” I grabbed the cyclic and 
pushed it forward.  However, the PC fought 
me and pulled back.  He wanted to be at 
zero airspeed, figuring if we went straight up, 
we would not run into any of the unknown 
obstacles that surrounded us.  
 Unfortunately, this was when the 
seemingly endless power margin of a mostly 
empty UH-60L reached its limits.  We were 
assaulted with the loud, steady tone of the 
low rotor alarm, coupled with complete 
electrical power loss, and forced to put 
the aircraft in a dive to get the rotor RPM 
back up.  The PC gave the controls to me 
after the low rotor alarm—which we heard 
twice—to get the aircraft back into control, 
but I couldn’t do it either.  Finally, with him 
on the controls, the aircraft was calmed down 
and we were at a very comfortable 10,000 
feet MSL.  We were briefed that 9,000 feet 
was the IIMC minimum safe altitude for 
Bosnia, but the altitude we were at just felt 
better under the circumstances.
 I programmed the transponder to squawk 
“7700” (emergency) and called Zagreb 
approach, which was already up on VHF.  I 
declared an emergency and let Zagreb know 
we had the ILS frequencies and this was our 
first flight in country.  They established radar 
contact, and we felt settled on what was now 
a normal instrument flight, which was my 

first half hour of logged weather time in a 
UH-60.  We contacted the flight to let them 
know we were all right and to check on them.   
They managed to work their way back to 
port.
 The last issue we had—the icing on the 
cake—was an “ice detector” light and the 
ice rate meter swinging all the way to the 
“heavy” range.  We turned on the engine 
anti-ice and blade de-ice and were welcomed 
with an immediate “Tail Rotor De-Ice Fail” 
caution light.  However, we descended to a 
lower altitude and had no further problems.  
The engine chip light had even disappeared.  
We later broke out of the clouds at 4,000 
feet MSL and landed visually at Zagreb 
International Airport after completing the  
ILS approach we briefed.  
 We stayed at a UN base camp that night, 
and the same IP landed in Zagreb the next 
day to lead us to Comanche Base.  An MTP 
climbed in to check out, of all things, the 
ghostly engine chip light.  I climbed in as 
a passenger in the lead Black Hawk, and 
my PC from the prior flight and the MTP 
flew back with us to Comanche Base.  The 
weather (as was forecast) was beautiful.  All 
this to be a day ahead of schedule!
 My crew walked away from an 
undamaged aircraft after our memorable 
flight.  It’s a miracle the accident 
investigation board members were not 
picking aircraft debris and mangled bodies 
off a mountainside.  I have friends and 
coworkers who “pushed weather” in a similar 
fashion and are not alive to tell the tale.  By 
using the “3-W” method (what happened, 
why it happened, and what to do about it) to 
analyze this incident, hopefully others will be 
inspired to weigh risks versus benefits more 
carefully.  

—CW3 Cook is a member of Headquarters and Headquar-
ters Company, 110th Aviation Brigade, Fort Rucker, AL.  
She may be contacted at Kristi.cook@us.army.mil.  CW3 
Cook wrote this article while attending Embry-Riddle 
Aeronautical University.  

9March 2006



F
L

IG
H

T
fa

xF
L

IG
H

T
fa

x

ground tactical plan, we were 
also told to change the order 
in which we carried our loads.  
Somewhere in the decision 
cycle, it was determined Chalk 
4 would carry the heavy load 
in the rear of the formation 
instead of the front.

 Arriving at the LZ, the 
clouds let loose and it began to 
rain heavily; visibility dropped 
to about 300 and 1/8.  We were 
boxed in by mountains to the 
front and left, so we decided to 
continue to land after finally 
seeing the LZ.  We entered a 
180-degree right-hand turn to 
get onto a landing path at the 
LZ.  As the LZ came into view, 
we heard Chalk 4 call Chalk 3 
and say, “Hey, three, can you 
speed up?”  His response was, 
“Nope!  Can’t go faster than 
the aircraft in front of me.”  
This made me want to speed 
up, but I was flying as fast as 
I could due to the conditions.  
The wind was 25 knots, not 
the reported 10, and it was 
from the rear, not the front 
as briefed.  As you know, this 
is not a good thing.  About 
halfway through the turn,  
it happened.  
 I saw my rotor blades spark 
and then stop dead.  The noise 
was deafening!  Shortly after, 
we hit the ground with a thud.  
It was over in what seemed to 
be a second.  It then got quiet 

 The mission was 
straightforward and the 
planning was as detailed as 
any other I had been involved 
with at the time and since.  
The problem wasn’t the 
planning.  The problem was our 
overconfidence in the mission 
and in dealing with the changes 
in the mission, environment, 
and crew.
 Our mission consisted of 
moving a battalion of infantry 
and their support items into a 
small landing zone (LZ).  We 
were in a flight of four Black 
Hawks flying a staggered right 
formation using three serials.  
I was in the lead aircraft 
of the third serial.  Things 
began to change after the air 
mission brief (AMB), starting 
with changing one of the 
crewmembers.  Next, it was the 
deteriorating weather.  Upon 
arrival at the pickup zone 
(PZ), we were updated that the 
primary route couldn’t be used, 
so the alternate was chosen.  
This alternate route hadn’t 
been completely rehearsed 
at the AMB.  To support the 

CW2 PAUL C. KING
D COMPANY, 1-145TH AVIATION
FORT RUCKER, AL

When you  lo se  a  f r i end ,  th ings  change .   When  you  are  invo lved  

in  the i r  dea th ,  every th ing  changes .   Dur ing  a  f i e ld  t ra in ing  

exer c i se  in  p repara t ion  fo r  the  Jo in t  Read iness  Tra in ing  Cen te r,  

tha t  i s  exac t l y  wha t  happened  to  us .   On  the  n igh t  o f  12  February  

2001 ,  wh i le  conduc t ing  a  d i f f i cu l t  bu t  rou t ine  a i r  as sau l t  

m i s s ion ,  two  UH-60  a i r c ra f t  co l l i ded ,  re su l t ing  in  11  in ju r ie s   

and  6  dea ths .

AS THE LZ CAME 
INTO VIEW, WE 
HEARD CHALK 4 

CALL CHALK 3 AND 
SAY, “HEY, THREE, 
CAN YOU SPEED 

UP?”  HIS RESPONSE 
WAS, “NOPE!  CAN’T 

GO FASTER THAN 
THE AIRCRAFT IN 

FRONT OF ME.”  THIS 
MADE ME WANT TO 

SPEED UP, BUT I WAS 
FLYING AS FAST AS 

I COULD DUE TO 
THE CONDITIONS.  
ABOUT HALFWAY 

THROUGH THE TURN,  
IT HAPPENED.

When You Lose a Friend Things Change
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in my head and I asked myself, 
“Am I alive, hurt, or what?”  I was 
fine.  My mouth hurt, as did my 
back.  My face had hit the cyclic, 
but I was alive.  I then heard the 
noise of the engines and what was 
left of the rotor blades hitting the 
tail section.  
 The infantry in the back 
yelled, “Get out!”  That suddenly 
brought me back to reality, and 
I remembered the crew brief we 
did every day.  “DON’T get out,” 
I yelled, “I have to get the engines 
offline first.”  As I reached for the 
engine power control levers, I 
felt the pilot in command’s hand.  
He was already taking care of 
shutting down the engines.  

 The events that followed 
changed my life forever:  11 
Soldiers were injured on our 
aircraft, and two UH-60s and a 
HMMWV were destroyed.  I was 
permanently grounded a year-and-
a-half later with an incurable head 
injury that causes seizures.  The 
hit on the cyclic had done more 
damage than first thought.  Even 
worse, six good Soldiers—three 
whom I called friends—were 
killed on the aircraft that ran into 
us.
 The focus on completing the 
ground tactical plan overshadowed 
the obvious potential in an 
elevated risk.  Using today’s 
format of Composite Risk 

Management (CRM) could’ve 
made us look beyond the issues at 
hand.  Had we spent more time 
with CRM, maybe we would’ve 
identified the high risk and 
found a way to accomplish this 
mission without being risk averse, 
completing the mission and 
supporting the ground tactical 
plan, or maybe even delaying the 
mission until a better night.  
 This is just a small look into 
what happened that night.  Many 
things went wrong and a lot of 
them were out of our control.  
However, if any one of them was 
changed, things might have been 
different.  We were just doing 
our job and what we thought was 
right.  We had the best intentions 
and a very experienced group of 
pilots and crew chiefs.  Yet many 
lives and families were changed 
forever.  We must continue to 
remember those who have died 
and paid that dearest price.  We 
must learn from the past, not 
forget it.  No training mission 
is worth the price we paid that 
night.  We should’ve taken a 
longer look at the hazards.  We 
must train, but we must train 
smart.  Just because you do 
something 1,000 times doesn’t 
mean it’s right; 1,001 may be  
your last.   

—CW2 King wrote this article while attend-
ing Aviation Safety Officer Course 06-002 
at Fort Rucker, AL.  He may be contacted at 
paul.c.king@us.army.mil.

When You Lose a Friend Things Change
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 The guys offshore were ready to go 
home because it was crew change day  
and Thanksgiving.  The radar painted 
a bad red and yellow squall line of 
thunderstorms between us and Galveston, 
TX, about 90 miles offshore.  There was a 
cold front coming my way, but the squall 
line appeared to be stationary and west of 
our location every time I checked the radar.  
I felt it would remain that way for the rest 
of the day.  This was my first mistake.  
 At the time, I didn’t realize weather 
mass moves from the west to the east.   
I also underestimated how bad the 
weather was.  Because it was west of my 
location, it was acting as a block that 

would eventually move over my location.
 The guys were very disappointed 
they were not going to make it home for 
Thanksgiving.  The foreman wanted to get 
some work done in the field, so I gave in 
and we headed out.
 I flew two men about 30 miles east to 
a small “toadstool” platform, or place to 
land.  It was called a toadstool because it 
had only one leg and no living facility and 
the only shelter was a small tool room. 
 It was about an hour after arriving I 
noticed a bad line of rain moving my way 
to the west.  I surely didn’t want to get 
stuck on the platform because sleeping in 
the helicopter wasn’t fun.  After I expressed 
to the foreman we needed to depart 
because of weather, he refused to go  
but told me to go ahead without him.
 The wind changed.  This is an indicator 
a front is about to pass or has passed, but I 
decided to depart anyway.  I wasn’t able to 
fly directly to the platform because of the 
squall line, so I adjusted my course south.  
I remember looking over my right shoulder 
and seeing the platform I had just left and 
it was already covered with a severe storm.  
 I had about 2 hours of daylight and 
about 1½ hours of fuel.  I failed to take 
into account there are fewer platforms  
off the coast of Texas than off the coast  
of Louisiana, where I’m used to flying.
 I continued to fly south, looking for a 
hole or a break in the squall line I could fly 

CPT MARTY JEWELL
A CO, 1-185TH AV
JACKSON, MS

It  was  Thanksg iv ing  Day  2003  when  I  a lmos t  

l o s t  a  per fe c t l y  good  he l i cop te r  and  my  l i f e  o f f  

the  coas t  o f  Texas .   I  had  been  f l y ing  o f f shore  

fo r  abou t  5  months  and  th i s  wou ld  be  my  f i r s t  

w in te r  to  f l y  i n  the  Gu l f  o f  Mex i co .   

“God, If You Get Me Out of This...

I’ll Never Push Weather Again!”
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through.  I flew south for over 15 minutes 
and no platforms were in site.  All I saw 
was a very intense squall line pushing 
southeast.  I lost all communications with 
flight following—the agency that opens 
and closes flight plans and is in charge of 
search and rescue.  The wind was over 30 
knots and the seas were 4 to 6 feet, with 
lightning in and around the squall line.  
 Reality sat in.  This was the weather 
I saw on the radar; this squall line is 
pushing me south.  Oh my God, I don’t 
have a way out of this!  My mind quickly 
recalled the mistakes I had made:  First, 
I behaved overconfidently and took off 
ahead of a severe front, I flew south for 
over 15 minutes to try to get around the 
storm and then lost all communications, 
and, worst of all, I didn’t leave myself 
a way out.  How could I have been so 
stupid?  I felt humiliated as I circled at 
600 feet.  I thought about all the Flightfax 
articles I had read and wondered if those 
pilots could’ve prevented an accident if 
they had just broken one of the chains  
of events.
 I looked at the sectional map to 
estimate my location and, just as I had 
feared, there were no other platforms 
around my location.  I kept saying to 
myself, “Don’t panic!”  I decided to 
backtrack, but then I started praying, “I’m 
just trying to make a living God, I need a 
little help.  I know you hear this from a lot 
of pilots, but if you get me out of this, I’ll 
never push weather again!”
 I continued flying along the edge of 
the squall line, looking for a place to land.  
My plan was to fly until I got the low fuel 
light, make my mayday call, and then set 
it down in the water.  
 Suddenly, a platform appeared on the 
horizon next to the squall line.  I landed 
and started tying the helicopter down just 
as the squall line engulfed the platform 
with heavy rain and lightning.  I walked 

down the stairs into the galley and said, 
“I’m Marty, a pilot.  I need to stay here 
tonight.”  
 During the night, the wind picked 
up and the waves rocked the platform.  
I lay awake for hours beating myself 
up, reviewing all my poor choices, and 
thinking about how I could be out there  
in the water, fighting to stay alive.
 The next morning, the winds were 
more than 50 knots and the waves were 
over 12 feet.  I didn’t fly but used that  
day to reflect on my lessons learned:

 • Always leave yourself a way out.
 • Be aware if you change your plan.
 • Break the chain of events that can 
lead to an accident.
 • Never underestimate weather.
 • If you see bad weather to the  
west, you can expect it will move your  
way sometime.
 • Doing stupid things can destroy 
confidence.
 It took some time to build up my 
confidence after that day, but it happened 
finally.  That one night on Thanksgiving 
Day changed my life and the way I look  
at the hazards of flight forever. 

—CPT Jewell is currently an MH-60A pilot in command 
aviation safety officer at A Company, 1-185th Aviation, 
Jackson, MS.  He has flown UH-60A with the Arkansas 
National Guard (NG) and UH-60L with the Texas NG.  He 
can be contacted at (601) 313-2160 or by e-mail marty.
jewell@us.army.mil.  CPT Jewell wrote this article as a 
class assignment while attending ASOC 06-002 at Fort 
Rucker, AL.

“God, If You Get Me Out of This...

I’ll Never Push Weather Again!”
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 The flight started out with my 
pilot and me conducting normal flight 
planning, which included checking the air 
tasking order, special instructions, mission 
considerations, performance planning, 
threat, and weather.  My pilot was 
experienced in the AH-64 and a former 
OH-58 instructor pilot, and, at the time, 
I was a 600-hour, front-seat AH-64A 
copilot/gunner.  We were to be Gun 2 
in a two-ship flight of AH-64s departing 
Comanche Base in Tuzla, Bosnia.  The 
mission was to provide reconnaissance  
of weapons storage facilities and roadways 
leading to Brcko before the Brcko 
Decision.
 The aircraft was fine with one 
exception—the automatic direction finder 
(ADF) was not functioning.  Since the 
introduction of the embedded global 
positioning system, maintenance wasn’t 
concerned with the ADF, especially 
during this time of flying missions 
logging danger time in good weather.  
All other equipment was working fine, 
including our auxiliary fuel tank, so we 
continued with a normal runup and good 
communications check.  
 Takeoff was on time, and our aircraft 
moved into a position to provide cover 
for lead.  After flying 4 hours a day 
and having completed our mission and 
refuel near Brcko, the first mission 
change came—our relief was down for 
maintenance.  After another hour of 
logging day flight, it was time to make 

the transition to night vision system 
(NVS) flight and take on a little more 
fuel.  That’s when word came that troops 
were massing near an old military training 
facility about 100 kilometers west of our 
position.  We were directed to recon the 
area before returning to base.
 Our reconnaissance proved the tip to 
be wrong, and both aircraft began the trip 
home.  To our surprise, a radio call from 
our forward-deployed tactical operation 
center (TOC) gave us news we hadn’t 
expected.  The low weather route was not 
passable and we needed to proceed to a 
smaller valley about 5 miles to the east.  
As it turns out, the radio message was 
exactly opposite of what we should have 
been given.  We were now at 5 hours of 
day flight and 2 hours of NVS flight.  
 As we turned into the valley, I 
remember telling my back seater I was 
feeling pretty beat.  He replied he was 
also tired and suggested heading back to 
the base camp just behind us to remain 
overnight.  Lead at this time was about  
a mile ahead of us.  We were flying at  
300 feet above ground level in a valley 
with ridgelines that seemed to tower over 
us.  In the distance, there was a 4,000- 
foot peak.  
 I was on the controls and had just 
cleared the last set of wires in the valley 
when my NVS went completely green.  
I transferred the controls, and my 
pilot informed me he still had a usable 
NVS.  In a matter of seconds, we were in 

CW3 CHRIS MILES
B COMPANY, 1-227th AVIATION REGIMENT
FORT HOOD, TX

Have  you  ever  wondered  what  wou ld  happen  i f  you  wen t  

inadver ten t  in s t rument  me teoro log i ca l  cond i t i ons  ( I IMC)  

a t  j u s t  the  wrong  t ime ,  f l y ing  a  l i t t l e  l onger  than  expec ted  

and  dog  t i red?   Here ’ s  wha t  happened  to  us…

When Weather and Fatique Unite
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trouble.  The pilot’s NVS went completely 
blank as we hit a dense snowstorm head-
on, so we committed to instruments.  
Neither of us had a good feeling about the 
peak looming a short distance away.  
 The pilot rolled the aircraft into a left 
90-degree bank and pulled back hard on 
the cyclic, making every attempt to get 
us turned around without hitting either 
the mountain in front or the ridge on 
the side.  I monitored the instruments 
and observed the radar altimeter quickly 
descending from 400 to 200 feet while in 
a 90-degree bank.  The radar altimeter 
then began climbing as quickly as it 
descended.  We climbed to our minimum 
safe altitude of 8,600 feet in a blustery 
snowstorm.
 Radio calls were made to approach 
control, where we hoped to get precision 
approach radar (PAR) into Tuzla.  “Tuzla 
is supposed to be open until we’re on the 
ground,” was muttered several times.  The 
controller was later found in his quarters.  
Next, we tried the Airborne Early Warning 
Radar Aircraft in hopes of getting vectors 
to clear weather.  Once again, luck was 
not on our side.  
 We were able to make contact with 
our TOC at the base camp.  The Air Force 
controllers at the camp advised the tactical 
PAR was untested, but the nondirectional 
radio beacon (NDB) was up.  That didn’t 
do us much good with the malfunctioning 
ADF.  The controllers advised they would 
turn the PAR on and try to bring us in.  

As we waited, we noticed it was starting to 
take more power to hold altitude and ice 
was forming.  We began to let ourselves 
down until 2,900 feet, when radar contact 
was established.  We broke out at about 
1,800 to 2,000 feet and landed.
 There are a lot of things we as a 
crew could have done differently.  I truly 
believe the single most important thing 
we did right was we kept talking and both 
monitored each other.  Crew coordination 
saved our lives that night.  Bad weather 
wasn’t expected for the times we were 
supposed to fly, but, as our flight got 
longer and longer, we flew right into  
what we never expected.  I’ll let you 
decide for yourselves what you would  
have done in this scenario.  We learned  
a lot from this; I’m just happy it worked  
out the way it did. 

—CW3 Miles may be contacted at Christopher.
a.miles@us.army.mil.

When Weather and Fatique Unite
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CW2 ERIC FRY
2/82 AVIATION REGIMENT
FORT BRAGG, NC

 On the morning of the flight, 
we received the -1 for our flight:  
the first leg was from Fort Bragg to 
Lynchburg, VA, and then a second 
flight from Lynchburg to Frederick.  
The terminal area forecast (TAF) 
for Lynchburg (LYH) read 4 nautical 
miles (NM) visibility with mist and 
overcast at 800 feet.  The TAF for 
Frederick (FDK) read 3 NM visibility, 
light rain with mist, and overcast 
at 1,500 feet.  Both TAFs were well 
above minimums for the airfields, so 
the decision was easy.  
 We took off in our Black Hawks 
with a 10-minute separation as 
Chalk 1 and Chalk 2 (we were trail).  
In flight, we checked the automatic 
terminal information service (ATIS) at 
LYH, which reported overcast at 400 
feet.  Upon reaching LYH and flying 
the instrument landing system (ILS) 
to runway four, we didn’t break out 
until approximately 50 feet before 
decision height.  This meant the 
ceiling was 800 feet below the TAF 
we had received on the –1.  This 
should have been our cue to give 
a call to the fixed base operator at 
FDK and ask him to physically look 
outside.  Instead, we updated our 
weather with Fort Bragg’s weather, 
the Raleigh flight service station, 
and also by the automated surface 
observing system (ASOS) at FDK.  
We were given a TAF of overcast 
at 1,200 feet with 2 NM visibility.  
This meant we had more than 
enough ceiling to fly either the VHF 
omnidirectional radio range (VOR)  
or the ILS into FDK.  
 En route to FDK, it became very 
obvious air traffic control (ATC) was 
oversaturated in this region.  They 
had difficulty handling all the aircraft 
under their control, so they extended 
our routing and had us hold to 
allow Chalk 1 to fly the approach.  
This added some time to our flight, 
but we still had enough fuel at our 

current burn rate.  
 While holding, our sister ship 
contacted us via internal FM and told 
us they didn’t pick up the localizer 
and had subsequently flown through 
the approach path.  They lost 
communications with approach and 
believed their VHF radio had gone 
bad; therefore, they critically needed 
a UHF frequency.  They asked us 
to relay this information to ATC 
and request instructions to relay 
back to them.  We then entered 
holding on the localizer intersection 
and called ATC again for a UHF 
frequency for Chalk 1.  ATC never 
responded.  Chalk 1 had been flying 
blind with no ATC guidance for 5 
minutes.  This problem forced us to 
hold for an extended period of time, 
which caused our fuel to become an 
issue.  Chalk 1 was equipped with 
Robertson fuel tanks, so they had 
plenty of fuel.
 After some time, approach 
called us and asked about Chalk 1 
because they had not heard from 
them.  When we tried to return the 
call, approach didn’t pick us up. 
We could hear approach, but we 
couldn’t respond to them.  After 
being diverted, then holding for an 
extended period of time, our 1 hour 
and 35 minute flight had now been 
extended to 2 hours and 15 minutes.  
Due to this extension, our fuel low 
lights were flashing, and we still 
hadn’t been given clearance to make 
the approach.
 Chalk 1 finally regained 
communication with ATC and 
coordinated for us to make the 
approach since we were fuel critical 
at this time.  During our holding, we 
checked the ASOS and it reported 
a ceiling of 500 feet with 2 NM.  
Though we experienced weather 
reporting issues all day long, this 
made us even more uneasy to make 
the decision to break out.  If we did 

The  mi s s ion  seemed  

s imp le .   We  p lanned  

an  ins t rument  f l i gh t  

ru le s  ( I FR )  f l i gh t  f rom 

For t  B ragg,  NC ,  t o  

F reder i ck ,  MD.   Based  

upon  the  fo recas t ,  we  

were  expec t ing  to  f l y  

I FR  under  v i sua l  f l i gh t  

ru le s  (VFR )  cond i t i ons .   

No  prob lem … un t i l  

one  o f  our  B lack  

Hawks  broke  and  we  

were  fo r ced  to  de lay  

our  takeo f f  f o r  24  

hours .   The  de lay  

was  ju s t  enough  t ime  

fo r  the  wea ther  to  

d i s in tegra te .   We  were  

ass igned  an  ex t reme ly  

h igh-pro f i l e  m i s s ion ,  

so  we  had  no  cho i ce  

bu t  t o  take  o f f .   A f te r  

a l l ,  t he  wea ther  was  

s t i l l  l ega l !

Circumstances Piled Up

16 March 2006



F
L

IG
H

T
fa

xF
L

IG
H

T
fa

x

break out at the ASOS-reported ceiling 
of 500 feet, we would only be 100 feet 
higher than the decision height.  The 
biggest problem we had was we had 
no fuel reserve left to make it to our 
alternate site if we didn’t break out.
 As we initiated the approach, we 
had less than 300 pounds of fuel, with 
our fuel lows flashing continuously.  
We flew the glide slope to our 
decision height.  Not having the 
ground in sight but having no choice, 
we continued toward the localizer at 
60 knots indicated airspeed in a slow 
descent.  We were flying blind, hoping 
to descend onto an airfield.  As we 
continued, we finally saw pieces of 
the ground at 150 feet AGL, and the 
approach end of the runway appeared 
about a quarter-mile in front of us!  We 
finally landed with only 190 pounds of 
fuel remaining.  
 Our sister ship then made the 
approach and ended up in a field 
a mile from the approach end of 
the runway!  Both ships were on the 
ground, so it didn’t matter where they 
were located!

Lessons learned
 • Our unit has an unwritten rule 
to call each fixed base operation we 
plan to visit during a flight.  Since our 
flight was delayed 24 hours, we didn’t 
bother calling the second day.  This 
was a huge mistake.  The Frederick 
airport told us its ASOS had been 
reporting incorrect data all day.  This 
turned out to be very useful knowledge 
we didn’t have.
 • The Frederick airport has no 
tower, but the Hagerstown, MD, 
airport has a tower and is only a 15-
minute flight away.  We should have 
considered the oversaturation of ATC 
and requested to amend our flight 
to land at Hagerstown, which was 
originally our alternate.
 • The most valuable lesson learned 
from this experience, however, is don’t 
become complacent when it comes to 
ATC.  Remember, they are capable of 
mistakes—just like anyone else—but 
those mistakes could cost us our lives! 

—CW2 Fry wrote this article while attending Avia-
tion Safety Officer Course 06-002 at Fort Rucker, AL.  
He may be contacted at eric.t.fry@us.army.mil.

Circumstances Piled Up
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CW3 SCOTT T.  MASSEY
DET. 6,  U.S.  ARMY OPERATIONAL SUPPORT AIRLIFT COMMAND
WINDSOR LOCKS, CT

 An hour-and-a-half 
before my scheduled 
departure, I noticed the 
skies to the west of the field 
appeared a bit ominous.  I 
walked into the weather 
station at DAA, where the 
briefer told me there was a 
line of significant weather 
moving toward the field that 
should arrive about 1700 
local time.  My scheduled 
departure time was a half-
hour later than the time the 
storms were to arrive, so I 
contacted my passengers 
to let them know if they 
didn’t want any delays, we 
would need to depart 45 
minutes early.  They agreed 
and arrived at the new time.  
Unfortunately, so did the 
weather!
 The winds were out 
of the west (as was the 
line of weather), but they 
were light, so I departed 
to the east, accepting a 
6- to 7-knot tailwind.  The 
weather on our departure 
path was instrument flight 
rules (IFR), but there was 
no significant weather on 
the weather radar or storm 
scope.  

 As we departed, our 
route of flight kept us well 
to the east of the line of 
weather we could now 
visually confirm as we broke 
out at about 17,000 feet.  
Our flight was just a short 
hour-and-a-half trip, and 
as we continued north, we 
were clear of the significant 
weather by 100 miles.  
After contacting Boston 
Center, we were cleared 
for our initial descent to 
FL190.  I noticed some 
light precipitation on the 
weather radar that showed 
up about 50 miles short of 
our destination, but it was 
insignificant.  As we entered 
the cloud layer, we found  
it only contained light 
freezing precipitation.  
 I turned the ice lights 
on to inspect the wing for 
any visible accumulation.  
Suddenly, there was a loud 
“crack,” and I observed a 
lightning strike on our left 
wing.  It appeared as a ball 
of white light about 5 feet 
in radius.  There was no 
loss of navigational or flight 
control, so we continued to 
our destination—about 15 

minutes farther.  I reported 
the strike to Boston Center, 
as I had commercial traffic 
both ahead and behind me 
and wanted to give them the 
heads-up.  I thought now 
would be a good time to let 
the passengers know we had 
been struck by lightning 
(although Stevie Wonder 
could have seen we were 
struck) and the aircraft was 
safe.  We made a call ahead 
to have our maintenance 
personnel meet us as we 
arrived. 
 The initial inspection 
revealed the elevator had 
been misshaped and a small 
chunk of the left propeller 
had been removed by 
the intense heat.  There 
were also some obvious 
burns on the tail section 
of the aircraft.  Further 
inspection showed the No. 
1 engine and propeller 
had to be replaced.  This 
was my second strike in 
weather that appeared to 
be insignificant on the 
weather radar and showed 
nothing on the storm scope.  
There was one common 
denominator for each of 

A f t e r  hav ing  re ce i ved  my  wea ther  b r ie f  f rom A i r  Fo r ce  Weather,  

the  f l i gh t  began  as  usua l .   My  mi s s ion  was  to  f l y  t o  Dav idson  

Army  A i r f i e ld  (DAA) ,  wa i t  approx imate l y  4  hours ,  and  re tu rn  

to  base  w i th  the  passengers  I  had  in i t ia l l y  depar ted  w i th .   

The  wea ther  b r ie f  showed  there  was  a  chance  fo r  i so la ted  

thunders to rms  in  the  v i c in i t y  o f  Wash ing ton ,  DC ,  bu t  they   

wou ld  o c cur  a f te r  I  had  depar ted  the  a rea .   I  a r r i ved  a t   

DAA  uneven t fu l l y  a  shor t  t ime  la te r.

C- 12  L igh tn ing  S tr ike
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these incidents:  both times I 
was in a thin band of clouds 
accompanied by light, freezing 
precipitation. 
 After further investigation, 
I discovered several studies 
conducted by the NASA 
Storm Hazards Program 
(1980-86), USAF/FAA 
Lightning Characterization 
Program (1984-85, 1987), 
and French Transall Program 
(1984, 1988) uncovered 

?KNOW?
DID YOU

Lightning.  It avoids the ocean, 
but likes Florida. It’s attracted to 
the Himalayas and even more so 
to Central Africa.  And lightning 
almost never strikes the North or 
South poles.

Where does lightning strike 
most frequently? Central Africa.  
That’s because there you get 
thunderstorms all year round.  
NASA scientists say it’s a result 
of weather patterns, air flow 
from the Atlantic Ocean, and 
enhancement by mountainous 
areas.

These are just a few of the 
things NASA scientists have 
learned using satellites to 
monitor worldwide lightning.

C- 12  L igh tn ing  S tr ike
something now known as 
“triggered lightning.”
 These studies showed 
triggered lightning is an 
electrical discharge caused 
by a vehicle moving through 
a sufficiently strong, pre-
existing electrical field.  It can 
be viewed as a compression 
of the ambient electric field 
until the breakdown voltage 
is reached or exceeded.  It is 
an invisible threat that often 
occurs in apparently benign 
conditions.  It can also occur 
in electrical fields significantly 
weaker than those found 
in and around traditional 
thunderstorms.  Additionally, 
the studies proved the aircraft 
was capable of triggering 
the lightning strikes while it 
transited areas with a high 
ambient electric field.
 These studies 
demonstrated: 
 • 100 percent of triggered 
strikes were in storms at flight 
levels at or above 23,000 feet.
 • 90 percent of triggered 
strikes were at altitudes below 
23,000 feet.
 • Only about 10 percent 
of the strikes below 23,000 
feet were intercepted natural 
strikes.

 Most notably, conditions 
favorable for triggered 
lightning also exist in non-
thunderstorm environments 
where there was light, freezing 
precipitation.  So even if your 
weather brief shows there are 
no forecast thunderstorms 
for your route, if your route 
takes you through any 
freezing precipitation, there 
is an increased chance for a 
lightning strike.  These strikes 
are almost unavoidable and 
most certainly unpredictable.  
The best defense against a 
triggered strike is being aware 
of the approaching conditions.  
Despite all preparations, 
you still may be at risk for 
a triggered lightning strike.  
Given the option, avoid 
prolonged flight into icing 
conditions regardless of how 
benign it appears.  There may 
not be conditions that keep 
you “terra firma,” but keeping 
them in the back of your mind 
may help prevent a triggered 
strike! 

—CW3 Massey may be contacted at 
scott.t.massey@us.army.mil.
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CW2 MARCIAL R.  JAY
B COMPANY, 2-3 AVIATION REGIMENT
HUNTER AAF, SAVANNAH, GA

 My story takes us back to the 
beginning of the war in Iraq.  The time 
it occurred and the individuals involved 
are not relevant.  Even the type of 
airframe involved is not important, 
but I will divulge it was a CH-47D 
Chinook for the purpose of storytelling.  
The 3rd Infantry Division had pushed 
through the Iraqi desert and had just 
taken Baghdad and its surrounding 
areas.  The Chinook had been tasked  
to conduct an air movement of supplies 
and personnel north of Baghdad to a 
small airbase called Balad.  The unit 
had successfully completed several  
air movements during the course of  
a few days, and the mission was  
almost complete.   
 If you’ve never had the opportunity 
to fly in the Iraq desert, let me give 
you a brief description of what it looks 
like.  There are immense stretches of 
desert with the occasional Bedouin 
encampments and every now and then 
a small town.  As you get in the more 
populated areas, you encounter large 
sets of power lines.  And when I say 
large, I mean towers standing 200 to 
300 feet high!  To make matters worse, 

these power lines have been painted the 
same color as the desert and everything 
around it—BROWN!  This is where my 
story comes in.
 A flight of three CH-47Ds were 
on a routine mission to fly personnel 
and their equipment to Balad from 
Talil Airbase, which is located about 
4 hours south.  Everything in the 
flight was going well—the weather was 
cooperating and the sun was shining.  
As we neared a fairly decent-sized city, 
we saw power lines in the distance.  
Everyone in the flight acknowledged 
they could see the lines and we 
continued on.  We crossed several large 
sets with no incident.  A few moments 
later, Chalks 2 and 3 spotted another 
large set of power lines in the distance 
and began a slow climb to avoid them.  
The lead aircraft, however, did not.  
Both Chalks 2 and 3 assumed the lead 
aircraft had the wires in sight and said 
nothing to the lead aircraft.  As the 
flight got closer to the wires, it was 
obvious the lead aircraft did not see 
them.  Immediately the trail aircraft 
radioed in, “Do you have the wires at 
12 o’clock?!”  At that point, the aircraft 

A l l  av ia to r s  and  mos t  c rewmembers  have  heard  the  o ld  

say ing,  “A l l  roads  have  w i res . ”   Th i s  say ing  de f in i t e l y  s t i l l  

ho lds  t rue .   Now,  I  wou ld  l i ke  to  add  a  tw i s t .   Mos t  o f  u s  

who  have  been  dep loyed  to  the  deser t ,  e i ther  in  suppor t  o f  

Opera t ion  Endur ing  F reedom or  Opera t ion  I raq i  F reedom,  

can  a t te s t  t o  wha t  I ’m  abou t  to  t e l l  you—al l  deser t s  have  

w i res !   They  a re  ju s t  a s  dangerous  as  road  w i res  and ,  in  

some  cases ,  even  harder  to  de te c t  o r  po in t  ou t . .

All Deserts Have Wires
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was too close to the wires to answer.  
All you could see from Chalks 2 and 
3 was the lead yanking the nose of the 
aircraft up and barely missing the wires 
by a few feet!
 For those of you who are unfamiliar 
with the CH-47D, aircrews tend to fly 
with the ramp on the aircraft partially 
down for both visual purposes and 
ventilation.  The aircraft pitched the 
nose up so much that it caused several 
pieces of equipment and supplies to fall 
out.  Luckily, no one was injured and 
nothing major was lost.  When we all 
landed, the pilots of the lead aircraft 
said they never saw the wires.  Due to 
the glare of the sun and the color of 
the towers, they were almost invisible 
until they were right on top of them.  
Fortunately, they were flying at an 
altitude that was sufficient to clear 

the wires with evasive maneuvers.  
A few feet lower and this could 
have been a tragic story.
 The lessons learned in this story are 
simple.  The first one is communicate!  
Talk to each other.  Second, we need to 
maintain our basic flight principles at 
all times.  And last, we need to keep our 
heads on a swivel and remain cognizant 
of our surroundings.  We tend to get 
complacent when things become 
routine.  But in an environment like 
Iraq or Afghanistan, we just can’t afford 
to do that. 

—The author can be reached at marcial.jay@us.army.
mil.  CW2 Jay wrote this article while attending Avia-
tion Safety Officer Course 06-001 at Fort Rucker, AL.

• Unmarked wire
• Low sun angle/shadows
• Unnecessary low-level, 
   high-speed flight

HAZARDS

• 3 Fatalities, 
• 1 Seriously Injured
• Cost: $10M, 
   Aircraft Destroyed

RESULTS

• Updated Hazards Map
• Limit terrain flight to
   only when necessary

CONTROLS

?• 1 Seriously Injured?• 1 Seriously Injured

WIRES DO?
WHAT CAN

All Deserts Have Wires
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AIRCRAFT LOSSES

ACCIDENT BRIEFS

Class AAH-6
M Model
• Class B: The aircraft engine expe-
rienced an underspeed and landed 
hard in a level attitude, resulting in 
the tail rotor blade and forward-
looking infrared (FLIR) sensor con-
tacting the ground. 

AH-64
A Model
• Class D:  The aircraft experienced 
an overtorque condition during 
departure from the re-arm pad.  
D Model
• Class D:  During a routine APART 
flight examination, the pilot (PI) was 
given an Np failed low emergency 
procedure.  The front-seat PI cor-
rectly identified and performed the 
proper steps to complete the emer-
gency procedure.  Upon landing at 
approximately 30 to 35 KIAS, the 
right landing gear tire blew out when 
it contacted the runway, causing 
damage to the tire rim.  The left tire 
was also flat-spotted.  The backseat 
IP, realizing the brakes were still 
engaged, disengaged them.  The 
crew then hover taxied to parking, 
performed a normal shutdown, and 
contacted maintenance.  The dam-
aged rim and tires were replaced, 
and the aircraft was returned to fully 
mission capable status.  (Late Report)  

CH-47
D Model
• Class D:  While landing to extract 
personnel and equipment from an 
unimproved, 5,300-foot MSL ridge-
line primary landing zone, the air-
craft landed in a downward-left cross 
slope attitude and slid approximately 
3 feet.  The aircraft was repositioned 
to a more stable area 15 feet away 
and landed successfully.  During 
the loading operation, the flight 
engineer noticed damage to the FM 
homing, VHF, and VCR antennas and 

UH-60
L Model
Chalk 2, of a flight of two, 
crashed while conducting an NVG 
formation flight.  All crewmembers 
and passengers were fatally injured 
and the aircraft destroyed.  The 
accident investigation is ongoing.

minor sheet metal damage below 
the pilot’s station.  The aircraft 
returned to home station without 
further incident.  (Late Report)
• Class E:  Upon landing at a heli-
port, a wind sock broke away from 
its anchor and was ingested into the 
aircraft’s rotor system.  (Late Report)

MH-6
J Model
• Class E:  While conducting an 
autorotation as part of aircraft 
qualification, the rated student pilot 
on the controls failed to decelerate 
properly and pulled initial collec-
tive too soon.  The IP immediately 
leveled the helicopter to assume a 
landing profile and landed hard.  
The hard landing resulted in the 
tail stinger breaking at the end of 
the structural doubler.  The IP shut 
down the helicopter, notified the 
tower, and requested maintenance.  
A maintenance test pilot inspected 
the helicopter and flew it to base.  
The tail stinger was replaced.  (Late 
Report) 
M Model
• Class B:  The pilot in command 
(PC) and PI were conducting pro-
ficiency autorotation training.  The 
PC initiated an autorotation with 
turn, rolling the throttle to idle at 
1,300 feet above the airfield on 
a right downwind flight path.  On 
touchdown, the tail stinger and right 
skid made simultaneous contact with 
the runway, impacting with enough 

force to bend the tail stinger.  After 
the left landing gear made contact 
with the runway, the aircraft pitched 
nose-down.  The pilots heard a 
loud thump, and the aircraft began 
to spin violently to the right.  After 
making 11 revolutions, the aircraft 
came to rest upright on the land-
ing gear.  After shutdown, the pilots 
found the tail boom severed from 
the aircraft.  The main rotor blades 
and some fuselage sheet metal also 
sustained damage.  (Late Report)

MH-47
D Model
• Class D:  During an assault land-
ing in brownout conditions, the No. 
1 aft landing gear struck a terraced 
portion of ground.  The aircraft 
touched down at 8 knots ground-
speed and rolled approximately 10 
feet before coming to a complete 
stop in terraced, hard-packed mud.  
Damage was sustained to the land-
ing gear ramp area.  After landing, 
the ramp would not go full down.  
The aircraft was flown to home sta-
tion without further incident. (Late 
Report)

OH-58
D(R) Model
• Class C:  The crew experienced 
a TGT spike during engine startup.  
The start was aborted without further 
incident.  

In format ion based on prel iminary  reports  o f  a i rcraf t  acc idents
AccidentBriefs
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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).

UH-1
V Model
• Class E:  A bird struck the copi-
lot’s chin bubble on approach to 
the airfield.  The aircraft was landed 
and inspected, and there was no 
damage noted.  (Late Report) 
• Class E:  On a night vision 
goggle (NVG) training flight, the 
INST INVERTER caution light illumi-
nated as the crew was preparing for 
takeoff from a remote training site.  
The crew switched to the standby 
inverter and flew back to home sta-
tion as planned.  The main inverter 
was replaced and, following the 
maintenance operational check, 
the aircraft was released for flight.  
(Late Report)

UH-60
A Model
• Class D: While conducting a 
single-engine failure at a 10-foot 
hover during IERW training, the 
aircraft landed tail wheel and right 
main landing gear first.  Upon 
contact with the ground, the tail 
wheel strut cracked and broke.  The 
helicopter was shut down without 
further damage. Inspection revealed 
damage to the tail wheel strut, the 
tail wheel yoke, and the lower anti-
collision light.  (Late Report)
• Class D:  After landing to an 
unimproved landing zone in a 
10-degree nose-low attitude, the 
aircraft struck an unknown object, 
causing damage to the sheet metal 
and a UHF/VHF antenna.  (Late 
Report)

• Class E:  While ground taxiing 
the aircraft to parking, the right-side 
crew chief noticed a bird carcass 
inside the intake of the hover infra-
red suppressor system (HIRSS).  The 
aircraft was immediately parked 
and shut down.  No damage was 
found.  (Late Report)
L Model
• Class A:  Chalk 2, of a flight 
of two, crashed while conduct-
ing an NVG formation flight.  All 
crewmembers and passengers 
were fatally injured and the aircraft 
destroyed.  The accident investiga-
tion is ongoing. 
• Class C:  A passenger sustained 
a back injury upon ground contact 
after exiting the aircraft from an 
estimated 5 to 20 feet during land-
ing operations. 
• Class D:  During NVG refresher 
training, the aircraft sustained a 
main rotor blade strike while taking 
off out of a confined area.  The 
aircrew experienced unusual vibra-
tions and performed a precaution-
ary landing in a nearby open field.  
(Late Report)
• Class E:  During engine start 
sequence, the No. 2 engine starter 
caution light would not illuminate.  
Further investigation revealed the 
No. 2 engine start control circuit 
breaker had tripped.  The circuit 
breaker would not reset while AC 
power was applied.  After turning 
off the auxiliary power unit genera-
tor switch, the circuit breaker was 
reset.  Upon applying AC power, 
the circuit breaker again tripped 
and could not be reset.  The cause 
of the incident was a chaffed wire, 

which was later repaired.  The air-
craft was returned to service.  (Late 
Report)
• Class E:  The aircraft sustained 
damage from ground contact 
during autorotation training.  
Damage was reported to the tail 
wheel, nose, and fuselage “stringer” 
area.  

EO-5
C Model
• Class E:  While on an instrument 
flight rules flight, the master caution 
illuminated with the No. 3 engine 
hydraulic pump fail light. The crew 
consulted the checklist and landed 
as soon as practical at home sta-
tion.  Maintenance replaced the 
hydraulic pump and the aircraft was 
released for flight.  (Late Report)  

RQ-5
A Model
• Class E:  The aerial vehicle (AV) 
launched for “touch-and-go” aircrew 
training.  After a go-around, the 
operator brought the AV in for landing.  
Landing progressed normally until the 
AV engaged the arresting gear.  The left 
assembly gear unit ceased unwinding 
before completing full rotation.  The 
resultant torque caused the gear 
assembly strap to fail.  The fragments 
were thrown forward on the runway.  The 
remaining arresting gear decelerated 
the AV to a normal stop. 

RQ-11
•  Class B:  The AV crashed during flight 
for unknown reasons and was unable to 
be recovered. 

UNMANNED AIRCRAFT 

SYS T EM

ARMYARMYARMYAIRCRAFT LOSSES
FY02 TO PRESENT*

HOSTILE/NON-HOSTILE COST

$985.0M
$205.4M
$567.6M
$181.2M

AH-64A/D . . . . . . . .
U /MH-60L . . . . . . . .

C /MH-47 . . . . . . . .
OH-58D. . . . . . . .

                To ta l    
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8/22
5/11
8/21
27/95
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CW4 DANIEL N. CRAMER
D COMPANY, 2-52ND AVIATION
APO AP 96271

Virtually every area of the 
world in which the Army can 
be expected to operate will 

have temperatures high enough to 
significantly impact the way Army 
Aviation performs its mission.  High 
temperatures negatively affect aircraft 
performance, engines, and aircrews.  
Fortunately, high temperatures are 
not likely to spring up unexpectedly 
like an afternoon thunderstorm, 
however temperatures will have 
an impact over an extended time 
and wide area.  Why do high air 
temperatures affect the performance 
of aircraft?  
 Charles’ Law states the volume of a fixed 
mass of gas at a constant pressure 
is directly proportional to its absolute 
temperature.  So as the temperature of a gas 
increases, its volume will increase, as well. 

Or put another way,  V1  = V2

                                T1
     T2

Density is a measure of a mass 
divided by its volume, mass = 
                                     V
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COVER STORY

CW4 DANIEL N. CRAMER
D COMPANY, 2-52ND AVIATION
APO AP 96271

 Working around equations, we find as 
temperature increases, volume increases 
and the density of the air will decrease.  
This is a simplified discussion of density 
altitude.  With density in the numerator 
of the lift equation, the lower the density 

of air, the less lift produced by an airfoil.  
Rotary-wing aircraft compensate for the 
loss of lift by increasing the coefficient 
of lift or increasing the angle of attack.  
Higher angles of attack mean more 
power is required to maintain the 
rotor rpm.  Bottom line:  The higher 
the ambient air temperature, the more 
power it takes to keep an aircraft aloft, 
assuming there is no change in pressure.  
The hover charts from Chapter 7 of the 
aircraft’s operator’s manual confirm these 
generalizations.  Higher temperatures 
mean more power is required to do the 
same job.
 Another impact on the performance 
of an aircraft can be found in the way 
temperature affects engines.  Turbine 
engines take ambient air, compress it, 
mix in some fuel, add a spark, and then 
harness the energy from the expanding 
exhaust gasses.  The first step of the 
process is directly affected by air density 
and temperature of the ambient air that 
is introduced into the compressor.  The 
power available charts from Chapter 
7 of the aircraft’s operator’s manual 
demonstrate the decrease in available 
power as the temperature increases.  
This means as temperature increases, the 
power needed to produce the same lift is 
increasing at the same time the engines 
are producing less power.

H i g h  Te m p e ra t u r e s  A nd  T he i r  N eg a t iv e  E f f e c t s
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COVER STORY

“HEY, SIR,

 Mission ranges and available 
payloads can be expected to decrease as 
the temperature increases.  For example, 
a CH-47’s fuel flow and mission range 
will decrease 7 percent, with a change 
in temperature from 15 to 35 ºC.  It 
may be necessary to plan missions 
in cooler parts of the morning, or at 
night, to complete missions that require 
especially long routes or high payloads.
 High temperatures not only affect 
aircraft performance, they also affect 
crews.  High temperatures make 
crewmembers sweat more, which can 
easily lead to dehydration.  The effects 
of even mild dehydration include 
decreased coordination, fatigue, and 
impaired judgment–none of which are 
welcome in the cockpit.
 Normally, the average person loses 
four liters of fluids per day, which is 
generally replaced by the fluids we 
drink and foods we eat.  Exercise, 
sweating, diarrhea, temperature, or 
altitude can significantly increase the 
amount of daily fluids we need.  The 
most common cause of increased 
fluid loss is exercise and sweating.  
For aircrew members, fluids can be 
lost by just sitting in a hot cockpit.  
A 2-percent loss in body weight to 
dehydration will cause a significant  
loss of performance.
 For a 200-pound crewmember, that 
equates to about two liters of water a 
day.  The average adult loses about 0.7 
percent of sweat per day, but sweat loss 
can be as much as 2.5 liters per hour—
far more than the amount that causes a 
loss of performance.
 As crewmembers operate aircraft 
on long missions, they need to hydrate 
to replace these fluids lost through 
sweat.  On long missions, crew relief 
may become another problem, one 
that will be exacerbated by the extra 
fluids consumed in hot weather.  Utility 
and cargo aircraft with auxiliary fuel 
tanks can fly missions up to 6 hours, 
and aircraft with aerial refueling 
capabilities can fly even longer.  
Multiple trips through the forward 
arming and refueling point during long 

operations even further decrease crew 
opportunities to relieve themselves.  All 
types of aircrews can encounter this 
problem, and commanders need to  
plan ahead for this.
 Crewmembers can also be at risk 
from burns caused by coming in contact 
with heated metal during maintenance, 
inspections, or servicing.  Wearing 
gloves during preflight and maintenance 
work can be a real benefit when outside 
temperatures are 35 ºC in the shade 
and the aircraft has been baking in the 
sun all day.  Long sleeves also may be 
needed to work on aircraft that have 
hot metal panels or exhaust shrouds.
 Additionally, the degree of 
heat inside the aircraft can exceed 
temperatures that will degrade the 
performance of, or even damage, 
avionics components.  Opening aircraft 
windows and doors to allow ventilation 
or placing shades over the glass areas 
can significantly reduce temperatures 
inside.  Rapid temperature changes, 
which occur in desert environments 
between day and night, are conducive 
to the formation of condensation.  This 
condensation can cause corrosion, 
water accumulation, and fungal growth 
in partially-filled fuel tanks.  Other 
maintenance concerns for hot weather 
include distortion of seals, softening of 
fiberglass and plastics, and breakdown 
of lubricants.
 Hot weather environments are 
common in today’s operations and 
require extra caution and planning from 
aircrews and maintenance personnel.  
Additional information can be found in 
Field Manual (FM) 3-04.202(1-202), 
Environmental Flight, 23 February 
1983, and FM 3-04.203(1-203), 
Fundamentals of Flight, 3 October 
1988.  The following Web site is a 
good reference for comprehensive 
information on heat injury and 
prevention: http://usachppm. 
apgea.army.mil/heat. 
 
–CW4 Cramer may be contacted via e-mail at  
daniel.n.cramer@us.army.mil.
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Investigator’s Forum

“HEY, SIR,

 DOING?”
ARE YOU WHAT 

 A recent accident investigation revealed the company 
commander was simultaneously attempting to perform range 
officer-in-charge, range safety officer, and observer/controller 
duties for a live-fire training exercise.  His divided attention 
resulted in several procedure violations.  One of those 
violations was a failure to ensure the actual range safety 
officer had verified all weapons were clear before departing 
the range for the assembly area.  As a result, one weapon 
was carried back to the assembly area with one live round 
remaining in the chamber.  Later that day, the weapon was 
improperly handled and a Soldier was fatally injured.
 Although the company commander did not personally 
carry the weapon off the range, the Centralized Accident 
Board determined his actions contributed to the accident.  
While every Soldier has the responsibility to clear his weapon 
before departing the range, had the commander teamed with 
his NCOs in three distinct areas—division of duties, planning, 
and Composite Risk Management (CRM)—this accident might 
have been prevented. 

NCOs x (Duties + Planning + CRM) = Combat Readiness

 Effective teaming between officers and NCOs allows 
an efficient and effective division of duties, which allows 
everyone to place the correct amount of attention toward 
their administrative, procedural, and leadership activities.  
Empowering NCOs with authority commensurate with 
these duties is essential.  This allows the NCOs to become 
stakeholders in the unit’s performance.

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

Officers :  Have you ever  had an NCO ask you 

this  quest ion?  And you repl ied,  “Don’t  worry,  

I  got  i t .”  Chances are that  NCO was try ing 

to  te l l  you something,  maybe even try ing to  

of fer  some ass is tance.   Teaming wi th NCOs 

seems l ike a fundamental  pract ice  al l  o f f i cers  

should fo l low,  but  recent  acc idents  indicate 

some of f i cers  are at tempting to  do tasks 

tradi t ional ly  accompl ished by NCOs.   The most  

recent  of  these acc idents  i l lustrate what  can 

happen when an of f i cer  at tempts  to  “do i t  a l l .”

 Effective teaming with NCOs also 
requires involving them in planning 
processes.  Experienced NCOs can contribute 
immensely during the planning of any 
operation, from a weapons qualification 
range to a complicated squad or platoon 
live-fire maneuver lane to combat 
operations.  Your NCOs will bring a priceless 
gift to the planning table—experience!  On 
average, NCOs at the company level have 
between 4 and 5 years more time in service 
than company grade officers.  Officers 
must allow NCOs to fulfill their roles in the 
training plan and must enforce standards 
through those NCOs.
 Lastly, effective teaming with NCOs 
involves their participation in the CRM 
process.  NCOs have a unique perspective 
and can therefore see things officers often 
overlook.  NCOs can validate tactical 
hazards and controls, as well as greatly  
assist in the identification of accidental 
hazards and development of relevant and 
actionable controls.

Conclusion
 Even though we, as officers, like to think 
we can do it all, we cannot.  Your NCOs 
don’t just prepare promotion packets and 
grade Army physical fitness tests.  Empower 
them as leaders and involve them in the 
planning and execution of training.  Their 
involvement will enhance training value, 
ensure adherence to standards, and add 
to your unit’s readiness.  Finally, involve 
your NCOs and rely on their experience 
while applying the CRM process.  Their 
involvement will make the process real and 
will demonstrate to junior Soldiers CRM is 
worth doing. 

–Comments regarding this article may be directed to the 
Combat Readiness Center (CRC) Help Desk at DSN 558-
1390 (334-255-1390), or by e-mail at helpdesk@crc.army.
mil.  The Accident Investigations Division may be reached 
through CRC Operations at DSN 558-3410 (334-255-3410), 
or by e-mail at operationssupport@crc.army.mil. 

ACCIDENT INVESTIGATION DIVISION
U.S. ARMY COMBAT READINESS CENTER

INVESTIGATORS’ FORUM
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ANONYMOUS

 When selected for a 
prestigious mission while 
stationed at Fort Campbell, 
KY, I jumped at the chance.  
I was to fly an aircraft with 
our company maintenance 
test pilot (MTP) back to 
Campbell Army Airfield 
(CAAF) so unit armament 
repairers could replace a 
part.  The next day we were 
to fly the aircraft back to 
the field and take part in a 
mission that night.
 The MTP and I flew the 
aircraft to CAAF and left 
the aircraft for maintenance.  
All I could think about 
was getting home to take a 
shower and get a good meal.  
I was briefed to come back 
into work the following 
day at noon.  I showed up 
at the airfield on time the 
next day but, as usual, there 
was a maintenance delay, so 
we waited.  I knew we had 
a mission that night, but I 
didn’t know the specifics.
 We arrived back at the 
field site around 1700 and 
received a short brief for 
the mission.  The scheduled 
mission brief had already 
taken place.  We would 
be supporting an infantry 

unit after an air assault 
security mission.  Scheduled 
mission completion time was 
midnight.

 I was to fly front seat 
in an AH-64 with an 
experienced back-seater.  No 
problem; we had practiced 
similar missions at Fort 
Campbell until we could 
conduct them in our sleep.  
It’s a good thing, too, 
because that’s exactly  
what happened.
 The mission launched as 

scheduled, but the infantry 
wasn’t on station at the 
appointed time.  A delay 
with the air assault is never 
a good thing when the 
length of the duty day is 
in question.  The infantry 
finally arrived and we made 
contact with them, but they 
did not have a notional 
enemy as of yet, so we stayed 
at a hover waiting.
 As we waited, boredom 
set in.  I scanned with 
the target acquisition 
designation sight (TADS)—
trying to find anything of 
interest—until my thumb 
was sore.  The end of the 
mission was approaching 
quickly, and the infantry we 
were supporting was finally 
situated and in need of our 
assistance locating and 
identifying the enemy.  The 
infantry requested assistance 
from our company for an 
undetermined amount of 
time past the scheduled 
completion time, which 
happened to coincide with 
the official end of my flying 
duty day.  The pilot in 
command (PC) was within 
his own duty day limitation 
because he had spent the 

When in  the  f i e ld ,  I  a lways  re l i shed  the  

chance  to  go  back  to  the  rear  fo r  a  n igh t  

o f  s l eep .   On  th i s  par t i cu la r  day,  however,  

fa l l i ng  as leep  was  the  las t  th ing  I  wan ted  

to  do .

I WAS TO FLY 
FRONT SEAT IN 
AN AH-64 WITH 

AN EXPERIENCED 
BACK-SEATER.  NO 
PROBLEM; WE HAD 
PRACTICED SIMILAR 
MISSIONS AT FORT 

CAMPBELL UNTIL WE 
COULD CONDUCT 

THEM IN OUR SLEEP.  
IT’S A GOOD THING, 

TOO, BECAUSE 
THAT’S EXACTLY  

WHAT HAPPENED.

The Cockpit Is No Place to Sleep
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night in the field and 
started duty well after I did.  
However, I didn’t consider 
that my duty day was 
coming to an end because 
it always coincided with 
everyone else’s duty day.   
A rookie mistake, I know,  
but such mistakes happen.
 I was tired, but I 
didn’t know the extent of 
my fatigue until I caught 

myself doing the jello-neck 
head bob in the cockpit.  I 
told the back-seater about 
falling asleep, and he said he 
knew because he had been 
watching my head tracker 
bob up and down as I fell 
in and out of consciousness.  
This should have been our 
first indication we should 
land or fly back to the 
assembly area.  We didn’t, 
nor did we discuss the need 
to.  I tried to keep myself 
awake while the PC kept us 
at a hover, but I fell into a 
full sleep right before our 
company broke station to 
return to the assembly area.  
I think I was awakened 
by the radio call to break 
station.  I entered the 
waypoint into the Doppler, 
and we joined the flight to 
form up and head back to 
the assembly area.
 The PC and I spoke of 
that night a few times after 
the mission.  It was always in 
a joking manner or to start 
a “there I was” story.  We 
never did a crew after-action 
report, but we should have—
given the fact that part of 
the night I was not capable 
of acting as a crewmember.

Lessons learned
 Since that night, I’ve 
become a PC and flown 
many missions and many 
hours; but I’ve never 
forgotten that night.   
I learned a valuable lesson.  
I now evaluate my fatigue 
level well before a mission is 
to launch; I take precautions 
to make sure I’ve had the 
proper rest; and I try to 
fly all missions in the first 
two-thirds of my duty day 
and consider the last third 
as time to give myself an 
extension before I have to 
ask the commander for one.  
 I’m no longer ashamed 
to say when I’m too tired to 
take an extension.  Fatigue in 
the cockpit is a risk that can’t 
be mitigated with coffee or 
an instant energy drink.  It 
can only be mitigated with 
the proper rest cycle. 
  
–The author’s name was withheld by 
request.  If you would like to publish a 
story anonymously in Flightfax, please 
call Ms. Paula Allman, Managing Editor, 
at DSN 558-9855 (334-255-9855) or e-
mail paula.allman@crc.army.mil. 

I WAS TIRED, BUT 
I DIDN’T KNOW 

THE EXTENT OF MY 
FATIGUE UNTIL I 
CAUGHT MYSELF 

DOING THE JELLO-
NECK HEAD BOB IN 

THE COCKPIT.  I TOLD 
THE BACK-SEATER 
ABOUT FALLING 
ASLEEP, AND HE 
SAID HE KNEW 

BECAUSE HE HAD 
BEEN WATCHING MY 
HEAD TRACKER BOB 
UP AND DOWN AS I 
FELL IN AND OUT OF 

CONSCIOUSNESS.

The Cockpit Is No Place to Sleep
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ANONYMOUS

 Flight simulators are great tools 
for emergency procedures and mission 
training.  However, after a while, the 
simulator can become routine—if 
you let it.  In the back of your mind, 
you know you can’t get physically 
hurt.  How many dual-engine or tail 
rotor failures have you performed in 
the “box” and walked away?  Do you 
treat emergencies in the simulator with 
the same intensity you would in the 
aircraft?  It’s too bad a flight simulator 
can’t give you that shot of adrenalin 
when an actual emergency situation 
occurs.  That extra jolt adds another 
aspect to your decision-making  
process.  Here’s my story:  
 The mission was a day, live-fire 
exercise in support of U.S. Air Force 
A-10s conducting graduate instructor 
pilot training for their Joint Air Attack 
Team (JAAT) phase.  The original plan 
called for two sorties of two Apaches, 
each providing attack helicopter 
support against an armored column 
and surface-to-air missile threats.  Our 
aircraft was scheduled to be part of the 
first sortie, but due to maintenance 

problems, we were unable to make  
the first turn.  
 Maintenance repaired the aircraft, 
and we joined the second flight to get 
some valid training.  The mission brief 
had been conducted earlier in the day.  
Since we were originally scheduled 
for the first mission, we hadn’t put 
emphasis on the second mission portion 
of the brief.  My commander and I 
thought this wouldn’t be a problem 
because it was a day mission and we 
had already flown parts of the range 
earlier in the week.  
 We completed the brief with the 
second flight, ran up, and departed 
on time as Chalk 3.  Because of 
his previous JAAT experience, my 
commander was the air mission 
commander (AMC).  We were armed 
with white phosphorus rockets but  
no 30mm ammunition.  
 As we entered the range, we received 
a call from the Air Force instructor 
that we were shifting engagement areas 
and targets due to range issues.  There 
just went a large part of pre-mission 
planning.  We received the updated 

As Army Aviators, we strive to prepare ourselves for any emergency 
situation we may encounter.  A lot of hours are spent in the 
aircraft practicing emergencies to the extent regulations allow.  

We study Chapters 5 and 9 of our operator’s manuals and spend hours 
in our respective simulators practicing emergency procedures and 
scenarios.  Many of us reach a level of confidence that makes us think we 
can handle just about anything.  Combine that confidence with the good 
fortune of never experiencing a serious emergency, and your guard may 
slip a little.  

Quick Decisions, Quick Mistakes
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mission data and pressed on.  It was a 
longer flight than originally planned, so 
fuel management was critical.  When we 
arrived at our firing position, the radios 
were already busy.  The A-10s were ready.  
We also talked to the ground forward 
air controller, and simulated artillery 
to expedite getting set in our firing 
position.  The AMC in the front seat 
received a situation report, and we began 
to run the mission.  Because of the sense 
of urgency, I didn’t take the time to do a 
proper assessment of our firing position 
(maneuvering altitude, fly away plan, 
etc.) and brief the front-seater.  I was too 
focused on acquiring targets, looking for 
the A-10s, and trying to help the AMC.  
The A-10s made their runs as we engaged 
our targets, covering their egress.  
 About 10 minutes into the 
engagement, I heard two loud reports 
at the rear of the aircraft and thought I 
felt a vibration in the flight controls.  I 
started to ask the front seat if he had 
heard the noise when he cut me off.  He 
shouted, “That’s us, that’s us!”  I guess 
he heard the same thing.  I immediately 
nosed the aircraft over to establish 
forward flight.  I then asked myself, 
“Where am I going?”  Here comes the 
adrenalin.  We had two Apaches firing 
rockets on our right, A-10s to our front 
ingressing and egressing from the left and 
right, and our firing position was backed 
up against some tall hills behind us and 
immediately to our left.  We still had no 
idea what was wrong with our aircraft.  
 I quickly decided I was going to 
land.  I let my front seat know of my 
intentions, picked a landing spot off the 
nose of the aircraft, and shot a quick 
approach.  But our airspeed was too 

fast for the approach.  On top of that, 
I had hastily misread the terrain.  We 
landed firmly at about a 45-degree angle 
to down-sloping terrain, running left 
to right.  After a considerable amount 
of ground run, I was able to bring 
the aircraft to a stop.  The postflight 
inspection revealed no damage, and 
maintenance was unable to find or 
duplicate what had happened.  It had to 
be luck because it wasn’t skill or precision 
that got us safely on the ground.  
 As we headed back to the airfield,  
I replayed what had happened, my 
actions, and what I could have or should 
have done to minimize the risks to the 
hazards we encountered.  The list was 
long.  The most important point was I 
allowed the mission changes, compressed 
timeline, sense of urgency, and other 
distractions to prioritize my adherence 
to procedures and standards.  The whole 
sequence of events could have been a 
lot less intense if I would’ve stuck to the 
standards, regardless of the situation.  
Like I said before—we were lucky.  No 
one was injured (physically) and the 
aircraft was OK.  I got another chance.  
My boss and I are still flying, and I 
always try to apply what I learned that 
day.  The scenarios in the “box” are no 
longer routine or repetitive.  Simulators 
are unpredictable but realistically 
challenging.  You’re definitely going to 
get that shot of adrenalin with in-flight 
last-minute changes; but that’s OK,  
I really don’t need another one. 

–The author’s name was withheld by request.  If you 
would like to publish a story anonymously in Flightfax, 
please call Ms. Paula Allman, Managing Editor, at DSN 
558-9855 (334-255-9855) or e-mail paula.allman@crc.
army.mil.

Quick Decisions, Quick Mistakes
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CW5 KENNETH D. ROACH
CONNECTICUT ARMY NATIONAL GUARD

 • At 0615, Aircraft No. 1 departed to the 
northeast, turned to a heading of 270 degrees, and 
started climbing.  Approximately 5 minutes later, 
Aircraft No. 2 departed in the same direction.  Aircraft 
No. 2 called for clearance and was told to stay north 
of the 94 east-west gridline.  Aircraft No. 1 reported 
to Aircraft No. 2 the base of the clouds was 1,200 feet, 
and his heading was 260 degrees.
 Aircraft No. 2 joined up with Aircraft No. 1 
and continued to fly in formation until instrument 
meteorological conditions (IMC) were encountered.  
Aircraft No. 2 lost sight of Aircraft No. 1.  Aircraft 
No. 2 slowed and started to descend and intermittently 
saw Aircraft No. 1 as he was descending through 
broken to overcast clouds.  At this time, Aircraft No. 
2 asked Aircraft No. 1 if he had filed with air traffic 
control (ATC), and he stated he had not.  Aircraft 
No. 2 told him he would file for both of them.  This 
was the last conversation that took place between 
the two aircraft.  Aircraft No. 2 had to descend to 
approximately 100 feet to remain under visual flight 
rules (VFR).  
 Aircraft No. 2 sighted Aircraft No. 1 when bright 
sparks or flashes appeared suddenly below Aircraft No. 
1 as it struck the half-inch steel cables supporting the 
power lines 80 feet above the ground.  After striking 
the power line, the aircraft immediately crashed to 
the ground, erupting in flames in an inverted, slightly 
nose-down position.
 • At approximately 2040, company operations was 
alerted for a flare mission, and the crew scrambled.  
After liftoff, the flareship proceeded to a fire support 
base under radar control.  At the fire support 
base, the flareship, working in conjunction with a 
reconnaissance aircraft, orbited for about 15 to 20 

Commanders, 
safety officers, 
and unit 

instructor pilots have a 
lot on their plates with 
our current operations 
tempo.  But we can’t 
overlook or treat lightly 
a task every aviator 
is supposed to be 
trained and tested on.  
Inadvertent instrument 
meteorological 
conditions (IIMC) is 
a killer.  Just take a 
look at the following 
selection of accident 
reports from the 
U.S. Army Combat 
Readiness Center’s files.

IIMC is a Killer... Then and Now
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minutes.  Because of a delay in the 
planned artillery support, plus the fact 
the other aircraft was getting low on 
fuel, both aircraft returned to refuel.  
After refueling, the aircraft returned 
to orbit over the fire support base at 
approximately 2130.  Both aircraft 
continued to orbit in this manner for 
about 15 minutes. After the artillery 
ceased firing, the other aircraft 
continued with its reconnaissance 
mission.  Shortly thereafter, the flare 
drop mission commenced.  The 
aircraft commander lost control of  
his flareship due to a sudden heavy 
rain shower that cut visibility to 
almost zero.  The flareship crashed  
at approximately 2204.
 • The unit received a call that 
one of their aircraft was missing in 
marginal weather.  In bad weather, two 
aircraft commenced the search and 
rescue operation.  At approximately 
2200, the second aircraft in the search 
and rescue operation reported he saw 
the first aircraft heading south with its 
landing, search, and position lights on.  
ATC reported at 2220 the first aircraft 
reported his position.  This was the 
last known radio contact with the first 
aircraft.  At approximately 2245, a 
search and rescue operation was begun 
for the crew of the first aircraft.  At 
approximately 0600 the next morning, 
search and rescue aircraft found the 

wreckage of the first aircraft.  The time 
of the aircraft crash is unknown, but 
its fuel exhaustion time was calculated 
at between 2300 and 2315.
 These excerpts from fatal aircraft 
accident reports do not come from 
either Operations Enduring Freedom 
or Iraqi Freedom.  They are actually 
weather-related accidents from the 
Vietnam War.  IIMC was a killer  
then just as it is today.  
 A unit standard operating 
procedure (SOP) that has appropriate 
guidance and procedures for the 
area in which flight operations are 
conducted must be developed and 
strictly followed.  A proper risk 
assessment with appropriate mitigation 
controls may reduce the likelihood of 
encountering IIMC.  
 Commanders and operations 
officers must always consider crew 
experience when assigning aviators 
to a mission in which weather is a 
factor.  But only through thorough 
and consistent training can we prepare 
for IIMC.  The unexpected transition 
from visual meteorological conditions 
to IMC is one of the most difficult 
tasks we face in aviation. 

–Contact the author by e-mail at kenneth.duane.
roach@us.army.mil.

IIMC is a Killer... Then and Now
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CW4 JACK TALBOT
CALIFORNIA ARMY NATIONAL GUARD

It  was  ano ther  day  

a t  land ing  zone  

( LZ )  Eng l i sh ,  much  

l i ke  a l l  o ther  days  

in  V ie tnam—hot ,  

humid ,  ra iny,  and  

“ fun  f i l l ed .”   A  few  

weeks  ear l i e r,  I  had  

severe l y  s c ra t ched  

my  he lmet  v i so r  and  

hadn’ t  taken  the  t ime  

to  ge t  a  new one .   

As  usua l ,  there  i s  a  

ba t t l e f i e ld  exped ien t  

f o r  every th ing,  and  

as  a  t yp i ca l  W01 ,  I  

g rabbed  my  t rus t y  

av ia to r  sung lasses  

and  pressed  on .   A f te r  

a l l ,  av ia to r s  have  to  

l ook  the  par t .

 After a day of flying, I headed 
to operations to complete the 
postflight paperwork.  While 
talking to another pilot, the 
subject of survival equipment and 
personal protective equipment 
(PPE) came up.  Somehow the 
matter of my scratched visor was 
mentioned, and he suggested 
I go over to the aviation life 
support equipment (ALSE) 
shop and have a new smoke-
shaded visor installed.  As usual, 
procrastination set in and I 
successfully put off the new visor 
for a couple more days.
 I was finally able to get to the 

ALSE shop and had the new 
visor installed.  After being 
instructed about the “proper 
care and feeding” of the 
visor and the long overdue 
replacement of the ear cups, 
I headed back to the hooch 
to pick up the rest of my gear 
and then down to the flight 
line. 
 Once at the flight line,  
I briefed the crew about our 
upcoming “simple” mission.  
We were to lead another 
“slick” into a dropoff point 
that was only about four 
or five “clicks” south of LZ 
English.  Since the area was 
so close to the LZ, we wouldn’t 
need gunship support.  
However, if something were 
to happen, we could radio 
back to operations for the 
5-minute standby birds to 
respond.  All we had to do 
was drop off a load of troops, 
loiter for an hour while they 
swept a village, come back in 
and pick them up, and return 
to LZ English.  Refueling was 
unnecessary, as the length of 
flight time was scheduled to 
leave a large fuel reserve.
 The pickup was a piece 
of cake, as the 16 troops 
walked over to the flight line, 
carrying only the minimum 
of equipment.  We cranked, 
ran up, checked the radios, 
loaded the troops, and 
contacted the tower.  English 
tower cleared the flight for 
a south takeoff.  I asked the 
tower if I could flight follow 
since we were so close, and 
they approved.  We headed 
to a grassy field just outside 
the village, staying just above 
the trees, and landed in a 
staggered right formation.  

The landing was uneventful.
 Trail reported the troops 
were clear of the aircraft 
and were in a prone position 
around the two aircraft.  I 
responded we would pull 
pitch in 5 seconds.  All went 
as planned and we headed 
toward the coast to practice 
formation flying for about 
an hour.  The weather was 
great—clear skies and little 
wind.  I pulled down my new 
visor and went on with flight 
lead duties.  Again, all went 
as briefed for an hour, and 
then we headed back to the 
pickup zone (PZ).  En route 
we called the ground unit for 
smoke at our command.  They 
reported all was quiet, no 
contact had been made, and 
they were ready for extraction.  
 As we approached the PZ, 
my copilot called for smoke.  
I radioed Chalk 2 and told 
him the LZ was cold but to be 
prepared for anything.  We 
set up for a staggered right 
approach since the same 
formation worked so well on 
the insertion.  On the way in,  
I noticed a depression—
almost a ditch—that was 
about 75 meters to our 12 
o’clock.  It had a lot of bushes 
in it and didn’t really look like 
much, so we continued with 
the approach.  As we touched 
down, trail reported we had 
two birds safely on  
the ground.
 At this point, the “fun”  
began.  The troops were 
lined up to the right of the 
aircraft in a small tree line, 
just standing around and 
not really ready for a well-
executed extraction.  As the 
first troops began to climb 

PPE Can Be Your Best Friend If Used Properly
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into the two aircraft, the 
bushes in the ditch began 
to break and pop, followed 
immediately by the crew chief 
hollering into the intercom 
that we were receiving fire.  
Instantly, he returned fire with 
his “60.”  The troops that were 
already onboard also began to 
return fire, as well as the other 
aircraft. 
 It was at this point the crew 
chief, whose foot had never 

left the intercom footswitch, 
explained (graphically) we 
were getting badly shot up.  
Suddenly, the door gunner 
yelled that the Soldier behind 
me had been severely hit.  As 
we were counting troops, 
a round came through the 
windshield and exited the 
aircraft through the open cargo 
door, spraying me with lots  
of plastic.
 Once all troops onboard 

were accounted for, we yanked 
all the pitch that we could 
muster and headed back to 
LZ English, calling operations 
and telling them what had 
happened.  As we expedited 
back to the MEDEVAC pad  
with wounded onboard, I  
realized I couldn’t see very  
well.  Everything was blurred 
and distorted.
 After landing, we got our 
wounded Soldier into the 
medical shack and looked at 
our “well-ventilated” helicopter.  
Maintenance also looked it over 
and cleared us for a one-time 
flight back to the helipad.   
I pulled down the new visor as 
we started the engine and still 
couldn’t see well, so I pushed 
it up, flew to the helipad, and 
landed.
 As we got out of the 
helicopter, I took off the helmet 
and looked at the visor.  It 
was all scarred and pitted with 
windshield Plexiglas.  That visor 
had saved me—and probably 
my eyesight—from serious 
injury.  I realized there was a 
real need to be prepared for 
the unknown and to keep my 
gear in top condition.  Had I 
procrastinated even longer, 
I could have easily become 
another casualty, a blind one!
 Lessons learned—if you 
don’t have proper PPE, GET 
IT!  If you do have proper PPE, 
WEAR IT!  Above all, always 
MAINTAIN IT!  After all, a 
simple piece of plastic visor 
saved my eyes—only because  
I used it as it was intended. 

–The author may be contacted by e-mail 
at john.talbot@ca.ngb.army.mil.

PPE Can Be Your Best Friend If Used Properly
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C r e w  C o o r d i n a t i o n :

 CHOW HALL

From the

MISSION BRIEF
to the

 We had just taken off 
on a 4-hour NVG airfield 
security mission, and I was 
lead and pilot in command 
(PC) for two OH-58Ds.  We 
were only weeks from going 
home, so to lower our risk of 
losing anyone to an accident, 
our company safety officer 
had, a few weeks earlier, 
coordinated for several 
training classes, including 
crew coordination.
 Airfield security was 
a mission we had done 
hundreds of times before, 
but this time there were 
problems right from the 
start.  As soon as we took 
off, one of the radios broke 
squelch and wouldn’t stop.  
I couldn’t understand my 
copilot or my wing man.  
Then, just seconds after we 
reached mission airspeed 
and altitude, we flew over a 
well-lit area that washed out 
our goggles.  At this point, 
I felt I was experienced 
enough to recognize we were 
maneuvering into a classic 
accident situation.  So, over 
the radio noise, I told my 

copilot, “You fix the radio, 
call OPS, and I’ll fly the 
aircraft.”  I was unable to 
understand his response, but 
he gave me a thumbs-up.  
 Even though I was 
concentrating on basic flying, 
I realized I was rapidly 
getting behind the aircraft 
with the radio hissing, calls 
to make, and washed-out 
goggles.  In all the confusion, 
I heard one word—wires!  
My wing had calmly and 
clearly transmitted that 
one word and, for whatever 
reason, it sliced through the 
interference.  I didn’t see 
any wires, but I immediately 
initiated a smooth climb at 
500 feet per minute.  A few 
moments later, the radios 
cleared up as we passed over 
a huge set of wires at about 
50 feet above highest object.  
Fortunately, the rest of the 
mission went smoothly.
 Hours later, while at 
the chow hall, I realized 
I had learned a valuable 
lesson.  Even though there 
were 9,000 hours of total 
flight experience in both 

cockpits, during the close 
call, my wing was the only 
pilot flying.  He recognized 
accidents are a chain of 
related events and broke the 
chain with one simple word.  
By doing so, he prevented 
what could have been two 
fatalities and a destroyed 
aircraft.  Crew coordination 
had suddenly become much 
more than a required Army 
class.
 So what does crew 
coordination encompass?  
It’s for your aircraft, but it 
also extends to the other 
aircraft in the flight, the 
ground element, and air 
traffic control—among other 
things.  And when does crew 
coordination begin and end?  
It starts at the mission brief 
and ends in the chow hall—a 
lesson I learned during a 
close call in Iraq. 

–The author may be contacted at 
daniel.r.poppleton@us.army.mil.  
CW4 Poppleton wrote this article 
while attending Aviation Safety Offi-
cer Course 06-001 at Fort Rucker, AL.

What  does  c rew  coord ina t ion  

encompass  and  when  does  i t  beg in  o r  

end?   I  had  those  ques t ions  answered  

fo r  me  wh i le  on  a  n igh t  v i s i on  gogg le  

(NVG)  f l i gh t  in  I raq .

CW4 DAN POPPLETON
HEADQUARTERS AND HEADQUARTERS DETACHMENT
U.S. ARMY SECURITY AGENCY
APO AP  96297
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 CHOW HALL
GENERAL RICHARD A. CODY
VICE CHIEF OF STAFF, ARMY

 There is no question Army Aviators 
are gaining unprecedented flight 
experience as a result of preparation 
for and deployments in support of 
the Global War on Terrorism (GWOT).  
Our pilots and crewmembers have 
achieved unprecedented levels of 
tactical proficiency.  However, the 
overall risk that stands between mission 
accomplishment and injury to aircrew 
or damage to aircraft is a composite 
risk from both tactical and accidental 
hazards.  Combat missions naturally 
reinforce our respect for the tactical risks 
to crew and aircraft.  Unfortunately, high 
operational tempo downrange and short 
dwell time in garrison make opportunities 
to gain experience on reacting to and 
mitigating accidental risk more fleeting.  
Regardless, accidental hazards exist on 
every mission, whether deployed or 
training to deploy. 

 I am concerned Army Aviators will 
find themselves tactically proficient in 
combat operations and vulnerable to 
the accidental risks that are even more 
devastating.  Since Fiscal Year 2002, 
out of the 118 aircraft lost (about a 

combat aviation brigade’s worth of 
helicopters), 94 (80 percent) were non-
hostile, accidental losses.  Our focus on 
accomplishing the mission cannot dismiss 
the accidental hazards present on every 
flight, in training or combat.
 Aircrew training must be structured 
to mitigate all components of risk, 
especially those not practiced on daily 
combat operations in theater.  Aircrews 
must develop their judgment, crew 
coordination, and flight skills under 
adverse weather and emergency 
procedure conditions.  Our world-class 
simulators provide excellent opportunities 
for crewmembers to hone their skills 
and judgment under these challenging 
scenarios without injury to crew or 
damage to aircraft.  During home 
station training periods where aircraft 
availability may be limited (due to reset, 
equipment deployment, or scheduled 
maintenance), simulators are an optimal 
training resource.  Yet statistics show 
simulators are underutilized.
 Commanders, continue to prepare 
your aircrews for GWOT deployments 
and all supporting mission sets.  
Train them with the skills to apply 
Composite Risk Management by 
mitigating both tactical and accidental 
hazards.  Maximize the use of every 
training resource, including simulation, 
throughout all phases of the operation 
(preparation, deployment, employment, 
and recovery).  By doing so, we will 
preserve the incredible aviation 
experience gained from combat 
operations and protect our aircrews  
and aircraft from the inherent risks  
of our profession. 

–Adapted from GEN Richard A. Cody’s message to the 
field 22 February 2006.  GEN Cody, an Army Aviator, 
became the 31st Vice Chief of Staff on 24 June 2004.

I AM CONCERNED 
ARMY AVIATORS 

WILL FIND 
THEMSELVES 
TACTICALLY 
PROFICIENT 
IN COMBAT 

OPERATIONS AND 
VULNERABLE TO 
THE ACCIDENTAL 
RISKS THAT ARE 

EVEN MORE 
DEVASTATING.

VCSA Sends:
Army Aviation Composite Risk Management and Simulater Mitigation
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2005 AAAA Nat iona l  Awards  Presen ted

 The following Air Traffic 
Control (ATC) awards were 
sponsored by Raytheon Company 
and presented by BG (Ret) Rodney 
Wolfe.
 • ATC Company of the Year:  
(Photo A) Company (Co) D, 1st 
Battalion (Bn), 58th Aviation 
(Avn) Regiment (Regt), Hunter 
Army Airfield, GA.  Over the 
past year, the men and women of 
Co D successfully deployed their 
entire complement of assigned 
Soldiers and assets to Operation 
Iraqi Freedom (OIF)-III.  They 
provided air traffic services (ATS) 
at the Washington Army Heliport 
in Baghdad and tower and ground 
controlled approach services at 
the Taji airfield under hostile and 

austere conditions.  CPT Robert 
E. Bugner and 1SG David Ibsen, 
the commander and senior NCO, 
accepted the award.
 • ATC Facility of the Year:  
(Photo B) Co D, 1st Bn, 58th Avn 
Regt, Simmons Army Airfield, 
Fort Bragg, NC.  The Knights 
of Co D worked in Washington 
Army Heliport during OIF-III 
and were directly responsible for 
all air movements in the Baghdad 
international zone.  Their exemplary 
service and dedication to duty 
ensured mission success of Baghdad 
Radio.  Platoon Sergeant SFC 
Christopher D. Briggum, who is en 
route to Iraq, accepted the award on 
behalf of the facility.
 • Air Traffic Maintenance 
Technician of the Year:  (Photo C) 
SSG Alina D. Smith, Co G, 58th 
Avn Regt, Combat Avn Brigade 
(CAB), 25th Infantry Division (ID) 
Light, Schofield Barracks, HI.  As 
the communications and electronics 
section chief for Co G, SSG Smith 
was directly responsible for the 
swift and efficient reset of two ATS 
facilities and two beacons from 
combat operations in Afghanistan.  

Through her 
maintenance 
management 
expertise, SSG Smith ensured all 
deployed equipment was fully 
mission capable and ready to 
support the 1st Bn, 25th Avn Regt.  
Her dedication and leadership 
set the standard for maintenance 
excellence.

 • ATC Manager of the 
Year:  (Photo D) SFC Michael D. 
Sutterfield, Co G, 58th Avn Regt, 
CAB, 25th ID, Schofield Barracks, 
HI.  As the senior ATS liaison in 
the Combined-Joint Task Force 
76 (CJTF-76) operations area in 
Afghanistan during Operation 
Enduring Freedom (OEF)-V, SFC 
Sutterfield directly ensured Co 
G’s success.  He served in many 
capacities as the airspace command 
and control (AC2) NCOIC in the 
CJTF-76 aviation cell, Army fixed-
wing aircraft scheduler, and Co 
G first sergeant.  SFC Sutterfield 
increased the services of the 
Salerno control tower, obtaining 
its Federal Aviation Administration 
certification and improved AC2 cell 
operations in the CJTF-76 Joint 
Operation Center.
 • Air Traffic Controller of 
the Year:  (Photo E) SPC Timothy 
A. Johnson, Co D, 1st Bn, 58th 
Avn Regt, Hunter Army Airfield, 
GA.  While serving in OIF-III, 
SPC Johnson developed a training 

program that 
enabled 10 
air traffic 
controllers to 
achieve their 
ATC ratings in 
minimal time.  

SPC Johnson’s 
teaching 
ability led to 
seven first-
time tactical 
certifications on the tactical airspace 
integration system and greatly 
enhanced the overall mission 
success of Baghdad Radio and the 
Washington Army Heliport in 
Baghdad’s international zone.

Congratulations 
to the 2005 
Army Aviation 

Association of America 
(AAAA) national 
award winners.  AAAA 
President BG (Ret) 
Thomas Konitzer 
and BG E.J. Sinclair, 
Commanding General 
of the Army Aviation 
Warfighting Center 
and Fort Rucker, joined 
with industry partners, 
association members, 
and many of the branch’s 
senior commanders, 
chief warrant officers, 
and NCOs to honor this 
year’s individual and 
unit winners.

JAMES BULLINGER
EDITOR, ARMY AVIATION MAGAZINE
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2005 AAAA Nat iona l  Awards  Presen ted

 
• 

Aviation Trainer 
of the Year:    

(Photo F) CW4 John J. McCann, 
Headquarters Co, 3rd Bn, 3rd Avn 
Regt, CAB, 3rd ID, Fort Bragg, 
NC.  CW4 McCann’s innovative 
approach to training enabled his 
unit to sustain new equipment 
training, concurrent with combat 
operations, at an operational tempo 
that averaged 1,900 hours per 
month.  He developed a sustainment 
gunnery program with techniques 
for target detection, tracking, and 
engagement.  He also developed 
emergency procedures and standards 
of performance training using 
simulators to replicate routine and 
catastrophic system degradations 
as the result of battle damage.  His 
efforts ensured aircrew confidence 
and proficiency to execute dynamic 
airmanship in support of ground 
operations.  L3 Communications 
Link Simulation and Training 
sponsors this award, which was 
presented by MG (Ret) Walter Yates. 
 • Army Aviation Medicine 
Award:  (Photo G) Dr. (CPT) Nicole 
C. Powell-Dundford, M.D., HHC, 
CAB, 25th ID, Wheeler Army 
Airfield, HI.  CPT Powell-Dunford, 
as the Task Force Diamondhead 
flight surgeon, distinguished herself 
during deployment to OEF-V in 
Afghanistan.  She provided care for 
over 1,000 Soldiers, Navy flight 
personnel, and coalition forces 
and served as a flight surgeon to 
Task Force Saber.  On her return 
to Hawaii, CPT Powell-Dunford 
was instrumental in the successful 

medical preparation for the Pakistan 
earthquake relief effort.  This 
Soldier-physician is truly the epitome 
of Army Aviation medicine.  Gentex 
Corporation’s Gerald L. Johnson 
presented the award. 
 • Aviation Fixed-Wing Unit 
of the Year:  (Photo H) Co A, 
249th Avn Regt, from the Oregon, 
Oklahoma, South Dakota, and 
Washington Army National Guard, 
Salem, OR.  Alerted in November 
2004, Co A, a theater aviation 
company, quickly mobilized its four 
C-23 Sherpa detachments in four 
states and deployed in less than 
90 days to OIF-III.  Using input 
from previously deployed C-23 
units, Co A developed tactical flight 
tasks and techniques which are 
incorporated today into the C-23 
aircrew training manual.  Its eight 
C-23s flew over 5,200 accident-
free hours while providing theater-
wide transportation support to the 
Multinational Corps-Iraq.  MAJ 
Devin Wickenhagen accepted 
the award from FlightSafety 
International representative  
Michael J. Carpon.  
 • Army Aviation Air/Sea 
Rescue award:  (Photo I) Co C, 
3rd Bn, 25th Avn Regt, CAB, 25th 
ID, Schofield Barracks, HI.  The 
Dustoff crew from Co C (formerly 
the 68th Med Co (Air Ambulance)), 
performed a lifesaving mission 26 
June 2005 during a training flight.  
They spotted three Afghan children 
being swept down a raging river 

in danger of 

drowning.  Putting their own lives 
at risk in a hostile combat area and 
in deteriorating weather with high 
winds, the crew saved the children 
using the rescue hoist.  Due to their 
actions, a local Afghan village was 
able to understand the positive 
things the United States and allied 
forces are doing for their country.  
The Dustoff crewmembers are 
CW2 James Gisclair, CW2 Nathan 
Scott, SGT Tyrone Jordan, and SPC 
Christopher Zimmerman.  MAJ 
Peter Eberhardt, commander, and 
CW2 Gisclair accepted the award on 
behalf of the crew from Goodrich 
Hoist and Winch representative Roy 
Zavitz.
 • Military Academy and ROTC 
Aviation Cadet of the Year awards:  
(Photo J) 2LT Jeffrey Bonheim was 
selected as the 2005 USMA Aviation 
Cadet of the Year and received 
his award last June at West Point, 
NY.  The ROTC Cadet of the Year 
is 2LT Alex Bertelli, a magna cum 
laude graduate of Dayton University 
with a bachelor of science degree in 
business administration.  He is also 
a Distinguished Military Graduate 
and a Marshall Award recipient.  2LT 
Bertelli is currently in Flight School 
XXI, OH-58D Kiowa Warrior track, 
at Fort Rucker. 

–Adapted from Army Aviation magazine. Army 
photos “D” and “F” by Jane Armstrong.
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JAMES BULLINGER
EDITOR, ARMY AVIATION MAGAZINE

The best-of-the-best aviation battalions 
(Bn) were honored 1 February 2006 

at Fort Rucker, AL.  The 2005 LTG Ellis 
D. Parker Outstanding Aviation Unit 
winners were recognized at the annual 
awards luncheon held during the Avia-
tion Senior Leaders’ Conference.  The 
Parker Awards recognize excellence in 
the areas of leadership, training, mainte-
nance, and safety during the preceding 
fiscal year.  
 • Top Unit and Best Combat 
Support Battalion:  4th Bn, 3rd Avia-
tion (Avn) Regiment (Regt), 3rd Infantry 
Division (ID), Taji, Iraq.  The first assault 
helicopter battalion to transform and 
re-flag under the Army’s transformation 
plan, the 4-3 Avn conducted a flawless 
66-vehicle ground assault convoy over 
640 kilometers of enemy-infested road-
ways from Kuwait to Baghdad without 
a single breakdown or incident.  They 
conducted three historical events: execut-
ing the 3ID’s first air assault in Iraq, the 
first-ever battalion-sized air assault, and 
the first air assault of the newly formed 
Iraqi army.  They flew 15,000 combat 
hours, transporting over 65,000 souls, 
while maintaining a 100 percent mis-
sion launch and an 85 percent aircraft 
operational readiness (OR) rate.  The 
4-3 Soldiers drove nearly 50,000 miles 
without a single Class A, B, or C incident 
or accident and maintained a 98 percent 
ground equipment OR rate.  LTC Johan 
C. Haraldsen and CSM David L. Perkins 
accepted the award.
 • Best Combat Battalion:  1st 
Squadron, 17th Cavalry (Cav) Regt, 
82nd Airborne Division, Samarra, Iraq.  
Flying more than 21,000 hours while 
maintaining an OR rate over 85 percent, 
the 1-17 Cav conducted combat aviation 
operations in direct support of ground 
maneuver units in Baghdad, Taji, Balad, 
Mosul, Samarra, Baqhuba, and Tikrit.  
They conducted six troop and squad-
ron relief-in-place missions, completely 
moved twice after arriving in Kuwait, and 
established footprints in three separate 
locations.  As the “first responder,” they 
provided 24-hour reconnaissance and 
security to react to troops in contact, pro-
viding accurate and lethal fires in over 
14 sustained engagements.  Their imple-
mentation of “Pink” teams, combining the 
recon capabilities of the OH-58D with 

the large volume firepower of the AH-64 
Apache, resulted in an overwhelming 
ability to find, fix, and destroy the enemy.  
LTC Frank M. Muth and 1SG Sean Henry 
accepted the award.
 • Best Combat Service Support 
Battalion:  36th Medical (Med) Evacu-
ation Bn, III Corps, Tikrit, Iraq.  The 36th 
Med was responsible for a brigade-sized 
element of Soldiers, providing ground 
and air medical support over an area 
roughly two-thirds the size of Texas 
throughout the Iraqi theater of opera-
tions from 2004 to 2006.  The battalion 
conducted 18,942 missions to evacuate 
33,557 patients, often from the point-of-
injury and at times under direct or indi-
rect enemy fire.  The 36th Med accom-
plished this by flying over 16,000 hours 
while also maintaining an 85 percent OR 
rate.  The fact that the unit had no acci-
dent-related fatalities during their tour is 
evidence of the determined supervision 
of every leader in the battalion.  The 
36th Med’s mission success is directly 
responsible for Operation Iraqi Freedom 
having the lowest died-of-wounds rate 
in the history of modern warfare.  LTC 
Robert D. Mitchell and CSM Brian A. 
Fahl accepted the award. 
 • Best Table of Distribution and 
Allowances (TDA) Battalion:  1st 
Bn, 223rd Avn Regt, 110th Avn Brigade 
(Bde), Fort Rucker, AL.  The 1-223 Avn 
(“Spartans”) flew over 18,000 hours 
in 18 diverse training courses, using 
eight different types of aircraft with no 
Class A, B, or C accidents, while train-
ing more than 2,500 student pilots.  In 
support of this mission, they also drove 
over 61,000 accident- and incident-free 
miles on the Army’s busiest airfield and 
between four heliports and stagefields.  
The excellent leadership of the 1-223 
Avn is evident with the achievement of 
100 percent of its retention goals and 
zero AWOLs [absent without leave] or 
UCMJ [uniform code of military justice] 
disciplinary actions.  The Spartans set 
the professional example for the rising 
branch leaders, being awarded the high-
est rating possible during their Fiscal 
Year 2005 Organizational Inspection 
Program.  LTC Christopher Carlile and 
1SG Russell Yohn accepted the award.  

–Adapted from Army Aviation magazine.

Best Combat Unit
1SG Sean Henry and LTC Frank Muth

Photo by James Bullinger

Best Combat Service Support Unit
LTC Robert Mitchell and CSM Brian Fahl 

Photo by James Bullinger 

Best Table of Distribution & Allowances Unit
1SG Russell Yohn and LTC Christopher Carlile 

Photo by James Bullinger

Overall Aviation Battalion & Combat 
Support Unit

LTC Johan Haraldsen and CSM David Perkins
Photo by Jane Armstrong 

2005 PARKER AWARDS 
HONOR AVIATION’S BEST
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NEWS AND NOTES

In our continuing efforts to keep Flightfax relevant to 
your needs and interests, as well as quick and easy 

to read, we’ve made a few changes in both format and 
content.  Some of the changes are more noticeable than 
others, such as a new, more technological and structured 
layout.  This fresh approach mirrors the latest Web sites, 
news magazines, and information media.  Based on 
previous input from the field, the content targets more 
peer-to-peer articles supported with more realistic photos 
with a blend of graphics.  Other modifications include 
the redesigned masthead.  
 We’re also introducing three new columns that will 
appear from time to time.  “Litefax” is intended to give 
aircrews—and other aviation personnel, for that matter—
an informal forum in which to communicate “What were 
you thinking?” absurd moments with us and each other.  
You can read the latest on page 21.  
 “Crew Commo” is another new addition.  It’s 
designed to provide professional updates to aviation 
safety officers in field assignments.  Check it out on page 
20 of this edition.  Let me remind you this new segment 
can only be successful with your active involvement to 
provide practical solutions to the safety problems we 
are all facing.  We hope to hear from you—including 
maintenance personnel—on issues regarding safety and 
Composite Risk Management (CRM) in Army Aviation.
 Because the cost of accidents is paid in lives, dollars, 
and readiness, we are including an Army Aircraft 

The only authorized adhesive-backed items to be installed on the IHADDS 
helmet and visor assembly are limited to the pile fastener pieces used to 

secure ANVIS and lip light components.  No other stickers or self-adhesive 
items are authorized on the IHADSS helmet shell or visor assembly housing. 
 The only authorized paint for the helmet shell and visor housing is listed 
in TM 9-1270-233-23&P, EM 0126, and TM 1-1520-Longbow/Apache.
Air Warrior points of contact are Phil Yarbrough, DSN 746-6540 (256-876-
6540), e-mail Philip.Yarbrough@peoavn.redstone.army.mil or John Jolly, DSN 
746-6538 (256-876-6538), e-mail John.Jolly@peoavn.redstone.army.mil.  The 
Air Warrior Web site is https://airwarrior.redstone.army.mil. 

ALSE MESSAGE 06-04: 
UNAUTHORIZED ITEMS ON IHADSS HELMET

NEW
WHAT’S

WITH PAULA ALLMAN
MANAGING EDITOR
U.S. ARMY COMBAT READINESS CENTER

Losses chart in each issue (page 23).  The purpose 
of this addition is to provide the entire Army Aviation 
community a monthly wrap-up of all aircraft losses 
(combat and accidental), including type of aircraft and 
the cost.
 But all is not new in Flightfax.  You’ll continue to 
see—and, we hope, contribute to—the old familiar 
columns:  War Stories, NCO Corner, STACOM, Lessons 
Learned, and News and Notes.
 The Army Combat Readiness Center is dedicated 
to the concept of protecting Soldiers through CRM, and 
our goal is to make it easy for our readers to contribute 
to that effort.  Just a couple of notes so everybody 
understands the deal:
 • Space in Flightfax is limited, so we ask that you be 
as brief and to the point as possible.
 • We will publish items anonymously and keep your 
identity confidential.
 • If we edit your input for length or clarity, we’ll get 
your approval before publishing the revised version.
 For more information, contact the managing editor 
at DSN 558-9855 (334-255-9855) or e-mail paula.
allman@us.army.mil  or Flightfax@crc.army.mil.
 Let us know what you think of our new magazine 
design.  We truly want to know how we can serve you 
better.  We look forward to working with you as you 
contribute to Army Aviation safety through Flightfax. 

Keeping crewmembers informed…

News and Notes

Flightfax

19Apri l  2006



F
L

IG
H

T
fa

xF
L

IG
H

T
fa

x

Apri l  2006

CREW COMMO

THE “ULTIMATE” 
SAFETY BULLETIN BOARD

is a new addition to Flightfax.  
It’s designed to provide professional updates to aviation safety 
officers (ASOs) in field assignments.  Items of special interest 
are Composite Risk Management worksheets, SOP management, 
reviews of new or modified regulations, information derived 
from recent Aviation Resource Management Survey (ARMS) 
inspections, current developments in the Army Safety Program or 
in Army Aviation that affect you daily.   E-mail your questions to 
safetypolicy@crc.army.mil or call DSN 558-3856 (334-255-3856), 

and we will address your questions as 
soon as possible.   In addition, we will 
publish selected questions and answers 
from the U.S. Army Combat Readiness 
Center ASO list server.  Let me remind 
you this new segment can only be 
successful with your active involvement 
to provide practical solutions to the 
safety problems we are all facing.

”CREW COMMO”

A :  My bulletin board just passed an ARMS 
inspection and was commended.  I have attached 
a picture of the safety bulletin board for 

reference.  I included everything from NG CIR 385-95.  
Here is an excerpt–
  (2) Safety bulletin boards in other than electrical 
hazard areas shall be distinguished as a Safety Bulletin 
Board (for example, with a painted green border, or the 
words “Safety Bulletin Board” appended to the top of 
the board) and be posted in a conspicuous area.  The 
ASO and ASNCO shall maintain them with timely 
information, that may include:  (a) Copies of DoD 
periodic safety publications/magazines (for example: 
Flightfax, Countermeasure, and ImpaX; U.S. Navy Safety 
Center magazines Ashore, Approach, or Mech; U.S. Air 
Force Safety Center magazines Flying Safety, Road & 
Rec; U.S. Air Force Air Combat Command magazine The 
Combat Edge; (b) information downloaded from safety-
related Web sites; (c) the agenda(s) for the next safety 
council meeting (CSC [and ESC, as applicable]); (d) the 
most recent AAPS results; (e) Command safety messages 

(for example, holiday safety reminders); and (f ) 
safety-related newspaper clippings, and posters.  
All information posted to the safety bulletin board 
should emphasize accident prevention and/or 
lessons learned.  Otherwise, these safety bulletin 
boards shall evidence: 
 (a) Names of the commander, ASO, and 
ASNCO; 
 (b) Safety events calendar (for example, a YTC) 
(see paragraph 3-4a of this circular); 
 (c) Minutes of the most recent safety council 
meeting (CSC and/or ESC, as applicable); 
 (d) Commander’s safety philosophy 
(memorandum); 
 (e) Completed DD Form 2272, Department of 
Defense Safety and Occupational Health Protection 
Program (long form), available on the USACRC 
Web site at https://crc.army.mil/Guidance/detail.
asp?iData=31&iCat=118&iChannel=15&nChann
el=Guidance
 (f ) Any completed anonymous OHRs (which 
shall remain posted for not less than 30 days 
following their completion); and 
 (g) The following blank forms: (1) DA Form 
285-AB-R (U.S. Army Abbreviated Ground 
Accident Report [AGAR]); (2) DA Form 2028; 
(3) DA Form 2397-AB-R (Abbreviated Aviation 
Accident Report [AAAR]);( 4) OHR; (5) DA 
Form 4755 (Employee Report of Alleged Unsafe or 
Unhealthful Working Conditions); (6) SF 368; and
(7) State/Territory- and locally-directed forms. 

–CW3 Tom Frickanisce, Jr., SP/IE/ASO, NJARNG, AASF #2 / E Troop 
(Air), 5th Squadron, 117th Regiment of Cavalry, Building 3801, 
Picatinny Arsenal, NJ  07806-5000, DSN 880-4609 (973-724-
4609), e-mail thomas.frickanisce@us.army.mil.

Q:  I have an opportunity to create 
the ultimate safety bulletin board.  
I would appreciate any plans, 

drawings, pictures, or ideas from those 
that have an ideal solution.

AIRCREWS 
TALKING TO 
EACH OTHER…

20
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LITEFAX

CHRIS FRAZIER
STAFF WRITER/EDITOR

THAT’LL LEAVE A MARK

EIGHT ISN’T ENOUGH

Brownouts are no laughing matter, 
causing a large percentage of the 

accidents Army Aviators are experiencing 
during the Global War on Terrorism.  So 
how do you prevent them?  One forward 
operating base (FOB) thought it might 
have the answer and implemented a plan 
to help keep the dreaded dust where it 
belongs—on the ground.  But while the 
plan might have been a good one, the 
execution left much to be desired.
 To combat brownouts, flattened 
HESCO barriers were placed on the FOB’s 
landing pad. For those who’ve never seen 
a HESCO barrier, it’s a collapsible wire-
mesh container with a heavy duty liner 
that is filled with sand, dirt, or gravel.  
The barriers can be found throughout 
war zones and are typically used to 
stop bullets and shrapnel from reaching 
Soldiers and equipment on the other side.
 The barriers at this FOB, which 
will remain unnamed, were secured 

with 8-inch pieces of U-shaped rebar 
that were hammered into the ground.  
Unfortunately, this was a rare case where 
size really does matter, and 8 inches 
wasn’t quite enough to properly hold 
down the barriers for multiple aircraft 
landings.
 As a CH-47D lumbered down onto 
the landing pad, the rotor downwash 
lifted the barriers off the ground and into 
the bottom of the aircraft.  The impact 
punched a 3-inch hole in the aircraft’s 
sheet metal near the forward cargo hook.  
 To prevent future damage to aircraft, 
it was recommended FOBs wanting 
to quash brownouts use an approved 
helipad matting or other suitable material 
such as gravel rather than the barriers.  
If a suitable material isn’t available, the 
barriers should at least be secured to the 
ground with stakes or rebar that are a 
minimum length of 2 feet.  Furthermore, 
the barriers should be inspected daily to 
ensure they remain properly secured. 

While gravel might have helped prevent the damage inflicted to the aircraft mentioned 
in the story above, it was the cause of it in this tale.

 While on short final to an authorized landing zone (LZ), the crew of a UH-60L noticed 
the LZ had been covered with gravel because of snow and ice conditions.  The crew saw 
several POVs had been parked nearby, so they decided to speed up the landing in hopes 
of keeping the gravel spray to a minimum. 
 Sad to say, but for the owners of three of the vehicles, the expedited landing didn’t help.  
The pea-sized gravel was scattered by the rotor wash and peppered their rides, marring the 
paint jobs and windows. 
 Due to this incident, the facility’s SOP was revised to reflect proper coordination and 
communication to prevent POVs from being parked near this LZ.  Sadly, the revision was at 
the expense of three very unhappy vehicle owners.

–Contact the author at (334) 255-2287, DSN 558-2287, or by e-mail at christopher.frazier@crc.army.mil.   For more 
information on how to submit a story to Litefax, send an e-mail to flightfax@crc.army.mil.

Litefax What Were  
They Thinking?
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Class A

AIRCRAFT LOSSES

ACCIDENT BRIEFS

UH-1
V Model
• Class A:  Four crewmembers were 
injured when the aircraft crashed 
during MEDEVAC training. 

RQ-1
L Model
• Class A:  Engine failure was 
reported during flight and restart 
was unsuccessful.  The aerial 
vehicle (AV) plummeted to the 
ground and a fire ensued.  The 
aircraft was reported as a total loss. 

AH-64
A Model
• Class E:  Approximately 8 
nautical miles from the airfield, 
the main XMSN chip light illu-
minated briefly and then went 
out.  The aircrew continued to 
the airfield.  During landing, the 
chip light illuminated and stayed 
steady.  Within 20 seconds, the 
No. 2 oil hot main XMSN light 
illuminated and crew felt a vibra-
tion.  The aircraft was landed 
without further incident and shut 
down.  The transmission was 
replaced and the aircraft was 
released for flight. (Late Report)
D Model
• Class E:  After takeoff, the 
pilot noticed the cyclic was 
moving left and right by itself.  
Maintenance replaced the main 
rotor actuator. (Late Report) 
• Class E:  After landing the 
aircraft on the taxiway, a No. 1 
engine overspeed occurred.  The 
engine torque exceeded limits, 
and the rotor went to 120% for 
.5 seconds.  The aircrew retarded 
the No. 1 engine power lever 
and the aircraft was shut down 
without further incident.  Mainte-
nance performed visual inspec-
tions and found no damage.  
Maintenance replaced a wire 
harness, and the aircraft was 
released for flight. (Late Report)  

CH-47
D Model
• Class E:  The No. 1 engine oil 
filter bowl cracked and allowed 
oil to escape until the engine oil 
low light illuminated.  The engine 
was shut down and the aircraft 
landed without incident.  The 
aircraft was repaired and contin-
ued the mission.  Maintenance 
replaced the cracked filter hous-
ing, and the aircraft was released 
for flight. (Late Report) 
• Class E:  The aircraft took off 
from the airfield and proceeded 
to perform training within the 
terrain flight training area.  The 
training included slope and pin-
nacle landings.  During this ter-
rain flight, two wheel landings 
where performed.  The aircraft 
returned to the airfield for pilot 
swap. While waiting for the new 
pilot, the crew noticed a hole in 
the bottom of the aircraft.  The 
aircraft was shut down without 
further incident. (Late Report)

MH-47
E Model
• Class E:  On short final to the 
forward arming and refueling 
point, the No. 2 hydraulic light 
illuminated, accompanied by 
the No. 2 automatic flight con-
trol system caution.  The aircraft 
was landed and shut down.  On 

postflight inspection, the crew 
discovered the No. 2 power 
transmission unit and No. 2 
power control module had failed.  
Maintenance repaired the aircraft 
and it was flown back to the for-
ward support base the following 
day. (Late Report)
G Model
• Class E:  After completing a 
maintenance test flight (MTF), the 
pilot terminated his landing to a 
hover over a sod area near the 
taxiway.  As the pilot hovered the 
helicopter, the emergency release 
mechanism assembly failed, caus-
ing the aft cargo door to fall.  The 
crew landed, retrieved the cargo 
door, and returned to parking. 
(Late Report) 

OH-58
C Model
• Class E:  While in cruise flight 
at 1,400 feet and 80 KIAS, the 
crew observed the fuel boost cau-
tion light illuminate.  The pilot in 
command (PC) checked the fuel 
boost circuit breaker and discov-
ered it had popped.  The crew 
executed the emergency proce-
dure to land as soon as practi-
cable and returned to the airfield 
without further incident.  Inspec-
tion of the aircraft revealed the 
wires connected to the fuel boost 
switch were frayed and loose.  
The wires were replaced, a main-

In format ion based on prel iminary  reports  o f  a i rcraf t  acc idents
AccidentBriefs
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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, contact the CRC 
Help Desk at DSN 558-1390 (334-255-1390) 
or by e-mail at helpdesk@crc.army.mil.

RQ-5A
• Class E:  On short final, the external 
pilot noticed something appeared to fall 
from the AV.  Landing was completed and 
it was noted an antenna for the payload 
in use had broken off from its mount and 
caused slight damage to the leading 
edge of the right wing.  The antenna was 
recovered, and the AV was shut down 
with no further damage.  (Late Report)

RQ-7B
• Class B:  Approximately 10 minutes 
after launch, a generator malfunction 
caused a power failure.  The AV crashed 
and is expected to be a total loss.  
(Late Report)

UNMANNED AIRCRAFT 

SYS T EM

ARMYARMYARMYAIRCRAFT LOSSES
FY02 TO PRESENT*

HOSTILE/NON-HOSTILE COST

$985.0M
$184.8M
$567.6M
$181.2M
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tenance operational check was 
completed, and the aircraft was 
released for flight. (Late Report)
D(R) Model
• Class B:  The crew was con-
ducting a go-around over the 
landing lane during a manual 
throttle approach when the 
auto/man switch failed to return 
the aircraft to auto mode.  The 
student continued to attempt to 
place the aircraft back into auto 
mode and was successful on the 
third attempt, following an Np 
overspeed.  During landing, the 
aircraft rocked forward and all 
main rotor blades made contact 
with the FM antenna and upper 
wire strike protection system. 
• Class C:  The aircraft experi-
enced an Np overspeed (124% 
for 6 seconds) during a manual 
throttle recovery demonstration. 

UH-60
A Model
• Class C:  The crew was con-
ducting an MTF when the auxil-
iary power unit (APU) door came 
off in flight, damaging the stabi-
lator, one main rotor blade, and 
one tail rotor blade.  The crew 
heard the noise and returned to 
the airfield without further inci-
dent.
• Class D:  On postflight 
inspection, the ALQ-144V was 
observed to have several mirrors 
damaged following a short flight.  

The aircrew was unaware of a 
bird strike during the flight, but 
evidence of some type of strike 
was left on the ALQ-144V.  (Late 
Report) 
• Class D:  While at 500 feet 
AGL and 120 KIAS, the standard-
ization pilot (SP) turned the wind-
shield anti-ice on.  The copilot’s 
windshield cracked at the lower 
left and lower right portions with 
electrical arcing.  The SP turned 
off the windshield anti-ice and 
landed without further incident.  
The free air temperature was 10 
°C.  A Quality Deficiency Report 
has been submitted. (Late Report)
• Class D:  During pilot hot 
swap, the PC noticed an electri-
cal burning smell in the cockpit.  
The PC looked up and saw the 
windshield anti-ice switch was in 
the on position and the pilot’s-
side windshield was cracked. 
(Late Report)  
• Class D:  During a dust land-
ing in brownout conditions, 
the crew suspected the aircraft 
landed on a rock. (Late Report)
L Model
• Class D:  Upon landing 
and lowering of the collective, 
the crew felt and heard a loud 
report.  Upon inspection of the 
rotor blades, it was found that 
all four blades had incurred 
damage. The degree of damage 
varied from slight marring to 6-
inch holes on the outside edge of 
the tip caps. (Late Report)

EO-5
C Model
• Class E:  During climb to 
cruise altitude, the aircraft was 
not pressurizing properly.  The 
crew checked and found a 
squealing noise coming from 
the air stair door.  The crew 
descended to 9,000 feet and 
returned to base without further 
incident.  Maintenance replaced 
the rear main door seal, and the 
aircraft was released for flight. 
(Late Report) 

UC-35
B Model
• Class E:  During multi-ship 
close combat attack operations, 
the crew noted a burning electri-
cal smell in the cockpit.  Approxi-
mately 2 to 3 minutes later, the 
GEN FAIL caution light appeared 
on the upfront display.  The crew 
returned to the airfield without 
further incident. (Late Report)

In format ion based on prel iminary  reports  o f  a i rcraf t  acc idents
AccidentBriefs
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Space”
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LTC RICHARD KOUCHERAVY
CHIEF, AIR TASK FORCE
U.S. ARMY COMBAT READINESS CENTER

 The original use of this term was a pit—or 
arena—for the sport of cockfighting.  This use 
of the term first appears around the year 1587.  
In 1599, Shakespeare used it in the play Henry 
V to refer to the theater, specifically the area 
around the stage.  The theatrical reference was 
Shakespeare’s alone, making use of the idea of a 
cockfight as a performance. 
 The nautical sense of the term arose about 
1700.  It was not an open area, but rather a 
compartment below deck on a ship used as 
the sleeping quarters for junior officers.  In 
battle, the cockpit would also serve as the ship’s 
hospital.  This term may have been chosen 
because junior officers strutted like roosters in 
front of sailors or because the area’s physical 
resemblance to the space where roosters were 
kept and battled.  The nautical use of the 
term moved to aviation about 1914, near the 
beginning of the age of flight.
 For a long time in the 1990s, the U.S. 
Armed Forces Radio and Television Service ran 
a public service advertisement on the Armed 
Forces TV Network claiming the use of the 
term cockpit was adopted by aviators from 
cockfighting because both spaces were small, 
enclosed areas of intense activity.  If this is true, 
then that concept of the cockpit has never been 
more valid than it is today.  
 Today’s cockpits, replete with glass 

Have  you  cons idered  the  o r ig in  o f  the  te rm 

cockp i t?   There  i s  no  un iver sa l  agreement  as  

to  why  the  te rm was  chosen  to  des igna te  the  

p i l o t  s ta t i on  o f  an  a i r c ra f t .   I t  i s  genera l l y  

agreed ,  however,  the  te rm comes  f rom the  

nau t i ca l  rea lm,  as  do  many  o ther  av ia t ion-

re la ted  words .

The Cockpit as a Battle Space
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COVER STORY

cockpit technology, battle command 
network technologies, aircraft survivability 
equipment, and digital communications, 
represent as busy and intense an area of 
battle space as exists anywhere on the 
modern battlefield.  One attack aviator 
recently related to me that he used to be 
a pilot who operated a weapons system, 
but now he has become a weapons system 
operator who also happens to fly.  Cockpit 
demands on individual aviators are more 
numerous than ever before.
 The cockpit as a battle space is 
composed of a few distinct components, 
and these components must be synchronized 
and must complement one another in 
order for the aircraft to function properly.  
These components include the aviator, 
cockpit space (seating, lighting, etc.), flight 
controls, and electro-mechanical devices 
that the aviator uses to navigate, use the 

weapons systems, and communicate with 
other aircraft or ground stations.  The best 
use of the aircraft as a system results from 
the very best integration of these cockpit 
components.
 This issue of Flightfax is dedicated to 
discussing a few issues regarding the cockpit 
as a battle space.  Commanders, instructors, 
and other aviation leaders should take some 
time to read through this issue and consider 
whether their training, maintenance, and 
safety programs are properly designed 
to take full advantage of the aircraft as a 
weapons system by integrating crews and 
cockpit components.  As Army Aviators, the 
cockpit is a vital part of our battle space; the 
mastery of it will determine the outcome of 
the mission. 

–The author may be contacted at DSN 558-3003 (334-255-
3003) or by e-mail at richard.koucheravy@us.army.mil. 

The Cockpit as a Battle Space
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INVESTIGATORS’ FORUM

The Army has s tandards for  just  about  

everything.   In  most  cases,  the s tandard 

descr ibes a minimum level  of  performance or  

cr i ter ion required to  accompl ish a task or  meet  

a requirement .   Somet imes a s tandard exis ts  

for  one purpose,  yet  i t  serves as  a measuring 

s t i ck for  many di f ferent  funct ions.   Such is  the 

case wi th the Army height/weight  and body 

fat  s tandard.   As  long as a Soldier  meets  

the Army Physical  F i tness  Test  and screening 

table or  body fat  measures,  i t  i s  assumed 

they are capable of  serving in  just  about  any 

capaci ty  in  the Army.   This  art i c le  descr ibes a 

c i rcumstance in  which that  one s tandard wasn’ t  

good enough to  prevent  the loss  of  a  Soldier  

and the destruct ion of  an AH-64D.

 The accident aircrew was supporting 
readiness level progression by serving as 
the team aircraft for tactical multi-ship and 
formation flight training.  Everything went 
well with planning and preparation for the 
flight.  This was to be a day mission with 
good weather in a familiar training area.  
 About an hour before sunset, the two 
aircraft joined at their home airfield and 
departed for the training area.  The team 
arrived at the first landing zone (LZ) and 

conducted two formation flight traffic 
patterns.  Another aircraft called inbound, 
so the team decided to move a few 
kilometers north to another LZ to practice 
close combat attacks (CCAs).
 Upon arrival at the new LZ, the 
accident aircraft was flying as wingman 
while the team conducted multiple CCAs.  
After quite a few iterations of racetrack and 
cloverleaf CCAs, the instructor pilot (IP) 
in the other aircraft announced he would 
extend the next outbound leg to allow for 
a lead change.  He wanted his front-seat 
pilot to fly as wingman for a few iterations.
 The pilot in command (PC) in the 
accident aircraft agreed to the lead change 
and the crews began flying northwest.  
Four-and-a-half kilometers northwest 
of the LZ, the team descended into a 
valley.  They continued along the valley 
at approximately 100 feet AGL and 120 
knots with the accident aircrew now in the 
lead.  The accident PC announced he was 
taking fire from his left and was breaking 
right in reaction to a simulated threat.  
Shortly afterward, he announced he was 
going to turn left up the draw leading back 
to the LZ.  Watching lead enter the turn, 
the wing aircraft front-seat pilot saw the 
accident aircraft fly directly into the side of 
a spur just below its crest.  The Apache was 
destroyed, and the front-seat aviator died 
on impact.  The PC in the backseat had 
only minor bruising to his ribs and around 
his eye from the helmet display  
unit contact.

SIZE  MATTERS!   

Investigator’s Forum
Written by accident investigators to 
provide major lessons learned from 
recent centralized accident investigations.

May 20064



F
L

IG
H

T
fa

xF
L

IG
H

T
fa

x

 Everyone speculates on what may 
have caused an accident, and in this case, 
the first rumors were it was related to 
aggressive maneuvering at low altitude.  
Review of the maintenance data recorder 
download, interviews with the wingman 
crew, and the surviving PC indicated 
something completely different.  For 
the 30 minutes leading up to the crash, 
both crews were performing realistic 
training as briefed, and there were no 
overly aggressive maneuvers.  So what 
happened?
 The front-seat pilot in the accident 
aircraft was a very large man who was 
more than 6 feet in height and weighed 

more than 270 pounds.  Although he 
could fasten all the belts on the seat 
restraint, fastening the lap belt was 
extremely uncomfortable for him, so 
he often didn’t do it.  On this flight, 
the front-seat pilot’s lap belt restraints 
were not fastened, which allowed him to 
slide forward and down in his seat.  The 
board determined the pilot’s position just 
prior to the accident allowed the PC on 
the controls the use of only 46 percent 
of available aft cyclic travel.  Once he 
had initiated the turn, the backseat PC 
attempted to apply aft cyclic to steepen 
the turn and climb to clear the hill to the 
left.  When he realized the aircraft was not 

MATTERS!   

Investigator’s Forum
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responding with what he thought was full 
aft cyclic, the PC attempted to level the 
aircraft and conduct a cyclic climb.  Once 
again, however, he could not complete 
the maneuver due to the front-seat pilot’s 
forward position blocking the cyclic.
 The accident investigation board 
determined the front-seat pilot was 
approximately the same size and build 
when he attended flight school the 
prior year.  The IPs at Fort Rucker, AL, 
were aware they had to take special 
precautions when flying with this 
aviator and remind him on numerous 
occasions to sit back in his seat and 
use his lap belts.  Even though the IPs 
noticed a problem with occasional cyclic 
interference, no one had the aviator 
evaluated for being too large for the front 
seat of the AH-64.  At the time, there 
were no screening measurements for an 
aviator scheduled for an AH-64 transition, 
and it was incumbent on the student’s IP 
to determine if a special evaluation was 
warranted, when clearly there was a flight 
safety issue.
 During the short time he was assigned 
to his first unit, this aviator had a flight 

canceled and received counseling by his 
unit IP for not wearing the lap belts just 
before engine start.  He also confided 
in peers in the unit that he routinely did 
not wear his lap belts and frequently 
had to lift his legs out of the way during 
control checks or when a pilot announced 
performing certain maneuvers.  It was 
evident he purposely concealed his 
discomfort when buckling the lap belts to 
keep from being eliminated as an aviator.  
The PC he flew with on the day of the 
accident was unaware of the possible 
flight control issues caused by the front-
seat pilot not wearing his lap belts or that 
other pilots had experienced flight control 
interference due to this aviator’s size.
 It would be easy to say this accident 
was a result of indiscipline on the part 
of the front-seat aviator.  He knew the 
standard to wear all portions of the seat 
restraint in flight but chose not to comply.  
Unfortunately, it’s not that simple.  This 
aviator wanted to continue flying AH-64s 
and also pursue his pastime of power 
lifting.  He never thought by not buckling 
his lap belt it would end up costing him 
his life.

LAP BELT BUCKLED

LAP BELT NOT BUCKLED

3 ½”

1 5/8”
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 It would also be easy to say the chain of 
command failed to take appropriate action.  
That’s not so simple either.  This aviator 
was new to the unit and was going to be an 
integral part of the team on its upcoming 
deployment to a combat theater.  The unit 
needed combat crewmembers; pulling 
him from the cockpit would have affected 
their ability to accomplish the mission.  
The immediate leaders used a graduated 
response of warnings and verbal counseling 
to ensure he wore his lap belts.  Had there 
been time to identify their initial efforts 
were ineffective, the board was certain they 
would have taken more serious actions.
 More appropriately, it would be better 
to classify this tragedy as a support failure.  
A Soldier who was outside the norm, in the 
99th-plus percentile for size, fell through 
the cracks and was allowed to continue in 
the system.  The AH-64 seat was designed 
for the 95th-percentile male with limits 
at approximately 220 pounds.  Add 
another 30 pounds for aviation life support 
equipment and you have the total seat 
design weight of 250 pounds, according to 
the manufacturer. 

 The U.S. Army Aeromedical School 
of Aviation Medicine, along with experts 
from the 110th Aviation Brigade at 
Fort Rucker, are evaluating the current 
anthropometric requirements for the AH-
64 and will develop appropriate screening 
criteria or thresholds to help prevent a 
similar circumstance in the future.  In the 
meantime, aviators in the field must be 
aware of how something as simple as 
not buckling a lap belt not only puts the 
individual at risk.  In this case, it caused 
an aircraft to crash and an aviator to lose 
his life.  Leaders should think twice when 
something doesn’t look right to determine 
if they’ve really done all they could.  Take 
a hard look to see what the worst possible 
outcome is of allowing a seemingly small 
deviation from a standard to continue. 

–Comments regarding this accident may be directed to 
USACRC Operations at DSN 558-3410 (334-255-3410) or 
e-mail operationssupport@crc.army.mil. 

ACCIDENT SITE

7May 2006



F
L

IG
H

T
fa

xF
L

IG
H

T
fa

x

 Because females are relatively recent additions 
to the pilot population, most existing Army 
Aviation clothing, individual equipment, and 
rotary-wing cockpits were designed based on male 
anthropometric data.  Increasing representation 
of women in the aviation population has 
introduced a greater variation in body types to  
be accommodated in clothing and cockpits.
 The cockpits of most aircraft are developed 
using measurements based on a normal 
distribution curve of the population sampled.  
On several aircraft, the seating is either not 
adjustable or has limited adjustability, therefore 
making the distribution curve even narrower.  As 
new anthropometric standards are developed for 
newer aircraft, modifications to existing standards 
should be developed.
 Anthropometry does not only apply to 
ergonomics or comfort when in a cockpit; it has 
a direct effect on the safety of today’s aviator. 
Within the past year, there was one Class A 
accident (see “Size Matters” on page 4 of this 
issue) in which a fatality is directly related to an 
excessive abdominal point which resulted in a  
loss of full aft cyclic.  

Anthropometric standards
 There are some concerns with the 
enforcement of anthropometric standards in 
today’s force.  These concerns are based upon 
ICD9 M700, revised September 2004:
 • Individuals with a short sitting height may 

Because of demographic changes 
in the population of Army pilots, 
changes in aviation life support 

equipment (ALSE), and changes in pilot 
requirements over the last several years, 
the distributions of anthropometric 
dimensions among pilots have changed.  
The last anthropometrics survey of 
Army Aviators was conducted in 
1988—18 years ago.

not be able to see over the instrument panel.  
 • Individuals with a short leg length may be unable 
to apply the full range to the foot pedals with sufficient 
force.  
 • Individuals with a short arm length may be unable 
to reach crucial instruments or circuit breakers.
 •  Individuals with too long a sitting height often sit 
in hunched positions or must tilt their head forward to 
avoid the cabin ceiling; this reduces their range of vision, 
increases fatigue during long missions, and puts them at 
greater risk of significant spinal injury during heavy G-
loading (e.g., ejection or crash).
 • Individuals with an excessive leg length, normally 
present in those with an excessive sitting height, may 
interfere with full range of motion of the foot pedals  
and increase discomfort.

Today’s standards
 • Total arm reach (TAR) less than 164 cm.  
Individuals are evaluated in the pilot’s station, as well 
as the copilot’s station, to determine if they can safely 
reach all switches and flight controls and operate controls 
through full motion.  Emphasis is placed on determining 
if the individual can reach those switches and circuit 
breakers which are necessary for safe flight.  This 
evaluation must be completed in all go-to-war, rotary-
wing aircraft (UH-60, CH-47, AH-64D, and OH-58D).
 • Total leg length (crotch height) of less than 75 
cm (as evaluated above).
 •  Sitting height in excess of 95 cm.  Individuals 
are evaluated in the pilot’s position of the OH-58A/C to 
determine if they can safely sit in the aircraft and reach 
the flight controls while in a normal sitting position.  

ABDOMINAL POINT, 
ANTERIOR: 

The most 
protruding point 
of the relaxed 
abdomen of a 
seated subject.

Anthropometry
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CW4 D. PERRY WILDS
U.S. ARMY AEROMEDICAL RESEARCH LABORATORY
AIRCREW PROTECTION DIVISION

Individuals are checked for helmet contact on the 
overhead greenhouse and to make sure their shins 
are not hitting the instrument panel with full pedal 
movement. 

Waivers
 Anthropometric waivers are available for aviators.  
Exception to policy for initial flight applicants 
may be considered if a full cockpit evaluation has 
been conducted by the Directorate of Evaluation 
and Standardization.  Class 2 waivers for failure 
of anthropometric standards for rated personnel 
are usually recommended, provided they have 
demonstrated full adaptation to the designated 
aircraft.  Cockpit evaluations are best performed in 
accordance with Fort Rucker-established guidelines.  A 
flight surgeon may do the initial evaluation with a unit 
pilot or standardization instructor pilot if the TAR is 
equal to or greater than 159 cm.  If the TAR is less 
than 159 cm, the only accepted in-cockpit evaluation 
will be completed at Fort Rucker.  All evaluations will 
be conducted with an ALSE vest and helmet. 
 Other miscellaneous waivers are also available in 
accordance with ICD9 2780 for overweight aviators.  
Occasionally, the flight surgeon will encounter an 
individual whose weight exceeds the design limits of 
the aircraft (i.e., exceeds seatbelt or shoulder harness 
designs or exceeds seat crash protection limits).  
Those aircrew members who exceed allowable body 
fat percent standard, excluding DAC/contract pilots, 
will be administratively suspended from flight duties.  
Those individuals who weigh over 250 pounds, or 
are otherwise determined to exceed safety limits of 
the aircraft, will be recommended for termination 
from flight duties.  Individuals who are overweight 
become a flight safety issue when body shape affects 
manipulation of aircraft controls, safe aircraft egress, 
or wear of safety (ALSE) equipment.

IHADSS concerns
 When the Integrated Helmet and Display Sight 
System (IHADSS) helmet was built to specifications, 
the Army test pilots found it to be too tight and 
unacceptable.  A quick survey (Sippo, Licina, 
and Noehl, 1988) of 500 Army attack helicopter 
aviators revealed head sizes exceeding existing design 

specifications.  This data, coupled with continuing 
fielding fit problems, led to a follow-on $1.6-million 
effort in the design and fielding of an extra-large 
IHADSS helmet size.  Subsequent helmet designs, 
such as the HGU-56/P, have taken into consideration 
and accommodated the small evolving female aviator 
population of the Army, as well as the large male 
population. 

Conclusions
 The Army should conduct a new anthropometric 
study using Army Aviators who are currently serving in 
the Regular Army, Reserve, and National Guard.  The 
data being used today is outdated; measurements are 
only taken of crotch height, TAR, and sitting height.  
Furthermore, this data is taken only upon entry into 
flight school.  
 Measurements should be taken annually during 
a flight physical to ensure aviators are fit to fly their 
assigned aircraft.  A weight and abdominal point 
standard also needs to be established.  Abdominal 
point, anterior measurement, is a critical factor in the 
OH-58 and the AH-64 because of the limited distance 
between the cyclic and the abdomen.  This distance 
is further limited by the Air Warrior vest and body 
armor.  Additionally, the fit and sizing of IHADSS 
helmets needs to be reviewed.
 One Army Aviator had an accident because 
he didn’t have full cyclic travel due to his body 
size.  To protect our combat power, a new standard 
must be established to ensure the proper design and 
manufacture of cockpits, ALSE, and crashworthy seats 
for the aircrew of tomorrow’s fighting force.  Doing  
so will help keep aviators safe and will allow them  
to “Own the Edge!” 

–The author may be contacted via e-mail at donald.perry.wilds@us.
army.mil.

Anthropometry
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THOMAS HAVIR AND JOSH KENNEDY
ARMY RESEARCH LABORATORY
HUMAN RESEARCH AND ENGINEERING DIRECTORATE

 Two basic types of keyboards have 
been examined for use in Army aircraft:  
the alphabetic- and QWERTY-style 
keyboards.  The alphabetic keyboard is 
arranged with the letters in alphabetic 
order, starting in the upper left corner.  
The alphabetic layout is currently being 
used by most digital Army helicopters.  
The QWERTY keyboard is the standard 
keyboard most of us use daily with our 
computers.  The name “QWERTY” is 
derived from the first six letters on the  
left hand side, top row of the keyboard.  
 The QWERTY keyboard was created 
by Christopher Sholes in the late 1800s 
and has been the most widely used 
keyboard since.  The legend behind the 
QWERTY keyboard was Sholes created 
this layout as an alternative to the 
alphabetic keyboard to slow down typists 
so their typewriters wouldn’t jam as 
often.  However, the truth is Sholes varied 
common combinations of letters on 
opposite sides of the keyboard in order 
to minimize jamming the typewriter.  
This design had an additional effect of 

creating an efficient typing method which 
allows users to alternate hands more 
often.  
 This legend has sparked a long 
debate over which keyboard is faster 
and more efficient.  Multiple studies 
conducted over the past 50 years 
comparing the two keyboard styles show 
the data entry time using a QWERTY 
keypad can be 40 to 80 percent faster 
than on an alphabetic keypad.  This large 
advantage of the QWERTY keyboard is 
attributed to the different techniques 
used to locate letters on the keypad.  
When using a QWERTY keypad, the user 
locates characters visually, normally 
starting from the top or middle of the 
keypad.  When locating characters on 
an alphabetic keypad, the user relies 
on both visual scanning and mentally 
determining where the letter is located in 
the alphabet.  This additional cognitive 
task is partly responsible for the 
increased data entry time associated  
with the alphabetic keypad.  
 Another contributing factor for the 

The Army is currently using and designing helicopters that have 
enhanced digital capabilities, allowing  the crew to access more 
battlefield information than ever before.  However, this huge 

leap in available information and enhanced situational awareness can 
mean a greater burden of responsibility and potentially higher mental 
workload for the aircrew.  In future aircraft, managing and sending 
digital messages is a new task which calls for a large amount of pilot 
attention and workload, requiring the pilot to remain focused   inside” 
the cockpit.  In several tests conducted in different Army aircraft, 
the Army Research Laboratory’s Human Research and Engineering 
Directorate has identified typing messages as a high-workload task in 
the digital cockpit that requires considerable visual attention.  

“

Keyboard Selection: A Hardware Solution to High  

Workload in the Digital Cockpit
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overwhelming advantage of the QWERTY 
keypad is the familiarity that most of us 
have with this layout.  In today’s world, 
most of us use a QWERTY keyboard on 
a daily basis when we use our personal 
computers.  The experience we have 
with this keyboard would be difficult to 
overcome with any other keyboard design.
 So why is the alphabetic keypad being 
used in most digital Army helicopters?  
There are several reasons the alphabetic 
keypad is considered the best choice 
for Army Aviation applications.  First, 
some believe the QWERTY is only more 
efficient for two-handed typing on full-
size keyboards.  However, results from a 
series of studies in which users typed on 
a Personal Digital Assistant (PDA) with 
a stylus showed improved performance 
and preference using the QWERTY layout.  
Participants typed about twice as fast 
with the QWERTY layout and significantly 
preferred it over alphabetic and all other 
layouts.  This supports the contention that 
the QWERTY keypad should be used as 
the default design even if users can only 
type with a single finger.  
 Another reason some people prefer 
the alphabetic-style keyboard for aviation 
applications is they feel it is easier to 
use on smaller keypads.  However, 
results from a study using reduced-
sized keyboards showed performance 
was 80 percent faster on a QWERTY 
layout compared to an alphabetic 
layout.  Participants also recorded an 
overwhelming preference for QWERTY, 
regardless of previous keyboard 
experience.  It is noteworthy that these 
findings are over 20 years old.  Given the 
wide proliferation of personal computers 
over the past 20 years, it is a safe 
assumption that user preference would 
currently be even stronger for a QWERTY 
layout.
 In many cases, alphabetic keypads 

are used in Army Aviation due to the 
geometric challenges Army aircraft place 
on designers—often limiting the use of a 
rectangular-shaped QWERTY keyboard.  
There are, however, commercial off-the-
shelf products available that successfully 
integrate the QWERTY design into a small, 
easy-to-use interface.
 The bottom line is empirical evidence 
clearly favors the QWERTY layout under 
a number of situations:  two-handed 
typing on normal and smaller keyboards, 
one-finger typing on a keyboard, and 
stylus typing on a PDA.  While the 
existing research strongly supports the 
use of QWERTY keyboards in a variety 
of situations, no current research exists 
that studies human performance using 
alphabetic and QWERTY keyboards in 
Army aircraft.  We believe the use of a 
QWERTY keyboard in Army helicopters 
would be a human factors enhancement 
that has the potential to significantly 
reduce pilot workload, potentially 
resulting in reduced pilot error and 
optimizing the time available to fly the 
aircraft rather than managing digital 
communication. 

–Both authors are Department of the Army Civil-
ians employed at Redstone Arsenal, AL, and can be 
contacted at thomas.havir@us.army.mil and josh-
kennedy@us.army.mil. 

Keyboard Selection: A Hardware Solution to High  

Workload in the Digital Cockpit
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 What is the Army 
Battle Command System 
(ABCS) and what does it 
do for the Army Aviator?  
What does ABCS mean 
to Army Aviation?  ABCS 
has changed from the 
stovepipe grouping 
of individual systems 
of yesterday to the 
integrated, migrating, 
and vital information-
sharing system of today.  
The Army needs timely 
and accurate information, 
and the digitized systems 
of today provide the 
springboard.  
 Some of the 
systems fielded today 
are the Theater Battle 
Management Core 
System, Maneuver Control 
System, Tactical Airspace 
Information System, 
Advanced Field Artillery 
Tactical Data System, All 
Source Analysis System, 
Air and Missile Defense 
Workstation, Command 

and Control for the PC 
(C2PC), FalconView, 
Aviation Mission Planning 
System, and Automated 
Deep Operations 
Coordination System.
 In today’s battle space, 
digitization is a reality 
and is mandatory for all 

warfighters operating 
within the combat zone 
at all levels of command.  
Computer literacy is 
needed to sift through 

enormous quantities of 
information in a timely 
manner.  Basic computer 
skills, as well as typing 
skills, are also required.
 More information 
and publications than 
ever before are online 
(Internets, Intranets, 
Extranets, Secure Internet 
Protocol Routers or 
SIPRNET, etc.), and 
digitized information will 
continue to grow in scope 
as we strive to create a 
paperless organization.  
Some of the systems use 
wireless technology while 
others are hardwired, 
greatly increasing 
the speed of current 
information networks.
 The near real-time 
interactivity of the 
individual warrior with 
the commander is a 
reality with the advent of 
glass cockpits, electronic 
kneeboards, and touch-
screen computers in 

In today ’s  Joint  atmosphere,  the use 

of  computers  is  not  just  a  requirement  

for  the young;  i t ’ s  a  necess i ty  that  must  

be taught  to  al l  personnel  who are 

operat ional  wi thin the Army.

IN TODAY’S 
BATTLE SPACE, 

DIGITIZATION IS 
A REALITY AND IS 
MANDATORY FOR 
ALL WARFIGHTERS 

OPERATING 
WITHIN THE 

COMBAT ZONE  
AT ALL LEVELS  
OF COMMAND. 

on the 21st Century Battlef ield

Digitization and Fightng 

LTC ANDREW T. L IEBEKNECHT 
ARKANSAS ARMY NATIONAL GUARD
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tactical operation centers 
(TOCs), military vehicles, 
and aircraft.  
 Situational awareness 
improvements have 
increased in the past few 
years.  As intelligence and 
significant activity reports 
are received and confirmed 
within the TOC, computers 
are the fastest and best way 
to distribute information 
and to ensure a relevant 
and accurate common 
operating picture (COP).  
Users providing digital 
overlays with reports have 
become a necessity for 
ease, standardization, and 
punctuality of operations.  
This process enables maps 
from the lowest levels of 
command to look just like 
the maps of the highest 
headquarters without the 
“stubby pencil” transference 
mistakes of yesteryear.  
 In aviation, the air 
tasking order (ATO) and 
air coordination order 
(ACO) are digitized to 
provide a manageable 
format for viewing prior 
to a flight.  The amount 
of data on the ATO/ACO 
has continually grown as 
the military operates in 
more joint environments, 
with the addition of Army 

Aviation, unmanned aircraft 
systems, and other airborne 
platforms.
 Across the military, the 
lengthy and oftentimes 
time-intensive Military 
Decision Making Process 
(MDMP) of old is rapidly 
being condensed.  The use 
of e-mail and collaborative 
Internet-based, chat-type 
programs have led to the 
need for a faster, more 
streamlined MDMP.  The 
need for near real-time 
operations is a must because 
the processors are not 
immediate.  
 Some personnel are 
concerned about security 
of networks.  Others fear 
with so much information 
available, information 
overload might become 
a problem or higher 
headquarters may be 
tempted to micromanage 
operations.  Situational 
awareness does not 
necessarily constitute 
micromanagement, and 
today’s leaders must 
ensure the correct level of 
leadership engages at the 
right level.  This means a 
higher command might 
recommend one course of 
action but stay hands-off 
in other situations, thus 

allowing the proper level 
of command to make “the 
command decision.”  This 
is a viable concern for 
commanders at all levels 
and needs addressing when 
dealing with digitization 
and the implementation 
of standing operating 
procedures and the updating 
of our ever-changing world 
of doctrine.
 Digitization is a 
good thing, and we must 
continue forward with the 
goal to rapidly process data 
to provide our warriors in 
the field the best edge in 
combat.  In the future, all 
briefings will likely come 
off of the current COP or 
CTP, which could spell 
the eventual demise of 
other presentation-type 
applications in the TOC.  
There are those who have 
not utilized or seen these 
systems in action, and they 
need to get into the 21st 
century fight.  

“The God of War hates 
those who hesitate.”   
 –Euripedes

–LTC Liebeknecht wrote this article 
while attending Aviation Safety 
Officer Course 05-004 at Fort Rucker, 
AL.  He may be contacted at andrew.
t.liebeknecht@us.army.mil. 

on the 21st Century Battlef ield

Digitization and Fightng 
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 To ensure warfighters 
have a contingency procedure 
to perform in the event of 
inclement weather during 
combat operations, the 
Directorate of Evaluation and 
Standardization (DES), in 
coordination with U.S. Army 
Aeronautical Services Agency 
(USAASA), wrote a task to 
standardize the development of 
a recovery procedure.  The task 
is now known as Task 2050 in 
the new aircrew training manual 
(ATM), Develop an Emergency 
GPS Recovery Procedure. 
 Soon after the new ATMs 
were in the hands of warfighters, 
it became apparent the 
development of the recovery 
procedure task was difficult to 

understand and overly complex. 
DES sensed this problem and 
quickly redesigned the task 
to provide commanders with 
an emergency GPS recovery 
procedure using a simplified 
technique.
 The revised task uses a 
simple concept of calculation 
which meets or exceeds TERPS 
requirements.  The calculation 
is the basic A + B = C, in that A 
= known obstacles, B = obstacle 
clearance criteria (TERPS), and 
C = the minimum altitude for 
the applicable segment.  The task 
is further enhanced by the use 
of simple diagrams to illustrate 
the TERPS obstacle clearance 
requirements.  The figure shown 
on the next page is one of five 

figures that will be incorporated 
into Change 1 of all the ATMs, 
due out in late summer 2006.
 The ATM task allows anyone 
designated by the commander to 
develop the approach.  The task 
was designed to be accomplished 
by an instrument examiner (IE), 
but remains simple enough for 
any pilot-in-command (PC) to 
complete. 
 The new Army Regulation 
(AR) 95-1, dated 3 February 
2006, addresses a unit’s need 
for an emergency recovery 
procedure as a contingency plan 
for IIMC.  Furthermore, this 
regulation requires the use of 
USAASA-approved instrument 
procedures that currently exist 
in theater when planning for 

Since the start of Army Aviation operations in support of the Global 
War on Terrorism, Army Aviators have operated in many countries 
without navigational aids, radar, or approved instrument procedures.  

This situation requires a recovery procedure in the event of inadvertent 
instrument meteorological conditions (IIMC).  In the absence of an approved 
instrument approach procedure in a combat theater, aviators developed their 
own procedures using a non-certified global positioning system (GPS).  As 
theaters of operation expanded, many approaches were developed by different 
units without applying a common standard such as the Federal Aviation 
Administration’s (FAA) terminal instrument approach procedures (TERPS). 

RECOVERY PROCEDURE: TASK 2050
 EMERGENCY GPS

THE NEW

Standardization CommunicationSTACOM Message 06-03
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this contingency.  A problem 
arises when units are operating 
in an area that does not have an 
approved instrument procedure 
or the approved procedure is too 
far away to facilitate its use as a 
contingency.  When this occurs, 
units will develop a procedure 
in accordance with (IAW) ATM 
Task 2050 and use it for training 
under visual meteorological 
conditions (VMC) or as an actual 
emergency procedure during 
unforeseen inclement weather.
 Additionally, this emergency 
recovery procedure is only 
authorized to be flown when 
the situation prevents the use 
of an instrument procedure 
with an approved navigational 
aid, such as the instrument 
landing system (ILS), very high 
frequency omni-directional range 
(VOR), tactical air navigation 

(TACAN), or non-directional 
beacon (NDB).  Flight into IMC, 
which violates FAA, host country, 
or International Civil Aviation 
Organization regulations, will 
be considered deviations as a 
result of an emergency per AR 
95-1, paragraph 1–6, and will be 
reported per paragraph 2–13.
 Since all modernized 
helicopter ATMs have Task 
1180, Perform Emergency GPS 
Recovery Procedure, a base task, 
units are required to fly a GPS 
recovery procedure.  To meet 
the requirement of Task 1180, 
units will be required to develop 
an emergency GPS recovery 
procedure (Task 2050) and limit 
its use to VMC.  The use of the 
recovery procedure for IIMC 
will be limited since aviators are 
required to fly an instrument 
procedure with an approved 

navigational aid such as ILS, 
VOR, TACAN, or NDB.
 When units develop the 
emergency GPS recovery 
procedure, the first O-6 in the 
chain of command with mission-
risk approval authority must 
approve the procedure.  IAW 
AR 95-1, this authority will not 
be further delegated.  The risk 
associated with the recovery 
procedure will be mitigated 
through the mission approval 
and risk mitigation processes and 
will be further defined in unit 
standing operating procedures.  
The use of the simplified task will 
assist in mitigating the risk of 
obstacle clearance since the new 
task meets or exceeds the TERPS 
criteria.
 The focus of DES remains 
on the warfighter.  Furthermore, 
we seek to ensure our Soldiers 
have the required tools to safely 
complete our wartime mission 
while minimizing risk associated 
with the many complexities in 
the highly technical field of Army 
Aviation.  As always, we look 
forward to any recommendation 
that will enhance our warfighting 
capabilities.  Any questions or 
recommendations regarding 
this article or Task 2050 may be 
directed to CW4 James K. Scala, 
DES-Cargo, at (334) 255-1564 
or james.scala@rucker.army.mil.   
                          

SCOTT B. THOMPSON
COL, AV
Director of  Evaluat ion and 
Standardizat ion 

Standardization CommunicationSTACOM Message 06-03
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LTC NICK PIANTANIDA, M.D.
HHC, 3-10TH GENERAL SUPPORT AVIATION BATTALION
TASK FORCE CENTAUR FS, OEF-07
APO AE 09354

Many of you have 
played the game 
of Monopoly®.  

It’s certainly a friendly 
game, riddled with 
entrepreneur spirit.  
Picture the later stages 
of this game when the 
real estate is all claimed 
and green houses have 
turned into red hotels.  
You have successfully 
secured a stack of $500 
bills on the table.  Stress 
mounts with each dice 
roll as players embrace 
bankruptcy.  The only 
safe places on the 
game board are Jail, 
Free Parking, or Go.  
The burned-out look 
stretches across the last 
bankrupt-withdrawn 
face.  You have outlasted 
them all!

 You now sit alone at the game table.  The crushing reality of 
survival or victory falters as you consider the next steps of moving 
on.  Five hundred dollar bills dangle from your belt loops and 
your red hotels dominate the game board.  Many of life’s hard-
earned achievements or well-fought struggles are finite in their 
rewards.  In the same sense, many of life’s mild and extreme 
stressors that shape our human existence are, at best, transient.  
The analogy of a game approaching stress to the degree of 
combat stress is cavalier and insensitive, but it does open the 
discussion that stress has common threads.  The purpose of this 
aeromedical article is to define levels of stress and put them in 
context with combat stress.
 Not all stress is bad.  As leaders, you are challenged to 
establish a command environment where stress is performance 
enhancing, not debilitating.  Performance and stress are related 
in the form of an inverted U-shaped curve.  Optimal performance 
is achieved at the top of the inverted U.  In low-stress situations, 
individual senses are deprived and boredom sets in place.  In 
high-stress situations, adaptation measures become overwhelmed 
and anxiety sets in place.  Individually, stress curves are formed 
based upon education (knowledge) and experience.  As leaders, 
you must recognize your Soldiers’ stress levels to assist in 
performance optimization.
 Stress on an acute level is characterized as intense, brief 
episodes of work where factors of fear of failure or fear of 
physical harm are paramount.  The burnout with acute stress 
is demonstrated by loss of accuracy with detailed tasks, high 
distractibility, and unprofessional flying.  An aircrew preparing 
a second or third iteration of a mission change that includes a 
less-frequented forward operating base as a last stop on a 4-hour 
night vision goggle flight is an excellent example of acute stress.  
 Although not as intense as acute stress, chronic stress may 
last for months to years.  The burnout with chronic stress is 
demonstrated by trouble with superiors or peers, insomnia, 
depression, and excessive destructive behavior (i.e., alcohol or 
tobacco).  Also known as operational stress, chronic stress best 
characterizes our level of stress here in Afghanistan.  

The   Aeromed i ca l  Corner ”  i s  a  new add i t i on  to  F l igh t fax .   

I t ’ s  des igned  to  p rov ide  you  w i th  p ro fes s iona l  upda tes  f rom 

the  med i ca l  communi t y.   Fu tu re  top i c s  in c lude   Surv i va l  

Med i c ine  fo r  the  A i r c rew,”   N igh t  V i s ion  Techn iques , ”   Vec to r  

DZ  (ma lar ia ,  l e i sh ,  e t c . ) , ”  and   Hav ing  Troub le  Remember ing  

those  Emergency  P rocedures , ”  among  many  o ther s .

OPERATIONAL STRESS: 
 COLLECT A MIND FULL AS YOU PASS GO!

“

“

“ “

“

Aeromedical Corner
Important information from 
the medical community.
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 Combat stress exceeds all stress levels and 
does not end when the stress is removed.  Elements 
of combat stress are unique because the sensory 
inputs from all sources (sight, sound, hearing, etc.) 
are so immediate and extreme that the brain is 
overwhelmed in its function.  As the event is re-lived, 
the images are more permanent in the Soldier’s 
mind, and a syndrome of post-traumatic stress 
disorder might follow.  
 The DOD textbook War and Emergency Surgery, 
2004 edition, outlines where resources and tactical 
situations allow the application of the Battle Space 
Integration Concept Emulation Program mnemonic 
is effective in mitigating combat stress.  (1) Brief:  
interventions last 3 days or less with food, rest, 
and reconditioning.  (2) Immediate:  do not delay 
treatment.    
 (3) Central:  rally mutual support from within the 
unit.  
(4) Expectant:  
reaffirm return to 
duty will follow 
after brief rest.  
(5) Proximal:  do 
not evacuate or 

remove the Soldier from the unit area.  (6) Simple:  
address the stress response openly with NO analytical 
or psychotherapy session.

Guidelines to follow when modulating stress
 • Good general physical fitness with an 
adequate, moderate diet
 • Limit self-imposed stress with late-night 
computer use, caffeine, or tobacco abuse
 • Obtain a minimum of 6 hours of daily 
continuous sleep
 • Modify work conditions to maximize productivity
 • Honor the Afghan Aviation Procedure Guide in 
all measures, to include special attention to total duty 
and flying time
 • Develop high levels of confidence and 
proficiency through realistic training
 • Exercise all elements of your faith
 • Stay connected with family and loved ones
 Remember, stress impacts performance and builds 
with each dice roll.  While here in Afghanistan, we    
 pass Go” every day!  Take steps to modulate stress.  
Regarding all stress levels, seek the assistance of unit 
leadership, the chaplain, or the flight surgeon. 
 
 Editor’s note:  For more information on combat and 
operational stress control, check out “A Soldier’s Guide to 
Deployment-related Stress Problems” on U.S. Army Center for 
Health Promotion and Preventive Medicine’s (USACHPPM) Web 
site:  http://chppm-www.apgea.army.mil/dhpw/Population/
combat.aspx.

–The author may be contacted via e-mail at nicholas.
a.piantanida@us.army.mil.  He is currently serving as the flight 
surgeon with Task Force Centaur, OEF-07.

OPERATIONAL STRESS:
COLLECT A MIND FULL AS YOU PASS GO!

 CW3 Bill Castle, 
aviator, reporting to 
the TOC after 6 hours 
of “ring route” flight.

 CW3 Robert Tyler 
flies with “stress buddy.”
 Chaplain (CPT) Brett 
Perkuchin discusses stress 
reduction with SPC Jesse 
L. Bonner.

“
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CW2 MICHAEL PRACHT
FORT DRUM, NY

 One of the first tasks required 
before any flight is to conduct a 
preflight inspection of the aircraft.  
Preflight inspection should be an easy 
task, right?  We do it every day for 
weeks on end during flight school, 
and I studied the books diligently so 
I knew each system inside and out.  
 We arrived at the aircraft with 
our crew chiefs to prepare the aircraft 
for the day’s mission.  We made a 
plan of action on how we were going 
to do the preflight.  I would go up 
top and preflight the flight controls, 
rotor head, engines, and auxiliary 
power unit.  The IP would stay down 
below and preflight the cockpit, 
cabin, fuselage, and tail rotor.  
 Before starting the preflight, 
the IP gathered the crew together 
to explain a few things unique 
to the cold environment we were 
in.  He explained moisture in the 
early morning air collects on the 
fuselage and freezes due to the cold 

temperatures.  Surfaces become 
frosty, icy, and very slick.  He 
emphasized that walking around 
and climbing on the aircraft was 
hazardous due to the ice.  I replied, 
“Roger!  I got it!  That could 
definitely be a career ender if I fell 
from the top.”
 I proceeded around to the side of 
the aircraft and up I went.  I followed 
the checklist (as should any eager, 
young pilot in RL training) and came 
to the part of checking the hydraulic 
flight deck.  The top of the aircraft 
was a little frosty but otherwise not 
slippery.  It was, however, quite cold 
outside.  I was wearing a Gortex 
jacket, thermal underwear under the 
flight suit, and nice, thick leather 
work gloves to protect my hands 
from the cold metal.  I was perched 
on the edge of the top surface in a 
kneeling position so I could reach the 
latches that lock the hydraulic deck 
access cover to the airframe. 

  External fixator 
approximately 
one month post-
surgery.

It  was  a  co ld ,  

b lus te ry  November  

morn ing  on  the  f l i gh t  

l i ne .  I  was  on l y  a  

f ew  weeks  ou t  o f  

f l i gh t  s choo l  and  

eager  to  impress  

my  command  and  

ins t ru c to r  p i l o t s  ( IP s )  

i n  the  UH-60  A i r  

Assau l t  Company.   So  

fa r,  I  had  two  f l i gh t s  

under  my  be l t  w i th  

good  remarks  f rom 

two  d i f f e ren t  IP s .   

We  had  ju s t  s ta r ted  

a  f i e ld  exer c i se ,  and  

I  f ound  myse l f  on  the  

ba t t l e  ros te r  w i th  our  

top  IP  to  con t inue  

read iness  l eve l  (RL )  

p rogress ion .   

I  cou ld  no t  have  

found  a  be t te r  

chance  to  impress .

Three Points of Contact
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 After unlocking the first latch, 
I leaned over to unlock the second 
latch.  Maintaining a good hold of the 
airframe with my right hand, I leaned 
back to grasp the wire strike support 
to slide the cover open.  I closed my 
hand around the support, or so I 
thought.  With the thick gloves and 
hurrying to impress, I failed to realize 
I did NOT have a hold of the support.  
Consequently, I let go of the airframe 
with my right hand and proceeded to 
fall backward off the aircraft.  
 I flailed my arms in cartoonish 
fashion to no avail, trying to grab a 
hold of something.  The funny thing 
is, when you realize you are in a bad 
situation, time really does slow down.  
As I twisted around to see where I 
was going to fall, two thoughts came 
to my head.  The first was a story I 
heard some time before about a CH-
47 crewmember falling from the top 
of an aircraft, bouncing off the fuel 
nacelle, then landing on his feet.  The 
second thought was I would not be 
as lucky; this was going to hurt!  I 
suffered a bruised rib and a severely 
broken right wrist, requiring an 

external fixator and surgery to repair.  
Thankfully, after many months 
of healing and therapy, I regained 
enough use of my wrist to continue 
my aviation career.  
 What did I learn from this 
experience?  First, you should always 
maintain three points of contact when 
working in high places.  In short, 
one hand for you, one hand for the 
helicopter.  Second, you should slow 
down and think about what you are 
doing.  There is no need to be in a 
rush, unnecessarily compromising 
safety.  Finally, nothing could make 
your command more unimpressed 
than failing horribly to conduct one 
of the simplest of tasks.   

Editor’s note:  This Soldier is fortunate; he’s 
able to tell the tale.  Another Soldier wasn’t 
so lucky when he fell off his CH-47D.  Read 
the PLR on page 22 of this issue.  For more 
information on fall protection programs, check 
out the “Leader’s Guide to Fall Protection” 
on the CRC Web site:  https://crc.army.mil/
guidance/best_practices/LEADERGUIDE-
FP04.pdf

–CW2 Pracht is a member of A Company, 3-10 
Aviation Regiment, Fort Drum, NY.  He may be 
contacted at michael.pracht@us.army.mil.

??KNOW?
DID 

YOU

the decline.  However, the 
number of fall-related injuries 
and fatalities is increasing, 
accounting for more than 13 
percent of the total number 
of fatal work injuries.  In the 
United States, approximately 
3 fall-related fatalities occur 
each working day. 
 From an Army perspective, 
injuries to Soldiers and 
civilians sustained from falls 
can significantly impact 
resources and hinder mission 
capability.  Protecting the 
workforce is a responsibility 
shared by everyone, at all 
levels of the organization.  

However, it is you—the 
leader—who makes a unique 
contribution to job safety in 
that you are aware of the 
skills, physical condition, 
capabilities, and limitations 
of your people.  You know the 
job and have the authority to 
inspect, correct, and direct.  
No one is in a better position 
to prevent accidental falls in 
the workplace than you. 

 Falls are the leading cause 
of work-related injuries and 
fatalities in construction accidents 
nationwide, and are ranked 
as second in general industry.  
According to the Bureau of Labor 
Statistics (BLS), most work-related 
injuries and fatalities are on 

Three Points of Contact
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News and Notes

ABOVE THE RIM

Keeping with the sports theme, we 
now move to basketball.  We all 

like a game of one-on-one.  Most 
of us, however, would probably 
wait until we lace up our high tops 
before hitting the court.  But for one 
UH-60L pilot, the phrase  crash 
the boards” took on a whole new 
meaning.
 While ground taxiing, the 
pilot’s poor court vision resulted 
in a failure to maintain adequate 
clearance with a basketball goal 
located to the right of his aircraft 
while clearing a parked UH-60 on 
the left.  As a result, the aircraft’s 
rotor blades struck the basketball 
goal’s backboard and supporting 
hardware, causing extensive 
damage to the blades.  Luckily, the 
blades missed the tip path plane of 
the parked UH-60.
 Investigators determined the 
pilot’s actions were actually a 
result of overconfidence, not an 
uncontrollable urge to get  above 
the rim.”  The day before the 
mishap, the crew had covered the 

same ground taxi route without 
incident.  However, at that time, the 
parked UH-60’s main rotor blades 
were at a different angle, creating 
a wider gap between it and the 
basketball goal.
 According to investigators,  
the instructor pilot’s (IP) and the 
right-side CE’s crew coordination 
techniques were lacking.  The IP, 
who was focusing on what was 
going on inside the helicopter, failed 
to coordinate sequence and timing.  
 Adding to the IP’s 
inattentiveness, investigators say the 
CE failed to clearly communicate 
and provide aircraft control and 
obstacle advisories.  As the aircraft 
closed in on the basketball goal, the 
CE’s comment to the pilot was,  It’s 
going to be close.”  Consequently, 
the pilot on the controls didn’t 
acknowledge the basketball goal as 
a hazard and taxied right into it.

Contact the author at (334) 255-2287, DSN 
558-2287, or by e-mail at christopher.
frazier@crc.army.mil.   For more informa-
tion on how to submit a story to Litefax, 
send an e-mail to flightfax@crc.army.mil.

PASS INTERFERENCE

It’s almost an absolute certainty 
an aircraft will suffer some type of 

foreign object damage in its lifetime.  
From misplaced rags being ingested 
into the engine to kamikaze bird 
strikes through the chin bubble, 
there are a myriad of things that can 
spell disaster for an aircraft and its 
crew.  But a water bottle?
 While at flight idle, the pilot 
of an MH-6J Little Bird attempted 
his best Tom Brady impersonation 
and hurled a water bottle to the 
crew chief (CE).  Unfortunately, this 
wannabe QB threw more like Marcia 
Brady, and the bottle was batted 
down by one of the aircraft’s main 
rotor blades before reaching the CE. 
 As the Army’s only light assault 
helicopter, the MH-6J is designed 
to be a tough … well, little bird, but 
it isn’t impervious to short-sighted 
pilot action.  The aircraft was shut 
down and the blades inspected.  
Maintenance determined the rotor 
blade in question was indeed 
unserviceable and replaced it.  After 
some time on the injured reserve 
list, the aircraft was returned to 
service.

May 2006

LITEFAX•NEWS AND NOTES

Keeping crewmembers informed…
SURVIVAL RADIOS

Per Communications Electronics Command, 
the Army has NOT authorized the use of the 

PRC-112B or PRC-112G radios.  Any unit that 
has bought these two radios with unit funds are 
on their own for all support.  The only radios 
authorized by the Army are the PRC-112, PRC-
112C, and PRC-112D.

–Derrick Davis may be contacted via e-mail at derrick.
davis@peoavn.redstone.army.mil.

CORRECTION

In the February 2006 Flightfax article “Our Aviation 
Brigade is Deploying OCONUS, What Boots Can 

We Wear?” we incorrectly listed the Bates Desert 
Model #EO1129 tan boot as being authorized for 
aviators to wear.  Unfortunately, this boot has not 
been approved for any Soldier to wear.  We’re sorry 
for any inconvenience this has caused.

“

“

“

Litefax What Were  
They Thinking?

CHRIS FRAZIER
STAFF WRITER/EDITOR
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ACCIDENT BRIEFS

Class A
AH-64
D Model
• While the aircraft was at a hover 
next to a hangar, metal siding 
separated from the exterior of the 
hangar and was ingested into the main 
rotor system.  The aircraft landed 
hard, fully collapsing the right strut 
and causing damage to the tailboom, 
rotor system, and fuselage. 

UH-60
L Model
• Aircraft experienced a high-dust 
condition during landing, contacted 
the ground, and overturned on its 
right side. Aircraft sustained damage 
to the main and tail rotor systems, 
main landing gear, and undercarriage. 

Keeping crewmembers informed…

AH-64
D Model
• Class B:  The crew was con-
ducting a single-engine roll-on 
landing during ATM training 
when the aircraft contacted the 
airfield approach lights, result-
ing in a hard landing.  Damage 
was reported to the tail wheel 
and tailboom.  
• Class C:  Aircraft experienced 
a No. 1 engine overspeed and 
an associated main rotor under-
speed condition.  
• Class C:  Aircraft experienced 
an overtorque (131 percent for 
1 second) during a simulated 
single-engine failure.  
• Class E:  During power lever 
reduction, the No. 2 engine 
fire light illuminated.  The crew 
performed an emergency engine 
shutdown and a single-engine 
approach and landed without 
further incident. (Late Report)  
• Class E:  During runup and 
taxi, the pilot experienced a 
vibration in the pedals.  Mainte-
nance replaced the input flange, 
and the aircraft was released for 
flight. (Late Report)

CH-47
D Model
• Class C:  Aircraft landed hard 
during a training flight for dust 
landings.  The rear left landing 
gear was damaged.  

• Class E:  Flight crew noticed 
the No. 2 hydraulic fluid level 
was low and initiated landing for 
further investigation. On short 
final to landing, the No. 2 flight 
hydraulics caution illuminated, 
and the crew noticed fluid drip-
ping from the aft pylon region.  
The aircraft landed safely with 
no damage.  The hydraulic fluid 
line was replaced and the air-
craft returned to service. (Late 
Report)
• Class E:  After landing, 
the crew determined the No. 
1 flight hydraulic pump had 
failed.  Maintenance replaced 
the hydraulic pump, and the 
aircraft was returned to service.  
The exact cause of the failure is 
unknown, but it is suspected the 
filter housing was overtorqued 
during last installation. (Late 
Report) 
• Class E:  Approximately 5 
hours into the mission, while 
picking up an external load, the 
right-seat pilot experienced lat-
eral control binding.  The pilot 
transferred the controls to the 
pilot in command (PC) in the left 
seat, who felt control binding in 
the lateral axis.  The PC placed 
the sling load back on the 
ground and landed the aircraft.  
(Late Report) 

MH-60
K Model
• Class B:  A Soldier fell 20 to 
40 feet to the ground after exit-
ing the aircraft before it touched 
down.  
L Model
• Class B:  Aircraft contacted 
a light pole on the airfield 
while ground taxiing.  Damage 
was reported to the main rotor 
blades and one tail rotor blade.  
In addition to the light pole, a 
parked civilian aircraft suffered 
damage from flying debris.  The 
Soldier ground guiding the taxi-
ing aircraft also sustained minor 
scrapes from flying debris.  

OH-58
C Model
• Class B:  Aircraft experienced 
an engine overspeed following 
takeoff and landed without fur-
ther incident.  
D(I) Model
• Class C:  Aircraft experienced 
an NP spike (124 percent for 2 
seconds) during a full authority 
digital engine control (FADEC) 
maintenance check from a 
hover with throttle at 100 per-
cent.  
D(R) Model
• Class B:  Aircraft sustained 
damage during live-fire train-
ing.  Multipurpose submunition 

In format ion based on prel iminary  reports  o f  a i rcraf t  acc idents
AccidentBriefsLitefax

May 2006 21



F
L

IG
H

T
fa

xF
L

IG
H

T
fa

x
ACCIDENT BRIEFS

fragments damaged one main 
rotor blade and the upper 
mast-mounted sight shroud 
during a running fire engage-
ment.  
• Class C:  Aircraft experi-
enced NP spike (123 percent 
for 5 seconds) during a FADEC 
system check.  

UH-1
V Model
• Class B:  A loud bang 
was reported, followed by 
an engine failure. The crew 
executed an autorotation.  
Postflight inspection revealed 
hard-landing damage to the 
aircraft.  

UH-60
A Model
• Class C:  The auxiliary 
power unit cover separated 
from the aircraft during flight, 
causing damage to the tail 
rotor system.  
• Class E:  Upon departure, 
the fire light on the master 
caution/warning panel illumi-
nated, along with the No. 2 
fire handle.  The instructor pilot 

took the controls and landed 
the aircraft.  The crew per-
formed the emergency proce-
dure for a fire on the ground.  
The aircraft was shut down 
with no visible damage. (Late 
Report) 
• Class E:  Prior to a night 
vision goggle training flight, 
the landing light was checked 
for operation.  The landing 
light came on but would not 
turn off from either crew sta-
tion.  Maintenance was called 
to investigate.  Approximately 
5 minutes after operation of 
the landing light, it exploded, 
shattering the lens and throw-
ing glass shards out in front of 
the aircraft.  No injuries were 
sustained and the mission was 
terminated. (Late Report)
L Model
• Class B:  Postflight inspec-
tion revealed damage from a 
suspected hard landing.  
• Class D:  During flight, a 
bird struck the center wind-
screen. The windscreen 
was severely damaged but 
remained intact. The aircraft 
was flown back to base without 
further incident, repaired, and 
returned to duty. (Late Report) 
• Class E:  During preflight 
inspection, the aircrew discov-
ered the fuel bypass button of 

PRELIMINARY LOSS REPORT 06092
FALL FROM CH-47D INJURES 1 SOLDIER—ACCIDENT

Editor’s note:  Complete 
texts of all PLRs are 
available on the CRC 
Web site at https://crc.
army.mil/.  You must 
have an AKO username 
and password to access 
the PLR site.

 Since FY02, there have 
been 14 Class A through 
C Army Accidents where 
a Soldier fell from an 
aircraft while performing 
maintenance.

 Don’t let this happen 
in your formation.  
Since details on this 
accident are limited at 
this time, the following 
tactics, techniques, and 
procedures target aviation 
maintenance slips, trips, 
and falls from aircraft in 
general:

√ Reinforce with your 
maintenance personnel the 
importance of waiting until 
blades and rotors have 
stopped turning and are 
tied down before mounting 
aircraft.  

√ Annex E, Safety, of FM 
3-04.500 (1-500), Army 
Aviation Maintenance 
provides units with specific 
steps to take to ensure that 
maintenance operations 
are conducted safely. 

√ Always maintain three 
secure points of contact 
when working on elevated 
surfaces or performing 
maintenance on an aircraft.

? Since FY02, there have ? Since FY02, there have 
been 14 Class A through ?been 14 Class A through 

KNOW?
DID 

YOU

A Soldier suffered a permanent partial disability 
when he fell from an aircraft while performing 
maintenance in Southwest Asia.  The 37-year-

old sergeant had climbed on top of a CH-47D to 
take a hydraulic oil sample while the aircraft’s 

rotor blades were slowly turning.  
A rotor blade struck the Soldier in the 

head, knocking him off the aircraft.  He was 
evacuated to a hospital, where he was diagnosed 

with paralysis below the waist.  The Soldier, 
who was wearing his flight helmet at the time of 

the accident, is currently on life support.

22 May 2006
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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, contact the CRC 
Help Desk at DSN 558-1390 (334-255-1390) 
or by e-mail at helpdesk@crc.army.mil.

ARMYARMYARMYAIRCRAFT LOSSES
FY02 TO PRESENT*

HOSTILE/NON-HOSTILE COST

$1.03B
$185.2M
$567.6M
$181.2M
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OH-58D. . . . . . . .

                To ta l    
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the No. 1 engine had popped. 
(Late Report)

C-12
D Model
• Class E:  The maintenance 
test pilot (MTP) was conducting 
a maintenance test flight for flap 
re-installation.  When the land-
ing gear was retracted, there was 
still a red light in the landing gear 
handle, indicating an incomplete 
retraction of the gear.  The MTP 
returned to the airfield, where 
maintenance personnel adjusted 
the gear up switch.  The aircraft 
was returned to service.  
• Class E:  During climb out 
from the airfield, the No. 1 
engine forward cowling came 
loose.  The cowling caused a 
jam in the reverse portion of the 
power levers, which broke the 
cannon plug to the torque trans-
ducer. (Late Report)
• Class E:  During cruise flight 
at 16,000 feet MSL, with an out-
side air temperature of –4 °C and 
the windshield heat in the normal 
position, the outer pane of the 
copilot’s windshield cracked.  The 
crew completed the emergency 
checklist and notified air traffic 
control.  Landing was completed 
without further incident. (Late 
Report)

C-31
A Model
• Class E:  During engine runup 
checks, the No. 2 low torque 
pressure switch failed.  The air-

craft did not pass the auto feather 
check.  The crew taxied back to 
parking and maintenance person-
nel were called.  Maintenance 
replaced the No. 2 low torque 
pressure switch, and the crew 
continued the mission. (Late 
Report) 
• Class E:  During straight and 
level flight, the No. 2 engine 
gearbox low oil pressure light illu-
minated.  The crew secured the 
No. 2 engine and landed single-
engine at the airfield. Inspection 
of the No. 2 engine air compres-
sor revealed a broken oil line fit-
ting/connection, which resulted in 
an oil leak and low oil pressure. 
(Late Report)  

EO-5
C Model
• Class D:  During a daily 
inspection, maintenance noticed 
damage to the leading edge of 
the right flap between the No. 3 
and 4 engines.  There were feath-
ers and blood, indicating a bird 
strike.  Maintenance replaced the 
flap. (Late Report) 
• Class E:  The No. 3 fuel tank 
quantity dropped to 500 pounds 
approximately 1 hour into the 
flight, accompanied by a fuel 
low light.  After several attempts 
to transfer fuel into the No. 3 
tank, the tank quantity continued 
to decrease or stay near 500 
pounds, so the aircrew returned 
to base.  Maintenance of the No. 
3 fuel system revealed a broken 
wire associated with the fuel 
transfer system. (Late Report)

RQ-11
• Class C:  Aerial vehicle (AV) crashed 
after the AV operator lost the GPS video 
feed during flight due to a power loss.  

• Class C:  AV operator lost the computer 
link with the aircraft while in flight.  
The aircraft subsequently crashed at an 
unidentified location.  

RQ-7B
• Class B:  Aircraft reached 3,000 feet 
AGL and experienced a generator failure 
on the warning panel.  The AV operator 
regained full control of the aircraft and 
initiated emergency procedures.  While 
proceeding to the tactical automated 
landing system (TALS) recovery site, the 
aircraft battery bus voltage fell below 
allowable system limits.  The flight 
termination system was not deployed.  
The aircraft was in TALS at approximately 
700 feet AGL.  The aircraft was a total 
loss.  

• Class B:  The AV experienced ignition 
failure during flight, immediately 
followed by an engine failure.  The 
recovery chute was deployed and the 
aircraft impacted the ground.  

• Class B:  The AV experienced a sudden 
fluctuation in RPM, followed by ignition 
failure.  The recovery chute failed to 
deploy during engine failure procedures 
and the AV crashed.  

• Class C:  The AV experienced an 
uncommanded deployment of the 
recovery chute, stalled during the launch 
sequence, and impacted the ground. 

UNMANNED AIRCRAFT 

SYS T EM
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Our Soldiers continue to do a great job 
for our Nation in over 120 countries.  
In training or in combat, exposure and 

tempo are high, the terrain is complex, and 
the missions are certainly challenging.  Our 
Soldiers are combatants and “on the edge.”  
Composite Risk Management (CRM) teaches 
Soldiers to manage risk and “Own the Edge” 
by applying the proper control measures.
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DASAF’S CORNER

 I recently gave a brief to a diverse 
group of folks and focused on the need 
for leaders to train Soldiers to Own 
the Edge through CRM.  After the 
brief, a retired general officer scribbled 
a simple note on a piece of paper and 
handed it to me.  In the message, he 
asked how Soldiers could Own the Edge 
if they didn’t know where the edge 
was?  It was a profound question. 
 Leaders at every level, from 
squad leader to general officer, are 
responsible for knowing their Soldiers 
and identifying where they are most 
at risk … then teaching, coaching, 
and mentoring them to emplace 
control measures.  Because of maturity, 
experience, and training, the edge is 
different for each Soldier.  Whether 
it is during a complex air assault in 
combat or a weekend on the lake, 
leaders must know where their Soldiers 
are at risk, reach into their kit-bag, 
pull out the tool that fits that Soldier, 
and apply it to the specific situation.  
Leaders have to show Soldiers where 
the edge is … and then teach them 
to own it!
 The Army is counting on each of 
us to preserve the human capital of 
our formation, and you are doing great 
work!  For the first time in 3 years, 
our Army’s loss rates are beginning 

to turn downward.  We are currently 
12 percent below last year’s accident 
rates for this time of year with almost 
27 percent fewer accidental fatalities.  
This is an encouraging trend and we 
must keep pressing forward. 
 For ideas and tools, visit the CRC’s 
Web site at https://crc.army.mil and 
select the Commander’s Corner.
 Whether in combat, training, or 
just blowing off steam, leaders need 
to be involved in identifying risks for 
each Soldier.  With leader involvement, 
Soldiers can know where the edge 
is and, by applying CRM, they can 
OWN it! 

     BG Joe Smith

June 2006 3
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Investigator’s Forum
COVER STORY & INVESTIGATORS’ FORUM

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

JUDGMENT  
AND STANDARDS

It was a cool December night in  
a combat zone.  The weather 
was good with no ceiling, 

visibility 6 miles with haze, a  
7 knot wind, and a temperature 
of 8 ºC.  There was no moon 
illumination.  The battalion had 
just completed its relief in place 
(RIP) training and was executing its 
first mission day in country without 
supervision from the retrograding 
unit.  Senior battalion-level leaders 
were augmenting a line company 
and were to fly as part of a two-ship 
team, providing attack coverage 
in the division’s area of operations 
from 2000 to 2400 local time.  The 
task was to perform multi-aircraft 
operations while conducting a 
counter-mortar, man-portable 
air defense, rocket interdiction 
(CM2RI) mission in sector to 
detect enemy activity with emphasis 
on specific rocket boxes of known 
previous enemy points of origin  
for mortar and rocket fires on 
coalition forces.

ACCIDENT INVESTIGATION DIVISION
U.S. ARMY COMBAT READINESS CENTER

 MIDAIRFAILURES LEAD TO

POOR

COLLISION

 The two AH-64Ds departed on a route using 
a modified combat spread formation with a 
briefed 500- to 700-meter aircraft separation.  
The combat spread formation allows the team 
to put maximum firepower forward and was 
chosen over a trail or staggered formation due 
to previous shoot-down attempts where the 
trail aircraft was shot at after the lead aircraft 
had flown over and alerted enemy forces.  The 
lead aircraft pilot in command (PC) was a 
standardization pilot (SP) and master gunner, 
and a line company pilot occupied the front 
seat.  The wing aircraft PC was also an SP, and 
his senior commander, who was also the air 
mission commander (AMC), was in the front 
seat.  Both front-seat pilots were using night 
vision goggles (NVGs) while the backseat pilots 
were using the aircraft’s night vision system 
(NVS).
 As the aircraft flew north along the route of 
flight, the wing aircraft ended up in front of the 
lead aircraft.  The lead aircraft turned right, 

June 20064
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Investigator’s Forum
behind the wing aircraft, and proceeded east.  
The wing aircrew noted they had lost the 
lead aircraft and initiated their lost contact 
procedures.  They linked up with the lead 
aircraft and continued the mission.  
 Approximately 35 minutes later, the AMC 
on the controls of the wing aircraft again lost 
visual contact with lead as lead announced a 
left turn along a road and his intent to pick 
up the southern end of the sector and head 
west.  The SP in the wing aircraft took the 
controls to initiate lost contact procedures.  
The AMC saw the lead aircraft and then took 
the controls and began to move back into 
position off of the lead aircraft’s right wing.  
 The PC of the lead aircraft announced 
a right turn and asked if the wing aircraft 
was still with him.  The AMC of the wing 
aircraft stated, “Roger, I’m with you.”  The 
AMC then called the lead aircraft and stated, 
“I’m at your three right now.”  The PC of 
lead called tally and announced his intent 
to continue along a canal as he was flying 
relatively straight at approximately 450 feet 
above ground level (AGL) in a slight climb.  
The wing aircraft was in a slight decent.  As 
the AMC in the wing aircraft attempted to 
regain his position with the lead aircraft, he 
failed to judge his distance and rate of closure 
and flew into the flight path and struck the 

main rotor system of the lead aircraft.  The 
lead aircraft was destroyed, and the crew 
suffered fatal injuries.  The wing aircraft 
suffered significant damage during the 
collision and conducted an emergency roll-on 
landing.     

Why did this happen?   
  
 How could senior aviators conducting 
a relatively simple team mission collide 
with each other?  The front-seat AMC had 
seen the lead aircraft for 34 seconds prior 
to impact.  He had the controls for the last 
24 seconds prior to impact.  During this 
timeframe, the backseat SP never made visual 
contact with the lead aircraft.  What were the 
preconditions that led to the human errors 
causing these two aircraft to collide?    
 The AMC had over 1,400 military 
rotary-wing hours, of which more than 130 
were in the current mission type and design 
series (MTDS).  He had over 90 NVG hours 
prior to the accident, but none in this aircraft 
type.  The SP had over 3,000 hours, of which 
almost 800 were in this MTDS, as well as 
over 900 hours of NVS and over 50 hours of 

COLLISION
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COVER STORY & INVESTIGATORS’ FORUM

NVG time.  The SP in the lead aircraft had 
over 2,500 hours, of which more than 820 
were in this MTDS.
 As stated earlier, this was this battalion’s 
first mission day in theater after completing 
RIP tasks.  Each aircrew had flown a day and 
night local area orientation and a day and 
night mission orientation with the unit they 
were replacing.  The crews were still new to 
the battle space, and it was a zero-illumination 
night; however, ambient light from the city 
provided some illumination.  
 At preflight, the front-seat pilot of the 
lead aircraft had drawn two sets of NVGs and 
presented one set to his wing aircraft (the 
AMC and SP).  It was at this point the leaders’ 
judgment, mission planning, and Composite 
Risk Management (CRM) began to fail.  The 
wing aircrew elected to conduct impromptu 
aircraft NVG qualification training on the 
AMC, who had not flown NVGs in the past 
15 years and never in this type aircraft.  Most 
front-seat pilots in the battalion were NVG 
qualified and current from training prior 
to deployment and currency flights during 
staging operations, but not the AMC.
 Following the preflight, the crews received 
an operations and intelligence briefing 
and conducted the air mission briefing.  
Tactical considerations were briefed, but 
NVG considerations and accidental hazards 

pertaining to NVG readiness level (RL) 
progression were not.  The crews selected a 
combat spread formation, determining the 
tactical hazards outweighed the accidental 
hazards associated with this formation, even 
though this formation limited their ability 
to maintain visual contact under night 
vision device (NVD) and zero-illumination 
conditions.   
 During the mission planning, the crews 
also failed to require the use of their infrared 
strobes in accordance with the aviation 
procedures guide.  The AMC and the mission 
briefers (both SPs) displayed overconfidence 
in their ability to complete their first night 
tactical combat mission in theater without 
considering the accidental risks associated 
with simultaneous NVG training.  Also, RL 
progression was not annotated on the risk 
assessment worksheet.
 The AMC lacked recent experience and 
training to recognize his rate of closure and 
position relative to the lead aircraft while 
using NVGs.  As the NVG RL-3 AMC 
was attempting to regain his position with 
the lead aircraft, he did not possess the 
knowledge or skills to maintain situational 
awareness necessary to avoid collision with 
the lead aircraft.  During this maneuver, 
the AMC had visual on the lead aircraft 
for over 34 seconds.  The backseat SP did 

 In our congested Coalition 
Forces Land Component 
Command (CFLCC) airspace, 
several near-misses (or, more 
correctly, near-hits) have 
gone unreported.  Near-
midairs are those events 
where avoidance was due 
to chance rather than an act 
from either pilot.  A collision 
would have resulted if no 
action had been taken by 
either pilot or any situation 
involving an estimated 

distance of less than 500 
feet.  It is only through 
accurate and timely reporting 
of such events that the 
command is able to tackle the 
causes and put realistic and 
reasonable countermeasures 
in place.  A DA Form 2696-
R, Operational Hazard 
Report (OHR), AF Form 651, 
Hazardous Air Traffic Report 
(HATR), or similar form is 
preferred.  Submit the form 
to your Aviation Safety 

CW5 MARK W. GRAPIN
UAAF C2 AVIATION SAFETY OFFICER
COALITION FORCES LAND COMPONENT COMMAND

REPORTING NEAR-MIDAIR COLLISIONS

6 June 2006
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not visually acquire the lead aircraft while 
dividing his duties in the cockpit.  The SP 
was overconfident in the AMC’s abilities to fly 
NVGs and inadequately supervised the RL-3 
AMC during this portion of the mission.
 From an outside perspective looking 
in, the reasonable aviator might ask, “Why 
would anyone conduct NVG training on 
the first solo mission in theater, under 
zero illumination, without briefing NVG 
considerations or conducting NVG academic 
training, and go right into mission-level tasks 
without base task training or demonstrated 
proficiency?”
 Judgment aside, Aircrew Training Manual 
(ATM) TC 1-251 contained inadequate 
written procedures that did not require 
academic training prior to conducting 
aircraft flight training during aircraft NVG 
qualification or refresher training.  Also, the 
ATM did not have NVG considerations for 
Task 2010, Perform Multi-Aircraft Operations.  

What can we do to prevent this in  
the future?

 The deficiencies noted in the ATM 
allowing the crew to conduct aircraft NVG 
mission task training without appropriate 
academic and base task training will be 
corrected in the next change to the ATM.  

The change will include additional NVG and 
NVD considerations and the requirement to 
complete appropriate NVG academic training, 
base task training, and then mission training 
in sequence.  
 Leaders at all levels of aviation operations 
need to ensure missions are planned in 
accordance with written procedures and 
CRM.  Leaders at all levels—to include PCs, 
mission briefers, and approval authorities—
need to continually identify accidental 
hazards associated with formation selection, 
training requirements, and aviator proficiency, 
as well as the expected tactical considerations 
that are at the forefront of our planning 
processes while conducting missions in 
combat zones. 

–Comments regarding this article may be directed to the 
Combat Readiness Center (CRC) Help Desk at DSN 558-1390 
(334-255-1390), or by e-mail at helpdesk@crc.army.mil.  The 
Accident Investigations Division may be reached through CRC 
Operations at DSN 558-3410 (334-255-3410), or by e-mail at 
operationssupport@crc.army.mil.

Officer (ASO) as a part of 
your mission debrief and 
energize the system designed 
to address such events.  Not 
reporting near-midairs is 
simply not an option!    

RECOMMENDATIONS

 • Mission Briefers and 
Air Mission Commanders 
(AMCs):  Include collision 
avoidance tactics and 
techniques in your briefings–
particularly in areas of heavy 
congestion, converging or 
overlapping flight routes, or 
where turns in flight routes 
may lower a pilot’s visibility. 

 • UAV Operators:  Be 
sure to consider conventional 
aircraft flight paths in all flight 
planning and don’t take flight 
planning for granted:  A big 
sky, little bullet” mentality 
has already been the cause 
of a midair collision between 
an unmanned aerial vehicle 
(UAV) and a conventional 
aircraft.

 • NVS Crews:  Don’t 
assume you are seen by the 
other aircraft—particularly 
by those flying under FLIR 
systems.  Deconflict your 
routes and be mindful of the 
challenges and limitations of 

different systems.

 • All Aircrews:  
Immediately report near-
midair collisions.  Your debrief 
isn’t complete without your 
report. 

–Contact the author at DSN (318) 828-
1047 or e-mail mark.grapin@us.army.
mil.

“
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Aircrew 
Coordination 
Training-

Enhanced (ACT-E) is 
a revitalization of the 
concept and training 
techniques for aircrew 
coordination instruction 
that have been used 
in Army Aviation and 
the Aviation Training 
Center since the early 
1990s.  Currently, 
all Flight School XXI 
aviators are taught 
the basics of aircrew 
coordination during 
initial qualification 
using the program 
developed earlier.  
Army Aviators in the 
force receive unit-
based annual refresher 
training.
 The Directorate of Evaluation 
and Standardization’s well-
recognized Aircrew Coordination 
Training (ACT) mobile training 
program has become the interim 
ACT-E course while the new 
ACT-E program continues in 
development.  This “train-the-
trainer” course, and its continued 
use as the annual refresher for 
aviation field units, will continue 
to be the field’s sustainment 
program for ACT until 
completion and complete fielding 

of the newly approved ACT-E.
 So why do we need a third 
aircrew coordination training 
course?  Isn’t what we already 
have good enough?  The answer 
is “no,” certainly not when Army 
Aviation accident analyses and 
trends continue to demonstrate 
a need for better aircrew 
coordination.  The U.S. Army 
Combat Readiness Center, in 
partnership with the U.S. Army 
Aviation Warfighting Center’s 
Directorate of Training and 
Doctrine (USAAWC-DOTD), 
recognizes aircrew coordination 
continues to be a recurring trend 
for many of our most recent 
aircraft accidents.
 Development of the new 
ACT-E program began with 
the creation of new training 
support packages, specific to 
aircraft types, because of the 
identified need and the demands 
of the contemporary operating 
environment.  These aircraft 
modules are addressing aircrew 
coordination challenges particular 
to the configuration and 
characteristics of specific aircraft 
and missions.  
 The first module developed 
was for the AH-64 (Heavy 
Attack) mission because of 
the unique tandem seating 
arrangement of the crew 
compartment and the inability 
of one crewmember to see what 
the other is doing—or not doing.  
Recently, several accidents have 
occurred during a transfer of 
the flight controls—which was 
acknowledged by crewmembers—
but without the actual transfer of 
aircraft control occurring.  

 Army aircraft were not 
designed to be flown for long 
periods without pilot input.  
Digital source collection has 
enabled the Army to make the 
Heavy Attack ACT-E training 
module quite impressive by using 
animations derived from actual 
aircraft data and by illustrating 
many of the underlying concepts 
and techniques for affecting 
quality aircrew coordination.  
The development of OH-58 
Kiowa Warrior (Attack/Recon) 
and UH-60 (Utility) modules is 
currently underway.  More will 
follow on these modules in future 
updates.
 ACT-E will be the 
prescription to help our aviators 
preclude aircrew coordination 
errors.  This revitalized program 
will have a positive impact on 
aviation training as a whole.  I 
won’t let the “cat out of the bag,” 
but if you can experience the 
Heavy Attack module without 
an increased heart rate, then 
you may not fully appreciate the 
impact of poor crew coordination 
on readiness or the need for 
this vital training program.  We 
expect ACT-E to be that good!

Fair winds, safe flight, mission 
execution! 

–Mr. Knowles is the Loss Prevention 
Program Manager for the Air Task 
Force at the Combat Readiness Center 
and may be contacted at DSN 558-3530 
(334-255-3530) or by e-mail at stephen.
knowles@us.army.mil.  CW4 Lutz is the 
ACT-E Program Manager at DOTD-USAAWC 
and may be contacted at DSN 558-9680 
(334-255-9680) or by e-mail at george.
lutz@us.army.mil.

STEPHEN T. KNOWLES
U.S. ARMY COMBAT READINESS CENTER    
AND CW4 GEORGE A. LUTZ
U.S. ARMY AVIATION WARFIGHTING CENTER

ACT-E: AN UPDATE
TO THE FIELD

June 20068
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CW3 ANTHONY D. SANDERS
E CO., 305TH MI BN
FORT HUACHUCA, AZ

When  does  con f idence  become  over con f idence?   Where  i s  the  f ine  

l i ne?   Un for tuna te l y,  we  can’ t  a lways  answer  those  ques t ions  un t i l  i t ’ s  

t oo  la te .   I f  we ’ re  l u cky,  we  wa lk  away  w i th  a  l e s son  l earned  and  say,  

I ’ l l  never  do  tha t  aga in !”    Some ,  however,  a ren’ t  so  l u cky.

 On any given night, the National 
Training Center (NTC) can be a 
challenging environment.  Add high winds 
and zero illumination, and even the most 
seasoned pilots work up a sweat.  On 
one such night I was performing an 
observer controller mission in an OH-
58C, following two UH-60s.  The aviator 
I was flying with had more than 1,000 
hours, with about 250 of those under 
night vision goggles.  Until that night,  
we had only flown day missions together.
 The Hawks were to land in the 
assembly area at 2200, so we arrived a 
few minutes early to watch them come 
in.  As I began my approach, the lack of 
contrast forced me to momentarily use 
my infrared (IR) light to gain situational 
awareness.  I turned the light on for 3 
seconds, then turned it off and set the 
aircraft on the ground.  After landing, my 
left-seater made a comment that I needed 
to learn to fly without using the IR light.  
My comeback was, When it’s dark,  
it’s dark.”  
 Several minutes later, the Black 
Hawks arrived.  The first one made its 
approach with the IR light on and then 
turned it off just prior to touching down.  
The second Hawk came in with its light off 
and terminated the approach with a go-
around.  He tried a second approach in 
the same manner, but it ended the same.  
On the third try, he used the IR light for 
the approach and then turned it off just 
before touchdown.  Again, a comment 
was made about using the IR light and 
how we need to train like we fight.
 After the Hawks picked up the infantry 
passengers, we all departed and flew 
off into the desert.  Shortly after takeoff, 
my left-seater asked if he could fly for a 
while, so I transferred the controls.  Again 
he commented on the IR light because 

both Black Hawks were now flying with 
their lights on at all times.  I decided to 
discuss the issue with him.  We talked 
about confidence versus experience and 
training versus combat.  I tried to make 
the point that the training value of not 
using the IR light was not worth the risk 
of killing yourself.  Over time, as people 
gain experience, they gain confidence in 
their skills and won’t need to use the light 
as much.  
 I had more than 1,000 hours flying at 
the NTC and rarely used my light.  When 
I did need it, though, I used it without 
hesitation.  I knew the terrain we were 
heading for was going to rise soon and 
a few small hills were coming up to our 
front, so I advised my left-seater to be 
prepared because we were at 200 feet 
above ground level (AGL) and below.  
 As we neared the hills, I again gave 
a warning to begin a climb.  Climb, 
Climb!” was all I could say before  
I grabbed the cyclic and pulled back.   
I managed to catch a glimpse of the radar 
altimeter from under my goggles; it read 
4 feet!  I transferred the controls back, 
then switched on the IR light and left it on 
for the remainder of the flight.
 We were both lucky that night.  He 
never saw the rising terrain.  I think that 
was the defining point when he realized 
maybe he was a little overconfident.  As 
always, after the flight we conducted an 
after-action report and discussed what 
happened.  We both took away valuable 
lessons learned from the experience.   
I now look for those preconditions that 
lead to potentially unsafe acts. 
 
–CW3 Sanders wrote this article while attending Avia-
tion Safety Officer Course 05-001 at Ft. Rucker, AL.  He 
may be contacted at anthony.d.sanders@us.army.mil.
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CW3 R. GENE FRAZIER  
204TH MILITARY INTELLIGENCE BATTALION
FORT BLISS,  TX

Crew 
coordination:  
what is it?  

The first thing that 
should come to mind 
is aircrew members 
interacting for the 
safe, efficient, and 
effective performance 
of tasks, which 
comprise eight 
elements.  The 
following story is 
about how the lack 
of one element of 
Crew Resource 
Management—
Announce Actions—
almost resulted in the 
collision of two CH-
47Ds.  Announcing 
actions, as defined by 
TC 1-240, is simply 
to ensure effective 
and well-coordinated 
actions in the aircraft.  
All crewmembers 
must be aware of any 
expected movements 
and unexpected 
individual actions.  
Each crewmember 
will announce any 
actions that affect the 
actions of the other 
crewmembers.

 I was stationed at Fort 
Wainwright, AK, as a 
Chinook pilot from October 
2000 until August 2003.  
Fairbanks, home of Fort 
Wainwright, is also home to 
some of the most extreme 
weather in the world.  The 
temperature ranges from 
-60ºF in the winter to  
90ºF during the brief 
summer.  During the winter, 
the cold temperatures—
along with the terrain, 
blowing snow, mountains, 
and the famous darkness—
demand the best out of 
everyone. 
 Company B, 4/123rd 
Aviation Regiment is also 
home to the High Altitude 
Rescue Team, or H.A.R.T., 
of which the other pilots and 
I were members. We are very 
experienced pilots, but one 
night almost changed our 
fate forever.
 I was flight lead, 
along with our company 
standardization pilot (SP), 
during a multi-ship air 
assault during the winter of 
2002.  Things were going 
well for the flight of five.  
We had just completed our 
first turn and repositioned in 
the FARP for refuel.  
 While in the FARP, 
my aircraft received a load 
change, and we were now 
to pick up two shotgun 
HMMWVs.  We waited 
for the beacon call and 

repositioned as a flight 
to the pickup zone (PZ).  
Due to the terrain, we 
were required to approach 
the loads 180 degrees out.  
Typically, we approach the 
loads from the rear, with the 
flight moving forward to the 
front of the PZ and stopping 
parallel with the loads to 
our right.  On this night, 
we approached the loads 
from the front, and then 
each aircraft did a pedal turn 
behind the load to reposition 
to the load.  It was dark 
with zero illumination and 
blowing snow, but visibility 
was still good.  
 As we approached the 
first load, which we expected 
to comprise two HMMWVs, 
we discovered it consisted 
of a single HMMWV.  I 
was in the right seat on the 
controls, and the SP was in 
the left seat.  As I slowed 
the aircraft, I told the SP 
the first load to our right 
was not our load.  He began 
looking toward the right, 
trying to find our load.  
That’s when things became 
interesting.  The infrared 
(IR) spotlight was on as we 
tried to locate our load.  I 
was still moving slowly 
forward when I decided 
to look forward.  That’s 
when I noticed Chalk 2 
approximately one-half to 
one rotor disk directly in 
front of me, moving left to 

Close Call
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right.  I yelled an expletive, 
pitched the aircraft at least 
15 degrees nose up, and 
backed away from Chalk 2.  
My infrared (IR) light then 
momentarily blinded the 
cockpit of Chalk 2, which 
was flown by our battalion 
SP and my platoon leader.  
I am thankful Chalk 3 had 
some distance behind me; 
otherwise, I would have 
easily backed right into 
them.  After things settled 
down, we located our load 
and continued the mission. 
 At the completion of 
the mission, we had a good 
after-action report and 
discussed the problems 
and challenges.  It all came 
down to one element of 
aircrew coordination—
Announcing Actions.  
Within our cockpit,  
I was looking to the right, 
focusing on locating the 
load.  I announced to 
our SP I was looking for 
the load, but I should 
have announced our 
actions to the flight.  

Chalk 2 assumed since 
we were going so slow, 
we were moving toward 
our load and proceeded 
to go around us, never 
announcing his actions.  At 
the same time, we weren’t 
looking forward, assuming 
the rest of the flight 
remained behind us.  Once 
I saw Chalk 2 in front of 
us, I reacted somewhat 
violently.  We never had 
time, and again, we’re 
lucky Chalk 3 didn’t move 
up behind us.
 We almost became a 
statistic that night because 
of something as simple as 
announcing actions.  It’s 
standard to announce your 
actions within a cockpit, 
although you don’t always 
see the importance of it 
within a flight.  Remember 
to never assume what 
someone else is going to  
do in another cockpit. 

–The author wrote this article while 
attending Aviation Safety Officer 
Course 06-002.  He may be contacted 
by e-mail at gene.frazier@us.army.
mil.

Close Call
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FROM THE AVIATION BRANCH CHIEF
BG E .J.  S INCLAIR
COMMANDING GENERAL
UNITED STATES ARMY AVIATION WARFIGHTING CENTER

Many units in the field did not fully 
implement the new aircrew training 
manuals (ATMs) by the 1 January 2006 

deadline.  These units have requested the Directorate 
of Evaluation and Standardization (DES) to better 
define implementation for transition to the new 
ATMs.  At the unit level, all assigned or attached FAC 
1 and FAC 2 aviators will be fully integrated with the 
new ATMs as described below.
 • Crewmember academic review of changes 
between the old and new ATMs.
 • Flight and academic tasks completed in 
accordance with (IAW) the appropriate ATMs and 
implementation memo dated 5 January 2005.
 • Crewmember task performance and evaluation 
requirements updated on DA Form 7120-1 and 7120-
2 to reflect new tasks trained.
 • Implementation of new ATMs annotated on 
DA Form 7122-R as an event with appropriate flight 
time, if required.
 • Crewmembers who do not complete ATM 
implementation IAW the revised implementation 
timelines stated below will be redesignated Readiness 
Level (RL) 3 until all training requirements are 
completed.
 • Aviators, currently designated FAC 3 and who 
have not been fully integrated with the new ATMs, 
must go through implementation upon the aviator’s 
next designation in an FAC 1 or FAC 2 flying 
position.  Implementation will take place during  
the aviator’s RL progression and must be completed 
prior to RL 1 status.

Implementation Timeline
 I fully recognize the transition to the new ATMs 
has created additional training requirements for units 
during a time of not only a high operations tempo, 
but aviation transformation.  However, commanders 
must aggressively attack this problem and ensure 
our pilots are receiving the best training possible.  
There is only one ATM per aircraft authorized for 
use today.  To assist commanders in the field with 
implementing the new ATMs, I will extend the dates 

Aircrew Training Manual Implementation

ATM TIMELINE

 May 2004:  USAAWC CG directs the 
update of all aircrew training manuals 
(ATMs) across the fleet to ensure current 
tactics, techniques, and procedures (TTPs) 
coming out of Operations Iraqi Freedom 
and Enduring Freedom (OIF/OEF) are 
incorporated to make them relevant to  
the aviation warfighter.  

 September 2004:  USAAWC CG 
approves update of all ATMs and directs 
their usage in the field as an interim 
manual.  

 January 2005:  DES issues guidance for 
implementation of the new ATMs for Army 
Aviation units, which includes academic and 
flight task requirements for integrating ATMs 
into Aircrew Training Programs (ATPs).  

 September 2005:  All ATMs, except for 
the UH-1 and OH-58A/C, are complete and 
published.  

for implementation as follows:
 • Active Component (AC) units have until 1 
July 2006 to have all FAC 1 and FAC 2 aviators fully 
integrated in accordance with the appropriate ATMs.
 • Reserve Component (RC) units have until 31 
December 2006 to complete full implementation as 
stated in the previous paragraph.
 • Units deployed in support of combat 
operations will have 180 days after returning to home 
station to fully implement the new ATMs.  However, 
commanders should strive to implement the new 
ATMs in the combat theater if possible and prudent.
 If more information regarding ATM 
implementation is desired, contact COL Scott B. 
Thompson, Director of DES, at DSN 558-2532 (334-
255-2532), or by e-mail at scott.thompson@rucker.
army.mil.

12 June 2006
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FROM THE AVIATION BRANCH CHIEF

Aircrew Training Manual Implementation

The following information is excerpted from a memo 
dated 25 April 2006 by BG E.J. Sinclair, Commanding 

General, U.S. Army Aviation Warfighting Center, to 
all Active and Reserve Component Aviation Brigade 
Commanders.  This is an amendment to ATZQ-CDM-

A, 22 February 2005, subject: Approval of Non-
Leather Flight Boots for Aviation Uniforms.  This 

amendment bridges the gap to ensure Soldiers 
in the field do not incur additional costs to 

purchase footwear that would only be 
used with aviation uniforms (e.g., 

the Battle Dress Uniform 
(BDU), Desert Battle 

Dress Uniform (DBDU), 
Aviation Battle Dress 
Uniform (ABDU), and 
the one-piece flight 

uniform (green or tan).

  The following non-all-leather boots are the 
authorized footgear for all aircrew uniforms:
 • Army Combat Boot-Temperate 
Weather (ACB-TW).
 • Bellville Model 340DES Hot Weather 
Flight Boot passed the required safety criteria 
for aviation use, provides better protection 
than the current all-leather boot, and is highly 
breathable.  The upper construction of the 
340DES is a combination of flame-resistant 
NOMEX and cotton fabrics, as well as leather.  
This item will provide aviation warfighters a 
highly breathable combat boot that can be 
worn during flight operations in hot weather 
environments.
 • Air Force Tan Flyers Boot is no longer 
being provided through PEO Soldier, but 

Soldiers may continue to wear them during 
flight operations with all aviation uniforms 
until the boots are no longer serviceable.
For more information, contact MAJ Tim 
Williams, Chief of the Aircrew Integrated 
Systems Branch at Directorate of Combat 
Developments.  He may be reached at DSN 
558-3271 (334-255-3271) or by e-mail at 
timothy.williams@rucker.army.mil.  

Editor’s note:  The hot weather flight boot (Bellville Model 
340DES) and the non-aviation hot weather boot are both 
very similar in appearance.  Supervisors and crewmembers 
should be cautious which boot is worn in the aircraft.  The 
Bellville Model 340DES is currently a commercial item and 
available for units and individual purchase; however, it will 
become an issue item in the near future.

Approval of Non-All-Leather
Boots for Army Aviation Use

13June 2006
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CW3 JOHN P.  KING
N TROOP, 4TH SQUADRON, 278TH ARMORED CAVALRY REGIMENT
TENNESSEE ARMY NATIONAL GUARD

 While Army Aviation operates 
primarily from fixed bases, the 
Soldier you support doesn’t.  
He is operating from a forward 
operating base or other type of 
base; however, that Soldier will 
be your eyes on the ground.  He 
is your forward air controller 
and will be a valuable asset if you 
use him correctly.  Remember, 
the ground Soldier thinks in 
relationship to what he knows; 
he is not a pilot.  A 10-degree 

If  you ’ re  an  Army  

Av ia to r,  you ’ re  

go ing  to  f l y  i n  the  

deser t .   I t ’ s  j u s t  

a  mat te r  o f  t ime .   

I t ’ s  impor tan t  

f o r  a l l  p i l o t s  t o  

unders tand  dus t  

land ings  and  t ra in  

fo r  them.   I ’m  

no t  an  ins t ru c to r  

p i l o t  ( I P )  o r  an  

exper t  on  dus t  

land ings ,  bu t  I  

d id  make  mu l t ip le  

dus t  land ings  in  

I raq .   I ’ d  l i ke  to  

share  my  l e s sons  

l earned .

slope for him is level ground 
or a landing zone (LZ) clear 
of all vegetation is a good LZ.  
Not all boundary obstacles are 
identified as hazards to flight.  
The power of your aircraft 
and the dust it can kick up is 
usually underestimated.  You’re 
responsible for the safety of 
your crew, passengers, and 
aircraft.  

Four Cs for flying in the 
desert
 • Competence.  Before 
you ever start any type of dust 
training, know the basics.  
Know and understand the limits 
of your aircraft.  Understand 
what the instruments are telling 
you.  This may seem like a 
“duh” statement, but it is one 
I stand by.  I’m not talking 
about check ride knowledge; 
I’m talking about understanding 
power requirements and aircraft 
limits.  Hot, heavy, and in the 
dust is not the time to hear the 
low rotor horn.  I flew a UH-
60A in Iraq after many years in 
the UH-1H and OH-58A-C.  
When I started flying the Black 
Hawk, I was amazed with its 
power.  I never thought power 
would ever be a problem, but 
I was wrong.  I was fortunate 
enough to have an IP who made 
sure I understood my aircraft.  
He told me understanding my 
aircraft is like target shooting:  
hitting the target would get 
me through a check ride, but I 
needed to aim for the bull’s eye.  

 Once you understand 
your aircraft, it’s time to train.  
Training means in a controlled 
environment as close to the 
actual conditions you will fly 
in.  You must push past your 
comfort zone to get competent 
in dust landings.  If you only 
train to a requirement, you’re 
cheating yourself.  Flying 
instrument flight rules (IFR) 
is different than flying in the 
clouds.  Flying in light dust 
is different than flying in real 
dust conditions.  Train where 
it’s nasty and make sure you 
help your crew chiefs clean the 
aircraft afterward.  Remember, 
training is perishable—train, 
train, and train some more.
 • Cognizance.  Most LZs 
will have a fixed pad and an 
accepted approach procedure.  
Others may have nothing more 
then an orange marker panel.  
It really doesn’t matter.  You 
still have to understand your 
landing environment.  Do you 
remember all the acronyms 
you learned in flight school?  
This is where you use them.  
Do a high recon.  Know your 
approach axis, obstacles (in and 
out), and winds.  If you find 
a more suitable landing area, 
ask for it.  I’ve even asked for 
smoke when I couldn’t establish 
winds.  Know where the dust 
cloud will form.  Conduct a low 
recon.  Look for trouble spots 
such as slopes, wadies, or even 
unexploded ordnance.  Look 
for obstacles like boulders, 

It Takes a Crew to Make a Safe Dust Landing

14 June 2006
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sheep, and poles.  Are there 
building materials, tents, tarps, 
or portable latrines that may 
be blown down or sucked into 
your rotor system?  Don’t make 
the mistake of thinking that 
because you’re landing to an 
improved area you won’t pick 
up dust.  Though hardened 
landing areas are usually better 
than unimproved areas, they 
still have the potential for dust.  
I remember landing to a road 
that turned into a dust bowl.  
Know what you’re landing into 
because when the dust begins to 
billow and swirl, you may lose 
visual references momentarily. 
 Do a map analysis.  
Remember that where you land 
will be your next takeoff point.  
Keep this in mind when you go 
in.  What will be your obstacles 
going out?  If you’re going to 
refuel or pickup passengers, 
remember your power 
requirements will change.  
 Dust landings are a lot like 
flying an instrument landing 
system (ILS) approach to the 
ground.  You pick a spot, set an 
approach angle, and land with 
zero to near-zero forward speed.  

Your world becomes very 
small, very fast.  It’s important 
you have done everything to 
understand your touchdown 
point before getting in the dust 
cloud.  This leads us into our 
next discussion point. 
 • Color/Contrast.   
The color of the sand tells 
a lot about the type of sand 
you’re landing in.  Know 
the difference between dark-
colored and light-colored sand.  
Dark-colored sand is usually 
a better place to land.  Light-
colored sand seems to be finer 
and more likely to form dust 
clouds.  
 Vegetation is your 
friend.  When you pick your 
touchdown point, make sure 
you have something you can 
use to judge closure rates and 
drift.  I found a little bush 
that was no more than 15 feet 
off my nose at about a 30- to 
45-degree angle.  If I didn’t 
have that, I would look for a 
sandbag, a big rock, or a vehicle 
track.  Just make sure it lies 
within your rotor disc area 
when you touch down.  Because 
of the vortices of the rotor 

system, you should be able to 
maintain a visual contact with 
your reference point during 
the touchdown phase of your 
landing.  If you’re landing 
using night vision devices 
(NVDs), your visual awareness 
of surroundings becomes 
more critical.  Be prepared to 
temporarily lose your reference 
during the approach sequence.  
 • Crew Coordination.   
I flew more than 750 hours of 
combat time in Iraq.  For the 
majority of the time, I flew 
with SSG William “Bill” Gard 
and SPC Justin Babb as my 
crew chiefs.  Though my front-
seaters changed, it was the 
crew chiefs that provided  
my guidance.  
 In a dust landing, it takes a 
crew to reach the ground safely.  
The key to our success was 
communications.  In our crew, 
the pilot not on the controls 
handled the radios, monitored 
the instruments, and scanned 
for obstacle avoidance.  One 
crew chief would clear the 
aircraft and keep a visual on the 
wingman.  The other crew chief 
would clear his side and call the 

It Takes a Crew to Make a Safe Dust Landing
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dust cloud.  It was important the 
crew was able to communicate 
a lot of data quickly.  The pilot 
on the controls would FLY THE 
AIRCRAFT!  Each crewmember 
needed to keep a visual reference 
to the ground.  If anyone lost 
visual, it would be announced 
and confirmed by the pilot on 
the controls.  If everyone lost 
sight of the ground, the pilot on 
the controls would make a go-
around decision.  All members of 
the crew had a right to call a go-
around.  If someone other than 
the pilot on the controls called 
a go-round, it may come with 
directions or a description why 
the go-round was called.  Here’s 
how it sounded.  
 P*:  Before landing check  
is complete.
 P:  Go-around is to the left, 
over the wires 100 feet.  I have 
my touchdown point in sight.  
 CE1:  Wires.  Hold your 
descent.  
 P:  Holding. 
 CE1:  Chalk 2 is two discs 
5 o’clock.
 P*:  I have a ditch 30 meters 
11 o’clock.  
 P:  Roger.
 CE1:  Clear wires.  
 P:  Cleared of wires.  
 CE2:  Dust forming at  
the tail.
 P:  Roger.  
 P*:  Drifting left.
 P:  (Response by control 
input.)
 CE2:  Dust at the doors,  
I’ve lost the ground.
 P:  I have the ground.  
 CE1:  I have the ground.
 CE2:  Dust is overtaking.
 P:  Still have my reference.
 CE2:  I have the ground.  
Clear down right.
 CE1:  Clear down left.
Then we would land.  If a go-
around was needed, it would  
be something like this:

 CE2:  Go-around, barbwire.
 P:  Go-around (initiates  
a climb).
 P*:  Chalk 1 is go-around 
(to Chalk 2).
 P*:  50 feet (AGL), 800 
(TGT) climbing.
(TGT limits would be called 
if TGT was the limiter; torque 
would be called if torque was  
the limiter.)
 P*:  80 feet, 846 stop 
collective.
 P*:  100 feet clear the wires, 
clear to go left.
 CE1:  Clear left; Chalk 2 is 
three discs back 5 o’clock.
 P*:  Chalk 1 is coming left 
(to Chalk 2).
 As complicated as it was 
to land in the dust as Chalk 
1, it was in some respects 
more complicated for Chalk 
2.  In a flight of two, the trail 
aircraft has to make a decision 
that doesn’t confront Chalk 
1—whether to land with Chalk 
1 or to wait till he lands and the 
dust settles and come in after 
him.  The right answer is—it 
depends.  A multi-ship landing is 
best accomplished with everyone 
landing at the same time.  The 
trail aircraft should position 
itself as to maximize the benefits 
of the wind.  If possible, Chalk 2 
should position itself behind and 
upwind of Chalk 1 and try to 
touch down simultaneously with 
Chalk 1.  If, however, you’re 
flying to an area that is dirty or 
unknown, Chalk 2 may elect to 
delay his landing until Chalk 1 
is down.  This will allow you to 
gauge the dust and gives room  
to Chalk 1 if he needs to do a 
go-around.  
 This discussion would be 
deficient if I didn’t address go-
arounds.  Go-arounds are free.  
As pilots, your No. 1 priority is 
for the safety of the passengers 
and crews.  If a landing doesn’t 

feel right, do a go-around.  Will 
your fellow pilots say something?  
Probably.  I can tell you it took 
me three attempts to get into 
one dirty LZ.  The first go-
around was initiated by my 
copilot, the second by me.   
I got kidded by my brothers.   
I also had my crew chiefs tell me 
they thought I made the right 
decision.  That was good enough 
for me.  I value the opinions of 
the men in the arena more than 
those watching from the cheap 
seats.   
 Army Aviation is vital to 
the success of the mission in the 
Middle East.  In the year I was 
in Iraq, my troop of eight UH-
60A aircraft flew an estimated 
28,000 troops.  We did every 
type of mission:  re-supply, 
air assaults, PAX-hauling, and 
even reconnaissance.  We were 
charged with providing crews 
to support the VIP mission for 
Task Force Freedom.  In every 
mission, you could count on 
certain things:  the days were 
long, hot, and tiring, and more 
times than not, we had to land 
in dust.
 I hope my experience will 
help those who are following.  
When you go over, please  
fly safe. 

–CW3 King may be contacted by e-mail at 
john.p.king@us.army.mil.
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 I was a pilot in the front seat of 
an AH-64A when the ol’ “you-have-
the-controls” thing came up.  Now, of 
course, hearing this should not have 
been much of an alarm because I had 
heard it so many times before.  This 
time, however, was slightly different.
 Here’s the scenario:  I was 
participating as the gunner at a 
qualification range.  I had made a few 
mistakes that evening but felt pretty 
good about my overall performance.  
The entire range normally lasts about 
30 minutes, and we were at the end.  
I was head down, looking at my 
next engagement, my helmet display 
unit (HDU) not on my eye, and my 
cyclic stowed.  As I was typing in grid 
coordinates for a remote engagement, 
I hear the pilot in command (PC) say, 
“You have the controls!”  At first, I was 
alarmed at the tone of his voice.  I then 
realized I needed to do something, like 
take the controls!
 Imagine it’s dark and you’re 
“inside,” looking at something not even 
close to aircraft flight symbology.  So 
I did what I was told.  I tried to take 
the controls and realized they weren’t 
where they were supposed to be.  They 
were stowed!  I didn’t have any flight 
symbology because my HDU was 
swung out of the way and my cockpit 
lighting was too high.  I took the 

controls anyway—after locking my 
cyclic up—and tried to fly with the 
HDU swung out.  I had to correct that 
situation—and fast.  I let go of the 
collective, swung my HDU down, and 
adjusted it the best I could with the 
limited amount of time I thought I had.  
My next mistake was I had turned the 
hold modes off because I was told by 
the PC to get forward airspeed.  I was 
trying to make sense of what was going 
on while flying around when I was not 
prepared to do so.  
 We were in a small situation,  
and if one were to refer to chapter  
9 of the -10, it would be listed under 
emergencies.  The PC had a pilot night 
vision system (PNVS) failure.  To lose 
symbology in the blink of an eye can 
be pretty stressful, and the emergency 
procedure was not accomplished.  
Instead, the controls were handed over.  
To make matters worse, neither one of 
us noticed the weather (actually, more 
like fog) rolling in.  
 As I took the controls, turned 
the hold modes off, and got forward 
airspeed, I became extremely 
disoriented.  I did what I could  
to keep level and maintain altitude.   
I then brought up a flight page for 
better reference because the HDU was 
really disorienting me at this point.  
Then, wouldn’t you know it, my target 

ANONYMOUS 

You  have  the  con t ro l s.”   How many  t imes  have  you  heard  tha t  

s ta tement?   How o f ten  do  av ia to r s  pay  a t ten t ion  to  i t ,  and  

under  wha t  cond i t i ons  wou ld  i t  mean  someth ing  to  you?   I ’d  

cha l l enge  tha t  s ta tement  shou ld  a lways  mean  someth ing—

no  mat te r  when  i t ’ s  made .   And  i t  shou ldn’ t  be  made  as  a  

ques t ion  bu t  ra ther  a  s ta tement ,  a s  i t  i s  i n tended .   So  

how do  you  respond  when  someone  says ,  You  have  

the  con t ro l s?”   Here ’ s  wha t  happened  to  me .

“

“

You Have the Controls
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acquisition and designation system 
(TADS) washed out completely white!  
Now I couldn’t see anything but flight 
symbology.  I told the PC I was going 
instrument meteorological conditions 
(IMC), but was told to look for the 
ground lights of the tower and aim for 
them.  I did, but all I saw was a glow 
through the fog.  I started a climb to 
commit to IMC, leveled the wings, and 
told the PC we were IMC.

 It was a pretty bad situation to be 
in; backseat pilot had PNVS out, front-
seat pilot was disoriented from being 
“inside” for so long, cockpit lighting 
bright, HDU not on correctly—all 
while IMC.  Well, as I was climbing 
to avoid contact with anything, the 
PC told me to stop, even though I was 
the one on the controls.  I thought, 
“What?!  You have to be kidding!  The 
ground is down there!”  Since I wasn’t 
the PC and it wasn’t my call, I didn‘t 
climb anymore, nor did I commit to 
IMC.  I was wrong on both occasions.  
For several minutes, we were flying in 
disarray when—POOF!—we broke out 
of the fog.  We landed safely and never 
really discussed in great length what  
had just transpired.

Lessons learned
 I tell this story in hopes you will 
gain a little insight.  First, there were 
several things that went wrong.  The PC 
was wrong for not responding to the 
emergency properly, and I was pretty 
much wrong on everything else I had 
control over.  Second, just because a PC 
tells you to do something doesn’t mean 
it’s the safest or smartest decision.  Go 
with your training; do what you need 
to do to survive and keep your controls 
and your situation in the forefront of 
your mind.  Finally, if you’re IMC—or 
even think you’re IMC—COMMIT!  
Do yourself and your stick buddy a 
favor and live long enough to argue 
about what happened after you’ve safely 
landed. 

–The author’s name was withheld by request.  If you 
would like to publish a story anonymously in Flightfax, 
please call Ms. Paula Allman, Managing Editor, at DSN 
558-9855 (334-255-9855) or e-mail paula.allman@crc.
army.mil. 

IT WAS A PRETTY 
BAD SITUATION TO 
BE IN; BACKSEAT 
PILOT HAD PNVS 

OUT, FRONT-
SEAT PILOT WAS 

DISORIENTED 
FROM BEING 

INSIDE” FOR SO 
LONG, COCKPIT 

LIGHTING BRIGHT, 
HDU NOT ON 

CORRECTLY—ALL 
WHILE IMC.
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CW4 MICHAEL REESE
DIRECTORATE OF EVALUATIONS AND STANDARDIZATIONS

 
 When units are scheduled to deploy, unit 
planners normally develop detailed training 
schedules ranging from individual readiness 
level (RL) progressions at home station through 
reception, staging, onward movement, and 
integration (RSOI) in theater.  The same attention 
must be given to the redeployment phase of the 
operation.
 Unit trainers should consider these factors 
when developing a redeployment flight training 
schedule:  block leave, aircraft and equipment 
reset, decompression training, training for RL 
progressions for newly assigned aviators, night 
vision goggle/night vision system (NVG/NVS) 
currency, completion of waived aviation training 
program (ATP) requirements, and changes of 
command/responsibilities.  Of utmost importance  
is to update flight physicals within 90 days of return 
if not completed while deployed.
  Units should plan for these considerations 6 
to 8 weeks prior to redeployment.  These factors 
will enable planners to prioritize the flight training 
schedule when resources are at a minimum.  
Standardization pilots (SPs) and instructor pilots 
(IPs) should maintain a list of aircrew members 
who were granted ATP waivers and what tasks 
were waived, as well as maintain the status of each 
crewmember enabling calculation of aircraft/night 
vision device (NVD) currency dates and training 
requirements.
 
Recommendation
 Adequate training is an essential element 
of success for aviation units deployed in theater 
for extended periods.  The time and resources 
necessary to support plans for reintegration must be 
considered an integral element of the preparation 
for deployment.  When developing the reset plan, 
the unit may consider a three-phase training model.  
The primary consideration should be completion of 
individual training prior to the commencement of 
collective training.  
 Phase 1.  This is the first 4 to 6 weeks upon 
redeployment, when available resources are low 
for both equipment and personnel.  Unit planners 
can manage block leave in a way that key trainers 
are sequentially granted leave to be available to 

provide training.  This phase should be dedicated 
to academic training and the maximum use of 
simulators.  The academics should focus on the 
reintegration of the non-hostile/non-combative 
flying mentality.  This training should also include, 
but not be limited to, the following:
 –Refresher training on the mission briefing 
process and dealing with risk mitigation factors that 
were managed differently while serving in combat; 
for example, flying in marginal weather or reaction 
to in-flight emergencies. 
 –Conduct a mandatory pilot orientation 
course” for all aircrews.  This course should focus 
on Army Regulation 95-1, FAA procedures, local 
flight regulations, and a semi-annual weather brief.
 –Emergency procedure training, both 
academically and in the simulator.  During 
this training, conduct discussions pertaining to 
conservative decision-making in the non-combat 
zone when dealing with in-flight emergencies.
 –Schedule DES to present accident briefings, 
trends, and lessons learned for redeploying units.
 Phase 2.  This training period is dedicated 
to individual training and should be completed 
4 months after redeployment.  Since aircraft 
availability might be limited, unit planners must 
prioritize and closely manage the flight schedule.  
SPs, IPs, and maintenance test pilots should be 
the first priority to maintain currency, complete 
previously waived ATP requirements, and annual 
proficiency and readiness tests.  The remainder of 
this phase should be utilized to complete individual 
training requirements for the remainder of the 
battalion- and staff-supported aviators.  During 
this phase, units are discouraged from attempting 
demanding collective training events that are staff 
intensive, such as aerial gunnery.  The goal should 
be for most, if not all, aviators to complete all 
individual requirements.
 Phase 3.  When the commander is satisfied 
with the completion rate of individual training, he 
should focus on collective training and gunnery 
requirements.  This phase of training will continue 
through the next deployment cycle.
 These lessons learned are from units who have 
redeployed and/or were soon on deployment orders 
and had difficulty with train up due to concurrent 
reset and deployment preparations.  Those units 
that had a solid reset plan had a much easier time 
during mobilization training.  This information, 
of course, is not inclusive to all the situations and 
requirements for a perfect reset training model, but 
it is designed to encourage leaders and trainers to 
develop a plan before rotation completion.  

–The author may be contacted at DSN 558-2531 (334-255-2531), or 
by e-mail at michael.reese@rucker.army.mil.

Some aviation units deployed for extended 
perods often have inadequate training 
plans for reintegration.  Unfortunately, 

this can adversely affect preparation time for 
future deployments.  The following information 
provides insight and perspective when 
developing a training plan during the  
reset phase for redeploying units. 

“

Redeployment Training Considerations
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News and Notes

June 2006

NEWS AND NOTES

Keeping crewmembers informed…
INTRODUCING COMMANDER’S 
CORNER”

The Chief of Staff, Army (CSA), recently mandated 
several initiatives to help leaders in the field manage 

risk as they fight the Global War on Terrorism and 
simultaneously transform our Army.  In accordance with 
the CSA’s goal, the Army Combat Readiness Center 
(CRC) recently established a “Commander’s Corner” 
page on its Web site to assist all levels of leadership in 
developing strong safety programs.  The power of this Web 
site is its easy navigation to Composite Risk Management 
(CRM) training, programs, and tools including ASMIS-2 
POV, an online planning program that pairs supervisors 
and subordinates in the risk management process for 
POV trips.  You’ll also find information covering 
quantifiable safety metrics for the DA 67-9-1; digital 
accident and loss reporting tools; and links to our hard-
hitting safety publications, Countermeasure, Flightfax, and 
ImpaX.  The site can be accessed online at https://crc.
army.mil/commanderscorner/index.html.  Two new 
“Commander’s Corner” additions under the “Toolbox” 
tab are the “CRM Interactive Worksheet Tool” and 
“Commander’s Toolbox” links.  The worksheet provides 
step-by-step guidance for leaders conducting CRM, while 
the toolbox contains reference materials for every leader 
and safety professional.  Both items also can be found 
in the “New Tools” section on the CRC homepage at 
https://crc.army.mil.
Anyone with questions regarding this column may contact the editor 
at DSN 558-9855 (334-255-9855), or by e-mail at flightfax@crc.army.
mil.

CORRECTION
 Thanks for catching the error on the UC-35 
in our April accident briefs.  We’ve received several 
comments so far.  We certainly goofed!  It was 
supposed to be categorized as an AH-64D.  We’re 
sorry for the mistake.
 In the May Flightfax, we mentioned the only 
radios authorized by the Army are the PRC-112, 
PRC-112C, and PRC-112D.  We failed to mention 
the CSEL radios are also authorized.

2006 ALSE USER’S CONFERENCE

”

Did you know the Army Combat Readiness 
Center (CRC) posts all Centralized Accident 

Investigation information on the Risk Management 
Information System (RMIS) Web site for your use 
in accident prevention purposes?  The CRC believes 
education is the key to accident prevention, thus we 
have provided this valuable information in electronic 
format to speed the flow of communication to every 
level of your organization.
 The information is intended as a briefing tool at 
the unit level to educate personnel on mission hazards, 
associated risks, lessons learned, and control measures 
to prevent recurrence.  
 The RMIS Web site is https://rmis.army.mil/
rmis/asmis.main1.  You must have an AKO username 

NEW FEATURE LOCATED ON RMIS
and password to access the RMIS site.  To retrieve 
accident data, click on “ACCIDENT OVERVIEW” 
on the left-hand side of the screen, then click 
“PRELIMINARY ACCIDENT REPORT,” and then 
click on “AVIATION or GROUND,” depending on 
the type of data you want.  You will need to “accept 
conditions” to go any further.  At this stage, you can 
view accident data, such as executive summaries, 
history, findings and recommendations, and 
downloadable vignettes with hazards and controls. 
–For more information, contact the author at DSN 558-9855 (334-
255-9855) or by e-mail at paula.allman@crc.army.mil.

The Aviation Life Support Equipment (ALSE) 
User’s Conference is scheduled for 22-24 

August 2006 at the Holiday Inn Select in 
Huntsville, AL.  Commanders, ALSE officers 
and technicians, unit safety officers, and other 
interested personnel are invited to attend. 

 A block of rooms has been reserved 
at the Holiday Inn Select at Huntsville’s 
per diem rate.  Call them directly to make 
reservations at (256) 533-1400 and mention 
the conference to obtain the per diem rate.

For conference registration, contact Melanie Barksdale at 
melanie.barksdale@peoavn.redstone.army.mil.  For more 
information on the conference, contact William Grubbs 
at William.B.Grubbs@us.army.mil or John Jolly at John.
Jolly@peoavn.redstone.army.mil.
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Litefax What Were 
They Thinking?

OUT THE WINDOW

There are few things that make driving more 
hazardous than a foggy windshield. Add 

to that the fact you’re cruising about 400 
feet above the ground at 100 KIAS, and the 
situation gets a little more dangerous.  Such 
was the case for the pilot in our first tale.  
 While on final approach to landing, 
the windshield of the pilot’s CASA-212 
fogged over.  To help clear off the fog, the 
pilot decided he would open his window.  
Unfortunately, the ensuing vacuum effect 
sucked the sunshade out the window, sending 
it through the No. 1 propeller.  The sunshade 
damaged the engine oil cooler intake and 

airframe sheet metal.  Luckily, the propeller 
wasn’t damaged.
 Investigators determined the pilot failed 
to ensure the sunshade was secure before 
opening the window.  The sunshade’s design 
requires the pilot to turn a knob to lock it into 
the desired position.  However, the locked and 
secured position cannot be confirmed visually. 
It was recommended the CASA Program 
Manager add a paragraph to the flight manual 
addressing cockpit window operation and warn 
pilots of the potential for unsecured objects 
to exit the window.  Local control measures 
were also implemented in an effort to avoid 
repeating the accident. 

LITEFAX

Keeping crewmembers informed…

They  say  you  can’ t  t each  an  o ld  dog  new t r i cks ;  

however,  somet imes  the  o ld  t r i cks  s t i l l  g i ve  the  dog  

prob lems .   Here  a re  some  mishaps  tha t  o c cu r red  

to  a  coup le  o f  f o lks  who  have  probab ly  done  the  

same  th ing  a  dozen  t imes  be fo re  w i thou t  in c iden t .   

Bu t  as  we  a l l  know,  i t  on l y  takes  one  t ime  fo r  

every th ing  to  go  wrong  and  fo r  you  to  end  up  

the  sub je c t  o f  your  ve ry  own  L i t e fax .

LOOK OUT 
BELOW!

While conducting high-
altitude parachute 

operations in an MH-60K, the 
jumpmaster accidentally sent 
part of the aircraft hurtling 
instead of his Soldiers.  The 
jumpmaster inadvertently 
pulled the cargo door window 
emergency release handle, 
causing the left-side cargo 
door windows to jettison from 
the aircraft.
 Once free from the 
aircraft, the windows struck 
two main rotor blades, a 
tail rotor blade, and the 

left horizontal stabilator, 
forcing the pilot to conduct 
a precautionary landing.  
The damage to the aircraft 
was discovered on postflight 
inspection by a technical 
inspector.  Afterward, the 
aircraft was cleared for a one-
time flight back to the airfield, 
where it was repaired and 
returned to service. 
 According to accident 
investigators, the door-
opening procedures were 
discussed prior to jump 
operations.  However, when 
the jumpmaster attempted to 
open the left cargo door with 
his right hand, he accidentally 
pulled the window jettison 

handle with his left hand, 
sending the cargo door 
windows on their way.
 Investigators 
recommended hands-on 
exercises be incorporated into 
the accident briefing to ensure 
poor door opening techniques 
do not contribute to another 
inadvertent jettisoning 
incident.  Hopefully next time 
the Soldiers will actually get 
their chance to jump.

–Contact the author at DSN 558-2287 
(334-255-2287), or by e-mail at 
christopher.frazier@crc.army.mil.   For 
more information on how to submit 
a story to Litefax, send an e-mail to 
flightfax@crc.army.mil.

CHRIS FRAZIER
STAFF WRITER/EDITOR
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ACCIDENT BRIEFS

AH-64
D Model
• Class E:  While performing a 
recon and security mission, the 
Master Caution light illuminated 
and a Gearbox Temp message 
was displayed in the upfront 
display.  The aircraft returned 
to the forward operating base 
(FOB), and upon landing, the 
Gearbox Temp message and 
Master Caution light turned 
off.  The tail rotor gearbox and 
associated wires were inspected 
and no problems were found.  
A maintenance operational 
check (MOC) was performed, 
and the problem could not be 
duplicated.  The aircraft was 
then returned to fully mission 
capable status.  
• Class E:  After takeoff, the 
aircraft radar altimeter failed.  
The crew returned the aircraft 
to the airfield without further 
incident.  Maintenance person-
nel ran an initiated built-in test 
on the aircraft altimeter and no 
faults were found.  An MOC 
was performed, and the prob-
lem could not be duplicated.  
The aircraft was released for 
flight.  
• Class E:  During an inbound 
run, the crew heard a loud 
bang and the left pedal went 
full travel left.  The crew pro-

ceeded to the FOB and con-
ducted a roll-on landing.  The 
maintenance test pilot deter-
mined the yaw magnetic brake 
was stuck.  The brake was 
replaced.  (Late report)
• Class E:  Upon landing, the 
crew felt the aircraft tip left and 
noticed a burning rubber smell.  
The aircrew taxied to parking, 
and the aircraft was shut down 
without further incident.  Main-
tenance replaced the left tire, 
and the aircraft was released 
for flight.  (Late report)

CH-47
D Model
• Class E:  While in flight, 
the aft transmission chip illu-
minated.  The external load 
was landed and disconnected 
as soon as possible, and the 
crew flew the aircraft 8 minutes 
to a FOB.  The chip detector 
was removed and several small 
chips were found in the screen.  
The transmission was replaced, 
and the aircraft was released 
for flight.  (Late report)
• Class E:  While at cruise 
flight at 110 knots, the forward 
transmission started to make 
loud, whining sounds.  The oil 
pressure was above 100 PSIG.  
(Late report)

OH-58
A Model
• Class E:  During cruise 
flight at 90 KIAS and 1,000 
feet mean sea level, the Master 
Caution light illuminated with 
a corresponding DC GEN seg-
ment light.  The emergency 
procedure was completed with 
continued illumination of the 
DC GEN segment and the 
amp meter reading 0.  All non-
essential electrical equipment 
was shut down, and the air-
craft returned to home station.  
Upon postflight inspection, the 
outboard right-side starter/gen-
erator connection had broken 
off.  Maintenance repaired the 
connection.

UH-60
A Model
• Class E:  The auxiliary power 
unit (APU) was started several 
times in order to accomplish 
power-on checks.  Unknown to 
the crew, the combustion sec-
tion fuel drain was clogged.  
The APU failed to start, but 
fuel was not allowed to drain.  
Upon the next attempted start, 
residual fuel ignited and caused 
a fire.  (Late report)

Class AMH-60
K Model
• Class A:  Solider suffered fatal 
injuries after falling from the 
aircraft during flight.  (Late report) 

UH-60
L Model
• Class A: Soldier suffered fatal 
injuries after falling approximately 
50 to 100 feet to the ground during 
a go-around for landing.  The 
aircraft door had been opened in 
preparation for passenger exit.

In format ion based on prel iminary  reports  o f  a i rcraf t  acc idents
AccidentBriefs
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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, contact the CRC 
Help Desk at DSN 558-1390 (334-255-1390) 
or by e-mail at helpdesk@crc.army.mil.

ARMYARMYARMYAIRCRAFT LOSSES
FY02 TO PRESENT*

HOSTILE/NON-HOSTILE COST

$1.005B
$178.2M
$594.1M
$181.2M

AH-64A/D . . . . . . . .
U /MH-60L . . . . . . . .

C /MH-47 . . . . . . . .
OH-58D. . . . . . . .

                To ta l    

7/41
6/20
5/12
8/21
26/94

*A
s 

o
f 

16
 M

a
y 

0
6

L Model
• Class C:  Main rotor system 
suffered damage during landing 
when a piece of plywood blew up 
in the rotor wash.
• Class C:  Main rotor blades 
contacted trees during ground taxi 
to parking. 
• Class E:  During cruise flight to 
an airfield, about 20 minutes after 
takeoff, the No. 1 fuel filter bypass 
caution light illuminated momen-
tarily and extinguished.  After 
departing the airfield, the caution 
light again began to flicker.  Once 
the light became steady, the air-
crew moved the No. 1 engine to 
crossfeed and continued to the 
airfield for aircraft swap.  En route 
to the airfield, no unusual system 
indications were observed.  The 
aircrew then swapped aircraft 
and completed the mission.  (Late 
report)

C-12
D2 Model
• Class E:  During a left bank, 
the pilot in command noticed 
fuel spilling from the tip of the 
left wing.  The aircraft returned to 
the airfield, where maintenance 
personnel found both wing tip 
fuel check valves stuck in the 

open position.  The check valves 
were cleaned out, and the aircraft 
returned to service.  
• Class E:  During engine runup 
checks for a service mission, the 
No.1 engine experienced stalls 
when the power or condition 
levers were advanced from low 
idle.  The TGT power exceeded 
800 °C.  The aircraft was shut 
down after maintenance personnel 
verified the stalls.  The compress 
bleed air valve was placed back in 
service.  
T2 Model
• Class B:  Upon touchdown, the 
left landing gear collapsed, result-
ing in damage to the left wing and 
the sudden stoppage of the left 
engine.  
U Model
• Class E:  After takeoff, the crew 
noticed the aircraft wanted to lift 
off before V1.  They also noticed 
the flaps were at 80 percent with 
the flap switch in the up position.  
The crew requested to return to 
the airfield.  Maintenance tested 
the l/h split flaps switch and they 
appeared to work.  The crew 
returned to home base.  Further 
maintenance checks revealed the 
wire to the l/h split flap switch was 
loose.  The switch was replaced 
and the aircraft returned to flight. 

RQ-11
• Class C:  Aerial vehicle (AV) operator 
lost control feed with the aircraft.  The AV 
was never recovered.  
• Class C:  AV operator lost the video 
feed and link with the aircraft.  The AV 
was never located and is deemed a total 
loss.
• Class C:  AV experienced a motor 
malfunction during flight and crashed.  
Attempts to recover the aircraft were 
unsuccessful.  
• Class C:  AV operators lost video feed 
and link with the aircraft during flight.  
Efforts to locate the AV’s landing site 
were unsuccessful. 
• Class C:  AV operator lost contact/control 
with the aircraft during a recon flight to 
locate a previously lost AV.  Attempts to 
locate the AV were unsuccessful.  
  
RQ-7A
• Class C:  AV experienced engine failure 
upon takeoff and glided off the runway.  
The aircraft came to a rest in an adjacent 
field.

RQ-7B
• Class C:  Crew lost control feed with 
the AV and attempted to re-establish 
contact until fuel starvation occurred.  
The recovery chute was deployed, and 
the aircraft was recovered.  
• Class C:  AV experienced ignition and 
subsequent generator failure during 
flight.  The AV operator deployed the 
recovery chute, and the aircraft was 
recovered.  
• Class C:  AV failed to gain altitude 
during the launch sequence and glided 
back to the ground.  The aircraft suffered 
damage to the landing gear and 
servo, and the propeller and payload 
separated.  

UNMANNED AIRCRAFT 

SYS T EM
In format ion based on prel iminary  reports  o f  a i rcraf t  acc idents

AccidentBriefs
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Never 

assume 

what 

someone 

else is 

going 

to do in 

another 

cockpit!

to announce your actions within a cockpit,
It is standard

actions to the entire flight.

Announce Actions
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LEADER 
INVOLVEMENT 
IN LOW-RISK 
MISSIONS 
 As experienced combat 
crews return from OEF/
OIF, there is a tendency to 
become complacent as their 
units transition to training 
and non-combat operations.  
Commanders must pay special 
attention to aviation tasks that 
are assessed as “low risk” and 
guard against complacency by 
aircrews and mission planners.  
Seemingly low-risk missions 
are needlessly killing our 
Soldiers and destroying our 
combat equipment.  Home 
station resources are limited 
due to reset and preset of 
aircraft, therefore leaders  
must do the following:
 (1) Skillfully manage your 
aircrew training programs 
and maximize the use of our 
combat mission simulators.
 (2) Carefully scrutinize 
missions and ask tough 
questions to ensure we are 
not allowing complacency on 
low-risk missions or allowing 

perceived low-risk missions 
(e.g., visual flight rules (VFR) 
cross-country to become 
high-risk missions because 
of changes in operating 
conditions).  
 A specific area of concern 
is single-ship operations, 
which are most often 
categorized as low-risk 
operations.  Multi-ship 
operations—the standard 
in combat—lower risk by 
adding experience, maturity, 
judgment, and command 
attention to the mission.   
The more aviators involved  
in the planning and execution 
of a mission, the better the 
preparation and decision 
making.  When briefing 
single-ship operations, specific 
involvement by the command 
and mission brief authority  
are required to identify all 
hazards and have thorough, 
honest dialogue with crews 
to assess the aircrew’s ability 
to conduct the mission and 
ensure the appropriate level  
of pre-mission planning has 
taken place.
 

PRE-MISSION 
PLANNING 
 In a previous message, I 
emphasized the importance 
of the air mission approval 
process as the mechanism 
for the chain of command’s 
oversight to ensure proper risk 
management and optimal use 
of limited flying hours.  When 
used properly, this process 
shapes low-risk operations 
into fully functional training 
events and ensures detailed 
pre-mission planning.  
Currently, it is evident low-
risk operations are not getting 
the appropriate amount 
of command involvement.  
Mission briefing authorities 
have the responsibility to not 
only ensure proper mission 
planning and risk assessment 
requirements are met, but 
also that the mission meets 
the intent of the commander 
and is a proper utilization of 
limited aircraft hours. 
 A specific issue of pre-
mission planning that needs 
increased focus is cross-
country flights.  All too 
often our crews push VFR 

A rmy Aviation continues to be an integral 
part of the combined arms team in the 
Global War on Terrorism.  Through almost 

5 years of continuous combat operations, our 
aviators have flown more than 1 million hours in 
Operations Enduring Freedom and Iraqi Freedom 
(OEF/OIF).  As a result, our crews are reaching 
combat experience levels unprecedented since 
the end of Vietnam.  However, despite our 
tremendous achievements, we have lost 123 
aircraft since 9/11, with over two-thirds of those 
losses to preventable accidents.  Although this 
equates to the loss of a combat aviation brigade 
worth over $2 billion, more importantly,  

it means we have lost far too many aviators and 
Soldiers to preventable accidents.  The trends 
in these accidents are clear:  insufficient leader 
involvement in low-risk missions, inadequate 
pre-mission planning, poor aircrew coordination, 
and indiscipline.  Our Army cannot afford 
to continue to lose aviation crews, Soldiers, 
and aviation combat power, and our aviation 
crews owe our prime customer—the American 
Soldier—the best aviation support that will 
complete the mission safely.  Therefore, I want 
each of you to redouble your efforts to ensure 
your units are following standards, managing 
risk, and doing the basics right. 

VCSA’s Thoughts on Aviation Risk Management and Leadership
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…despite our 
tremendous 
achievements, 
we have lost 
123 aircraft 
since 9/11, 
with over 
two-thirds of 
those losses 
to preventable 
accidents.

flight into deteriorating 
weather conditions and turn 
a low-risk mission into a 
high-risk mission.  Army 
Regulation (AR) 95-1, Flight 
Regulations, requires all Army 
aircraft that are instrumented 
for instrument flight rules 
(IFR) flight and flown by 
an instrument-rated pilot to 
operate on IFR flight plans 
with limited exceptions.  
Leaders must coach standards 
and discipline for limited 
visibility operations so 
aircrews will conduct hard, 
realistic training and gain the 
skills and confidence necessary 
to conduct operations in all 
flight regimes.  Part of this 
coaching is supporting the 
pilot in command’s or the air 
mission commander’s “no go/
mission abort” decision when 
weather en route is found to 
be insufficient for continued 
flight under VFR.  Once 
in flight, mission-focused 
aircrews are hesitant to make 
decisions to land short of 
the objective, turn back to 
the point of origin, divert to 
alternate airfields, or continue 
the mission under IFR.  
Failure to file an IFR flight 
plan limits options while en 
route, and the unwillingness 
to commit to IFR flight 
exponentially increases the 
risk of an accident.  Units and 
aircrews need to maintain the 
skills necessary to successfully 
accomplish all aviation 
missions. 
 In November 2004, our 
Army lost seven Soldiers to a 
UH-60 wire strike in marginal 
weather.  The lessons learned 

from this accident about 
pre-mission planning and 
Composite Risk Management 
are highlighted in  
a video available through the 
U.S. Army Combat Readiness 
Center (USACRC).  Due 
to the sensitive nature of 
this video, distribution has 
been closely managed.  Due 
to recent accident trends, I 
encourage each battalion-level 
commander to obtain this 
video from USACRC and use 
it to train their crews.  The 
POC is the USACRC Deputy 
Commander, COL George 
Bilafer, at george.bilafer@crc.
army.mil. 

CREW 
COORDINATION 
AND 
INDISCIPLINE 
 A hallmark of our Army is 
strict discipline and adherence 
to standards.  When we 
deviate from these standards, 
we assume unnecessary 
risk.  Recent accident 
trends indicate aircrews 
are all too often failing to 
do the most basic things 
right.  From adhering to the 
mandated flight envelope, 
altitude selection, or power 
management, Army Aviation 
is experiencing a spike in 
indiscipline.  Professional 
aviators do 100 percent of 
the basics right 100 percent 
of the time.  As we continue 
to fight an intelligent enemy 
with more sophisticated 
equipment, no amount of 
technology can replace the 
need to do the basics right.  

We need to recognize there 
is a major difference between 
disciplined, aggressive 
combat flying and reckless, 
foolhardy flying.  We as an 
Army will  
not tolerate the latter. 
 Stay focused.  Your 
personal involvement in low-
risk missions, pre-mission 
planning, crew coordination, 
and discipline will preserve 
our combat power.  You 
represent the best of the 
warrior ethos and are a vital 
part of our nation’s success in 
the war  
on terror. 

—Adapted from GEN Richard A. Cody’s  
message to general officers, assistant  
division commanders, aviation bri-
gade  
and battalion commanders on 23 June  
2006.  GEN Cody, an Army Aviator,  
became the 31st Vice Chief of Staff  
on 24 June 2004.

VCSA’s Thoughts on Aviation Risk Management and Leadership
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The U.S. Army Combat 

Readiness Center (USACRC) 

serves as the knowledge 

center for all losses, helping 

commanders connect the dots on loss 

prevention and providing leaders 

with tools to manage risk through 

the process known as Composite 

Risk Management (CRM).  Most 

Soldiers, especially aviation Soldiers, 

are familiar with USACRC’s 

accident investigation mission.  

However, investigation, analysis, and 

dissemination of accident information 

to field units is only one of the many 

ways the Director of Army Safety 

(DASAF) fulfills his responsibility 

under Army Regulation (AR) 385-10, 

The Army Safety Program, to administer 

and direct an effective Army safety 

program to reduce the occurrence of 

accidents.  This article focuses on 

defining system safety and outlining 

the key players’ responsibilities.
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DR. MIKE CUPPLES
CHIEF, L IFE CYCLE MANAGEMENT SYSTEM SAFETY
U.S. ARMY COMBAT READINESS CENTER

 System safety is a proactive program.   
It is defined as the application of engineering 
and management principles, criteria, and 
techniques to optimize safety with the 
constraints of operational effectiveness, time, 
and cost throughout the system’s life cycle—
from concept to disposal.  The key players in 
system safety are combat developers, materiel 
developers, testers, evaluators, and Soldiers—the 
ultimate users of the equipment. 

BACKGROUND 
 Department of Defense Instruction (DODI) 
5000.2, Operation of the Defense Acquisition 
System, requires system safety programs for 
all major acquisition systems.  In the Army, 
AR 70-1, Army Acquisition Policy, delineates 
risk management responsibilities throughout 
the acquisition force, while AR 385-16, 
System Safety and Engineering Management, 
delineates responsibilities for system safety and 
engineering management.  The DASAF has 
overall responsibility for managing the Army 
System Safety Program and developing system 
safety policies and procedures. 

POLICY 
 Army policy dictates system safety be 
applied and tailored to all Army systems and 
facilities throughout their life cycles.  This 
policy is institutionalized through partnerships 
and coordination with the Assistant Secretary 
of the Army for Acquisition, Logistics, and 
Technology; Assistant Secretary of the Army 
for Installation, Logistics, and Environment; 
and other Department of the Army staff offices.  
The acquisition program manager is responsible 
for the effective implementation of system safety 
during acquisition and development and use by 

the Soldier during all phases of the system life 
cycle management (figure 1).
 
OBJECTIVES 
 The objectives of system safety are to— 
 • Maximize operational readiness and 
mission effectiveness by ensuring appropriate 
hazard and control measures are identified and 
designed into systems in a timely manner. 
 • Ensure hazards associated with new 
technology or operations are identified for 
consideration in later applications. 
 • Ensure hazards eliminated or controlled 
through design and risk associated with residual 
hazards are formally identified, accepted at the 
appropriate management decision level, and 
documented. 
 • Identify hazards and manage the risk 
associated with these hazards for each system  
or facility throughout its life cycle in all possible 
configurations and all mission variations. 

THE COMBAT DEVELOPER 
 The combat developer is the user’s 
representative.  System safety is introduced 
early into the development process by combat 
developers in the concept definition stage.  
Safety is infused into systems based on user 
experience with previous systems and analysis  
of future operational capabilities.  To design 
safety into a system, the combat developer—
 • Identifies safety requirements in the 
capabilities development document, which 
defines system performance.
 • Monitors program development and makes 
recommendations on all identified hazards.
 • Has formal concurrence/nonconcurrence 
for CRM decisions at program and milestone 
decision reviews.

System Safety: For the Soldier
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 The combat developer is involved 
informally in the identification, assessment, 
and recommendation process, as well as 
through formal day-to-day monitoring of 
system progress as a member of the System 
Safety Integrated Product Team (SSIPT).  
Additionally, as system safety risk assessments 
are coordinated, the combat developer formally 
concurs or nonconcurs with risk mitigation 
methods proposed by the program manager  
or decision authority.  

THE MATERIEL DEVELOPER 
 The materiel developer is the point man 
for system safety.  Materiel developers manage 
safety issues through production to fielding to 
the Soldier.  The materiel developer identifies 
hazards throughout the entire life cycle to 
prevent losses.  Early identification of hazards 
and designing safety into the system ensures 
optimal mission effectiveness and minimizes  
the costs associated with losses.  Effective  
system safety provides long-term benefits in 
combat readiness and cost-effective use of  
Army resources.

THE PROGRAM MANAGER 
 The program manager (PM) ensures 
identified system hazards and risks are validated, 
assessed, and controlled in a timely manner.  
The risk impact consists of the cost and effect  
of identified risks in terms of mission 

capabilities and economic factors.  The System 
Safety Management Decision Authority Matrix 
provided by the Program Executive Officer-
Aviation is used to assess risk categories (see 
figure 2 below).  
 The PM charters an SSIPT of technical 
experts to assist in managing the safety program.  
One of the SSIPT’s first tasks is to develop 
a system safety management plan, which 
establishes management policies, objectives, 
and responsibilities for execution of the system 
safety program for the life cycle of the system.  
The plan outlines government and contractor 
responsibilities, ensures hazards are identified 
and composite risk assessments and decisions 
are documented, outlines tasks of SSIPT 
participants, and lists milestones for safety 
actions with respect to system development.  
 After fielding, the PM is responsible for 
tracking worldwide accident and incident data, 
improvement recommendations, deficiency 
reports, and other data to correct safety hazards 
as they arise.  Through system safety risk 
assessment, the severity and probability of 
hazards are determined and presented to the 
appropriate level decision authority for CRM 
(figure 3).  The control selection process ues the 
following order of precedence to reduce residual 
risk: 
 1.  Design for minimum acceptable risk. 
 2.  Incorporate safety devices. 
 3.  Provide warning devices. 
 4.  Develop procedures and training.

6
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THE USER 
 Users contribute early in the system 
development process through the combat 
developer, who is the user’s representative in 
the acquisition and development process.  Users 
also participate in operational testing of systems 
as part of the materiel development process and 
have an opportunity to evaluate and identify 
system safety deficiencies.  Once a system is 
fielded, efforts focus on discovering safety 
deficiencies that were not identified during the 
development process.  As users, Soldiers have 
direct input to system safety by identifying 
safety deficiencies through actual system use.  
They also provide insight into unforeseen 
hazards and new mission requirements.  Soldiers 
may submit equipment improvement reports, 
quality deficiency reports, and DA Forms 
2028, or coordinate with logistics assistance 
representatives to document and fix specific 
safety hazards.

SUMMARY 
 System safety provides the accepted level of 
safety attainable through engineering efforts to 
achieve optimal mission capability, enhanced 
combat readiness, and prioritization of Army 
resources.  Hazards and risks are identified, 
assessed, and monitored throughout the life 
cycle and eliminated by design where possible; 
those that cannot be eliminated are reduced to 
the lowest acceptable level possible.   
 Few Soldiers probably realize the magnitude 
of safety efforts to provide safe and reliable 
equipment for Army operations.  Regulations, 
policies, and key organizations are in place to 
field and sustain you, the Soldier, with the best 
possible equipment available. 

—The author may be contacted at DSN 558-2801 (334-255-2801), 
or by email at mike.cupples@us.army.mil.
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MAJ TIM WILLIAMS
DIRECTORATE OF COMBAT DEVELOPMENTS
FORT RUCKER, AL

A2CU 
 One program that has 
generated interest among 
aircrew members is the 
new Army aircrew combat 
uniform (A2CU).  The 
A2CU is an aircrew variant 
of the new Army combat 
uniform (ACU) issued to 
Soldiers.  It is designed to 
replace the current Army 
battledress uniform (ABDU) 
(both woodland and desert 
patterns) and will have 
the same digital pattern 
as the ACU, the universal 
camouflage pattern 
(UCP).  The new design 
and possible new fabric 
solutions are currently 
undergoing laboratory 
and initial testing to 
ensure compatibility, flame 
resistance, and durability.  
Once the design is finalized 
and validated, the Program 

Manager-Clothing and 
Individual Equipment will 
begin full-rate production 
and fielding.  National 
stock numbers (NSNs) for 
the A2CU are in the system 
now; however, there are 
none available for issue.  
Availability is projected for 
Fiscal Year 2007.  Units will 
be notified when to place 
orders after all testing is 
completed and production 
rates are sufficient.  In the 
meantime, production of 
the ABDU will transition 
to the UCP.  The switchover 
will be complete by the time 
this article is published. 

GLOVES 
 Other developmental 
items of interest include the 
adoption of the Southwest 
Motorsports Max Grip NT® 
and Friction Fighter® gloves 

(both made of Nomex®) as 
authorized alternatives to 
the issued Summer Weight 
Flyers Glove for aircrew 
members.  The Max Grip 
NT® and Friction Fighter® 
gloves have been tested by 
Natick Laboratory and meet 
or exceed the protection 
provided by the current 
issued glove.  These gloves 
now have NSNs (see the 
February 2006 Flightfax) 
and may be purchased 
direct from Southwest 
Motorsports (http://www.
southwestmotorsports.
com/).  At some point, we 
expect them to be issued 
to all Soldiers as the Army 
combat glove.  

BOOTS 
 A new, lightweight, 
tan non-all-leather hot-
weather boot also has been 

The  A i r c rew  In tegra ted  Sys tems  (AC IS )  B ranch  o f  the  

D i re c to ra te  o f  Combat  Deve lopment s  (DCD)  a t  Fo r t  Rucker,  AL ,  

i s  the  a i r c rew  members ’  represen ta t i ve  fo r  a r t i cu la t ing  and  

document ing  a i r c rew  capab i l i t i e s  f o r  i t ems  worn ,  ca r r ied ,  o r  

consumed  dur ing  av ia t ion  opera t ions .   The  AC IS  B ranch  works  

w i th  var ious  mater ie l  deve lopers  and  resear ch  agenc ies  to  

deve lop  rea l i s t i c  requ i rement s  wh i ch  w i l l  even tua l l y  re su l t   

i n  mater ie l  so lu t i on  enhancement s  fo r  the  Av ia t ion  So ld ie r.   

From the Combat Developer
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evaluated and approved for 
inclusion in a waiver with 
the temperate weight boot 
for all flight operations—the 
Belleville model 340DES.  
It is available as a direct 
purchase from Belleville 
http://www.bellevilleshoe.
com/.

COLD WEATHER 
CLOTHING 
 ACIS is also working 
cold weather clothing 
requirements.  We’re looking 
at several products to meet 
this need.  One version 
that looks promising and is 
expected to undergo testing 
in the near future at Natick is 
a wind- and water-resistant, 
snug-fitting, stretchable 
Nomex® blend.  This system 
will increase warmth, 
comfort, and reduce bulk.

SOLDIER 
ENHANCEMENT 
PROGRAM (SEP) 
 Two items were recently 
approved by the SEP board 
for funding:  a finger-
mounted laser pointer and a 
fire-retardant, antimicrobial, 
moisture-wicking underlayer 
system.  These items will be 
included in the Air Warrior 
capabilities production 
document (CPD) currently in 

staffing.  In addition to these 
two items, the CPD includes 
an unencrypted aircrew 
wireless intercom system 
(AWIS), a portable oxygen 
system, a tactical helmet “go-
bag,” and a helmet-mounted 
hear-through external audio 
capability.

AIR SOLDIER 
SYSTEM  
 To articulate future 
needs, we are converting 
the Air Warrior operation 
requirements document to 
the new Air Soldier System 
capabilities development 
document (CDD).  This CDD 
will capture current and 
projected future capabilities 
needed by the air Soldier.  
One of the capabilities 
includes a multiple 
integrated helmet display 
system, which will integrate 
aircraft instrumentation 
and targeting symbology 
with improved night vision 
sensor technologies into a 
single helmet solution for 
Army Aviation.  This will 
help improve situational 
awareness in degraded visual 
conditions above that which 
is available with current tube 
technology.  The CDD will 
also include upgrades to 
the electronic data manager, 
providing non-bussed aircraft 

a moving map display and 
interface with Blue Force 
Tracking. 
 Other programs we are 
currently working include the 
new chemical and biological 
protection suit, joint protective 
aircrew ensemble, and the 
joint service aviation mask.  
It is vital we provide crews 
with the right equipment, 
maintained to standard, so 
they can “Own the Edge” 
when they need it most. 

—The author is the chief of the Aircrew 
Integrated Systems (ACIS) Branch, DCD, 
and can be contacted at DSN 255-3271 
(334-255-3271), or by e-mail at timothy.
williams@rucker.army.mil.  For more 
information on these systems, as well 
as future combat systems, contact CPT 
Jay Maher, Assistant TRADOC System 
Manager-Soldier, at 334-255-1456 or 
e-mail john.maher@rucker.army.mil; CW4 
Bob Carnahan at 334-255-1103 or e-mail 
robert.d.carnahan@rucker.army.mil; or  
John Popovich at 334-255-9130 or e-mail 
john.popovich@rucker.army.mil.

From the Combat Developer
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DON HARP
LOGISTICS MANAGEMENT SPECIALIST,  AIR WARRIOR
REDSTONE ARSENAL, AL

GEN 1       GEN 2    GEN 3

 The AW concept was 
originally designed to allow 
a one-size-fits-all ensemble 
and was based upon an 
unalterable minimum essential 
survival equipment list.  The 
Primary Survival Gear Carrier 
(PSGC) can be tailored for 
any mission environment, 
including chemical/biological, 
overwater, or desert combat.  
The driving forces behind these 
requirements, such as flame-
retardant holsters and room for 
more ammunition, resulted from 
lessons learned  
in Somalia.  

 In 2004, Gen 1 was in 
production at the start of the 
present conflict, manufactured 
in the traditional woodland 
camouflage color with two 
large pockets on the front 
of the PSGC with zippered 
closures.  These pockets 
were the primary survival 
equipment carriage devices and 
attached to the PSGC with an 
integrated extraction harness 
featuring quick-release buckles, 
which allowed a multitude of 
accessories to be fastened to the 
PSGC.  The primary tailorable 
components of the ensemble 

were an overwater gear carrier 
with a personal life raft, a low-
profile floatation collar, a mask 
blower pouch for the M-45 
protective mask, Sea Mark II 
(underwater breathing device), 
and a thigh-mounted pistol 
holster.  
 Gen 2 was introduced in 
2005 as a result of feedback from 
the field and the introduction of 
the universal camouflage pattern.  
As stated in the beginning of this 
article, numerous improvements 
were incorporated in Gen 2, 
many not apparent to the 
user.  Changes included adding 

The Air Warrior (AW) Product Manager’s 
Office rapidly responds to feedback from the 
field to ensure the Army aircrew member has 

the best aviation life support equipment possible.  
As a result, the AW ensemble has been updated 
three times in the past 2 years based upon lessons 
learned and suggestions from deployed Soldiers.  
These changes are numerous and range from the 
nearly transparent to the obvious.

 All three versions of the ensemble are 
currently in the field and known as either AW 
Generation (Gen) 1, 2, or 3.  At this time, only 
Gen 3 is being issued to units deploying to 
Operation Iraqi Freedom/Operation Enduring 
Freedom (OIF/OEF).  Units that are presently in 
country have either the Gen 2 or Gen 3, and any 
unit redeploying in the future will be retrofitted 
with the Gen 3.  

Product Manager’s From the
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Modular Lightweight Load-
carrying Equipment (MOLLE) 
loops on the shoulder straps 
and left pocket to increase user 
options for attaching a tourniquet, 
flashlight, knife, gun, and 
ammunition.  The pocket liners 
were replaced with a material 
known as Cordura® to increase 
durability and reduce bulk.
 The flashlight pocket was 
redesigned to accommodate 
either the “Phantom light” or 
“Mini Mag” flashlight, and the 
radio pocket was redesigned 
to accommodate the Combat 
Survivor Evader Locator (CSEL) 
radio or two M-4 magazines.  
The back panel of the PSGC 
was redesigned to reduce neck 
abrasion, and the extraction 
harness interface to the PSGC was 
changed to reduce stress at the 
attachment point, improving fit 
and reducing stitch breakage.  A 
new ambidextrous holster was also 
developed and can be worn on the 
thigh, mounted to the PSGC, or 
worn separately as  
a shoulder holster without  
the PSGC.
 As feedback from the field 
continued, so did the need for 
ongoing improvements, resulting 
in the fielding of the AW Gen 3.  
The large outer pocket zippers 

were 
eliminated 
to improve 
durability and repairability and 
replaced by two inner pockets and 
a series of MOLLE attachment 
points.  A set of standard pockets 
are now provided to each 
crewmember to allow greater 
tailorability, and a center front 
zipper is included to increase 
the overall available storage area 
at the front of the PSGC for 
attaching additional pockets.  
MOLLE attachments were added 
to the back panel of the PSGC 
for future growth (e.g., water 
storage), straps on the center 
front buckles were redesigned to 
reduce bulk and increase strap 
adjustment, the signaling pouch 
was redesigned to be similar to 
the first aid platform in order 
to reduce bulk and improve 
accessibility, and the back panel 
was improved to enhance comfort 
and fit adjustment.  The Gen 3 
also eliminated the Extended 
Equipment Pouch, the lower 
retention and multi-tool straps, 
and numerous snaps  
and grommets.
 

AW GEN 3 SYSTEM

 It’s important for all aircrew 
members to note survival items 
must be transferred from their 
existing vest when they are 
issued the AW PSGC, including 
the survival radio, compass, 
flares, strobe, tourniquet, and 
whistle.  Also included in the 
New Equipment Training by 
the PM AW fielding teams is a 
warning that failure to transfer 
these items upon receipt of the 
new PSGC can cause a delay  
in rescue, which could result  
in death to injured personnel.  
 When transferring items, 
remember that placement of items 
should allow full freedom of flight 
controls.
 Are we through improving 
the AW ensemble?  Probably not; 
for as the mission changes—so 
will Air Warrior. 

—For more information, you may either 
contact the author via e-mail at donald.
b.harp@us.army.mil or Jim Isaacs  at 
james.r.isaacs@us.army.mil at the PM Air 
Warrior Office.

Product Manager’s Office

July 2006
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CHRISTOPHER TRUMBLE
SYSTEM SAFETY ENGINEER
U.S. ARMY COMBAT READINESS CENTER

Soldiers continue to use unauthorized 
commercial off-the-shelf (COTS) 
equipment.  Our troops are saturated with 

advertisements from manufacturers claiming 
their products do great and wonderful things, 
but the real test comes when the item is put to 
use.  Then it could be too late.
 Army program managers (PMs) and TRADOC 
system managers (TSMs) assist in developing and 
integrating items into the Army’s inventory, missions, 
and operating environments.  These individuals 
support Soldiers operating in Southwest Asia, as well as 
those preparing to deploy, with state-of-the-art ballistic 
protection and safe, durable, and operationally effective 
individual and unit equipment.
 However, some Soldiers are not willing to wait for 
the testing and evaluating of items to determine if the 
risks from using unauthorized equipment are too great.  
These COTS items are not only limited to “ground 
pounders”; Army Aviators are also using unauthorized 
COTS items.  Items of concern include:
 • Polyester underclothing manufactured by 
companies such as Under Armour®, CoolMax®, and 
Nike®.  Undergarments manufactured from synthetics 
such as polyester or acrylic can melt and fuse to skin 
when exposed to high temperatures and flames (figure 
1).  This warning also applies to novelty undergarments 
such as underwear with cartoon characters, jokes, etc.  
Burns from these garments melting against your skin 
can be disfiguring and even fatal.  Military doctors 
have reported an increased difficulty in burn-related 
wound treatment from the necessity of removing 
melted clothing from the wound.  Natural fibers such 
as cotton, wool, or Nomex® are the best materials for 
aviation undergarment use.
 • Hush Kits and Zeta Liners.  Many commercial 
aviation helmet liners and ear cups are not approved 
for Army Aviation HGU 56/P helmet use, yet they 
are often marketed as “military approved.”  The 
Oregon Aero Company’s Hush Kit and Zeta Liners 
are examples of COTS items some Army Aviators 
may be tempted to purchase but are not authorized 
for Army Aviation use.  The Hush Kits have been 
tested by the U.S. Army Aeromedical Research 
Laboratory (USAARL) for sound attenuation, and 
findings indicate the kit does not improve the degree of 
protection beyond that provided by the Army’s current 

issue.   The USAARL report warns retention and 
impact protection performance evaluation also 
needs to be conducted on aviation helmets fitted 
with Hush Kits prior to acceptance.  These tests are 
necessary because of possible helmet rotation that 
may expose portions of the head during impact if 
retention ability is reduced, resulting in reduced 
energy absorption from lateral impacts, which may 
place aviators at an unacceptable level of risk from 
head injury.  
 NOTE:  The Gentex Thermoplastic Liner® is 
authorized for use by Army Aviators while the Gentex 
Super Comfort Liner® is still being studied for long-
term effects; however, they are issued on a limited 
basis.
 • “Dragon Skin” body armor.  The direct 
marketing of unauthorized COTS ballistic 
protective body armor called Dragon Skin has 
resulted in issuance of Safety-of-Use Message 
(SOUM) 06-017, Discontinue Use of Unauthorized 
Body Armor, Dragon Skin.  The Army tested 
Dragon Skin and showed it was not certified to 
defeat several of the small-arms threats Soldiers are 
currently encountering in Afghanistan and Iraq.  
The Army has issued statements warning Soldiers 
not to purchase COTS body armor because it was 
not manufactured to military specifications and is 
unable to defeat the threats encountered in Iraq 
and Afghanistan.

 • Laser pointers.  Commercially procured laser 
pointers may become a greater hazard to aircrews 
than a benefit.  A hazard may occur if a laser is 
selected without considering the power level or by 
using it improperly within the aircraft.  There is 
a potential eye injury hazard from certain classes 
of lasers.  Also, laser misuse within an aircraft can 

Commercial Off-the-Shelf Items
FIGURE 1.  
Example of melted synthetic clothing
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compromise the safety of the crew during night missions.  
There are a wide variety of lasers available, ranging from 
powerful military pointers (figure 2) to lower-powered, 
presentation-style pointers (figure 3).

  • Unauthorized modifications of Army aircraft.  
The unauthorized modification of Army aircraft is 
dangerous.  Examples include the locally manufactured 

gun mounts on 
aircraft and using passenger vehicle seats (figure 
4) as door gunner and ramp seats.  Fabricated gun 
mounts may not take into consideration appropriate 
traverse and elevation limits, allowing the operator to 
inadvertently shoot the rotor blades.  Automobile seats 
are not designed to the same crashworthiness standards 
of aircraft seats and may pose a real health hazard in 
a crash.  Something as simple as modifying individual 
flight crew seat cushions could result in serious injury 
during an emergency.
 • M16/M4 series rifles.  There have been 
unauthorized modifications to Army M16/M4-series 
rifles, resulting in a warning on the rear cover of PS 
magazine, Issue 637:  “Unauthorized modifications hurt 
your weapon and put you and your unit at risk.”

WHAT TO DO 
 Units and program managers 
are encouraged to use COTS items 
when possible.  The operative phrase 
in the previous sentence is when 
possible.  This means the product 
must perform the task without 
endangering the mission or personnel 
and without detrimental logistical 
support issues.  This can be difficult 
to determine for a commander or 
Soldier because they want to do the 
right thing and acquire the proper 
equipment to support the mission.  
Oftentimes they inadvertently create 
a hazard—potentially a greater 
hazard than the one posed—by not 
having the equipment.   
 According to Army Regulation 
385-16, System Safety Engineering 
and Management, commanders who 
authorize their supply personnel 
to order COTS items not managed 
by the Army logistics system 
effectively become the PMs for 
those items.  COTS items have no 
lifecycle materiel support, causing 
commanders to expend additional 
funds to provide, for example, repair 
part support and maintenance.  
Commanders also are responsible 
for publishing usage instructions 

and inspection criteria, establishing 
safeguards, and providing suitable 
training on the equipment. 
 Commanders must ask 
themselves if they really need that 
piece of equipment.  Is that item 
really necessary to accomplish the 
mission and bring everyone back 
home alive?  Here are some questions 
to think about before purchasing any 
COTS item:   
 • Is there another item in 
the current Army inventory that 
performs the same function? 
 • How will the unit maintain the 
COTS equipment—serviceability 
inspections, obtaining repair parts, 
etc.—in a combat zone?  (It is often 
difficult to obtain support from 
manufacturers that have no real 
tracking or notification system to 
relay problems with their products 
back to the purchasing units.) 
 • Who will be the subject matter 
expert on the equipment, and who 
will train, maintain, and certify 
them? 
 • Does the item require special 
batteries that are only available in 
certain regions? 
 • How much time will it take to 
train my Soldiers on the equipment?

 • What safety features or hazards 
have been identified?
 • Have the risks been properly 
documented and accepted at the 
appropriate level?  
 • What effect will this item 
have on other equipment (radio 
interference, different plug 
configurations, etc.)?
 • What additional injury or 
damage will the COTS equipment 
cause in an accident?
 Commanders might not realize 
they’re assuming some high risks 
when they acquire COTS equipment.  
They assume if they can purchase 
COTS items advertised in military 
publications, the equipment is safe 
and without risk.  Unfortunately, 
this often isn’t the case.  If the PMs 
and TSMs believed all COTS gear 
was worthwhile and necessary, they’d 
be working hard to get it to the field.  
Losing a Soldier to a preventable 
accident and excusing it as the cost 
of doing business is unacceptable. 
Keep your Soldiers ready and 
equipped so they can Own the Edge!   

—Contact the author at DSN 558-3576 
(334-255-3576), or by e-mail at christopher.
trumble@us.army.mil.

Commercial Off-the-Shelf Items
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U.S. ARMY COMBAT READINESS CENTER

 I M P R O V I N G
ALWAYS 

 Known in its latest iteration as Blue Force 
Tracking, FBCB2 features integrated computer 
hardware and software that forms a wireless, 
tactical Internet.  The system is designed to 
phase out and replace paper maps and voice 
radio communications with more secure and 
timely digital information.  A quick overview 
of the program’s development follows.
 In the initial phase, information was 
uploaded from other systems such as the 
Forward-Area Air Defense Command, Control, 
and Intelligence System; the Combat Service 
Support Control System; the Battlefield 
Combat Identification System; the Guardrail/
Common Sensor; tactical operations centers; 
certain unmanned aerial vehicles; and other 
Army systems.  Warfighting experiments were 
conducted to verify the system could provide 
improved tactical decision-making information 
to Soldiers through increased situational 
awareness by means of timely battlefield data.
 The second phase of development involved 
enhancing the FBCB2’s functionality.  This 
step was performed in Bosnia, Kosovo, and 

The  impor tance  o f  e f f e c t i ve  

communi ca t ions  capab i l i t i e s  

has  in c reased  grea t l y  s in ce  the  

beg inn ing  o f  the  G loba l  War  on  

Ter ro r i sm,  par t i cu la r l y  regard ing  

in te rac t i on  be tween  ground  

So ld ie r s  and  a i r c rews .   The  ab i l i t y  

t o  re ce i ve  in te l l i gence  f rom the  a i r  

and  ver i f i ca t ion  f rom the  g round  

in  rea l  t ime  i s  j u s t  one  bene f i t  o f  

a  h igh l y  mob i le  communi ca t ions  

s y s tem.   The  Army ’ s  Fo r ce  XX I  

Ba t t l e  Command  Br igade  and  Be low  

( FBCB2 )  i s  one  such  s y s tem pay ing  

d i v idends  fo r  So ld ie r s  in  thea te r.

Italy in 2002 while the Army was assisting 
with NATO peacekeeping missions.  Soldiers 
there received a detailed picture of their 
surroundings on a computer information 
network that tracked vehicles and displayed 
their locations on a digital map.
 The next phase expanded the program 
to collect, integrate, and display a common 
picture of the area of operations on each user 
display.  Locations and the identities of threats 
such as enemy forces, improvised explosive 
devices, and impassable roads were correlated 
and automatically transmitted to each group 
user and displayed as an icon on the screen.  
The Blue Force Tracking element includes 
the linking of sensors, communications 
devices, aircraft, and weapons into a seamless 
network using satellites, as well as line-of-sight 
transmissions.
 The development of a companion system 
for international military force partners, 
dubbed “Coalition Force Tracking,” is the 
latest improvement.  In April 2005, the 
Pentagon’s Office of Force Transformation 
determined use of the interconnected Blue 
Force Tracking system with the Coalition 
Force Tracking system improves operational 
effectiveness.
 Our Soldiers benefit from these joint 
communications capabilities in many ways, 
including the proven ability to execute decisive 
combat operations with greater confidence.  
This unique command and control capability 
promises to be a decisive technology for 21st-
century warfare that will allow our Soldiers to 
Own the Edge!  

—Contact the author at DSN 558-3576 (334-255-3576), or by 
e-mail at christopher.trumble@us.army.mil.

FBCB2:
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LIFE-CYCLE SYSTEM SAFETY MANAGEMENT-AVIATION DIVISION
U.S. ARMY COMBAT READINESS CENTER

 I M P R O V I N G

AVIATION SAFETY 
ACTION MESSAGES 
(ASAMs)
 • UH-60-06-ASAM-03, 
121212Z Jun 06, Swashplate 
Duplex Bearing, Maintenance 
Mandatory, all H-60-series Aircraft.  
Sikorsky Aircraft Corporation has 
notified the Army of a discrepancy 
found during final aircraft assembly 
whereby the bearings inside the 
main rotor swashplate assembly 
were inadvertently damaged during 
installation.  This condition was 
found during a follow-on flight 
control rigging check where an 
unusual grinding noise from the 
swashplate assembly was noticed 
when the flight controls were 
exercised along with excessive 
axial movement between the 
rotating and stationary swashplate.  
The swashplate assembly was 

disassembled, and ball bearings from 
the duplex bearing were found in the 
grease cavity between the upper and 
lower bearing race.  Although this 
discrepancy was discovered on the 
assembly line, the potential exists for 
fielded aircraft to have a defective 
swashplate assembly installed.  The 
intent of this message is to perform 
a records inspection to determine 
swashplate installation time, require 
inspection of the swashplate duplex 
bearings for discrepant bearing 
installation, and initiate manual 
changes to require bearing wear 
inspection for all subsequent 
installations.
 • AH-64-06-ASAM-10, 
081315Z Jun 06, Tail Rotor 
Swashplate Inspection, Maintenance 
Mandatory, all AH-64-series Aircraft.  
There have been several reports of 
tail rotor (TR) swashplate assemblies 
found with six loose lock-wired 

socket head cap screws.  This 
condition allows movement between 
the bearing housing assembly 
and TR deice slip ring assembly, 
which may result in the elongation 
of the associated six screw holes.  
This message requires initial and 
recurring inspection of the TR 
swashplate hardware to verify  
proper security.

 For a complete listing of all 
published safety messages, go to the 
AMCOM Web site at https://ams14.
redstone.army.mil/safety/sof/
index.html.  This is a secure Web 
site and requires an Army Knowledge 
Online (AKO) ID and password.  

—For more information on aviation safety 
messages, contact Greg Kaltz, Life-Cycle 
System Safety Management-Aviation Divi-
sion, U.S. Army Combat Readiness Center, 
DSN 558-9377 (334-255-9377), or e-mail 
Greg.Kaltz@crc.army.mil.

SAFETY OF FLIGHT (SOF)
 • C-23-06-SOF-01, 012115Z Jun 06, Immediate 
Grounding of all C-23B Aircraft, Emergency.  On 
30 May 2006, a routine maintenance ground run 
was performed on an SD3 Sherpa aircraft.  During 
shutdown, the field service representative (FSR) noted 
the No. 1 engine propeller lever did not feel right.  
Upon investigation, the FSR found the No. 1 engine 
propeller control cable broken at approximately flight 
station 180 in the cabin ceiling area.  The break 
occurred in the cable fitting on the cable side of the 
hole used for holding the cable while tightening the 
turnbuckle.  A vinyl sleeve is located at this spot on 
the cable, and it is suspected this vinyl sleeve trapped 
moisture, causing corrosion and pitting at the area of 
the break.  Further investigation revealed corrosion 
on the No. 2 engine propeller control cable in the 
same area.  This same condition has been found on 
several other aircraft.  The purpose of this message is to 
immediately ground all C-23B aircraft pending further 
investigation.
 • C-23-06-SOF-02, 061810Z Jun 06, Control 
Cable Inspection, C-23B/C-23B+ Aircraft.  On 1 June 
06, an emergency SOF message, C-23-06-SOF-01, 
was released to immediately ground the C-23B fleet.  

However, this initial SOF did not include the C-23B+ 
fleet.  Subsequent to the release of C-23-06-SOF-01, 
inspection procedures have been developed to verify 
the airworthiness of the C-23B fleet.  The inspections 
of seven C-23B+ aircraft have revealed no significant 
corrosion issues.  However, the Fixed-Wing PM Office 
has elected to require this inspection for all remaining 
C-23B+ fleet aircraft to ensure safety of that fleet, as 
well.  This message requires a one-time inspection of all 
C-23B and C-23B+ aircraft for control cable corrosion.  
Upon completion of the required inspections, the C-23B 
fleet will be released from grounding status.
 • CH-47-06-SOF-04, 261130Z May 06, Suspect 
Aft Rotor Blades, H-47-series Aircraft, Technical.  
CH-47-06-SOF-03 was issued on 8 March 2006 to 
place flight limitations on all H-47-series aircraft due 
to a structural abnormality in the aft rotor blades.  
Following the release of CH-47-06-SOF-03, Boeing 
reviewed some aft rotor blade build records (X-rays) and 
determined all but 63 blades are serviceable without 
any flight restrictions required.  The purpose of this 
message is to rescind the temporary flight restrictions 
imposed by CH-47-06-SOF-03 and to prohibit flight 
operations for those aircraft with a suspect aft rotor 
blade installed.

AVIATION SAFETY MESSAGES
Recap of selected aviation safety messages
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CHRISTOPHER TRUMBLE
SYSTEM SAFETY ENGINEER
U.S. ARMY COMBAT READINESS CENTER

Figure 1. Ontario Knife Company part number 1400, 
NSN 1095-01-518-6832.
Figure 3. Gerber Legendary Blades LMF II with finger 
pointing to burns in blade just above serrations.
Figure 4.  Arrows pointing to areas where charged 
electrical cables burned the blade. 

 After finalizing the list of desired attributes 
the knife should include, the Army issued an 
operational requirements document (ORD) for an 
ASEK in August 2001.  A number of companies 
presented samples, but only the Ontario Knife 
Company’s submission (figure 1) successfully met the 
requirements of the ORD.  As a result, an NSN was 
assigned to Ontario Knife Company, and funds were 
procured for approximately 25,000 ASEKs for direct 
issue to Army Aviation units.  Between June 2004 
and May 2005, 11,881 Army ASEKS were purchased 
by Defense Supply Center–Columbus, OH, and 
the knife has been making its way onto aviation life 
support equipment (ALSE) vests ever since. 

RECENT DEVELOPMENTS
 In May 2005, Gerber Legendary Blades entered 
into a Cooperative Research and Development 
Agreement (CRDA) with the U.S. Army Aeromedical 
Research Laboratory (USAARL).  The CRDA was to 
test and evaluate the Gerber LMF II knife (figure 2) 
against the Army-issue ASEK produced by Ontario 
Knife Company for the purpose of determining 
whether the Gerber knife met the same standards as 
outlined in the ASEK ORD.  Testing and evaluation 

was conducted, and a report was published detailing 
the results.  
 The Gerber candidate met all requirements 
listed in the ORD.  Interestingly, one area in which 
the Gerber knife outperformed the Ontario Knife 
Company’s knife was in the ability to protect the 
user against electrical shock via an insulated handle.  
The authors of the USAARL report considered the 
inability of the Ontario Knife Company knife to 
pass this test a Category I catastrophic failure as per 
Military Standard 882D.  The rationale for this was 
the possible hazard of the user sustaining a potentially 
fatal shock should the blade be used to cut through 
electrically charged wires.  

The knife is probably one of the first and most important tools man has invented and 
used in the development of our society.  Since 1940, the Army has issued a pilot 
survival knife that has essentially remained unchanged.  This knife has served 

the aviation community well, and while there was nothing wrong with it, the 
Army wanted to know if improvements in knife technology could contribute 
to a better survival tool.  This progressive thinking resulted in the 
Army issuing the current Aircrew Survival Egress Knife (ASEK).  

A Cut Above
Figure 2. 

Gerber P.N. 
22-01400 LMF II 

knife in Coyote Brown 
and part of the GERBER 

ASEK system tested.
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 During initial evaluations of contenders for the 
Army ASEK, the insulated handle was considered a 
desired item rather than a mandatory performance 
capability.  Since the evaluation of the Gerber 
ASEK, the Ontario Knife Company has provided an 
insulated handle version of its ASEK to PM-AW for 
evaluation.  As a result of testing, Gerber is pursuing 
an NSN for its ASEK system, which includes a 
knife in a new foliage green for compatibility with 
the Army combat uniform (ACU).  PM-AW has 
indicated the authorization for aircrews to use the 
Gerber knife with their ALSE vests is in process.   
The ability to cut through electrical wires may not 
seem like a critical feature; however, as one Soldier 
found out, it did make the difference between life 
and death.

RECENT REAL-WORLD EVASION
 SFC Dillard Johnson was a platoon sergeant 
with the cavalry in the 3rd Infantry Division when 
he was deployed in 
October 2005.  He 
and his spotter were 
operating as a sniper 
team, overlooking a 
section of road well 
known for improvised 
explosive device activity.  
There was zero moon 
illumination, and 
conditions were perfect 
for employing night 
vision goggles for surveillance of the road.  After 
some time, an enemy mortar team was spotted and 
neutralized.  Unfortunately, a larger enemy support 
group present in the area initiated counter  
sniper operations.
 The process of Composite Risk Management 
(CRM) often evolves into an intuitive act, as 
evidenced by SFC Johnson and his spotter pulling 
back and calling for evacuation.  They then moved 
to a bombed-out compound and set up a defensive 
position to wait for helicopter pickup.  While 
waiting, they received word that the aircraft was 
diverted for a MEDEVAC mission, so M-2 Bradleys, 
which were 10 to 15 minutes away, would have 
to execute the evacuation.  In the meantime, two 
terrorists entered the compound and were closing 
in on the sniper team’s location.  As the sniper team 
was lining up targets in their crosshairs, the enemy 
suddenly turned on a generator.  Instantly the area lit 

up like a football field during a night game.
 The spotter noticed two 220-volt power lines 
running along a wall close to their position, feeding 
the floodlights.  SFC Johnson was carrying a Gerber 
LMF II knife, which had an electrically insulated 
handle, and wedged the blade under the wires, 
turned his head away, closed his eyes, and used his 
bodyweight to successfully cut through the power 
lines.  Darkness immediately fell over the area and 
gave the advantage to the Soldiers.  They managed to 
remove the threats and eventually  
were evacuated.  
 SFC Johnson and his spotter were able to return 
home and share this story.  The only damage to the 
knife was some slight blade edge burns (figures 3 and 
4).  It should be noted cutting charged electrical wires 
is potentially fatal and should not be attempted.  As 
SFC Johnson stated, “I wasn’t exactly thrilled about 
having to cut hot lines, but in battle, you do what 
you have to do.”

 Gerber has manufactured a knife capable of 
performing all ASEK tasks using the application of 
system safety in the design and considering the knife 
as a system.  Soldiers should remain cognizant of the 
abilities and limitations of their equipment so CRM 
can be applied  
to safely accomplish any contingency in a mission. 
 As of this writing, the Ontario Knife Company 
knife is the only ASEK approved for Army Aviation 
(see Table 1 for a listing of NSNs for the Ontario 
Knife Company ASEK and components).  When the 
Gerber Legendary Blades knife receives an NSN and 
becomes an additional issue item, this information 
will be printed in an upcoming issue of Flightfax.   

—Contact the author at DSN 558-3576 (334-255-3576), or by 
e-mail at christopher.trumble@us.army.mil.

A Cut Above
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U.S. ARMY COMBAT READINESS CENTER

It ’ s  t ime  fo r  u s  to  

take  a  l ook  a t  how  

we ’ re  do ing  as  an  

Army  regard ing  

av ia t ion  ac c iden t s  

thus  fa r  in  F i s ca l  

Year  2006  ( FY06 ) .

Army  Av ia t ion  

exper ienced  13  

C las s  A  ac c iden t s  

the  f i r s t  ha l f  o f  

FY06 ,  a  dec rease  

f rom las t  year ’ s  

17 .   There  were  

12  So ld ie r s  and  4  

c i v i l i ans  k i l l ed  in  

these  ac c iden t s ,  

wh i ch  cos t  over  

$59  mi l l i on .   Over  

two - th i rds  o f  

the  ac c iden t s  (9 )  

o c cu r red  in  the  

Cen t ra l  Command  

(CENTCOM)  area  o f  

opera t ions  (AO) .   

The  char t  on  page  

19  compares  the  

number  o f  a c c iden t s  

and  fa ta l i t i e s  f o r  

each  a i r c ra f t  t ype  

invo lved .

UH/MH-60 Black Hawk
 The UH-60 was involved 
in 54 percent of the Class 
A accidents and 75 percent 
of the fatalities during this 
timeframe.  All of these 
accidents occurred in theater.  
 • One accident 
accounted for the majority of 
the fatalities.  The accident 
aircraft was Chalk 2 in a two-
ship formation, performing a 
passenger transport mission 
under night vision goggles 
(NVGs) when, for unknown 
reasons, it struck the ground 
at 105 knots indicated 
airspeed in a nearly level 
attitude.  Eight Soldiers and 
four civilian contractors were 
killed.  Prior to the accident, 
the sky was overcast with 
zero natural illumination.  
The flight had deviated south 
of the planned route to take 
advantage of towns that were 
well lighted.  Immediately 
before the crash, the accident 
aircraft was in a right trail 
formation and moved from 
the right side to the left side 
of Chalk 1.  While the aircraft 
was not equipped with a 

flight data recorder or cockpit 
voice recorder to reveal 
the actions of the crew, it is 
possible when Chalk 2 moved 
from the right side to the left 
of Chalk 1, he lost sight of 
Chalk 1 in the ground lights.  
The crew might have become 
distracted looking for Chalk 
1 and failed to notice their 
descent.  
 • Two accidents involved 
Soldiers falling to their deaths 
from a Black Hawk in flight.  
Both occurred in Iraq during 
combat missions, one during 
the day and the other at 
night.  In the former case, 
the Soldier fell approximately 
50 to 100 feet to the ground 
during a go-around for 
landing.  Reportedly, the 
aircraft door had been 
opened in preparation for 
passenger exit.  In the other 
case, the Soldier fell out of 
the aircraft while in flight.
 • There were three 
Black Hawk accidents, all in 
theater, in which the aircraft 
crashed while landing in 
brownout conditions.  In 

FY06 Aviation
Mid-year Review…
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 A CL ASS A AVIATION ACCIDENTS

FY 2006During First Half of 

two cases, the aircraft rolled 
over.  In the third accident, 
the aircraft landed hard, 
rolled forward, and struck 
an obstacle.  Two of the 
accidents involved aircraft on 
MEDEVAC missions.  
 • During a day visual 
meteorological conditions 
approach in high-altitude 
mountainous terrain for 
a combat troop insertion, 
the UH-60L descended 
onto an unsuitable landing 
area approximately 50 
meters short of the intended 
landing point.  The bottom 
of the aircraft impacted 
a rock, the left main gear 
became a pivot point as 
it wedged between rocks, 
and the aircraft rolled 
left and downhill.  The 
aircraft was destroyed, and 
five passengers and four 

crewmembers suffered minor 
injuries.  A Soldier, who 
had released his seatbelt 1 
minute prior to the landing, 
was ejected during the 
crash sequence and suffered 
serious injuries.   
 The pilot in command 
(PC) had intentionally 
increased his final approach 
speed in order to minimize 
exposure time to a perceived 
ground threat to the right 
of his inbound course.  He 
realized the aircraft was 
descending too quickly and 
elected to make a go-around.  
He leveled the aircraft and 
added some power.  He 
reportedly did not use the 
maximum power available 
because he believed this 
would have drooped the 
rotor and increased the rate 
of descent.   

 The PC was experienced 
in the local flying 
environment.  He had 
successfully conducted 
over 20 deliberate combat 
missions at altitudes over 
8,000 feet mean sea level 
(MSL) under similar combat 
conditions.  It is suspected 
mild hypoxia could have 
influenced the pilot’s actions.  
During the mission, the 
flight crew had operated at 
altitudes above 10,000 feet 
MSL with temperatures 8 to 
12 degrees above freezing 
without supplemental 
oxygen. 
AH-64 APACHE
 Apaches were involved 
in two Class A accidents 
during the first half of FY06, 
a fatal midair collision in Iraq 
and a rotor wash-induced 
foreign object damage (FOD) 

FY06 Aviation
Mid-year Review… How’d We Do?
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accident in Germany.  
 • The midair collision 
occurred at night under night 
vision goggles as the wing 
aircraft of a two-ship AH-
64D team was attempting to 
reestablish position with lead in 
a combat spread formation.  As 
trail converged on lead, trail’s 
tailboom struck lead’s main 
rotor system.  The lead aircraft 
crashed, destroying the aircraft 
and fatally injuring both pilots.  
The trail aircraft sustained 
significant damage to the 
tailboom but was able to land 
safely.  Although not deemed 
contributory in this case, the 
existence of city lights degraded 
trail’s ability to visually acquire 
lead because the trail aircraft 
was stacked above the lead 
aircraft.  A technique that 
prevents possible confusion with 
ground lights is stacking down 
while flying in the presence of 
city lights under NVGs.  This 
places the lead above the trail 
aircraft and enables trail to see 
lead against the sky.
 • In the FOD accident, 
metal siding separated from the 
exterior of a hangar and was 
ingested into the main rotor 
system while the aircraft was at 
a hover.  

MH-47D CHINOOK
 The Chinook was involved 
in one Class A accident, which 
occurred in theater at night.  
The aircraft became unstable 
during a pinnacle landing, 
overturned onto its right side, 
and descended down a slope.  
All crewmembers onboard were 
able to egress with survivable 
injuries.  The aircraft was 
destroyed in the post-crash fire.

OH-58D KIOWA WARRIOR 
(KW)
 The KW was involved in 
one Class A accident during 
this timeframe.  The aircraft 
impacted the runway during 
a manual throttle operation 
demonstration, resulting in 
significant aircraft damage.

OH-58A KIOWA
 An OH-58A descended into 
a pecan grove during a night 
reconnaissance and interdiction 
detachment  mission.  The 
aircraft was destroyed and the 
crew and a law enforcement 
officer passenger sustained 
survivable injuries.
UH-1 IROQUOIS
 A UH-1 crashed during 
night MEDEVAC training.  All 
four crewmembers sustained 
survivable injuries.

SUMMARY
 Over half of the accidents 
occurred during the landing 
phase.  In two accidents, 
unbuckling seatbelts prior to 
landing caused one passenger 
to fall out of the aircraft during 
a go-around and another 
passenger to be ejected from 
the aircraft during the crash 
sequence.  There were two Class 
A brownout accidents involving 
aircraft on MEDEVAC missions.   
MEDEVAC crews, by virtue of 
their mission, must often land 
in unfamiliar, unimproved 
areas where brownout controls 
have not been implemented.   
Ground light misinterpretation 
is a potential hazard for 
multi-ship formation flights at 
night.  Position lights of other 
aircraft in the formation can be 
mistaken for ground lights when 
another aircraft is at or below 
the altitude of the observer.  A 
technique that prevents possible 
confusion with ground lights is 
stacking down while flying in 
the presence of city lights under 
NVGs.  This places the lead 
aircraft above the trail aircraft 
and enables trail to see lead 
against the sky.  

(Editor’s note:  These statistics are 
current from the USACRC database 
as of 13 April 06. Delayed reports and 
follow-up details on preliminary reports 
could change the statistics, figures, and 
findings.)

—The author may be contacted at DSN 
558-2091 (334-255-2091), or by e-mail at 
charisse.lyle@us.army.mil.

CORRECTION
 CW2 Joseph Rosamond, G Company, 140th 
Aviation, wrote to let us know about the safety 
violations in our graphics for the lead story in the 
May 2006 Flightfax.  He is absolutely correct, flight 
gloves are required in the cockpit and the left-seat 
pilot should have had them on.  In addition, the 
window shades are definitely a no-no.  Thank you 
for pointing this out.  Even though our graphics are 
checked by technical experts before sending to the 
printer, sometimes this type of error slips by us.
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LITEFAX

?KNOW?
DID 

YOU

NOT-SO-FRIENDLY FIRE

P ilots expect the enemy to shoot at 
their aircraft.  Pilots don’t anticipate, 
however, their own passengers filling 

their bird full of holes.  While we may 
typically associate negligent discharges with 
ground operations, incidents occurring 
hundreds of feet above ground level are not 
as uncommon as you might think.  In fact, 
the two mishaps below occurred within just 
2 days of one another in the same area of 
operations. 
 In the first incident, about 1 minute 
before touchdown on an air assault, 
passengers of the CH-47D were given the 
command to lock and load their weapons.  
At the command, a Soldier opened the feed 
tray of his semiautomatic assault weapon 
(SAW), loaded the ammunition, and then 
“slammed” the feed tray closed.  Immediately 
thereafter, the crew smelled gunpowder 
and realized four to five rounds of 5.56 
mm ammunition had been accidentally 
discharged from the serviceman’s weapon and 
into the floor of the aircraft, causing damage 
to the sheet metal.  Fortunately, there were 
no injuries or damage to the aircraft’s critical 
components, and the mission was completed 
without further incident. 
 So how did it happen?  Units being 
airlifted receive a 10-, 5-, and 1-minute 
warning to touchdown.  At the 1-minute 
warning, the unit leader gives the order to 
lock and load.  The Soldiers do so, but—in 
most cases—they keep the weapon safety 
on.  Investigators speculate this accidental 
discharge was likely due to the crowded 
conditions inside the aircraft.  There were 31 
troops in the seats and four or five sitting on 
the floor—along with troops’ heavily loaded 
rucksacks.  
 The Soldier believes the safety on his 
SAW was inadvertently pushed to the “off ” 
position due to the weapon being “jostled” 
while in between rucksacks.  Although this 
doesn’t explain the accidental discharge, 
investigators believe it’s possible the 
excitement and apprehension surrounding an 
airlift into a possible hostile situation caused 
the Soldier to inadvertently pull the trigger 
immediately after slamming the feed tray 
closed. 

 To prevent future incidents from 
occurring, it was recommended the order 
to lock and load not be given during 
operations where the landing zone is 
expected to be “cold.”  As an alternative, the 
command also should be altered to “check 
safeties on, lock and load.”

 Whereas the anticipation of heading 
into battle may have led the Soldier above to 
accidentally fire his weapon, it was a failure 
to follow procedures that nearly led to a 
deadly situation for this UH-60L crew.
 With the aircraft flying about 300 feet 
AGL at 100 KIAS, the left crew chief (CE) 
experienced a weapons malfunction while 
conducting a test fire on the M-60D machine 
gun.  When informed of the malfunction, 
the pilot in command (PC) instructed the 
CE to attempt to clear the weapon.
 The CE was unable to clear the 
malfunction, so the PC told him to safe 
the weapon and bring it inside the aircraft.  
However, the CE misinterpreted the PC’s 
instructions and, instead, rode the bolt 
forward, brought the weapon inside the 
aircraft, and removed it from the pintle 
mount.  The CE had just placed the gun’s 
barrel on the floor when it discharged, 
sending the jammed round through the floor 
and out the bottom of the aircraft.  Luckily, 
no Soldiers were injured.
 As for the cause of the incident, 
investigators said the PC failed to 
communicate clearly to the CE regarding 
how to handle the weapon.  Furthermore, 
the CE didn’t follow the procedures for 
a weapons malfunction, resulting in the 
weapon being brought inside the aircraft and 
its subsequent discharge.  By doing so, the 
CE endangered the safety of the crew and 
passengers.
 For their failure to follow procedures, 
the crew was given a remedial lesson on how 
to properly clear a malfunction from an 
M-60D, as well as the importance of crew 
coordination and the use of clear and concise 
terminology.  Let’s hope it sinks in this time.  
 
Contact the author at DSN 558-2287 (334-255-2287), 
or by e-mail at christopher.frazier@crc.army.mil.  For 
more information on how to submit a story to Litefax, 
send an e-mail to flightfax@crc.army.mil.

• In 2001, 422 
males and 281 females 
in the United States 
died from negligent 
discharge of firearms 
(National Vital Statistics 
Report, U.S. Centers for 
Disease Control, 2003)

• In 2003, 10 Soldiers 
died from negligent 
discharge of firearms; in 
2004, 9 Soldiers died from 
negligent discharges (U.S. 
Army Combat Readiness 
Center statistics, 2005)

Approximately 600,000 
Soldiers and 125,000 
Reservists served during 
the years 2003 and 2004.  
When you do the math, 
there are 10 times more 
negligent discharges 
reported annually in 
the Army than in the 
U.S. civilian population, 
despite the fact many 
civilians aren’t properly 
trained in firearms 
handling.  Today’s well-
trained warriors can 
eliminate these deaths 
and save about 10 Soldiers 
every year by practicing 
safe weapons handling.

Litefax What Were  
They Thinking?

CHRIS FRAZIER
STAFF WRITER/EDITOR
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In format ion based on prel iminary  reports  o f  a i rcraf t  acc idents
AccidentBriefs

ACCIDENT BRIEFS

Class A

AH-6
M model
Class E:  A bird flew into the 
aircraft flight path and struck the 
lower-right windscreen.  The air-
craft was flown to the recovery 
airfield and shut down without fur-
ther incident.  The windscreen was 
replaced and the aircraft returned 
to service.  

AH-64
A Model  
• Class E:  During auxiliary 
power unit runup and prior to 
engine start, hydraulic fluid began 
to leak out of the bottom of the 
aircraft, near the 30 mm ammuni-
tion bay. The crew shut down the 
aircraft and contacted mainte-
nance.  The hydraulic motor was 
replaced.  Late Report
• Class E:  The nose gearbox 
(NGB) No. 2 caution light flick-
ered throughout the flight but did 
not remain illuminated.  The air-
crew continued to the destination 
airport and reported the problem 
to maintenance.  A maintenance 
contact team deployed to the site 
and replaced the No. 2 NGB. The 
aircrew continued the ferry flight to 
home station.  Late Report
D Model
• Class E:  The pilot in com-
mand (PC) heard a crackling noise 
coming from the right-rear sec-
tion of the pilot’s station.  Shortly 
thereafter, the PC smelled the 
odor of an electrical fire.  The PC 
notified air traffic control, and 

crash rescue was alerted.  The 
PC instructed the copilot/gunner 
to egress the aircraft while he 
conducted an emergency engine 
shutdown.  Both crewmembers 
completed the emergency egress 
without further incident.  The 
aircraft was inspected and power-
on checks were completed.  No 
damage or evidence of an electri-
cal fire was found, and the aircraft 
was released for flight.   
Late Report
• Class E:  During landing under 
the night vision system, the aircrew 
lost electrical power.  The upfront 
display read “GEN 1 FAIL.”  
Approximately 6 seconds later, the 
No. 2 generator picked up the 
load, and electrical power was 
restored.  The aircrew performed 
a go-around and landed without 
further incident.  Maintenance 
replaced a wire harness, and the 
aircraft was released for flight.  
Late Report

CH-47
D Model
• Class E:  The No. 2 engine oil 
filter housing began leaking. The 
crew returned to the airfield and 
shut down the aircraft without fur-
ther incident.  A crack was found 
in the oil filter housing.  Mainte-
nance replaced the oil filter hous-
ing and element, and the aircraft 
was released for flight.   
Late Report
• Class E:  During hot refuel, the 
flight engineer noticed fuel leaking 
from the heater drain.  The aircrew 

shut down the aircraft without 
further incident. Maintenance 
replaced the heater ignition plug 
and cleaned the drain.  The air-
craft was released for flight.   
Late Report

MH-6
C Model
• Class C:  Aircraft experienced a 
governor failure and autorotated 
to a hard landing.  

OH-58
C Model
• Class B:  While on approach 
to the landing zone, the aircraft 
fuselage contacted the main rotor 
system of a UH-60.  Both aircraft 
sustained damage but landed 
without further incident.  
• Class C:  During startup, the 
aircraft experienced a turbine 
outlet temperature spike  
(1,000 °C).  
D(R) Model
• Class C:  During landing, the 
aircraft’s forward momentum 
caused it to tip forward at touch-
down, resulting in damage to the 
lower wire strike protection system 
and chin bubble. 
• Class D:  After refueling opera-
tions were completed, the instruc-
tor pilot (IP) back-taxied off the 
refueling pad to the middle of the 
taxiway and transferred controls 
to the pilot (PI).  With the aircraft 
in a stable 2-foot hover, the IP 
announced a “simulated engine 

AH-64
A Model
• Class A:  The aircraft crashed during a 
security patrol mission.  Both crewmembers 
suffered injuries and the aircraft was 
destroyed.

CH-47
D Model
• Class A:   Two crewmembers and eight 
passengers suffered fatal injuries when the 
aircraft crashed during a passenger transport 
mission.  The post-crash fire destroyed the 
aircraft. A USACRC centralized accident 
investigation is ongoing. 
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In format ion based on prel iminary  reports  o f  a i rcraf t  acc idents
AccidentBriefs

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, contact the USACRC Help 
Desk at DSN 558-1390 (334-255-1390) or  
by e-mail at helpdesk@crc.army.mil.

RQ-11
• Class C:  The UAV failed to respond 
to the aerial vehicle operator’s (AVO) 
landing instructions and video contact 
was lost.  The UAV could not be located.  
• Class C:  The AVO lost contact with the 
aircraft during flight.  The UAV could not 
be located.  
• Class C:  The AVO lost video/control link 
with the aircraft during a reconnaissance 
flight.  The UAV could not be located.  
• Class C:  The AVO lost altitude control 
for the aircraft at approximately 300 feet 
AGL in the vicinity of power lines.  The 
UAV could not be located.  
 • Class C:  The AVO lost video/control link 
with the aircraft during a reconnaissance 
flight.  The UAV could not be located.  
• Class C:  The AVO experienced a 
connectivity loss with the aircraft during 
flight.  The UAV could not be located.  
• Class C:  The AVO lost the command 
link with the aircraft.  The UAV could not 
be located.  Late Report

RQ-7B
• Class C:  The UAV was flying straight 
and level at 5,000 feet AGL when the 
engine failed.  The AVO guided the 
aircraft to an open field, where the 
chute was deployed.  The UAV landed in 
the field and was recovered by ground 
forces.  Late Report

UNMANNED AIRCRAFT  

SYS T EM

ARMYAIRCRAFT LOSSES
FY02 TO PRESENT*

HOSTILE/NON-HOSTILE COST
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$656.5M
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failure” and retarded the throttle to 
the engine idle position.  The pilot 
on the controls responded to the 
simulated emergency by misapply-
ing the collective control, and the 
aircraft impacted the taxiway with 
enough force to spread the landing 
gear.  

UH-60
A Model
• Class C:  While conducting a 
MEDEVAC mission, the crew flew 
over an unmanned aerial vehicle 
(UAV) in a restricted operating zone.  
The rotor wash from the helicop-
ter disrupted the airflow over the 
UAV, causing the UAV to make an 
uncommanded descent and impact 
the ground.  The UAV was destroyed 
upon impact.  Late Report
• Class D:  After landing and just 
before coming to a complete stop, 
the crew heard a loud bang.  The 
aircraft tire had struck a piece of 
pipe sticking out of the ground.  
After shutdown, the PC discovered 
the tire rim had also been dam-
aged.  
 L Model
• Class C:  During taxi, the 
aircraft’s main rotor blade tips 
contacted the tail rotor of a parked 
aircraft.  
• Class D:  The aircraft expe-
rienced a left yaw during flight.  
After landing in refuel, the crew 
chief noticed the left-hand engine 
inlet barrier filter (EIBF) system had 
come open and was bent back 180 
degrees from its normal position.  
The aircraft was shut down without 
further incident, the EIBF system was 
replaced, and some sheet metal 

damage was repaired.  Late Report
• Class D:  The PI attempted to 
maneuver away from a flock of 
birds, but it turned into the aircraft.  
One bird struck the center wind-
screen, causing damage.  The mis-
sion was continued and the wind-
screen was later replaced.   
Late Report

CAS 212
• Class D:  During approach to 
landing, a bird impacted the right 
wing, near the root.  Damage was 
limited to a removable inspection 
panel.  Late Report

C-12
R Model
• Class E:  Aircraft experienced 
engine shutdown due to an engine 
overspeed while cruising.  The air-
craft landed without further incident.  
U Model
• Class E:  On vectors to final 
approach, the crew smelled fumes 
in the cockpit with no visible fire.  
The crew donned oxygen masks 
and completed the approach and 
landed without incident.  It took 
about 4 minutes to get the aircraft 
on the ground, and the fumes were 
determined to be gone after approx-
imately 2 minutes.  Upon inspec-
tion, the mechanic found a burned-
out dual bus diode.  Late Report
• Class E:  While conducting a 
readiness level progression train-
ing flight, the IP initiated an engine 
failure on the No. 2 engine in cruise 
flight.  The crew then performed an 
engine restart, and the No. 1 gen-
erator failed.  The crew consulted 

the technical manual and com-
pleted the emergency procedure 
for generator failure after the No. 
2 engine was restarted.  The crew 
noticed a synthetic burnt odor and 
returned to the airfield.  The engine 
shutdown was completed without 
incident.  Maintenance was notified 
and replaced the No. 1 generator.  
A maintenance operational check 
was completed, and the aircraft was 
released for flight.  Late Report
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 To answer that question, we followed the 
strategy of former President Dwight D. Eisenhower, 
who said, “If a problem cannot be solved, enlarge 
it.”  We did that by looking beyond accidental losses 
to include those resulting from combat and other 
causes such as suicide, homicide, and medical 
issues.  We then analyzed Armywide information 
collected on losses and determined the common 
factors or trends.  The USACRC then developed a 
number of tools to find a solution to the Army’s 
mounting losses.
 As we began a process of “connecting the 
dots,” it became apparent we needed to transform 
our approach to safety.  Instead of using the old 
compliance-based approach of simply telling 
Soldiers to be safe, we recognized we needed to 
tell them “why” and “how” to prevent accidents.  
The “why” reflected their value as individuals and 
as members of the Army team.  As for the “how,” 
we’re teaching Soldiers how to manage risks 
through the use of Composite Risk Management 
(CRM).  Soldiers live on the narrow edge dividing 
safety from tragedy, whether they’re in a HMMWV 
in combat or in a privately owned vehicle (POV) on 
the highway.  Wherever Soldiers are, we want them 
to reduce risk and own the edge by using CRM.
 This transformed approach to safety has helped 
the Army make huge progress in reducing losses.  

The U.S. Army Combat 
Readiness Center (USACRC) 
is playing a key role in 

the Army’s transformation.  
When I came here 3 years ago, 
the then-Army Safety Center 
looked only at accidental 
losses.  Increased operations in 
the Global War on Terrorism, 
however, have required leaders 
to look at the big picture and 
ask, “How do we keep combat 
power on the battlefield?”

  
AND THEAND THEAND THE

TRANSFORMATIONCONTENTS&  F E AT U R E S

on the webHTTPS://CRC.ARMY.MIL
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AND THEAND THEAND THE

TRANSFORMATION
WAY AHEAD

For example, POV crashes accounted for about 75 
percent of our accidental fatalities 3 years ago.  
Today, those losses have dropped significantly due in 
large part to Soldiers and their leaders using CRM.
 Our mission is to help people manage risk 
through a variety of tools available to every 
Soldier.  One successful program is the Army Safety 
Management Information System-2 (ASMIS-2), an 
online tool that pairs Soldiers with their supervisors to 
mitigate risks associated with long POV trips.  ASMIS-
2 helps them recognize hazards posed by weather 
and road conditions, and vehicle type to reduce the 
likelihood of an accident on the highway.  Of the 1.2 
million assessments completed, the Army has lost 
only four Soldiers—two passengers and two drivers.

 However, risk constantly changes.  Just as 
Soldiers shift their fire to meet new threats on the 
battlefield, we’re shifting our focus to meet new and 
emerging hazards.  But, we can’t act alone.  First-line 
supervisors must be directly engaged in this strategy.  
They are a fundamental component of any loss-
reduction strategy.

LEADER ACCOUNTABILITY 
AND INVOLVEMENT

The involvement of first-line supervisors is critical 
to reducing Army losses.  Every leader is responsible 
for creating an environment where their personnel 
can be successful.  As increasing numbers of junior 

leaders come onboard, they must 
learn to effectively promote safety 
and also believe they can make 
a difference.  We owe this to our 
young Soldiers because history shows 
they’re at greatest risk.  They must 
recognize the increased risk they face 
and use CRM.
 The “Cody Model” is a good 
starting point.  This model shows 
how a lack of experience can hinder 
safety efforts.  Experience can only 
be gained by spending time on 
the job.  In the meantime, we must 
bridge this experience gap by sharing 
knowledge and information, and 
using Army safety tools and concepts.

BIG SHIPS TURN 
SLOWLY
 We’re a million-man force 
with about 300,000 Soldiers 
deployed to more than 120 
countries.  According to GEN Peter 
J. Schoomaker, Chief of Staff, Army, 
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it takes about 18 months to see 
noticeable change in an organization 
as large as ours.  If you look at 
accident rates 18 months ago and 
where we now are in the process, he’s 
absolutely on track.  I predict Army 
accident rates will continue to drop 
during the next 6 months as more 
leaders and Soldiers actively engage in 
risk management.

TEMPO AND EXPOSURE
 Since the attacks of 11 September 
2001, our Army’s operations tempo 
(OPTEMPO) and risk exposure have 
increased greatly.  Between those two, 
exposure is the main concern.  It’s one 
thing to fly an Apache from point A 
to point B during training with no one 
shooting at you—that’s OPTEMPO.  It’s 
another thing when you’re flying an 
Apache in theater at night with zero 
illumination and the enemy is firing 
at you—that’s exposure.  It’s hard to 
accurately measure exposure because 
it’s subjective.  Every new environment 
presents different hazards, OPTEMPO, 
and exposure to Soldiers.  Therefore, 
Soldiers must remain aware of their 
surroundings to manage the ever-
changing risks.

TOOLS FOR CHANGE
ASMIS-2 isn’t the only program 

helping Soldiers and leaders manage 
risk.  The Army Readiness Assessment 
Program is a Web-based initiative 
designed to help battalion commanders 
measure their organization’s overall 
readiness.  Additionally, the Loss 
Reporting Automated System allows 

THE WAY AHEAD
 Our Army’s transformation is an evolving process that offers exciting results and 
we, like the rest of the Army, are also transforming.  When I started this job, I thought 
safety involved a certain amount of luck.  As I leave, I realize there’s a lot more than 
fate involved in successfully carrying out our missions.  Leader engagement, command 
climate, and individual commitment will contribute to developing a culture that 
embraces safety on and off the battlefield.
 Each of you is critical to the fight.  Whether you’re an officer, enlisted, civilian, or 
contractor, your professionalism and dedication are second to none.  Your commitment 
is without question, and your outstanding performance is what makes an inherently 
dangerous profession safer.  I challenge you to know your enemies—both in combat 
and at home—and become an expert at managing risk.  Your efforts are making a 
huge impact on our Army’s ability to support our Nation in peacetime and at war.  
Thank you for what you do every day.

      BG JOE SMITH

BG Smith served as the Director of Army Safety and Commander, U.S. Army Combat Readiness Center, 
from August 2003 to his retirement in August 2006 after 31 years of military service.

Army losses to be reported quickly and easily.  From that 
information, we do predictive analysis on fatalities, injuries, 
and near misses for quick turnaround to the field.
 Another key initiative is the Motorcycle Mentorship 
Program (MMP).  The MMP follows the warrior ethos of having 
experienced riders train and pass on their knowledge to less 
experienced riders.  This is critical, considering the increase 
in motorcycle fatalities.  Looking at the pie chart on this 
page, you can see every area is green except motorcycles.  
Motorcycle fatalities doubled from FY04 to FY05, and we’ve 
had a 22-percent increase this fiscal year.
 Soldiers who have served in combat and survived 
the dangers of battle often see themselves as young and 
invincible.  Once they return from combat, they feel safe and 
often fall prey to personal injuries.  The increase in these type 
accidents is a warning that leaders must alert their Soldiers 
to the dangers they face away from combat.  Friends and 
family can also engage Soldiers as soon as they return from 
deployment to help prevent them from taking needless risks.
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In May 1941, my grandfather parachuted from an aircraft onto the island 
of Crete as a German paratrooper NCO in the Air Landing Assault 
Regiment.  He fought against the British there and in Italy; against the 

Russians on the Russian front; and against the Americans at Anzio and 
Nettuno.  He was captured at the end of the war, having served as an NCO 
at war for 6 years as part of the Axis Forces of Germany.  He was wounded 
several times during that time.  He was a great NCO and helluva Soldier.

Be proud 
to be an 
NCO!  Not 
everyone 
can hack 
the job!

 A little over 20 years later, my 
father wore the stripes of a sergeant 
first class in Vietnam as part of the 
9th Infantry Division in Dong Tam 
and again a year later in Nha Trang as 
part of a Signal Brigade.  He retired 
on Watkins Field here at Fort Lewis in 
1982 after having served 25 years for 
his country.  He was a great NCO, 
as well.
 Today, I try to live up to their 
legacy as great NCOs and Soldiers.  So 
find yourself an NCO mentor to assist 
you in becoming that great NCO and 
Soldier you have inside of you!
 The job of NCO in any Army, but 
especially the United States Army, is 
without peer.  There is no better job 
anywhere, in or out of the military.  I 
would rather be called “sergeant,” 
dressed in Interceptor body armor 
and Kevlar while dodging bullets in 
a sewer water-filled alley in Baghdad, 
than be called “chief executive officer” 
while dodging the “Z” monster dressed 
in a tie in a hot conference room any 
day.  Be proud to be an NCO!  Not 
everyone can hack the job!

 The Army is the premier ground 
force in the world, period.  The NCO 
Corps of this great Army embodies 
everything that is great about our 
Army, our Nation, and our glorious 
history as America’s most decorated, 
most capable, most deadly, and oldest 
military service.  There isn’t a damn 
thing that our Army and NCOs 
cannot accomplish.  We need the 
commander’s intent, the mission, and 
some resources and time.  That’s it!  
Then get out of the way and let us go 
and do the job.  Be there when the 
mission calls!
 Even though we comprise less 
than 1 percent of the U.S. population, 
we exist to fight the Nation’s wars 
and win.  As an Army, we are in the 
position most able to make that 
happen.  Wars aren’t won from the air, 
from the sea, or within 30 days.  It 
takes Soldiers’ boots on the ground 
to make that happen.  As NCOs, we 
underpin everything that is done to 
complete that mission.  Be the key 
player in everything your unit does and 
don’t be cast aside as 
a non-player!
 Sergeants, while it’s important 
that you graduated from the Warrior 
Leaders’ Course, it’s even more 
important that you now assume the 
role of NCO leader in your unit.  It’s 

Editor’s note:  This speech, given by CSM Edgar Dahl, was delivered at a recent Fort Lewis, WA, Warrior Leaders’ Course. 

CSM EDGAR W. DAHL
HQ, 42ND MILITARY POLICE BRIGADE
FORT LEWIS, WA
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vital to execute your pre-combat checks to 
standard, your pre-combat inspections every 
time, and your troop-leading procedures as if 
someone’s life depends on it—because it will.  
It means later nights, earlier mornings, more 
butt-chewings, and more responsibility.  After 
all, America’s sons and daughters are yours 
for safekeeping!  We are the Army’s strategic 
leadership in Soldiers’ lives.
 Your stripes will become merely cloth, your 
NCOES ribbon a worthless colorful bar, and 
your diploma an insignificant piece of paper 
when you turn away from mistakes, ignore 
standards, take shortcuts, compromise your 
values and ethics, or neglect Soldiers’ needs.  In 
other words, don’t be a “Sarge” and a hindrance 
to the rest of us who take our duty and position 
seriously.
 There is no secret formula for successful 
NCO leaders.  It’s not found in books or 
manuals.  It can’t be gleaned from catchy phrases 
or buzz words.  It’s not discernable in GTAs 
(graphic training aids) or slogans or clearly 
evident after pinning on sergeant stripes.  It 
can’t be ingested, bottled, rubbed on, or hand 
receipted to you.  NCO leadership is learned and 
forged on an anvil of experience, sacrifice, and 
dedication to duty and Soldiers.
 Hints of it are masked in the smoke of the 
Howitzer sounding reveille or retreat; the stomp 
of feet running on a cold winter’s morning as 
breath mists overhead; and in the bark of a first 
sergeant’s voice as he calls the unit to attention 
on a rain soaked field.  It’s there in the streets of 
Iraq and Afghanistan as a sergeant yells “Follow 
me!” while rushing to kill the enemy; it’s in the 
dim light of a crowded platoon office as an NCO 
counsels a Soldier; and in the dirt of a million 
miles of Earth, ground smooth from combat 
boots.
 It’s in the smell of CLP (cleaning, lubricant, 
and petroleum) in the arms room while cleaning 
weapons and in the salty tears of veterans 
mourning the loss of a fellow Soldier.  It’s on 
your left and your right, in front of and behind 

you—it’s in the soul of the Army and in the 
blood and sweat and glory that freed nations, 
unshackled peoples, and filled graves.
 It’s on the lawns of Lexington, the grass 
of Gettysburg, the mud of the Argonne, the 
sand of Normandy, the snow of Korea, the rice 
paddies of the Mekong, the heat of Southwest 
Asia, and a thousand other places American 
Soldiers have served.
 It’s in the tired eyes of an NCO pushed down 
under a helmet and in the hands of a Soldier 
giving a toy to a kid.  It beats in the heart of 
anyone who has lovingly been called sergeant, 
and in the pride of a spouse or child who 
proudly proclaims about their Soldier, “Hell, he 
works for a living; he’s a sergeant!”
 You have been handed a legacy, and each of 
you will find leadership in your own way.  You 
will be challenged and worked hard.  Wisdom 
comes with experience, and leadership is tested 
and forged over time.  The Warrior Leaders’ 
Course provides the solid foundation to build 
on.
 Millions have come before you and 
worn the stripes of the American Army 
Noncommissioned Officer.  You are the new 
generation of Sergeant and you ought to walk a 
little straighter, talk a little louder, and act a little 
more arrogant.
 You are NCOs in the best, toughest, and 
most deadly Army in the world.  When you get 
back to your unit, make sure everyone knows 
you’ve returned—you’re a sergeant and warrior!  
Take charge!
 America’s Army!  America’s Corps!  NCOs 
lead the way!  Let’s graduate!  Hooah! 

—Comments about this article may be directed to 
edgar.w.dahl@us.army.mil.
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WHAT IS CRM?
 CRM blends tactical, threat-
based risks with accidental, 
hazard-based risks to create a more 
thorough evaluation of danger, 
thus enabling highly effective risk 
mitigation.  CRM asks, “What’s 
going to kill me and my buddies?”  
In other words, CRM asks, “Based 
off everything we know, what 
hazards will we face and how can 
we mitigate the risk?”  
 By mitigating the known 
hazards to acceptable levels, the 
approach allows Soldiers to act 
confidently.  CRM does not 
guarantee no harm will come, 
but it lessens the probability 
significantly.  Such knowledge 
bolsters confidence and increases 
unit effectiveness.  CRM could 
be an integral part of 360-Degree 
Leadership.

CRM AND 360-DEGREE 
LEADERSHIP
 If you are still having trouble 
understanding CRM, try thinking 
of it in terms of 360-Degree 
Leadership.  A 360-degree field 
of view means you have no 
blind spots; you are aware of 
everything occurring around you, 
regardless of what it is.  Applied 
to risk management, this means 
all risks are considered tactical 
and accidental.  Some Soldiers 
suffer from tunnel vision, 
focusing on one source of risk 
and discounting others.  Soldiers 
doing this would be conducting 
15-degree leadership.  A Soldier 
might overlook dangerous hazards 
because of his limited field of 
view.  It may not be possible 
to jump from a 15- to a 360-
degree field of view in 1 day, 
but incremental widening of the 
field of view will, without doubt, 
enhance risk management. 

HOW DO YOU KNOW 
IF YOU’RE DOING IT 
RIGHT?
 A simple way to gauge your 
success is by the length of your risk 
assessment worksheets (RAWs); 
they should have fewer items on 
them.  The RAWs will be shorter 
because your identification of 
hazards will be more precise and 
the controls better targeted.  
Here’s the catch—you’ll have more 
RAWs.  Your total number of 
RAWs will increase because you’ll 

MAJ STEVEN VANRIPER
U.S. ARMY COMBAT READINESS CENTER

Dur ing  a  re cen t  

Cen t ra l i zed  Ac c iden t  

Inves t iga t ion  

command  ou tbr ie f ,  

the  sen io r  

commander  p resen t  

kep t  u s ing  the  

te rm “360-Degree  

Leadersh ip . ”   He  

s ta ted  a  l eader  

mus t  never  a l l ow  

h i s  f i e ld  o f  v iew  to  

become  cons t r i c t ed ,  

e i ther  de l ibera te l y  

o r  inadver ten t l y.   As  

I  though t  abou t  th i s ,  

I  d rew  para l l e l s  

be tween  360-Degree  

Leadersh ip  and  

Compos i te  R i sk  

Management  (CRM) .
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see the traditional single RAW for the 
entire field training exercise is inadequate; 
you may need a different one for each day, 
convoy, or range.
 Another way to determine if your 
CRM is effective is your attitude and 
the attitudes of the Soldiers around you.  
Does your unit have confidence?  Do 
your Soldiers know everything has been 
done to ensure mission success?  CRM 
reinforces the best training for Soldiers to 
successfully complete their mission—be it 
training AIT Soldiers, safely reintegrating 
after a combat deployment, or conducting 
combat patrols.

CONCLUSIONS - Apply the 5 
steps of CRM with a 360-degree field 
of view.
 Remember, in our Army, the official 
term is Composite Risk Management.  
But if labeling it 360-Degree Leadership 
enhances your understanding of the 
process, so be it.  It will be difficult to 
delineate between tactical and accidental 
hazards as you begin to apply the 
process.  However, the more you and 
your Soldiers internalize recognition of 
hazards and develop effective control 
measures, the less difficult it will become.  
Keep the process real, communicate to 
your Soldiers, and remember the end-
state—loss prevention and enhanced 
combat readiness.  Lead your Soldiers to 
the edge, then help them Own the Edge 
through CRM!  

—Comments regarding this article may be directed to 
steven.vanriper@us.army.mil.
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INVESTIGATORS’ FORUMINVESTIGATORS’ FORUMINVESTIGATORS’ FORUM

ACCIDENT INVESTIGATION DIVISION
U.S. ARMY COMBAT READINESS CENTER

It was just another visual flight rules (VFR) 
cross-country flight.  The combat-seasoned 
crew was to conduct a training flight to 

practice operating the new Chinook in the 
National Airspace System.  The pilot crew 
mix looked great on paper; they had flown 
together many times before.  The pilot in 
command (PC) had over 2,800 hours, and 
the pilot (PI) had over 860 hours.  Both 
were maintenance test pilots (MTPs), and 
the PC was the battalion maintenance
test flight evaluator (ME).  
 The mission was considered low risk.  Weather 
was normal for summertime in the South.  The PC 
was briefed by the company commander, and the 
PI did the planning the day before.  They filed for 
1,000 feet en route and were briefed for a lower 
altitude if needed.  Everything appeared to be in 
order.  The 175-1 for the flight showed weather 
was appropriate for VFR conditions, although the 
in- and out-block was checked.  They departed on 
time, but the PC didn’t perform a thorough crew 
brief and the PI didn’t brief the route to the crew.   
 As they departed, the voice and data recorder 
recorded the crew commenting on the weather 
being less than briefed.  However, the weather 
improved to better than briefed a short while 
later.  Approximately 45 minutes into the flight, 
the weather deteriorated again.  The cockpit 
communications became more focused on the 
weather and changing altitudes to avoid weather 
obscurations.  The PC didn’t appear concerned, 
although the PI seemed less convinced.  The 
PI dropped subtle hints about committing to 
instrument flight rules (IFR), but the crew never 
committed.  The aircraft had a fully coupled system 

and a moving map display.  The pilots relied on 
the moving map for situational awareness, not 
crew coordination.  They were still on course and 
moving along at approximately 140 knots indicated 
airspeed (KIAS).  Nothing was mentioned about 
the approaching checkpoint which was planned 500 
meters south of a pair of 1,000-foot above ground 
level (AGL) TV towers.  The good crew coordination 
heard earlier in the flight had started to breakdown 
noticeably with the deteriorating weather conditions.  
 Approximately 3 minutes to impact, the PI 
stated, “This sucks!” and that they should descend.  
The PC reassured the crew by replying, “Yeah, 
we’ll be through it in a little bit.”  At this time, 
the aircraft was probably inadvertent instrument 
meteorological conditions (IIMC) (in and out and 
not meeting cloud clearance) in accordance with 
Army Regulation 95-1, Flight Regulations, Table 
5-1, Army VFR Weather Minimums.  The PC made 
the comment that they were still at 900 feet AGL 
to apparently ease some crewmembers’ concerns
of being in and out of the clouds.
 Approximately 20 seconds to impact, a slight 
turn to the left was indicated by approach radar.  
The PI wanted to climb to the last attitude that they 
were clear of scud and casually mentioned, “I guess, 
in this case, we ought to climb to 1,500 feet, huh?”  
The last words over the intercommunications system 
were made by the PC, who said, “Yeah, probably 
wouldn’t hurt.” Unfortunately, they never got to 
find out.
 About 56 minutes into the flight, the accident 
aircraft—flying approximately 269 degrees, 140 
KIAS, and 150 knots ground speed—struck one 
of the 1,000-foot towers and its 1-inch support 

SAFE AT HOME  AFE AT  AT HOMEHOME    
DOESN’T MEAN

YOUR GUARD
  

YOUR GUARDYOUR GUARD
DROPPING  

10 August 2006



F
L

IG
H

T
fa

xF
L

IG
H

T
fa

x

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

YOUR GUARD
  DROPPING  

cables at about 917 feet AGL in a near-level attitude.  
After the aircraft struck the tower and support cables, 
it disintegrated.  The aircraft broke into three major 
sections, which landed dangerously close to two farm 
houses.  Four crewmembers suffered fatal injuries, and 
the PI survived with minimal injuries.  
 Why did this accident happen?  How did four 
Soldiers and a multimillion dollar aircraft end up 
scattered across a farm on a “low-risk” VFR mission?  

These guys were the best in the business.  The aircraft 
was state-of-the-art.  They had all been through combat 
missions in Afghanistan.  The answer?  They relaxed 
their guard on an assumed low-risk mission.  They 
forgot the basics of “see and avoid,” crew coordination, 
and committing to IFR when the weather started 
to degrade.  They also failed to identify the areas of 
highest risk on this low-risk mission.
 The false sense of security provided by this state-
of-the-art glass cockpit, stable mission platform, and 
the perceived low-risk cross-country flight in CONUS 
lulled them into complacency like the sound of tires on 
the highway.  These were good, solid aviators who were 
combat-proven, experienced experts in their profession.  
They just forgot to do the basics.  Now we are left with 
a hole in our ranks where this crew should be, one less 
airframe to meet mission requirements, and a loss of 
experience we can never replace.  So what does “low 
risk” mean to you?  What are you doing to keep it 
that way?  

—Comments regarding this article may be directed to the Combat 
Readiness Center (CRC) Help Desk at DSN 558-1390 (334-255-1390), 
or by e-mail at helpdesk@crc.army.mil.  The Accident Investigations 
Division may be reached through CRC Operations at DSN 558-3410 
(334-255-3410), or by e-mail at operationssupport@crc.army.mil. 

 About 56 minutes into the flight, this state-of-the-art aircraft struck a 1,000-foot tower and its 1-inch support 
cables at about 917 feet AGL.  Four crewmembers suffered fatal injuries and the PI survived with minimal injuries.
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LTC RICHARD KOUCHERAVY
CHIEF, AIR TASK FORCE
U.S. ARMY COMBAT READINESS CENTER

Recen t l y,  an  AH-64D Longbow Apache ,  one  o f  a  f l i gh t  o f  two  a i r c ra f t  

conduc t ing  day,  read iness  l eve l  (RL )  p rogress ion  t ra in ing,  s t ru ck  the  

g round  in  the  t ra in ing  area  a t  a  s ta tes ide  U.S .  A rmy  ins ta l la t i on .   The  

a i r c ra f t  was  des t royed ,  and  the  p i l o t  f l y ing  in  the  cop i lo t /gunner  

s ta t ion  was  k i l l ed  when  the  a i r c ra f t  fa i l ed  to  c l ear  a  r idge  and  s t ru ck  a  

25- foo t  oak  t ree  a t  approx imate l y  80  kno t s  t rue  a i r speed .   The  mi s s ion  

had  been  assessed  as  l ow  r i sk .   Was  th i s  rea l l y  a  l ow - r i sk  m i s s ion?

 Certainly the mission 
was not overly complex.  The 
accident unit did not depart 
from the unit’s standing 
operating procedures (SOP) 
in use of the risk assessment 
worksheet.  But there were 
some complicating factors that 
may have made this accident 
higher risk than was perceived 
by the crew and the final 
mission approval authority. 
 Elements of the brigade 
were deployed to the National 
Training Center and the 
company’s commander was on 
leave, relegating command of 
the battalion’s rear detachment 
to another unit commander 
in the battalion.  Additionally, 
the battalion had recently 
established a green platoon of 
instructor pilots and training 
resources to progress an “influx 
of newly assigned aviators.”  
Was it possible turbulence 
from turnover, temporary 
teaming within the battalion 
and brigade, and the recent 
formation of a new green 
platoon element were possible 
sources of risk?

 Further review of the 
accident sequence revealed 
the accident aircrew suffered 
numerous delays to the initial 
planned departure time 
and changes to the initial 
planned training sequence 
after the mission concept was 
first approved and the risk 
assessment worksheet was 
completed and approved.  
For example, it is not apparent 
the accident aircrew was 
aware during their mission 
planning that their aircraft was 
due preventive maintenance 
procedures before it could 
be flown.  After two initial 
delays, possibly due to the 
aforementioned preventative 
maintenance requirements, the 
mishap crew completed their 
subsequent preflight planning.  
The accident PC was then 
notified of a weather warning 
for lightning in the anticipated 
training area.  A review of 
that weather warning and the 
mission plan revealed that the 
weather warning did not apply 
to the specific planned route of 
flight.  However, it is possible 

that the aircrew suffered an 
additional delay as a result 
analyzing the weather warning.  
It is also possible that the 
sequence of training was altered 
due to the numerous delays.  
Were these delays possible 
sources of elevated risk?  Did 
the unit take appropriate 
precautions to re-visit the 
mission briefing and the risk 
assessment as a result of delays 
to departure and possible 
changes to the sequence of 
training?  In this case, it is 
entirely possible that the unit 
failed to do so.
 The sequence of events 
for the mishap described in 
the paragraphs above are not 
atypical of many of the Class A 
aviation accidents investigated 
by the Army in the past 4 
years, a time period roughly 
equivalent to the duration of 
the Global War on Terrorism.  
Rarely does the Army 
experience accidents during 
high-risk aviation operations.  
Since February 2005, the 
Army has lost more than 30 
Soldiers and destroyed almost 
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a company’s worth of aircraft in 
aviation mishaps, yet the highest 
assessed risk level for any of these 
unfortunate accident missions was 
medium risk.  And typically, the 
factors cited as causal in accident 
investigation reports for these 
missions are usually factors that 
were not identified as hazards 
during the risk management 
process.  As a result, nobody took 
steps to mitigate the risk posed by 
these hazards, at great cost to our 
Army.
 Further complicating this 
“assumption of low risk” is the 
widespread practice of requiring 
higher levels of supervision to 
review elevated mission risk levels.  
Stated differently, the higher the 
risk, the higher up the chain of 
command the aircrew must go to 
obtain approval for the mission.  
That’s simply common sense.  
However, this means scrutiny 
by supervisors when considering 
higher-risk missions will be 
increasingly more demanding 
in order to mitigate risk.  If the 
risks identified for the mission 
outweigh the benefits, then a 
decision must be made—accept 
the risk and conduct the mission 
as planned, alter the mission to 
reduce risk, or recognize there 
may be no acceptable manner to 
accomplish the particular mission 
and cancel it.  In some units, 
these risk reduction requirements 
may be perceived as a disincentive 
to identify all relevant hazards 
when doing so results in a 

Since February 2005, the Army has lost 
more than 30 Soldiers and destroyed 
almost a company’s worth of aircraft in 
aviation mishaps, yet the highest assessed 
risk level for any of these unfortunate 
accident missions was medium risk.

higher level of assessed risk.  
Combined with the fact that PCs 
and mission brief authorities 
for low-risk missions are less 
experienced—sometimes 
substantially less experienced 
than their more senior 
counterparts—we can then easily 
imagine how we may tend to fail 
in our honest attempt to identify 
most pertinent hazards before 
flight.
 Another factor to consider 
when looking at low-
risk missions is command 
involvement.  Normally, low-risk 
missions are not central to the 
unit’s main effort at the time of 
the accident.  Commanders, unit 
standardization instructor pilots, 
the unit NCO chain of concern, 
and more experienced non-
rated crewmembers are normally 
engaged in other more important 
operations or tasks.  As a result, 
“low-risk” mishap aircrews are 
normally not well supervised 
or afforded the benefit of 
experience held by their more 
seasoned seniors.  Single-ship 
service missions, air movement 
operations not in contact with 
the enemy, and single-ship 
or two-ship RL progression 

missions are examples of the 
typical missions being conducted 
by Class A accident aircrews.
 Lastly, the Army has recently 
experienced a number of 
mishaps during which aircrews 
intentionally violated known 
standards.  Whether those 
violations of standards are 
related to aircraft maneuvering 
limitations, altitude restrictions, 
or other flight prohibitions, 
mishaps related to the violation 
of standards usually occur when 
the unit chain of command 
is not closely supervising the 
aircrew, either during pre-
mission planning or during the 
actual conduct of the flight.  
Army Aviation is a proud and 
professional group, but we must 
admit such violations of our 
professional ethics do occur from 
time to time.  And when they 
do occur, it is normally outside 
the scope of supervision and 
the involvement of the chain 
of command.
 There are steps that can be 
taken to mitigate the worst of 
the “assumption of low-risk” 
problem in Army Aviation 
mishaps.  Those steps are 
central to the art and science of 
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leadership.  Commanders at all 
levels must remain as involved 
as possible in all flight 
operations, not just those 
missions that are perceived as 
high risk or complex. 
 How do we do this?  First, 
commanders can take steps to 
strengthen unit SOPs.  Does 
the unit SOP for mission 
planning and preflight risk 
management include a 
requirement to void the risk 
assessment worksheet if the 
flight is delayed?  If so, how 
long is the assessment valid?  
Does the PC or the mission 
briefer identify hazards to 
flight, or is the assessment 
simply constructed in the 
checklist format?  How does 
the SOP address the possibility 
that the aircrew may not 
have conducted a complete 
assessment in order to keep 
the risk assessment level 
lower than it really should be?  
Where and who is the devil’s 
advocate in risk management?  
These are but a few of many 
questions most units could 
ask to simplify, clarify, and 
strengthen SOPs.
 Another step to consider 
concerns the training, 
development, and supervision 
of subordinate commanders 
and mission brief authorities.  
What is the unit’s plan 
to train commanders and 
mission brief authorities on 
the process of identifying 
hazards and mitigating risk?  
Do senior commanders and 
mission brief authorities 
conduct no-notice reviews 
of more junior commanders 
and mission brief authorities 
in order to identify how well 
the risk management process 
in the unit is conducted?  
How about mentorship and 
professional development 

sessions?  Does the unit 
conduct regular reviews of 
accident reports from the 
U.S. Army Combat Readiness 
Center’s Risk Management 
Information System (RMIS) 
database during professional 
development sessions?  Is 
risk management part of 
performance counseling and 
is it annotated on the rating 
support forms for subordinate 
commanders and mission brief 
authorities?
 Lastly, how well 
does the unit provide 
supervision of all operations 
so supporting efforts are 
appropriately supervised?  
Does the commander 
delegate supervision of some 
supporting efforts to the 
XO/deputy commander, 
subordinate commanders, the 
unit CSM, or the operations 
officer?  Or, rather, does the 
entire unit senior leadership 
remain engaged in the main 
effort, with scant supervision 
provided to those “other,” 
more mundane efforts, 
trusting in the most senior 
of those participating in 
supporting efforts to go  
it alone? 
 Army Aviation is 
inherently risky.  As a result, 
the demands on aviation unit 
leaders to train for, supervise, 
and oversee those operations 
are tremendous.  Providing 
adequate supervision to 
all operations may seem 
overwhelming at times.  
However, given the fact that so 
many serious aviation mishaps 
occur during low- or medium-
risk operations, commanders 
must increase their awareness.  
Commanders getting out to 
observe their unit’s aviation 
processes, frequent review and 
pertinent tweaking of unit 

SOPs, training and mentoring 
subordinate commanders and 
final mission brief authorities, 
and delegating supervision 
of lower-risk missions or 
supporting efforts are all 
reasonable steps commanders 
can take to allow our aviation 
force to “Own the Edge.” 
—The author may be contacted at DSN 
558-3003 (334-255-3003) or by e-mail 
at richard.koucheravy@us.army.mil.

Commanders 
at all levels 
must remain 
as involved 
as possible 
in all flight 
operations, 
not just those 
missions that 
are perceived 
as high risk or 
complex. 
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to greater heights from there.  While Afghanistan is equal 
in size to Iraq, the task force’s battlespace grew even more 
when it deployed to Pakistan to support relief operations 
following the 8 October 2005 earthquake there.

COMPOSITE RISK MANAGEMENT
 No mission, regardless of complexity or number of 
aircraft involved, is properly planned or executed without 
thorough Composite Risk Management and application 
of appropriate risk mitigation measures.  There are three 
distinct, interrelated threats to personnel and equipment 
in the Afghanistan area of operation (AOR)—enemy, 
environment, and complacency.  All warrant considerable 
assessment and mitigation and were addressed daily in 
the conduct of air and ground aviation operations.  All 
were factors in the damage or loss of personnel and 
equipment.

MITIGATING THE ENEMY
 Enemy forces in Afghanistan are formidable in size 
and skill.  They are continually learning and adapting, 
requiring a running intelligence assessment to stay ahead 
of changing tactics, techniques, and procedures (TTPs).  
As part of Task Force Griffin’s running intelligence 
preparation of the battlefield (IPB), we focused on 
all traditional aspects of IPB and, specifically, on 
the following:
 • Surface-to-air fire (SAFIRE) analysis
   * Weapons systems
   * Mission profile

 The task force was around V Corps’ 12th Aviation 
Brigade from Giebelstadt Army Airfield, Germany, and 
included other active and reserve component elements.  
Two multi-functional battalion task forces comprised 
of attack, utility, heavy lift, and MEDEVAC aircraft, 
along with their respective unit- and intermediate-level 
maintenance, were subordinate to the brigade.  During 
their year in Afghanistan, brigade aviators flew more 
than 56,000 combat hours; conducted more than 200 
“named” deliberate operations; flew more than 600 
MEDEVAC missions; transported 12,000 tons of 
equipment; moved more than 100,000 personnel; 
and pumped 7 million gallons of JP-8 fuel.
 The following is a summary of the mission, 
environment, and CRM procedures used by Task Force 
Griffin.

DEFINING THE ENVIRONMENT
 Every extreme condition found on Earth, including 
wind, sand, heat, rain, and snow—sometimes in the 
same flight—make air and ground aviation operations in 
Afghanistan a challenge for the most seasoned Soldiers.  
Altitudes start at 5,000 feet in Bagram and 3,500 feet in 
Kandahar (the two major aviation hubs) and normally go 

Dur ing  an  arduous  12-month  tour  in  

A fghan i s tan ,  Task  For ce  Gr i f f i n  used  

a  Compos i te  R i sk  Management  (CRM)  

mode l  t o  m i t iga te  the  enemy,  the  

harsh  env i ronment ,  and  complacency.  

COL MARK J.  MCKEARN
EXECUTIVE OFFICER, DCG USAREUR & 7TH ARMY
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   * Flight profile
   * Trends (all rotary- and fixed-wing aircraft in 
the AOR)
 • Friendly flight trends
 • Human intelligence trends
 • Operation Iraqi Freedom trends
 • Route and area threat assessments
 • Standard crew/team mitigation measures
 • Adherence to the Air Assault Planning Process
 Task Force Griffin hosted a weekly working group 
that brought together U.S., coalition, and other 
intelligence agencies for a theater-wide assessment 
of SAFIRE incidents and trends.  The forum proved 
effective for intelligence sharing, predictive analysis, and 
providing critical information to higher headquarters.
 After-action report information from air mission 
commanders was used to create an automated, centrally 
managed database categorizing SAFIRE data for 
dissemination and further analysis.  The database 
proved integral to data collection efforts.
  
MITIGATING THE ENVIRONMENT
 Every day is a “high-altitude day” in the Afghanistan 
AOR.  An average altitude for troop or equipment 
insertion is 6,000 to 8,000 feet mean sea level.  The 
altitude, coupled with wind, brownout, rain, snow, 
low ambient light, and terraced terrain, makes the 
environment the greatest risk.

 Mitigation began in earnest during the brigade’s 
deployment preparation phase.  Every company- and 
troop-sized unit had at least one instructor pilot attend 
the High Altitude Aviation Training School (HAATS) 
offered by the Colorado Army National Guard.  Every 
rated and non-rated crewmember conducted the 
HAATS academic training prior to deployment and was 
certified in dust and high-altitude landings as a part of 
the relief-in-place.

 Key components of the environmental 
mitigation process included:
 • Comprehensive study of Combat Readiness 
Center trends for the AOR
 • Review of previous mishaps in the AOR
 • Sustaining instrument proficiency through annual 
proficiency and readiness tests (APARTs) and training 
flights
 • Environmental certification of all crewmembers 
before conducting missions in the AOR
 • Periodic performance planning and tabular data 
training
 • Using tabular data when conditions change
 • Weather training
 • Disciplined maintenance practices
 At the end of the day, the discipline to conduct 
thorough pre-mission performance planning and 
reassessments during the mission (when conditions or 
requirements change) are the keys to staying ahead of 
environmental threats. 

MITIGATING COMPLACENCY
 Complacency is defined as “self-satisfaction 
accompanied by unawareness of actual dangers or 
deficiencies.”  In combat, it translates to a breakdown 
in discipline and erosion of standards.  Acts of 
complacency are rarely malicious, but rather more 
the result of the “Groundhog Day effect” of extended 
deployment.  Regardless, they can prove deadly.  There 
is no such thing as relaxing standards during a perceived 
“routine mission” or the flight home from the mission.
 The best way a unit can battle complacency is by 
sustaining the systems that got them to the fight.  
Modification may be warranted, but it should not 
change the way a unit normally conducts aviation 
Safety, Standardization, and Survivability (S3).  Systems 
provide TTPs or checklists that help to periodically 
assess and refocus activities and functions where 
standards have drifted or been violated.  There are 
numerous systems for fighting complacency:
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 • S3 meetings
 • Enlisted safety councils
 • Pilot-in-command boards
 • No-notice evaluations
 • Air mission commander training
 • Safety stand-down days
 • Air and ground gunnery programs
 • Leader and staff rotations
 • A modified quarterly training brief
 • Aircrew exchange programs (between battalion 
task forces)
 • An R&R plan that sequences key leaders 
 • Leaders interacting and talking with Soldiers  
 This is the time-proven TTP for checking standards 
and assessing the degree of complacency in a unit.

WHEN IS RISK THE HIGHEST?
 Most schools of thought assert aviation risk during 
extended deployments is highest during the first 30 days 
and the last 30 to 60 days.  Units are at the moderate-
to-high risk level during relief-in-place and the first 
30 days, when Soldiers, aircrews, leaders, and standard 
operating procedures are all transitioning at once.  
Critical to this transition is a strong Aircrew Procedures 
Guide that is current, studied, and understood by 
incoming and outgoing chains of command.  Elevating 
crew selection and risk approval to the moderate- or 
high-risk approval authority during relief-in-place and 
the first 30 days that follow helps leaders at all levels 
better understand the strengths and weaknesses of 
individual aviators, crew mix, and the strengths or 
shortcomings of their organizations.
 The second most dangerous period is between 
the 3rd and 10th months.  Individuals and units 
instinctively “ratchet up” their intensity as they 
near the end of deployment.  This middle period 
complacency, coupled with overconfidence with the 
terrain and threat, can make individuals and units 

more vulnerable to accidental and tactical risks.  
The enemy, environmental, and complacency risk 
mitigation measures discussed here are collectively the 
best mitigation measures.

CONCLUSION
 Composite Risk Management is as much art 
as science.  Commanders and leaders at all levels 
must know the unit, the environment, the enemy, 
the mission, and the Soldiers to make informed 
risk decisions.  The science helps frame the thought 
process for assessing risk; the art allows leaders the 
flexibility to apply the intangibles that make U.S. 
Army Aviation the most lethal fighting force the 
world has seen. 

 Author’s note:  Many topics in this article are discussed in 
general terms due to the sensitive nature of the information/TTPs.  
For classified AARs and briefings, contact the 12th Aviation 
Brigade operations officer, MAJ Bryan Hoff, at DSN 314-467-
2884.

 Editor’s note:  At the time this article was written, COL 
Mark J. McKearn was serving as commander of V Corps’ 12th 
Aviation Brigade, which led Task Force Griffin in Afghanistan in 
support of Operation Enduring Freedom from early 2005 to early 
2006.  The 12th was inactivated in May 2006.  All photos are 
courtesy of 12th Aviation Brigade.

—The author may be contacted via e-mail at mark.mckearn@us.
army.mil.
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CW4 DEAN MOTT, CW4 RICK DILLENBECK, CW4 JAMES HINMAN, 
CW4 JAMES P.  HUDSON, CW4 JAMES MCGRAW, CW4 SAMUEL 
WORLEY, AND CW3 MICHAEL LUBESKI
WOSC 05-04/05

When the Vice 
Chief of Staff 
of the Army 

(VCSA), GEN Dick 
Cody, formally issued 
new guidance that 
immediately changed 
brief and risk approval 
procedures for all of 
Army Aviation, questions 
instantly flew from one 
end of the flight line to 
the other—“How, when, 
why?”  This was sudden 
and presented some 
challenges to field units, 
but it was definitely 
necessary.  If we place all 
of the questions aside and 
look at the big picture, 
we will find that aviation 
mission approval, 
briefing, and risk 
acceptance procedures 
outlined in the VCSA’s 
message improve the 
mission briefing and 
risk mitigation process.  
When optimally 
applied, they also offer 
commanders increased 
capabilities, better 
planning, and improved 
mission management. 

 Army Aviation has come 
a long way from the days 
before we had mission brief 
sheets, risk assessments, or 
mission approvals.  Our recent 
performance clearly shows 
how we’ve accomplished some 
amazing feats.  With all of that 
experience and success, why 
would we need to change our 
mission briefing procedures?  
By now, wouldn’t we have 
that part figured out?  The sad 
answer is absolutely not.  
 From January to December 
2004, the Army experienced 
26 Class A accidents, resulting 
in 23 fatalities, due to a variety 
of reasons and factors.  So 
how does the VCSA message 
improve our previous system?  
First, the message mandates 
that all mission briefers be 
qualified and current pilots 
in command (PCs) in the 
mission to be flown, trained 
as briefers, and designated in 
writing.  Second, it formally 
separates the risk assessment 
approval (RAA) from the 
mission briefing authority 
(MBA).  Previously, they were 
often the same individual.  In 
effect, GEN Cody is ensuring 
the experience is properly 
inserted into the planning 
process and that risk approval 
falls where it needs to be—on 
the commander.  

 Some units may be 
having difficulty with this, 
worsening the process by 
limiting authorized briefers to 
instructor pilots and PC safety 
officers.  One recommendation 
that is proving successful—not 
only in conducting good 
mission briefings but also in 
promoting leadership skills in 
our junior officers and warrant 
officers, as well as expanding 
mission capability—is breaking 
the process down into three 
phases at three separate levels:  
the mission approval authority 
(MAA), MBA, and RAA.
 In phase one, the MAA 
accepts and schedules the 
mission, be it internally 
generated or tasked from 
S3/G-3.  It’s important to 
understand that “mission risk” 
has absolutely nothing to do 
with this level.  
 Phase two is the planning 
and briefing level—the critical 
phase where we pass or fail.  
This is the mission-planning 
phase where we identify the 
problems and associated 
risks and seek alternatives 
to mitigate those risks.  It 
is imperative the MBA be 
involved in this planning 
process as oversight.  As a 
team, the aircrew and the MBA 
plan the mission, identify the 
hazards, mitigate the hazards 
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to the lowest risk level possible, 
and present the mission and 
risk assessment to the RAA, 
affectionately known as the 
commander.  
 In the third phase, the 
RAA reviews the planning 
and briefing process and 
the associated risk level as 
presented by the MBA or PC 
and either approves the mission 
or returns the mission brief 
for further mitigation—his or 
her choice.  This system works 
very well; however, how do 
we determine the level of risk 
a unit PC may brief?  Units 
can decide this for themselves 
if it’s not already determined 
by installation regulations 
or standing operating 
procedures (SOP).  This can 
be numerically quantified by 
flight hours, time in the unit, 
or by whether the aviator 
possesses a star or wreath atop 
his or her wings.  It’s totally up 
to the commander and the unit 
SOP.  
 So let’s go back to phase 
two.  The designated air 
mission commander (AMC) 
is 1LT Rogers, with CW2 
Jones as flight lead of a three-
ship NVG mission to take 
a “package” north of Tikrit.  
The “package” is made up of 
several human beings dressed 
in odd clothing carrying items 

that normally go “BANG!” 
when struck with a hammer 
or contacted with electricity.  
Initially, the designated MBA 
was CW3 Crook; however, 
after figuring all the planning 
variables necessary, the mission 
inevitably is high risk.  CW3 
Crook does not possess the 
necessary flight hours per 
the unit SOP to brief a high-
risk mission.  The mission is 
therefore passed on to CW4 
White, the unit standardization 
pilot who possesses the 
necessary flight hours and is 
approved in writing to brief 
such missions.  This example 
illustrates the use of ensuring 
experience is involved with the 
mitigation process to ensure 
mission success.  In combat or 
garrison, this method works 
extremely well, provided 
the MBA is included on the 
mission tasking and scheduling 
from the onset.  
 One question frequently 
asked is the issue of weather.  
You have to think ahead.  
Don’t wait until the day of 
the mission to fill out the 
risk assessment, worrying 
about the weather forecast.  
Understand that regardless of 
the airspace you are in at the 
time, the weather minimum 
values reflected on most risk 
assessment sheets, once circled 

and signed by the MBA and 
RAA, completely redefine the 
terms visual flight rules/visual 
meteorological conditions 
as far as your mission is 
concerned.  The point is, if 
you think the weather may 
be inclement on the day of 
execution, plan for it, set 
controls and contingency 
plans, and brief it.  Set the risk 
level appropriately ahead of 
time and get the correct level of 
leadership involved in the plan.  
Using this technique, crews 
can plan and brief missions 
well in advance of the date of 
execution and not worry about 
chasing down the boss in some 
meeting.
 The older system was an 
impediment to progress.  How 
many of us are guilty of being 
slow thinkers, possibly delaying 
our missions because we could 
not contact a member of the 
chain of command so they 
could hack off on a brief and 
risk assessment?  I don’t know 
for certain, but I would bet this 
was not the intent of either the 
mission briefing system or risk 
mitigation model.   

—The authors wrote this article as a staff 
project while attending Warrant Officer 
Senior Course 05-04/05.
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LARRY KULSRUD
U.S. ARMY COMBAT READINESS CENTER

 Professional aviators have an obligation 
to go about their daily activities in a 
disciplined manner.  A disciplined manner 
does not mean mindless adherence to 
established policies and procedures when it 
doesn’t make sense.  It does mean following 
established policies and procedures unless 
there is a sound tactical or technical reason 
not to do so.  Flying below a hard deck or 
exceeding the authorized flight envelope 
of a particular aircraft for no other reason 
than “I was bored” or “I wasn’t having 
any fun” is simply a breakdown in self-
discipline.  
 On the other hand, flying below 
the hard deck and placing the aircraft in 
a 90-degree bank to avoid ground fire 
or another aircraft based upon a sound 
tactical decision is appropriate behavior.  
Individuals and organizations that have a 
sound requirement to conduct operations 
that routinely require deviations from 
established policy and procedures should 
take the deliberate steps necessary to waive 
or modify those restrictions.  
 In many instances, restrictions in Army 
regulations, policies, and unit standing 
operating procedures evolve from acts of 
indiscipline.  Hard decks are established 
because aircraft strike wires when the 
tactical or training environment does not 

In  my  24-year  

Army  Av ia t ion  

career,  I ’ ve  t r i ed  

to  iden t i f y  ce r ta in  

charac te r i s t i c s  

o f  good  and  bad  

o rgan iza t ions  in  

wh i ch  I ’ ve  se rved .   

Pe r sona l l y,  I  don’ t  

be l i eve  I ’ ve  been  

ass igned  to  any  bad  

o rgan iza t ions ,  bu t  

some  have  per fo rmed  

be t te r  than  o ther s .   

I  t hough t  abou t  

exper ience  l eve l ,  

l eadersh ip ,  l o ca t ion ,  

t ra in ing,  and  a  

l ong  l i s t  o f  o ther  

a t t r ibu tes ,  a l l  

impor tan t ,  bu t  none  

o f  wh i ch  he ld  the  

answer.   The  one  

charac te r i s t i c  the  

bes t  o rgan iza t ions  

had  was  d i s c ip l ine .   

I ’m  no t  re fe r r ing  

to  Un i fo rm Code  o f  

M i l i ta ry  Jus t i ce -

t ype  d i s c ip l ine ,  

bu t  t o  the  se l f -

d i s c ip l ine  exer ted  

by  ind iv idua l s  who  

do  what ’ s  r igh t  even  

when  i t ’ s  no t  the  

mos t  en joyab le  way  

to  do  someth ing.   

require nap-of-the-earth flight.  Training 
areas are pocked with noise complaint 
restricted areas when aviators violate 
local fly friendly policies.  Most of our 
governing rules and regulations are 
established as a direct result of an act of 
undisciplined behavior. 
  In his book “Good to Great,” 
author Jim Collins says, “Sustained 
great results depend upon building a 
culture full of self-disciplined people 
who take disciplined action fanatically 
consistent.”  He also says, “Indeed, 
bureaucratic cultures arise to compensate 
for incompetence and lack of discipline.”  
Army Aviators are among the most 
competent aviators in the world.  The 
questions you have to ask yourself are: 
Do you feel flying in the Army has 
become a giant bureaucratic process?   
Am I and my organization acting in a 
disciplined, professional manner?
 Discipline is not something you turn 
on and off at will; it is a choice you make, 
a lifestyle.  You’ve heard the saying “train 
as you fight.”  Disciplined pilots adhere 
to common procedures and practices.  
This enhances teamwork by establishing 
a common baseline of expected behavior.  
Discipline allows squadron pilots to fly 
with various flight members on different 
occasions and still achieve the same high 
mission success rate.  Your mission and, 
in many cases, your very life depends 
upon your disciplined action and the 
disciplined actions of your peers.  
 U.S. Air Force COL Michael C. 
Horgan, who commanded the 355th 
Tactical Fighter Wing during the 
Vietnam War, stated in his end of tour 
report that pilots achieved maximum 
effectiveness by maintaining discipline 
and flight integrity over the target area.  
Disciplined aviators in a disciplined 
organization are more effective in 
deliberate operations, but more 
importantly, can start from a known 
standard of execution when the 
unexpected occurs.  

—The author may be contacted via e-mail at 
larry.kulsrud@us.army.mil.
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PAULA ALLMAN
MANAGING EDITOR

On the morning of 11 April 2005, Task 
Force Sabre’s tactical command post 
(TAC) at forward operating base Salerno, 

Afghanistan, was alerted to a troops-in-contact 
(TIC) situation.  Two AH-64s departed directly for 
the ambush site within 20 minutes of notification.  
Within 45 minutes of the initial TIC report, two 
UH-60s were en route to the ambush site.

 After an initial insertion, the team called for an 
exfiltration (EXFIL) and requested to be put into a second 
landing zone (LZ).  While en route to the second LZ, 
an AH-64 alerted the UH-60 crew of possible anti-
coalition militia (ACM) hiding near the LZ.  The UH-60 
crew identified ACM with an AK-47, a rocket-propelled 
grenade (RPG) launcher, and several RPG rounds.  The 
AH-64 successfully engaged the ACM, and the UH-60 
inserted the ground element into a nearby LZ.
 The terrain at the second LZ was not suitable for 
standard insertion tactics, so the UH-60 crew conducted 
a one-wheeled landing.  Within minutes of inserting the 
ground 
element, that 
team began 
receiving fire.  
The AH-64s 
engaged 
multiple 
targets until 
one aircraft 
reported 
maintenance 
problems 
(the result of 
ground fire) 
and both AH-64s ran low on fuel.  The 
AH-64s were forced to break station 
for fuel, leaving the UH-60s as the 
only rotary-wing assets on station.  
Two A-10s were on station throughout 
the engagement, but were unable to 
engage due to the close proximity of 
friendly and enemy forces.
 Almost immediately after the AH-
64s departed, the firefight increased 
in intensity.  The ground element, 1st 
Special Forces Group, came under 
effective and intense enemy fire and 
requested the UH-60s to engage the 
enemy with door guns.  The pilots 
maneuvered the aircraft in a figure 8 
pattern, allowing the crew chiefs, SGT 
Ryan Pummill and SGT John Irick, to 
engage targets one side at a time, 

allowing 
the other 
side to reload the M60.
 Despite the efforts of the UH-60 crewmembers, one 
ground Soldier was wounded and called for an immediate 
casualty evacuation (CASEVAC).  A medic for the ground 
force rushed to the wounded Soldier, but he also was 
immediately wounded.  As the two injured Soldiers tended 
to each other’s wounds, a UH-60 commanded by CW3 
Chris C. Palumbo came in to attempt a CASEVAC and 
received fire to the aircraft.  The UH-60 crew observed 
and engaged five to six ACMs moving toward the 
wounded American Soldiers.  The crew positioned the 
aircraft directly between the wounded Americans and 
the advancing ACM forces and engaged the enemy with 
door guns while shielding the wounded Soldiers from 
enemy fire.  When the left-side door gunner ran out of 
ammunition, CW3 Palumbo maneuvered the aircraft so 
the right-side gunner could continue the engagement.  
CW3 Palumbo repeated this maneuver four separate 
times, allowing the door gunners to reload and fire some 
1,200 rounds of 7.62 mm.  During this effort to save 
their wounded comrades, SGT Pummill was wounded by 
spraying shrapnel, and the aircraft received over 30 hits 
by enemy fire.  This brave Army Aviation crew was 
directly responsible for the successful outcome of this 
engagement and the safe rescue of two wounded 
American Soldiers.  
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CLARIFICATION 

OF COMBAT 

MANEUVERING

FLIGHT TRAINING

REQUIREMENTS

The purpose of this 
STACOM is to clarify 
the requirements 

for conducting combat 
maneuvering flight (CMF) 
training in helicopter units.  
The Directorate of Evaluation 
and Standardization (DES) was 
directed to train the trainers for 
CMF tasks.  
 DES aircrew training 
manuals (ATMs) implementation 
memorandum dated 5 January 
2006 directed trainers of CMF 
Task 2127, Perform Combat 
Maneuvering Flight, be initially 
trained by DES for AH-64 and 
CH-47 aircraft.  Most new 
ATMs have added Task 2127.  
 The CMF maneuvers for the 
AH-64 attack helicopters exceed 
the operator’s manual limitations 
and require an airworthiness 
release (AWR) before conducting 
training.  Dramatic expansion 
of the flight envelope, coupled 
with new tactics, techniques, 
and procedures for running 
and diving fire, mandated all 
AH-64 units be trained prior 
to performing these combat 
maneuvers.  
 The requirement for 
DES-trained instructors was 
initially added to the 
CH-47 units even though 

none of the CMF maneuvers 
for the aircraft exceeded their 
current operator’s manual (-10) 
limitations.  DES training was 
done to validate CMF training 
requirements in cargo aircraft 
and to expedite CMF training 
for the combat units.  The 
UH-60 CMF training tasks 
also did not exceed the 
helicopter limitations, and the 
units were intentionally not 
included in the initial ATM 
CMF implementation guidance 
issued by DES. 
 In the future, DES CMF 
trainer qualification will only 
be required for those aircraft 
that are authorized by an AWR 
to exceed operator’s manual 
limits for CMF (currently only 
the AH-64).  All helicopters 
not operating on an AWR for 
CMF do not require mandatory 
DES CMF trainer qualification.  
Effective immediately, CH-47 
trainers are no longer required 
to be trained in CMF by DES.  
The CH-47 ATM CMF training 
requirement that requires DES 
to qualify CMF trainers is 
rescinded by this STACOM and 
will be removed from the ATM 
in change No. 1.  
 Units may still request DES 
train the CMF task; however, 

commanders have the ability to 
select and train Task 2127 just as 
they would for any 2000-series 
mission task.  Standardization 
pilots and instructor pilots are 
authorized to “self-start” the 
task in accordance with the 
implementation letter.  Units 
are encouraged to use the 
academic classes for CMF 
found on the DES portal, 
under their respective branch 
in conjunction with the flight 
training of the task. 
 For more information, 
contact CW4 Michael Reese 
at 334-255-1585, or e-mail 
michael.reese@rucker.army.mil 

      Standardization communica-
tions (STACOMs) are prepared by the 
Directorate of Evaluation and Stan-
dardization (DES), U.S. Army Aviation 
Warfighting Center, Fort Rucker, AL 
36362-5208, DSN 558-2603/2442.  
Information published in STACOMs 
may precede formal staffing and dis-
tribution of Department of the Army 
official policy.  Information is provided 
to commanders to enhance aviation 
operations and training support.

 SCOTT B. THOMPSON
 COL, AV
 DIRECTOR OF EVALUATION 
     AND STANDARDIZATION
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STACOM MESSAGESSTACOM MESSAGESSTACOM MESSAGES

CH-47F AND CH-47 EMD QUALIFICATIONS CLARIFIED

The CH-47D has been 
undergoing a redesign for 
almost 10 years.  This new 

series of the CH-47 has been 
designated as the F model.  The 
CH-47F was first developed and 
tested in 2000 at Fort Campbell, 
KY, where many crewmembers 
received qualification.  The 
CH-47F has since undergone 
significant changes, and another 
version of the CH-47F will go 
into production incorporating the 
Army’s latest technology in glass 
cockpits known as the common 
avionics architecture suite (CAAS).  
 This new version of the 
CH-47F is greatly different from 
the previous model tested in 2000.  
As a result, those who have been 
qualified on the earlier version 
of the aircraft are not qualified 
in the current CH-47F with 

CAAS.  To avoid confusion within 
the community, those who were 
qualified in the older version, 
now referred to as CH-47 EMD, 
will be required to change their 
individual aircrew training folder 
(IATF) and individual flight record 
folder to reflect the new designation 
of the older CH-47.  Effective 
immediately, all aircrew members 
who are CH-47 EMD qualified will 
place the following entry in their 
IATF to eliminate confusion about 
the two CH-47F-model aircraft:
 • Aircraft series change.
 • Remarks:  Previous 
qualification of CH-47F is 
redesignated as CH-47 EMD.  
Crewmember is not currently 
CH-47F qualified.
 The crewmembers will ensure 
this change is reflected in the 
759 on the next closeout.  This 

entry will eliminate the confusion 
between old and new models of the 
CH-47F.  Any questions concerning 
this STACOM may be addressed to 
CW4 James K. Scala, (334) 255-
1564, or james.scala@rucker.army.
mil.  

      Standardization communications 
(STACOMs) are prepared by the Director-
ate of Evaluation and Standardization 
(DES), U.S. Army Aviation Warfighting 
Center, Fort Rucker, AL 36362-5208, DSN 
558-2603/2442.  Information published in 
STACOMs may precede formal staffing and 
distribution of Department of the Army 
official policy.  Information is provided to 
commanders to enhance aviation operations 
and training support.

 SCOTT B. THOMPSON
 COL, AV
 DIRECTOR OF EVALUATION
     AND STANDARDIZATION

August 2006 23



F
L

IG
H

T
fa

xF
L

IG
H

T
fa

x

CPT JEFFREY BAIRD
101ST AIRBORNE DIVISION
FORT CAMPBELL ,  KY

 Battlefield Far Forward Medical Care 
(FFMC) has been stressed by air and 
land battle doctrine but continues to be 
a challenge for maneuver and medical 
leaders.  FFMC teams identify and treat 
casualties as close as possible to the forward 
edge of the battlefield or the point where an 
injury occurs.  Immediate care is essential 
because Soldiers are dispersed over wide 
areas during modern combat operations and 
might not be close to any medical facility.
 Unfortunately, there currently aren’t 
enough medics to tend to every injured 
Soldier.  First-aid kits in most vehicles and 
aircraft are good for minor injuries but are 
insufficient for major traumas caused by 
small-arms fire, rocket-propelled grenades, 
and improvised explosive devices.  As a 
result, many of the actions traditionally 
performed by medical personnel are being 
assumed by combat lifesavers.
 Combat lifesavers are non-medical 
Soldiers trained to provide lifesaving 
measures beyond the level of self or buddy 
aid.  With proper training, a combat lifesaver 
can stabilize many types of casualties 
and slow the deterioration of a wounded 
Soldier’s condition until higher-skilled 
medical personnel arrive.  A patient has 
an excellent chance of survival if he can 
be stabilized and evacuated to permanent 
medical facilities.  Ultimately, the more 
Soldiers we save, the more combat power 
we retain.
 Current Army policy recommends there 
should be a combat lifesaver for every 
section, squad, or team.  Some units have 
voluntarily increased this recommendation 
to a requirement, making it mandatory their 
Soldiers be combat lifesaver qualified before 
deploying to theater.  Having the maximum 
number of trained combat lifesavers per 
unit will add to combat effectiveness and 
survivability.

 Combat lifesaver training is conducted 
at the unit level using instructional material.  
Unit training managers and all other combat 
lifesavers must be recertified on an annual 
basis.  Each training course or curriculum 
requires a combat lifesaver trainer as 
part of the cadre or staff.  Materials such 
as books and intravenous needles can 
be requested through normal supply 
channels.  The requirement that might be 
hardest to achieve, however, is finding 
the time and resources for all Soldiers to 
attend instruction, training, evaluation, and 
certification.
 Commanders can demonstrate the 
importance of combat lifesaver training by 
ensuring they and their subordinate leaders 
also are trained and qualified.  Soldiers 
in leadership positions should arrive at 
their unit and assume their responsibilities 
as certified combat lifesavers.  As such, 
certification should become part of the 
graduation requirements for courses like the 
Basic Noncommissioned Officer Course, the 
Advanced Noncommissioned Officer Course, 
and the Officer Basic Course.  Other training 
programs such as the Reserve Officer 
Training Corps and U.S. Military Academy 
also can make combat lifesaver certification 
part of their training curriculum.
 All leaders should be qualified combat 
lifesavers.  Enhanced combat effectiveness 
and readiness, increased survivability, and 
the demonstration of leadership initiative 
to possibly save a subordinate are just a 
few of the benefits.  On every patrol and as 
part of every flight crew, there is or should 
be a leader and, in turn, a qualified combat 
lifesaver.  That leader being combat lifesaver 
qualified could mean the difference between 
life and death for a wounded Soldier. 

—The author may be contacted by e-mail at jeffrey.
baird@us.army.mil.  CPT Baird wrote this article while 
attending the Captain’s Career Course at Fort Rucker, AL.

Dea th  and  in ju ry  a re  rea l i t i e s  o f  combat .   More  than  58 ,000  U.S .  t roops  

d ied  dur ing  V ie tnam,  and  15  per cen t  o f  those  dea ths  were  due  to  a  la ck  

o f  buddy  o r  combat  l i f e saver  a id .   Fo r  Opera t ions  Endur ing  and  I raq i  

F reedom,  i t ’ s  e s t imated  tha t  5  to  10  So ld ie r s  a re  wounded  in  ac t i on  fo r  

each  So ld ie r  k i l l ed  in  a c t i on .

All leaders 
should be 
qualified 
combat 
lifesavers.  
Enhanced 
combat 
effectiveness 
and readiness, 
increased 
survivability, 
and the 
demonstration 
of leadership 
initiative to 
possibly save 
a subordinate 
are just a few 
of the benefits.
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In format ion based on prel iminary  reports  o f  a i rcraf t  acc idents

Class AMH-47
G Model
• Class A:  Four crewmembers were killed 
and one was injured when the aircraft 
struck a television reception tower during 
fl ight and impacted the ground. 

UH-60
A Model
• Class A:  Two Soldiers were fatally injured 
when they fell approximately 30 feet to the 
ground during a MEDEVAC hoist attempt.  
Th e hoist cable reportedly broke during the 
operation. 

ACCIDENT BRIEFS

AH-64
A Model
• Class E:  The environmental 
control unit (ENCU) began to dis-
pense only heat and made a howl-
ing sound. The ENCU was shut off 
and flight resumed.  An attempt was 
made to recreate the problem, and 
a small amount of smoke and a 
slight odor were detected.  Mainte-
nance replaced the ENCU turbine.  
(Late Report)
D Model
• Class C:  Aircraft suffered shrap-
nel damage to one main rotor 
blade and the tail rotor system 
during rocket live fire.  
• Class E:  During flight, the posi-
tion update light illuminated.  Posi-
tion confidence was 0.135 and 
growing on both EGIs.  The crew 
attempted an in-flight realignment 
that failed.  The crew aborted the 
mission and returned to base.  
(Late Report)

CH-47
D Model
• Class C:  Aircraft lost its cockpit 
door during flight.  
• Class E:  The No. 2 automatic 
flight control system caution and 
associated Master Caution lights 
illuminated and then went out 
twice.  Each time the lights went 
out, an engagement error was felt.  
The aircraft returned to the airfield 
and was shut down without further 
incident.  The No. 2 vertical gyro 

was replaced, and the aircraft was 
released for flight.  (Late Report)

MH-6
M Model
•Class C:  Aircraft contacted the 
ground in a tail-low attitude during 
touchdown autorotation training.  
The aircraft suffered damage to 
the tail rotor, vertical fin, and three 
main rotor blades.  

MH-60
L Model
• Class C:  Upon postflight inspec-
tion, the crew found four damaged 
main rotor blade tip caps and 
required main rotor blade replace-
ment.  

OH-58
C Model
• Class C:  While performing an 
engine start, the turbine outlet tem-
perature (TOT) rose to 1,000 ºC for 
more than 5 seconds.  The instruc-
tor pilot (IP) performed an emer-
gency engine shutdown.  
(Late Report)
D(R) Model
• Class B:  Aircraft experienced 
an overtorque and a low rotor RPM 
during a manual throttle maneuver.  
The main rotor blades also con-
tacted the tailboom.  
• Class C:  Aircraft experienced 
an engine overspeed during flight.  

Maintenance criteria required the 
engine be replaced.  
• Class C:  Aircraft experienced an 
engine overspeed during a simu-
lated engine-out (manual throttle) 
demonstration.  
• Class C:  Aircraft was found to 
have a spread skid crosstube after 
it lifted slightly off the ground when 
collective was accidentally pulled 
up and then pushed back down for 
landing.  

TH-67
A Model
• Class C:  While performing hov-
ering autorotation training, the pilot 
trainee (PT) shoved down on the 
collective, causing it to come out 
of the IP’s hand.  As the IP grabbed 
the throttle and collective, the air-
craft impacted the ground, bounced 
approximately 6 feet into air, and 
rolled left.  The IP leveled the air-
craft and attempted to open throttle. 
As the aircraft began to descend, 
the IP attempted to cushion with 
collective.  The aircraft landed hard, 
sustaining damage.  (Late Report)
• Class C:  While attempting an 
engine start, the PT inadvertently 
retarded the throttle to the off posi-
tion.  The IP reviewed the correct 
start procedure with the PT, but 
during the second start attempt, the 
PT incorrectly performed the start 
again.  The IP recognized a hot start 
situation and attempted to close the 
throttle.  The PT held the throttle 
against the idle stop, preventing 
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ACCIDENT BRIEFS

the IP from closing the throttle in 
time to prevent a hot start.  The 
TOT reached 1,001 ºC for 15 
seconds.  The engine required 
replacement.  (Late Report)

UH-1
H Model
• Class E:  On final approach 
to the airfield, the aircraft’s cargo 
release switch was moved to the 
armed position, releasing a 280-
pound cement block.  The jet-
tisoned load created a small divot 
on the taxiway.  (Late Report)

UH-60
A Model
• Class B:  While conducting an 
instrument flight rules flight, the 
aircraft was struck by lightning, 
causing damage to two main 
rotor blades and possible electri-
cal damage.  The crew landed 
the aircraft in a field without fur-
ther incident.  
• Class C:  While maneuvering 
to a parking spot, the aircraft’s 
main rotor blades struck a static 
rotor blade on a parked aircraft.  
The aircraft continued forward 
into its parking spot and shut 
down. There were no injuries.  
(Late Report)

• Class C:  A helmet was 
sucked into the rotor, damaging 
the blade tip, when one service 
member attempted to toss it to 
another.  
• Class C:  Aircraft was on a 
firefighting mission when the 
cargo release button was pressed, 
releasing the Bambi bucket.  The 
bucket was engulfed in flames.  
L Model
• Class D:  While conduct-
ing autorotation training, the IP 
assumed the controls at approxi-
mately 55 feet AGL to terminate 
the maneuver with power.  The IP 
started to pull in power and level 
the aircraft as it contacted the 
taxiway.  The aircraft was landed 
and shut down without further 
incident.  (Late Report)
• Class E:  A bird struck the chin 
bubble and entered the cockpit.  
The aircraft was flown back to the 
airfield, swapped for a replace-
ment aircraft, and the mission 
was continued without further 
incident.  The damaged aircraft 
was repaired and returned to 
duty. (Late Report)

C-12
R Model
• Class E:  Aircraft experienced 

FALL FROM UH-60A CLAIMS TWO SOLDIERS
PRELIMINARY LOSS REPORT 06149

Two Soldiers were killed during rescue operations 
while attempting to board a UH-60A MEDEVAC 

helicopter.  The two Soldiers, a 22-year-old PFC and 
a 19-year-old PV2, had been wounded in action 

during combat operations conducted earlier that 
day.  When MEDEVAC arrived the flight medic, a 

27-year-old SGT, was lowered to the ground on the 
rescue hoist to retrieve the Soldiers.  After success-
fully extracting the PV2, the SGT was again lowered 
on the hoist to extract the PFC.  While performing 
the second lift, the rescue hoist cable reportedly 

failed causing the PFC and SGT to fall 30 feet to the 
ground, fatally injuring both Soldiers.  This 
accident is presently under investigation.

     

 Since details are limited at 
this time, consider these actions to 
prevent similar accidents in general:

     • Commanders must ensure hoist 
maintenance is conducted only by 
qualified personnel.  Review hoist 
maintenance and training programs.  
Ensure all cable that is coded as 
unserviceable is removed from ser-
vice.

     • Leaders should review hoist 
operation SOPs to include preflight, 
pre-operational, and operational 
procedures.  Ensure only qualified 
personnel operate the hoist system 
during live hoist operation.

     * Preliminary Loss Reports (PLR) 
are provided to leaders for aware-
ness, trends, and TTPs.  Our Army 
depends on you to disseminate PLRs 
to the lowest levels of your forma-
tion in order to help high-risk troops 
understand the impact of decisions 
made on and off duty.

an engine shutdown due to an 
engine overspeed while in cruise 
flight.  The aircraft landed without 
further incident.  (Late Report)

CAS-212
• Class E:  During a maintenance 
test flight at 7,000 feet MSL, the 
hydraulic pump switch was turned 
on to lower flaps.  The pump ran 
for 3 seconds and then failed.  The 
aircraft was returned to the air-
field, where flaps were lowered with 
manual pump pressure and the 
aircraft was landed using manual 
pump pressure for nose-wheel steer-
ing and braking.  The electric pump 
was replaced, and the aircraft was 
released for flight.  (Late Report)
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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, contact the USACRC Help 
Desk at DSN 558-1390 (334-255-1390) or 
by e-mail at helpdesk@crc.army.mil.
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MQ-5B
• Class A:  Unmanned Aircraft System 
(UAS) was on final approach to landing 
when the lighting system failed and the 
controller lost visual contact reference.  
The UAS proceeded off the runway and 
was a total loss.  

RQ-5A
• Class A:  UAS failed to respond to 
aerial vehicle operator (AVO) input during 
external pilot training and crashed in the 
traffic pattern.  The aircraft was a total 
loss.  

• Class C:  UAS’s empennage contacted 
the ground during touchdown.  

RQ-11
• Class C:  Aircraft experienced a wing 
separation during landing and crashed 
into a body of water.  

• Class C:  AVO lost link with the aircraft 
during high-wind conditions.  Efforts to 
recover the aircraft were unsuccessful.  

• Class C:  AVO lost video link with aircraft 
during flight.  Efforts to recover the aircraft 
were unsuccessful.  

• Class C:  AVO lost video link with the 
UAS.  Efforts to recover the aircraft were 
unsuccessful.

• Class C:  AVO lost link with the UAS.  
Efforts to locate the UAS were unsuccessful. 
(Late Report)

• Class C:  AVO lost video link with the 
UAS at a known location.  Efforts to locate 
the aircraft were unsuccessful.  

• Class C:   AVO lost the global 
positioning system (GPS) and video feeds 
and commanded the UAS to return to 
the launch point.  The last known grid 
was patrolled and nothing was found.  
Subsequent flights in the same area and 
time of day experienced similar problems.  
(Late Report)

• Class C:  AVO lost video link and control 
of the aircraft.  Efforts to locate the UAS 
were unsuccessful.

RQ-7A
• Class B:  AVO failed to query the 
system and deploy the parachute.  The 
knob’s enter key was stuck, producing 
uncommanded inputs.  (Late Report)

• Class C:  During approach, the AVO 
issued a wave-off due to excess tail winds, 
but the UAS did not respond.  The UAS 
landed and exited the runway.  

• Class C:  Upon landing, the UAS went 
off the runway and struck a small sign 
with the left-front wing.  The UAS had 
experienced a crosswind at the time of 
the accident. (Late Report)
 
RQ-7B
• Class B:  Aircraft crashed after indication 
of an auto pilot failure and before the AVO 
was able to deploy the recovery chute.  

• Class B:  The aircraft did not reach flight 
RPM during the launch sequence and 
impacted the ground.  

• Class B:  AVO experienced an “Auto Pilot 
Servo Fail Alert” indication during flight.  The 
aircraft subsequently crashed.  

• Class B:  Aircraft experienced ignition 
failure following an engine temperature 
spike.  The recovery chute deployed, and the 
UAS was recovered.  

• Class B:  Aircraft experienced an engine 
temperature spike.  The AVO was unsuccessful 
in initiating the landing system, and the 
aircraft crashed.  

•Class C:  Aircraft was straight and level 
at 70 knots when the magneto failed.  The 
recovery chute was deployed and the UAS 
landed, causing damage to the wings.  
(Late Report)

• Class C:  Aircraft experienced an engine 
failure while en route to the launch/recovery 
site.  The recovery chute was deployed and 
payload stowed before landing.  

• Class C:  The aircraft experienced an 
inadvertent deployment of the recovery chute 
during launch.  The chute straps became 
entangled in the aircraft’s propeller, causing 
it to crash after traveling about 30 to 40 
meters.  

• Class C:  The aircraft crashed during launch 
after the launch cable became caught.  

• Class C:  Upon landing, the UAS was 
trapped, not caught, by the primary and 
secondary arresting pendent.  The aircraft 
suffered damage in the arresting net. 
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I could have saved a l i fe that day,
But I  chose to look the other way.
I t  wasn’ t  that  I  d idn’ t  care,

I  had the t ime,  and I  was there.
But I  didn’t  want to seem a fool ,
Or argue over  a safety  ru le .
I  knew he’d done the job before,
If  I  called i t  wrong, he might get sore.
The chances d idn’ t  seem that  bad,
I ’ve done the same,  he knew I  had.
So I shook my head and walked on by,
He knew the r isks  as  wel l  as  I .
He took a chance, I  closed an eye,
And wi th that  ac t  I  le t  h im die.
I  could have saved a l i fe that day,
But I  chose to look the other way.
Now every t ime I  see his  wi fe ,
I ’ l l  know I should have saved his l i fe.
That  gui l t  i s  something I  must  bear,
But i t  isn’t  something you need to share.
I f  you see a r isk  that  o thers  take,
That puts their  health or l i fe at  s take,
The question asked, or the thing you say,
Could help them l ive another  day.
I f  you see a r isk  and walk away,
Then hope you never have to say,
I  could have saved a l i fe that day,
But I  chose to look the other way.

Don Merrell
J.R. Simplot Company
Don Plant Training Center
dmerrell@simplot.com
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BY KELLY WIDENER
U.S. ARMY COMBAT READINESS CENTER

 BG William H. Forrester assumed the 
roles and responsibilities from BG Joseph 
A. Smith, who held the positions for a little 
more than 3 years.
 The USACRC is responsible for 
improving combat readiness and 
preserving combat power.  As a field 
operating agency of the Office of the 
Army Chief of Staff, the USACRC is the 
knowledge center for all Army losses and 
the focal point for analyzing accident, 
serious incident, and combat loss reports.  
 After congratulating BG Smith for 
his contributions to Army safety and 
awareness, BG Forrester said to the 
warriors of the USACRC that together
they will continue the positive trends 
they’ve blazed, always looking to raise 
the bar.
 A 20-percent reduction in accidental 
losses overall is one positive trend 
USACRC and Army members are 
witnessing this fiscal year.  
 “Joe Smith has done something no 
one before him has ever been able to do. 
He has turned the tide,” said LTG James 
L. Campbell, Director of Army Staff.  “He 
has turned that mammoth battleship in 
saving Soldiers’ lives.  As a result of his 
passion and sheer determination, our 

A rmy  sa fe t y  con t inued  i t s  
t rans fo rmat ion  here  on  25  Augus t  
2006  as  D i re c to r  o f  A rmy  Sa fe t y  
du t ie s  and  command  o f  the  U.S .  
A rmy  Combat  Read iness  Cen te r  
(USACRC )  changed  hands  dur ing  
a  ce remony  in  the  U.S .  A rmy  
Av ia t ion  Museum.
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United States Army reduced our 
accidental losses by 20 percent 
from last year to this year.  That 
is Soldiers’ lives … and the stakes 
don’t get any higher.”
 Officials at the USACRC 
attribute the majority of the decline 
to leader involvement and the 
implementation of several new 
initiatives, including the Army 
Safety Management Information 
System-2, or ASMIS-2, POV 
assessment tool. 
 This risk-planning tool allows 
travelers to create a tailor-made 
risk analysis and receive specific 
guidance to lower risks on road 
trips.  Since its inception, statistics 
show that Soldiers have completed 
more than 1.3 million assessments.  
Of those people who completed 
the assessments,  four have been 
killed while operating a vehicle. 

“It is obvious there was much 
work accomplished and all focused 
on preserving our Soldiers, 
civilians, and equipment,” BG 
Forrester said about the USACRC 
warriors. 
 BG Forrester comes to the 

USACRC after serving as the 
assistant division commander 
(support) for the 2nd Infantry 
Division, Eighth U.S. Army, Korea.  
Though he was previously assigned 
at Fort Rucker as the U.S. Army 
Aviation Warfighting Center Chief 
of Staff, BG Forrester said this 
assignment has a broader focus 
over the full spectrum of 
the Army. 
 “As is the case in this great 
Army of ours, as one superb 
leader steps down, another 
superb leader steps forward to 
take the reigns and take the 
organization to even a higher 
level,” LTG Campbell said.  “BG 
Forrester joins the (USACRC) with 
a rich background in operational 
experiences.  He has commanded 
an aviation brigade in combat … 
and his experiences here at Fort 
Rucker as the Chief of Staff of the 
U.S. Amy Aviation Warfighting 
Center, where the importance of 
preserving combat readiness is 
there every single day, will make 
him even more effective as a 
leader of the USACRC.”

 Drawing from his experiences, 
BG Forrester revealed his outlook
on the way ahead for the 
USACRC. 
 “My wife and I are humbled 
by the continued opportunity to 
serve our Army,” he said, “and we 
fully realize that our assignment 
at the Combat Readiness Center 
is just that.  We look forward 
to forging strong professional 
and personal relations with 
organizations across the Army and 
the Department of Defense.”
 Directly following the change 
of command, the USACRC 
conducted a retirement ceremony 
for BG Smith, who completed 
more than 32 years of service.  
He said serving in this position was 
very rewarding.
 “When I think about each 
Soldier who has died, I am 
convinced we have saved not some 
lives, but many lives. That’s what 
it’s all about.” 

—Ms. Widener is the USACRC PAO and can be 
contacted at 334-255-3770 or by e-mail at 
Kelly.Widener@us.army.mil.

 BG William H. Forrester takes the command flag of the 
U.S. Army Combat Readiness Center from LTG James L. 
Campbell, Director of Army Staff, as BG Joseph A. Smith, 
outgoing commander, looks on during a change of command 
ceremony at Fort Rucker, AL, on 25 August.
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The  des i re  fo r  ded i ca ted  

re conna i s sance  asse t s  in  the  G loba l  

War  on  Ter ro r i sm has  l ed  to  g rea te r  

numbers  o f  Unmanned  A i r c ra f t  

Sy s tems  (UASs )  be ing  in t roduced  

on  the  ba t t l e f i e ld .  

COL JEFF KAPPENMAN, TSM-UAS AND
COL DON HAZELWOOD, PM-UAS

 Since the onset of Operation Iraqi 
Freedom (OIF), the total number of 
UAS and corresponding flight hours 
continues to grow at exponential 
rates.  At the start of OIF, the only 
Army UAS capability supporting the 
effort was a single Hunter Company 
and its complement of six air vehicles 
(AVs) and four ground control stations 
(GCSs).  Since then, the Army’s typical 
rotation of UAS in Iraq has expanded 
significantly, with more than 579 
Ravens, 60 Shadows, 4 I-GNATs, and 
6 Hunters to complement various other 
joint UAS assets. 
 As of FY05, Army UASs flew 
a combined 152,120 total flight 
hours, of which 104,349 hours were 
flown strictly in support of combat 
operations.  This translates into 90 
percent of all UAS missions flown in 
combat operations.  Once considered 
“junior varsity” to other aviation 
operations, UAS programs have 
catapulted to the forefront of combat 
aviation missions.  Combat developers 
responding to calls for more and 
better capable systems are once again 
pushing the envelope of this latest 
technological frontier, finding ways to 
exploit everything this newly tapped 
resource can offer and then expediting 
this asset into the hands of commanders 

in the fight.  This sudden explosion 
of UAS interest and fielded systems, 
however, has seen its share of growing 
pains, particularly in the area of aircraft 
mishaps.
 Along with the sudden proliferation 
of systems over the past 3 years came an 
initial spike in accident rates that exceed 
those typically experienced in manned 
aviation.  Accident rates, in accordance 
with Department of Defense Instruction 
(DODI) 6055.7, Mishap Investigation, 
Reporting, and Recordkeeping, are based 
on the number of accidents per 100,000 
flight hours.  Until recently, most UAS 
programs had yet to top the 100,000 
flight hours needed to accurately provide 
this historical data.  In FY05 alone, 
Shadow experienced 66 Class A through 
C accidents, and Hunter experienced 
5 mishaps.  In comparison, manned 
aviation experienced only 35 Class A 
through C accidents in FY05.  
 With accident rates for UASs 
exceeding manned aviation by up to 
2.6 times, the U.S. Army Aviation 
Warfighting Center (USAAWC) and 
Program Executive Office for Aviation 
(PEO-AVN) combined efforts with the 
sole purpose of finding ways to reduce 
UAS mishaps.  Analyzing mishaps 
through the Doctrine, Organization, 
Training, Materiel, Leadership, Personnel, 
and Facilities (DOTMLPF) framework, 
several contributing factors in key areas 
came to light.  High incident rates in 
the areas of mechanical failure (materiel) 
and human error (organization, training, 
and leadership) led to focused solutions 
such as better engines for Shadow and a 
greater emphasis on procedures, such as 
following checklists and using operations 
manuals.  The USAAWC and PEO-AVN 
are now well underway in implementing 

Once 
considered 
“junior 
varsity” to 
other aviation 
operations, 
UAS programs 
have catapulted 
to the forefront 
of combat 
aviation 
missions.  
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measures across the DOTMLPF 
spectrum aimed at reducing UAS 
accidents. 
 Already the early application of 
aviation discipline and culture has 
yielded great benefits for the Shadow 
UAS.  As of July 2006, the Shadow 
accident rates are down by 64 percent.1 
 Army manned and unmanned 
accidents went down due to the 
following factors:
 — Compliance with the Vice Chief 
of Staff of the Army’s message dated 
December 2005
 — Aviation discipline and culture
 — Mandatory safety and 
procedural training
 — Environmental effects on 
equipment and personnel
 — Standardization (i.e., checklists, 
manuals in aviation format)
 — Situational awareness
 — Aircrew coordination
 — Command influence
 — Joint product managers: PEO-
AVN and USAAWC initiative
 — Materiel updates 

 This huge reduction in mishap 
rates for the Shadow, which is at an 
operational tempo of 8 to 12 times 
greater than was ever envisioned for 
this system, while lowering the overall 
costs of UAS programs and increasing 
the support available to the warfighter 
is the goal of the PEO-AVN and 
USAAWC. 
 Recognizing the need for a Soldier 
to draw the knowledge required to 
properly plan for and execute Army 
UAS operations in the combined 
arms fight, the USAAWC Directorate 
of Training and Doctrine (DOTD) 
published Field Manual Interim 
(FMI) 3-04-155, Army Unmanned 
Aircraft System Operations.  This is 
the Army’s first UAS field manual.  
This document provides the Army an 
overarching doctrinal UAS foundation.  
Not only does FMI 3-04-155 provide 
organization and overview data, but it 
also discusses planning considerations 
for successful execution, employment 
of UASs, checklists for planning, 
and an overview of the commander’s 
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 1Army Manned and Unmanned Aviation Accident Data as of 21 August 2006.
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training responsibilities.  This encourages 
standardization and reduces mishaps.
 Organizationally, the Aviation Branch 
has resourced every Infantry Brigade 
Combat Team (BCT) with a Brigade 
Aviation Element (BAE) which is led 
by an aviation major.  The mission of 
the BAE is to integrate and synchronize 
all aviation operations, including UAS 
operations, into the BCT’s scheme of 
maneuver.  DOTD published Training 
Circular (TC) 1-400, Brigade Aviation 
Element Handbook, to assist these vital 
aviation representatives in this important 
mission, and The Center for Army 
Lessons Learned (CALL) produced a 
handbook titled “Leader’s Guide to 
A2C2 at Brigade and Below.”  The 
BAE focuses on providing employment 
advice and initial planning for aviation 
missions, UAS airspace planning and 

coordination, and synchronization 
with the air liaison officer and effects 
coordinator.  The BAE also coordinates 
directly with the aviation brigade 
or supporting aviation task force 
for detailed mission planning.  BAE 
members are the aviation experts for the 
maneuver brigade commander.
 The Directorate of Evaluation and 
Standardization (DES) visited several 
UAS units in OIF in April and May 
2006 to assess and assist units with 
developing their aircrew training 
programs.  To facilitate this process, DES 
released TC 34-212, UAS Commander’s 
Guide and Aircrew Training Manual, 
and updated Army Regulation (AR) 
95-23, Unmanned Aircraft System Flight 
Regulations, published on 7 August 2006, 
to better serve Soldiers and commanders 
in the field.  
 The purpose of TC 34-212 is to 
help UAS commanders at all levels 
develop a comprehensive aircrew training 
program.  By using the aircrew training 
manual, commanders ensure individual 
crewmembers and crew proficiency is 
commensurate with their units’ mission 
and that UAS aircrew members routinely 
employ standard techniques and 
procedures.  UAS aircrew members will 
use this manual as a “how to” source for 
performing crewmember duties, where 
performance standards and evaluation 
guidelines are defined so crewmembers 
know the level of performance expected.  
Each task has a description of how it 
should be done to meet the standard.  
While such training programs have been 
ingrained in Army Aviation for decades, 
this is still a relatively new concept at 
the Infantry BCT level.  This effort, 
combined with the beginnings of DES/
ARMS (Aviation Resource Management 
Survey) assistance visits, has resulted in 
significant gains in the level of aviation 
proficiency in UAS units across the 
Army.      
 While most aviation accidents are 
attributed to pilot error (usually about 
80 percent), one surprising realization 
was almost 50 percent of UAS accidents 

training responsibilities.  This encourages 
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were a direct result of materiel failure.  
For example, analysis revealed the Shadow 
UAS had inadequate heat protection and a 
lack of redundancy in the engine ignition 
system as the root cause of engine failures.  
A heat shield modification to the existing 
engine was developed that provides a 
temporary solution until a potential Shadow 
engine upgrade (1101 engine) fielding is 
conducted.  As this demonstrates, PEO-
AVN and the Program Manager (PM)-
UAS are continuously engaged in product 
improvements to provide materiel solutions 
that increase UAS reliability.
 Leadership development efforts came 
in the form of Army senior leader guidance 
addressing the need for leadership emphasis 
and involvement by commanders at all levels 
to help reduce the number of accidents.  
The Vice Chief of Staff, Army (VCSA), 
has repeatedly directed commanders “apply 
stringent and rigorous aviation-based 
training, safety, maintenance, and operation 
discipline” to help in this endeavor.  For 
leaders not experienced in aviation training 
methods, the VCSA encouraged them to 
leverage their BAEs to assist or coordinate 
for additional oversight and assistance from 
embedded aviation professionals.
 On 13 May 2006, another significant 
milestone was achieved when the HQDA 
Director of Force Management approved the 
transfer of all UAS force structure from the 
Military Intelligence Branch (30- and 34-
series Tables of Organization and Equipment 
(TOEs)) to the Aviation Branch (TOE 
series 01).  Modified TOEs  (MTOEs) will 
follow and will be implemented over the 
next several years.  This force structure 
transfer provides a key opportunity for 
the USAAWC to review organizational 

requirements and make necessary changes 
through the normal force development 
process.  Crucial to this review is combat-
experienced field input that helps identify 
deficiencies and/or excesses in personnel, 
training, and equipment in actual combat 
scenarios.  This information, combined 
with any changes in concepts and doctrine, 
will be used by the Directorate of Combat 
Developments, Force Organization Division, 
to propose and implement the necessary and 
correct organizational changes. 
 These efforts already have initiated an 
overall downward trend in the number 
of UAS mishap rates.  As the Global War 
on Terrorism continues into its fifth year, 
the USAAWC and PEO-AVN are fully 
committed to optimizing this capability for 
the Soldier in the field while simultaneously 
lowering the overall cost of ownership.  
Combined with our need and desire to 
fly in the national airspace for training, 
this also requires us to have improved 
reliability in our systems and to continue 
our vigilance in preventing UAS mishaps.  
The entire aviation community must work 
together to improve this new and exciting 
capability.  UASs on the battlefield are 
significant combat multipliers that enhance 
our situational awareness, improve combat 
effectiveness, and save Soldiers’ lives. 

—COL Kappenman is the TRADOC System Manager for 
Unmanned Aerial Vehicle Systems.  He may be contacted 
at DSN 558-1971 (334-255-1971) or e-mail Jeffrey.
kappenman@us.army.mil.  

—COL Hazelwood is the Project Manager for Unmanned  
Aircraft Systems.  He may be contacted at DSN 788-4449 
(256-895-4449) or e-mail Donald.Hazelwood@us.army.mil.
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BILL RAMSEY
U.S. ARMY COMBAT READINESS CENTER
BILL RAMSEY

With current combat operations in 
Operation Iraqi Freedom (OIF) and 
Operation Enduring Freedom (OEF), 

Unmanned Aircraft Systems (UASs) continue to 
support the Soldiers on the ground.  The UAS is 
a key player in our war against terrorism both 
stateside and overseas.
 As with manned aircraft systems such as the 
UH-60, OH-58D, and AH-64, the UAS is prone to 
the same causes and effects that result in accidents.  
Listed below you will find accident information 
starting with Fiscal Year 2004 (FY04).  The breakout 
will cover Class A through C accidents for the 
Hunter, Shadow, and Raven UAS and the total 
cost of the mishap in dollars. 

RQ-5A (Hunter)

*Includes one MQ-5B (Hunter).
Hunter Class A Accident Descriptions:
 Case 1:  Aircraft failed to respond to air vehicle 
operator input during external pilot training and 
crashed in the traffic pattern.
 Case 2:  UAS was on final approach to landing 
when the lighting system failed and the controller lost 
visual contact.
 Case 3:  UAS experienced failure of the forward 
engine during flight.

RQ-7A/B (Shadow) 

 The Shadow Class B accidents for FY06 indicate 
there were 24 suspected materiel failures, which 
included:

 •  Engine failures
 •  Ignition failures
 •  Generator failures
 There were four accidents attributed to human 
failure, which include:
 •  Launching of UAS while at 50 percent throttle
 or idle speed
 •  Launching of UAS without engine oil 

RQ-11 (Raven) 

*Note: During review of the accident data base, two Raven accidents 
were classified as Class B accidents with a cost of $200,000 each.  It 
is suspected an error was made in reporting the cost of the mishaps; 
therefore, for this article, both accidents were placed in Class C 
column. 

 A review of the FY06 Raven Class C accidents 
indicated the following as causes for the reported 
accidents (27 of the 42 incidents were attributed 
to one of the problems listed below):
 •  Lost communication feed
 •  Sporadic interference
 •  Lost video link
 •  Lost computer link

*Note:  IGNAT accident data was not included in this article.
**Includes hours through July 2006.

Editor’s note:  Data chart provided by Scotty Johnson, Air Safety 
Specialist for UAS, Aviation Branch Safety Office, Fort Rucker, AL, 
and are current from the USACRC database as of 25 June 2006.

—The author may be contacted at DSN 558-3644 (334-255-3644) or by 
e-mail at william.ramsey@crc.army.mil.

*Includes one MQ-5B (Hunter).

*Note:  IGNAT accident data was not included in this article.
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CW4 DAVE FORD
UAS SAFETY OFFICER FOR PM-UAS
REDSTONE ARSENAL, AL

Under  the  cover  o f  darkness ,  the  in surgen t  wa lks  the  s t ree t  unno t i ced .   

When  he  i s  su re  he  i s  a l l  a lone ,  he  p lan t s  h i s  improv i sed  exp los i ve  dev i ce  

and  re tu rns  to  a  nearby  house .   Th ink ing  he  has  suc ceeded ,  the  in surgen t  

re laxes .   However,  h i s  a c t i ons  tha t  n igh t  had  no t  gone  unno t i ced .   In  fa c t ,  he  

was  be ing  wa t ched  f rom above .   La te r  he  w i l l  be  awakened  by  the  assau l t  o f  

I raq i  and  Amer i can  So ld ie r s ,  who  have  come  to  take  h im in to  cus tody.   I t ’ s  

ano ther  cap ture  made  poss ib le  by  the  unpara l l e led  e f fo r t s  o f  our  unseen  

war r io r s—the  Unmanned  A i r c ra f t  Sy s tem (UAS )  opera to r s  and  ma in ta iner s .

 The demand by commanders 
for eyes in the sky continues 
to climb, and our Soldiers are 
meeting that need.  UAS are 
operating at 8 to 12 times their 
planned utilization rates.  Within 
this last year, our units’ monthly 
flying hours have doubled, and 
we have surpassed 100,000 flight 
hours.  The vast majority of UAS 
flight hours have been in a combat 
theater on real-world missions.  
No other system can claim that.  
However, with increased use comes 
an increase in accidents.  And 
although our accident rate for UAS 
has decreased, there still is room 
for improvement. 
 Decreasing our accident rate 
in UAS will not happen overnight, 
but the rate can be drastically 
reduced by following some 
simple techniques.  Leadership, 
from frontline NCOs to senior 
commanders, must take an active 
role in instilling the discipline 
and attention to detail manned 
aviation has relied on to maintain 
its success rate.   Our maintainers 
must be corrected when not 
using checklists and should apply 
attention to detail when performing 
maintenance and service on aerial 
vehicles.  First-line supervisors 
must be involved in the day-to-day 
operations in and around the flight 

line—correcting, motivating, and 
evaluating their Soldiers.  
 Aircrew coordination also 
must be integrated into every 
launch and recovery operation, 
and accidents must be investigated 
and reported correctly in a timely 
manner.  We need help from the 
U.S. Army Combat Readiness 
Center (USACRC) and Corpus 
Christi Army Depot in accident 
investigations to determine the root 
causes and develop an institutional 
knowledge base in UAS mishaps.  
UASs will continue to grow in size, 
cost, and weapons, so the time 
to build that knowledge base is 
now.  In addition, individuals have 
got to be held accountable for 
their actions.  When mistakes are 
made, we must address the issues 
in after-action reviews and during 
shift change briefs.  Educating 
fellow Soldiers on our mistakes 
can prevent similar accidents 
from occurring.
 Unmanned aircraft units that 
have been trained and mentored 
by safety, standardization, and 
maintenance officers from the 
manned community have a 
significantly lower accident rate 
than units that have not.  It 
is imperative our unmanned 
units seek out assistance from 
the combat aviation brigades, 

FORSCOM, Aviation Branch 
Safety Office, and the USACRC.  
A command inspection program for 
the unmanned units is a necessity.  
Our future is clear:  aviation units 
must embrace the unmanned 
community and share the 
institutional knowledge they have 
learned over the years, instilling 
aviation culture and discipline in 
the unmanned units. 
 Our commanders are 
capitalizing on the intelligence, 
surveillance, and reconnaissance 
capabilities of unmanned systems 
and the real-time intelligence that 
gives them a situational awareness 
unmatched by any other military in 
the world.  In the future, you may 
see unmanned systems flying in 
support of disaster relief, border 
guards, or counter drug missions.  
We are expanding the areas 
where we are allowed to train and 
work with the Federal Aviation 
Administration on flying in national 
airspace.  The future demands on 
unmanned systems will be high, 
but we can meet that demand 
safely with your help.  Own 
the Edge! 

—The author may be contacted at (256) 
895-3360 or by e-mail at david.ford@tuav.
redstone.army.mil. 
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For  years ,  the  Av ia t ion  Branch  Sa fe t y  O f f i ce  

(ABSO)  has  managed  manned  av ia t ion  

sa fe t y  p rograms .   Over  the  pas t  3  years ,  

however,  the  ABSO has  been  invo lved  in  

ensur ing  Unmanned  A i r c ra f t  Sy s tems  (UASs )  

a re  in tegra ted  in to  Army  Av ia t ion  ac c iden t  

p reven t ion  programs ,  as  we l l .

SCOTTY JOHNSON      
AIR SAFETY SPECIALIST,  AVIATION BRANCH SAFETY OFFICE
U.S. ARMY AVIATION WARFIGHTING CENTER
FORT RUCKER, AL

 Training and Doctrine Command (TRADOC) 
Regulation 385-2, TRADOC Safety Program, 
establishes proponency for safety in each branch.  
The basic responsibilities of branch safety 
proponency are to integrate safety and Composite 
Risk Management (CRM) into the TRADOC 
domains of Doctrine, Organization, Training, 
Materiel, Leadership, Personnel, and Facilities 
(DOTMLPF); monitor the safety performance 
of branch units and school products; and develop 
safety lessons learned and controls for hazards 
identified.  Proponency for Army Aviation 
safety is under the control of the Branch Chief 
and Commander of the U.S. Army Aviation 
Warfighting Center (USAAWC), Fort Rucker, AL, 
and managed by the ABSO.  
 The following illustrates how the ABSO 
addresses its UAS responsibilities into the 
TRADOC domains of DOTMLPF:  
 • Doctrine.  The ABSO reviews UAS doctrinal 
manuals developed by the USAAWC for general 
integration of safety and, specifically, CRM.  The 
ABSO UAS team has direct access to the UAS 
aviation doctrinal sources (USAAWC command 
and directorates); therefore, questions from the 
field regarding UAS aviation safety doctrine 
and Army UAS Accident Prevention Programs 
management should be directed to ABSO.
 Although the U.S. Army Combat Readiness 
Center (USACRC) provides some aviation safety 
training (such as the Aviation Safety Officer 
Course); investigates all Class A and selected Class 
B aviation accidents; produces aviation related 
media products such as Flightfax, videos, and 
posters; and researches and analyzes aviation 

accident cause factors, they do not develop 
aviation doctrine.  The USACRC’s mission is 
directed more toward providing a centralized focus 
on holistic and composite loss for the entire Army.
 • Organization.  The ABSO works closely 
with the office of Aviation Proponency to ensure 
UAS units’ Tables of Organization and Equipment 
(TOEs), modified TOEs (MTOEs), or Tables 
of Distribution and Allowances (TDAs) have 
appropriate safety staff representation.  UAS 
organizational designs are currently under review.
 • Training and Leadership.  The ABSO is the 
proponent for safety in aviation training at Fort 
Rucker and Armywide.  The ABSO UAS team 
has provided CRM and aviation safety program 
management to several leader development courses 
here at Fort Rucker.  The ABSO monitors all 
professional development courses at the USAAWC 
for safety and CRM integration.  The ABSO 
UAS team also provides CRM and safety program 
seminar training to UAS units worldwide.
 • Materiel.  The ABSO continually analyzes 
UAS mishap reports for cause factors and 
to identify hazards.  Materiel factor trends 
identified in this analysis quickly are brought 
to the attention of the command.  Working 
closely with the U.S. Army Aviation and Missile 
Command (AMCOM), the ABSO assists in 
developing and implementing materiel deficiency 
countermeasures.  The ABSO UAS team also 
works closely with the TRADOC System Manager 
UAS (TSM-UAS) and the Program Manager UAS 
(PM-UAS) to ensure systems safety is integrated 
into the aviation materiel development and 
fielding process.

accident cause factors, they do not develop accident cause factors, they do not develop 
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 • Personnel and Facilities.  Ultimately, we 
are all continuously focusing on the preservation 
of all our combat power (personnel, facilities, and 
equipment) so we can execute our mission.  To 
that end, everything the ABSO does is tied to that 
goal, and we use all of our safety resources, air and 
ground, to address that mission imperative.
 Another major duty of the ABSO staff includes 
onsite assistance and evaluation of UAS units.  
As the Branch Chief ’s representative, the UAS 
air safety specialist on the ABSO staff provides 
the advice and information the UAS units in the 
field need and, at the same time, brings back 
information the Branch Chief needs about the 
safety status of those UAS units.  
 Traveling with the Directorate of Evaluation 
and Standardization (DES) teams, the UAS safety 
subject matter expert visits all Active Component 
aviation units and many Reserve Component units 
around the world.  The ABSO is the only branch 
safety office in the U.S. Army that performs this 
function on a worldwide basis.  This is considered a 
critical ABSO responsibility because these periodic 
visits ensure viable safety programs based on CRM 
tactics, techniques, and procedures continue to be 
viable and effective in all UAS units.  Additionally, 
it ensures the Branch Chief ’s areas of interest are 
understood and emphasized, and lessons learned 
and countermeasures are shared among UAS units.

 Currently, the ABSO is involved in the UAS 
Integrated Product Team and UAS System Safety 
Working Group.  The ABSO also serves as the 
Aviation Branch Chief ’s representative and is 
responsible for coordinating branch comments 
concerning UAS Safety of Flight messages and 
Aviation Safety Action Messages prepared by the 
commander, AMCOM.  Furthermore, the ABSO 
has been involved in investigating and assisting 
in UAS accident investigations worldwide and is 
working closely with the CRC to develop a UAS 
accident report that will capture UAS-specific data.
 As we continue to transform Army Aviation 
(manned and unmanned systems) into the future 
force, the ABSO’s work remains more relevant 
than ever.  There is little doubt the number of 
UASs in the field will continue to grow rapidly, 
and the number of UAS accidents we‘ve had so far 
exemplify the importance of solving safety issues.  
UASs are significant combat multipliers that 
enhance our situational awareness, improve combat 
effectiveness, and save Soldiers’ lives.  The ABSO 
staff stands ready to assist commanders in the UAS 
safety arena in accomplishing your warfighting 
mission safely.  Own the Edge! 

—The author is an Air Safety Specialist with UAS, UH-60, UH-1, 
and ALSE at the Aviation Branch Safety Office.  He may be con-
tacted at DSN 558-1745 (334-255-1745) or by e-mail at robert.
johnson2@us.army.mil.

equipment) so we can execute our mission.  To 
that end, everything the ABSO does is tied to that 
goal, and we use all of our safety resources, air and 
ground, to address that mission imperative.ground, to address that mission imperative.
 Another major duty of the ABSO staff includes 
onsite assistance and evaluation of UAS units.  
As the Branch Chief ’s representative, the UAS 
air safety specialist on the ABSO staff provides 
the advice and information the UAS units in the 
field need and, at the same time, brings back 
information the Branch Chief needs about the 
safety status of those UAS units.  
 Traveling with the Directorate of Evaluation 
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STEPHEN W. STILWELL
AVIATION APPLIED TECHNOLOGY DIRECTORATE
U.S. ARMY RESEARCH, DEVELOPMENT AND ENGINEERING COMMAND
FORT EUSTIS,  VA

 The Office of the Secretary of 
Defense’s UAS Roadmap 2005-
2030 states there is a need for 
more armed UAS capabilities.  
Even with advances in UAS 
technology, only a few of the 
fielded UASs are armed.  The 
weapons typically carried are 
modified versions of munitions 
for manned aircraft (Predator 
with Hellfire) or weapons that 
have been converted for use on 
UAS (Hunter with Viper Strike).  
In order to meet the armed UAS 
need, different types of weapons 
and sensor packages are needed
 due to platform payload 
limitations.
 The U.S. Army’s Aviation 
Applied Technology Directorate 
(AATD) at Fort Eustis, VA, is 
currently working on an umbrella 
Science and Technology program 
called the Aerial Delivery of 
Effects from Lightweight Aircraft 
(ADELA).  The purpose of this 
program is to move UASs beyond 
the RSTA role.  This is done by 
taking advantage of the inherent 
potential of UAS through:
 • Integrating novel mission 
equipment packages
 • Scaleable effects (enough 
bang to do the job)
 • Using existing and 
emerging low-cost sensors and 
weapons
 • Demonstrating remote 
targeting/engagement 
capabilities
 • Building on manned-
unmanned teaming
 The payoff will be enhancing 
manned systems survivability by 
reducing exposure in complex, 
hostile terrain, and precision 
engagement of high-value, 
high-risk targets. 
 Arming UASs is not as easy 
as just strapping weapons on the 

platform.  Under ADELA, AATD 
is exploring capabilities believed 
necessary to successfully arm and 
field UASs, regardless of size.  
Some areas of interest are firing 
constraints, firing command 
latency, and Integrated Fire 
and Flight Control (IFFC).  IFFC 
makes autonomous weapons 
engagements more user-friendly 
by having the unmanned aircraft 
flight control system fly the 
aircraft into constraints once 
the operator has given the fire 
command.  This simplifies the 
engagement process by not 
needing to manually fly the 
aircraft into constraints in order 
to fire weapons.
 One of the ADELA programs 
is the Autonomous Rotorcraft 
Sniper System (ARSS).  As the 
name implies, the program intent 
is to integrate a sniper system 
onto a rotary-wing unmanned 
aircraft.  ARSS will allow 
commanders to have a sniper 
capability on a platform that 
can get line-of-sight (LOS) to a 
target by going above or around 
obstacles.  This capability would 
provide the accurate delivery of 
fire on targets with little or no 
collateral damage.  Possible uses 
for such a system are counter-
sniper missions and taking out 
high-value, time-critical targets, 
especially in urban settings.
 The ARSS system uses a 
lightweight turret, called the 
Precision Weapons Platform 
(PWP) [figure 1], developed 
by the Utah State University 
Research Foundation and 
adapted for use on AATD’s 
Vigilante.  Vigilante is a vertical 
takeoff and landing rotary test 
bed UAS designed and built 
by Advance Technologies, 
Inc. and Science Applications 
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International Corp. [figure 2].  
The PWP weapon payload is an 
RND Manufacturing Edge 2000 
.338 Lapua Magnum rifle, two 
situational awareness cameras, a 
rifle scope with cameras attached 
that give two levels of zoom, and 
a thermal weapon sight [figure 
3].  The system is to have an 
accuracy of less than 0.582 mils. 
 The operator’s station is 
designed to be similar to a video 
game [figure 4].  Video imagery 
from the sensors is displayed on 
a flat-panel monitor.  Crosshairs 
from the rifle scope and 
thermal weapon sight will be 
shown for targeting purposes.  
The operator has a choice of 
controllers, either a game pad or 
a joystick, to perform the aiming, 
arming, safing, and firing tasks.  
Changing cameras or fields 
of view can also be done with 
the controller.  A laptop is used 
for processing commands and 
changing modes of operation 
for the system.

 Testing is scheduled for 
the first quarter of FY07.  
Engagements will be conducted 
at fixed ranges from 200 to 
1,500 meters at man-sized 
targets on a 4- by 4-foot target 
board.  The Vigilante will hover 
over the firing point to provide 
the shooter with a steady 
platform and known range.  
Hover heights will be varied to 
simulate changing LOS.  Ranges 
of particular interest are 300 
meters (M4/M16 range) and 
900 meters (7.62 mm sniper 
rifle range) for showing system 
suitability.
 If successful, there is interest 
in incorporating a computer 
aiding aiming and a laser range 
finder to the system.  These 
additions would allow for 
engagements at any range within 
the weapon’s envelope, making 
the ARSS a more dynamic system 
with real-world applicability. 
 With programs like ADELA 
and ARSS, AATD is working to 

bring relevant technologies to the 
warfighter.  The goal is to lay the 
foundation for capabilities that 
are platform independent. 

—Mr. Stilwell is a Senior Project Engineer 
on the Weapons and Sensors Team, Systems 
Integration Division, Aviation Applied 
Technology Directorate (AATD), U.S. Army 
Research, Development and Engineer-
ing Command, Fort Eustis, VA.  He can be 
reached at DSN 826-3393 (757-878-3393), 
or by e-mail at sstilwell@aatd.eustis.army.
mil. 

 Fig. 1. ARSS PWP

 Fig. 2. Vigilante

 Fig. 3. PWP Weapon Payload

 Fig. 4. PWP Operator’s Station
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Most of these 
Soldiers are 
great Americans 
and want to do 
the right thing; 
however, they 
don’t always 
have the support 
of their chain 
of command or 
they don’t really 
know what right 
looks like.  This is 
where we need 
our manned 
aviation brothers 
to lend a hand. 

When  I  wro te  the  a r t i c l e  “S tandard i z ing  UAV Opera t ions”  

in  Augus t  2004 ,  I  sa id  s tandard i za t ion  programs  were  in  

the i r  i n fancy  compared  to  manned  av ia t ion .   The  good  news  

i s ,  wh i l e  our  l egs  may  be  shaky  a t  t imes ,  we  have  ce r ta in l y  

passed  the  c raw l  s tage  and  are  se r ious l y  a t tempt ing  to  run .

CW5 (RET) BILL TOMPKINS
DIRECTORATE OF EVALUATION AND STANDARDIZATION
U.S. ARMY AVIATION WARFIGHTING CENTER
FORT RUCKER, AL

 At the root of the Unmanned Aircraft 
System (UAS) safety and standardization 
problem was the lack of regulatory 
guidance.  The revised Army Regulation 
(AR) 95-23, Unmanned Aircraft System 
Flight Regulations, along with Training 
Circular (TC) 1-600, Unmanned Aircraft 
Systems Commander’s Guide and Aircrew 
Training Manual, has been published 
and provides more detailed guidance on 
execution of the aircrew training program 
(ATP).  In addition, an Unmanned 
Aircraft Systems Instructor Operator 
Course is now up and running at the UAS 
Training Battalion at Fort Huachuca, 
AZ.  With these changes, crew selection, 
risk assessment, and the mission briefing 
process are, in most cases, very similar to 
manned aviation. 
 The implementation of safety and 
standardization programs in Shadow 
platoons varies from successful to 
nonexistent.  The success a platoon 
experiences can be attributed not only to 
the knowledge of standards on the part 
of the platoon warrant officers, but in 
their ability to articulate the standards 
to the chain of command.  While some 
of the units are very successful, others 
have experienced what can only be 
characterized as gross failures.  
 A lack of discipline in use of the 
checklist and a lack of basic aircrew 
coordination are two major contributors 
to an all-too-high accident rate.  These 
are easy fixes with leadership involvement.  
For example, at a recent user’s conference, 

a Shadow platoon from the 82nd Airborne 
Division, Fort Bragg, NC, briefed that 
they had experienced only five aircraft 
mishaps throughout two tours of duty 
in Iraq.  This is an unprecedented 
achievement in the Shadow UAS 
community.  
 On the other hand, a platoon from 
another division briefed that after the 
completion of one rotation, they had 
lost 26 aircraft.  The difference was 
obvious.  The platoon from Fort Bragg 
had a rigorous safety, standardization, and 
maintenance program.  Conversely, the 
platoon from the other division actually 
boasted in their briefing about known 
violations of technical manual guidance.  
This is an obvious leadership issue.  The 
warrant officer from the 82nd explained 
he was hands-on and concerned he might 
be micromanaging.  I don’t think that was 
the case at all.  
 I think this warrant officer exercised 
basic leadership skills, whether formal or 
informal, and that’s what UAS units need.  
Most of these Soldiers are great Americans 
and want to do the right thing; however, 
they don’t always have the support of their 
chain of command or they don’t really 
know what right looks like.  This is where 
we need our manned aviation brothers to 
lend a hand.  You can start by educating 
yourself and the chains of command 
on UAS standards and then help these 
Soldiers reach that higher standard.  
 The “Huey” of the UAS fleet is 
the RQ-5 Hunter.  The Hunter is not 
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really supposed to be in the inventory, but we 
keep finding a use for it.  From a safety and 
standardization point of view, the Hunter UAS 
issues are much the same as manned aviation 
units.  The availability of trained flight operations, 
standardization, and safety personnel eliminate the 
bulk of the problems faced by Shadow platoons.  
The experience of the school-trained and seasoned 
aviation safety and standardization officer easily 
transfers to the UAS company operations and 
ensures their success.  
 Before I close, I also have to mention the little 
guy, the RQ-11 Raven UAS.  The Raven does not 
have traditional ATP requirements, but a simplified 
program has been developed and published in TC 
1-611, Small Unmanned Aircraft System Aircrew 
Training Manual.  This includes a simple program 
that progresses an operator from “mission prep” 
status to “mission ready” and requires semi-annual 
proficiency evaluations.  The only form required 
for tracking ATP requirements is DA Form 7122, 
which is kept in the unit training folder.  There is 
no readiness level progression, nor flight records 
or individual aircrew training folder (IATF).  This 
amounts to little more than a good Army driving 
program or crew served weapons qualification.  
The small UAS aircrew training manual (ATM), 
along with the master trainer program, needs to 
be implemented as soon as possible.  Although 
it is smaller than most remote control planes 
operated by hobbyists, the same rules do not apply.  
The current Federal Aviation Administration 
(FAA) guidance is that small military UASs, 

like their bigger brothers, must be operated in 
active restricted airspace unless a certificate of 
authorization has been approved by the FAA. 
 The Directorate of Evaluation and 
Standardization (DES) now has a full staff in the 
UAS Branch that includes my position as DES 
UAS branch chief, a UAS warrant officer, Shadow 
standardization operator, and a Raven master 
trainer.  In addition, be sure to check out the DES 
Information Portal on the Army Knowledge Online 
(AKO) Web site at www.us.army.mil/ by using the 
instructions below: 

 • Army Knowledge Online

   • Files (in the yellow at the upper 
   right side)

    • U.S Army Organizations

    • TRADOC

    • Schools

    • Aviation

    • DES Information Portal 
    (under knowledge centers)

    • UAV Branch

—The author is the DES UAS Branch Chief and can be contacted 
at DSN 558-3475 (334-255-3475) or by e-mail at william.
tompkins@rucker.army.mil.  
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It  was  a  co ld ,  we t ,  m i se rab le  February  n igh t  over  the  deser t  o f  I raq  

as  Ca l l  S ign  Hun ter  71  p ressed  th rough  the  sky  homeward  bound .    

The  tw in- eng ine  RQ -5A  Unmanned  A i r c ra f t  Sy s tem (UAS )  was  c ru i s ing  

comfor tab l y  a t  8 ,000  fee t  above  ground  leve l  (AGL ) ,  ma in ta in ing  70  

kno t s  en  rou te  to  Ba lad  A i r f i e ld .    

CW4 JIM RYAN
HHSC, 15TH MI BN
FORT HOOD, TX

 The weather had 
called for clear skies and 
unrestricted visibility; 
however, as often the case 
for this time of year, the 
conditions were changing 
for the worse.  Now flying 
between cloud decks, the 
intent was to descend in 
a clear area northwest of 
the airfield and then, once 
below the clouds, proceed 
inbound for Runway 32.  
Due to the worsening 
weather conditions and the 
chance of encountering 
icing, the ground control 
shelter (GCS) was manned 
by the unit’s most 
experienced operators.
 At 16 miles out, the 
GCS crew frequency 
changed from approach 
to tower and requested 
permission to occupy the 
runway for recovery.  It 
was a quiet night, and 
tower, having no other 
fixed-wing traffic, gave 
the recovery crew the 
go-ahead.  The ground 
crew quickly prepped the 
recovery area by stringing 
arresting cables across the 
runway and manning the 
external control boxes.
 At 8 miles out, the 
crew was readying for 

decent when the aircraft 
experienced a violent loss 
of altitude.  At the same 
time, the GCS caution 
panel lit up and the 
flight telemetry indicted 
something disastrous had 
happened.  What the 
crew didn’t know at the 
time was Hunter 71 had 
flown through extreme 
turbulence, sheering one 
of the two vertical fins and 
knocking out all external 
lights.
 As the emergency 
unfolded, maintaining 
control of the aircraft was 
the primary concern of the 
crew as they executed their 
emergency action items.  
Fighting to understand 
what had happened, the 
crew quickly brought the 
aircraft under control and 
continued toward the 
recovery airfield.
 As the crew used 
the onboard payload to 
visually check the health 
of the aircraft, it became 
apparent their worst fears 
were being realized—
the left vertical fin and 
rudder were missing.  
This created a forward 
center of gravity (CG) 
issue and had knocked 
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out all external lighting.  
The Hunter is unique in 
the Army UAS world, as 
it is the only air vehicle 
landed by an external pilot 
(EP).  The EP stands on 
the edge of the runway 
abeam the touchdown 
point and visually lands the 
Hunter with a handheld 
control box.  The airspeed, 
altitude, and heading are 
fed to the EP through a 
headset by the operators 
in the GCS.  With the loss 
of external lighting, there 
would be no way for the EP 
to see, let alone land, the 
aircraft.
  Given this problem, 
the decision would have 
to be made whether to 
deploy the parachute or 
attempt to land the aircraft 
without lights.  Activation 
of the parachute is always 

a risky proposition because 
it could fail to deploy, 
get caught in one of the 
props, or the aircraft could 
come down in water or 
worse.  Even if successfully 
deployed, the aircraft 
would more than likely 
sustain substantial damage 
on impact.  The loss of a 
multimillion dollar aircraft 
had to be weighed against 
crashing at the airfield on 
landing.  
 Under this backdrop, 
the company commander 
quickly huddled his NCOs 
to make an informed 
decision.  They had several 
hours of fuel on board 
but not enough to make 
daylight.  The decision 
to remain airborne was 
also weighed against 
other possible structural 
damage to the airframe.  

After a brief discussion, 
the consensus was 
reached to make an 
attempt to land.  If the 
crew could sufficiently 
illuminate the landing 
area with spotlights, then 
the EP could execute the 
equivalent of a no-gyro 
approach and land the 
aircraft safely on the 
runway.  If the EP couldn’t 
acquire it, then he would 
execute a go-around and 
fly the aircraft to a safe 
location for parachute 
activation. 
 Tower was informed 
of the emergency and the 
crew’s intentions.  With no 
other aircraft in the area, 
tower suggested the use 
of the airfield precision 
approach radar (PAR) 
to assist in the recovery.  
This made sense because 

 Two External Pilots are conducting a go-round for a Hunter UAS.
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it provided uncorrupted 
terminal guidance for the 
approach.  The aircraft 
was flown out 5 miles and 
proceeded in on the no-
gyro PAR.  The approach 
went smoothly, but it was 
quickly realized the PAR 
was the wrong choice for 
the approach.  By design, 
the EP and arresting gear 
are located midfield for 
bi-directional landing.  This 
meant they were 5,500 
feet from the runway 
threshold and too far away 
to illuminate the aircraft at 
decision height.  
 The approach was 
immediately broken off, 
and the aircraft proceeded 
back out to the 5-mile point 
for an airport surveillance 
radar approach.  By 
conducting the surveillance 
approach, they could still 
get heading calls from 
radar but they couldn’t 
descend below 400 feet 
AGL until they acquired the 
aircraft.  This would allow 
them to safely continue the 
approach past the runway 
threshold until it could be 
illuminated.  To help stack 
the odds of acquiring the 
aircraft with the search 
lights, the decision was 
made to send one of the 
three spotlights 1,500 
feet down the runway to 
illuminate the aircraft early 
and assist the other two in 
acquiring the target.
 Once again, the aircraft 
proceeded inbound on the 

radar approach.  Standing 
in the dark along the edge 
of the runway was the 
EP, SFC Dan Herold.  SFC 
Herold, arguably the most 
experienced EP in the U.S. 
Army, was now a busy 
man.  As he stared off into 
the dark, he was receiving 
a no-gyro approach from 
air traffic control (ATC) 
and airspeed and altitude 
callouts from the GCS all at 
the same time through his 
headset. 
 As the aircraft came 
within 2,000 feet of the 
recovery site, the forward 
searchlight found its target.  
It finally illuminated the 
aircraft at 400 feet AGL, 
60 knots, and 1,000 feet 
from the landing point in 
a significant crab.   SFC 
Herold, with only seconds 
to either get the aircraft 
on the ground or lose 
visual contact, executed 
a slip-through full rudder 
application and brought 
it down just short of the 
intended landing point.  
As he aligned the aircraft 
for touchdown, the added 
airspeed caused the Hunter 
to float 3 feet over the 
arresting gear.  Undeterred, 
SFC Herold continued the 
approach, touching down 
just past the arresting 
gear.  With no brakes on 
the aircraft, SFC Herold cut 
the engines and continued 
to steer down the runway.  
As the aircraft rolled past 
the lights, he maintained 

heading through callouts 
from the GCS until the 
confirmed full stop—2,000 
feet down the runway.  
When the crew found the 
aircraft, it had drifted 5 feet 
off the runway and was 
parked upright in the dirt.
 A post-incident 
inspection of the aircraft 
revealed not only the loss 
of the left vertical fin and 
rudder, but also significant 
damage to both wings 
where they connected to 
the tail boom.  The loss of 
exterior lights was the result 
of an electrical short caused 
when the position light on 
the vertical fin was yanked 
out of the wire harness.
 In the aftermath 
of the incident, much 
praise was given for the 
crew’s teamwork in the 
successful recovery of the 
aircraft.  Personnel in the 
entire chain of command 
exhibited sound judgment 
and acted decisively to 
limit damage to Class D.  
Of particular note was 
the superior airmanship 
of SFC Dan Herold, 
whose calmness under 
pressure and unflinching 
concentration are worthy  
of a man who wears master 
aviator wings.   
 
—CW4 Ryan is the standardiza-
tion instructor pilot for 15th Military 
Intelligence (MI) (Aerial Exploitation) 
Battalion and is responsible for all 15th 
MI manned and unmanned aircraft.  For 
more information on this article, you 
may contact him at (254) 288-1180 or 
by e-mail at james.ryan3@us.army.mil. 
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A rmy  212 ,  t ra f f i c  i s  a  Hun te r  

tu rn ing  base  fo r  A lpha  tax iway,  

w ind  150  a t  5 ,  you ’ re  c l ear  to  land . ”  

CW3 ERIN REED
A CO., 15TH MI BN
FORT HOOD, TX 

W ith that radio call, “joint use” has 
taken on a whole new meaning.  As 
Unmanned Aircraft Systems (UASs) 

have grown in size and capabilities, they’ve also 
started to compete for our airspace.  In 2000, the 
Army only had one Hunter Company equipped 
with eight aircraft.  Today, however, the Army has 
3 Hunter Companies, 50 Shadow platoons, and 
200 Raven systems, and they’re all competing for 
the airspace we aviators thought was exclusively 
for manned aircraft use.
 But these UASs have been pulling their weight.  
Last year alone they flew more than 100,000 hours 
in support of Operation Iraqi Freedom (OIF).  
Much of those hours involved boring, mundane 
patrols.  But when a Shadow can stay on station 
for 5 hours and a Hunter for 20, it frees up our 
heavily committed manned aircraft for other 
missions.  
 The challenge has always been how to safely 
integrate UASs into what has become very busy 
airspace.  While great strides were made in the 

integration of UASs into combat operations, 
the Federal Aviation Administration (FAA) has 
remained unimpressed.  After their experiences 
in OIF, returning UAS units wanted to continue 
to train like they fight and were looking to leave 
the restricted areas and fly in the national airspace 
system (NAS) like the rest of aviation.  This push 
for greater access to the NAS caused the FAA 
to dedicate a team to review UAS certificates of 
approval (COAs).  Anytime a UAS is flown outside 
of a restricted area, it requires a COA.  The COA 
places restrictions, like the need for a chase plane, 
on the operating unit.  To realign the process, 
in the fall of 2005, the FAA revoked all existing 
UAS COAs and issued strict guidance on a new 
approval process.
 It was under this strict new policy that A 
Company, 15th Military Intelligence Battalion, 
joined the fray.  After upgrading their Hunter UAS 
from the RQ-5A to the MQ-5B, A Company was 
faced with a runway dilemma.  In the past, the 
RQ-5A needed fewer than 3,000 feet for 

 A Hunter landing with an RC-12 Guardrail 
holding short.  Helicopters are kept off the taxiway 
so they don’t flip the Hunter when they taxi by.

“
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bi-direction operations; however, under the 
new MQ-5Bs, they need more than 4,000 
feet.  Longhorn, the landing strip A Company 
had used since 1995, was too short by 1,000 
feet, and the only viable airfield near the 
restricted area was Robert Gray Army Airfield 
(AAF).
 Gray, arguably one of the Army’s most 
congested Class D airspace, is a joint military 
and civilian airfield located on the southwest 
side of Fort Hood.  Gray supports two Army 
fixed units; an Air Force fighter detachment 
on presidential strip alert; a brigade of 
helicopters, large troop, and equipment 
jets; and about 40 commercial takeoffs and 
landings a day.
 If UASs could be safely integrated at Gray, 
then theoretically they could be integrated 
anywhere.  The trick would be to develop 
good risk mitigation, along with control 
measures that satisfied not only the FAA, 
but those who managed the airfield.  The 
advantage A Company had over most of the 
UAS community was having senior aviators.  
The Hunter is part of an Aerial Exploitation 
Battalion, in which the entire chain of 
command is rated aviators.
 During the approval process, A Company 
did not remain dormant.  While this 
upper-level coordination was going on, 
the unit conducted numerous classes and 
safety briefings in preparation for the first 
flight.  Training ranged from risk assessment 
worksheets to aviation topics such as airspace, 
radio communications, and aircrew 
coordination.  
 The company received numerous range, 
airfield, and flight operation orientations.  
To build trust and foster solid relationships, 

they also participated in exchanges with air 
traffic control personnel in the Army radar 
approach control and tower.  To ensure 
everyone was familiar with all the movements 
and communications required, the company 
conducted rehearsals covering every radio 
call to be made.  They then followed up 
with continuous rock drills, which covered 
every aspect of movement on the airfield.  
In the end, the process took 8 months and 
encompassed many firsts for UAS, such as the 
first airworthiness release.  On 8 May 2006, 
the FAA granted the first of the new COAs to 
Robert Gray AAF.  
 The approval of the COA and the safe 
execution of flight operations were not rushed 
events.  They were the result of in-depth 
analysis of the risks, meticulous planning, 
constant coordination, and numerous realistic 
rehearsals with all participating organizations.  
All of the coordination, training, and hard 
work paid off when Hunter 303 took to the 
air without a hitch on 22 May 2006.  
 While there had been some resistance to 
the idea when first coordinated, it didn’t take 
long for everyone to become comfortable 
with the operation.  This is a testament to 
the foresight, innovation, and acceptance to 
change of not only those trying to improve 
military operations and advance aviation 
technology, but also those in supporting 
agencies.  UAS is here to stay.  As the UAS 
community continues to charter new skies,  
we as aviators need to ensure we do our part 
to safely integrate them into our airspace. 
 
—CW3 Erin Reed is the A Co., 15th Military Intelligence Bat-
talion safety officer.  For more information on this article, 
you may contact her at (254) 288-9249 or by e-mail at erin.
r.reed@us.army.mil. 

ATTENTION AFRS USERS 
 The Directorate of Combat Developments understands the need to replace 
the Automated Flight Record System (AFRS) program, and help is on the horizon.  
The replacement program for the AFRS is the Centralized Aviation Flight Records 
System (CAFRS).  This program will be fielded during the first quarter of Fiscal 
Year 2007.  CAFRS will be Windows XP-based and capable of maintaining both 
the flight and training records for rated and non-rated crewmembers, Unmanned 
Aircraft System operators, and air traffic services personnel.  The goal of CAFRS is 
to provide ease of use, greater functionality, visibility of flight and training records, 
and interoperability with other systems.   

—For more information, contact CW4 Tony DeGusipe, AMPS/CAFRS Project Officer, Directorate of Combat Developments,  
Fort Rucker, AL, DSN 558-1935 (334-255-1935) or e-mail anthony.p.degusipe@us.army.mil.
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LTC (RET) ANDREW T. L IEBEKNECHT
FEDERAL SECTOR DEFENSE CONTRACTOR

 During my recent 
deployment to Iraq, I worked 
at the Corps level in C-3 Air 
Plans.  My concerns regarding 
airspace were echoed by 
the midair collision between 
an OH-58D and a Raven 
Unmanned Aircraft System 
(UAS) in November 2004 
above the skies of Taji, Iraq.  
This issue was first brought 
to light in the summer of 
2004 when the deployment 
of Ravens began.  The G-3 
Air for 1st Cavalry contacted 
me and the Corps Airspace 
Manager to establish methods 
of control for the Ravens.  A 
standard was needed that 
could be understood and used 

Over  the  years ,  

I ’ ve  l earned  the  

“B ig  Sky,  L i t t l e  

Bu l l e t ”  theory  i s  

no t  the  case  in  

today ’ s  m i l i ta ry.   

A i r space  concerns  

a re  a  rea l i t y,  

a s  shown  by  the  

ac c iden ta l  down ing  

o f  two  B lack  Hawks  

in  the  I raq  no - f l y  

zone  immed ia te l y  

a f te r  Deser t  

Sh ie ld /Deser t  

S to rm.   The  o ld  

days  o f  see  and  

avo id  a re  gone ,  

bu t  the  need  fo r  

command  and  

con t ro l  o f  these  

asse t s  remain .

by all UAS operators in a fast-paced 
combat situation. 
 We relied heavily on 
communications to provide 
situational awareness to the 
aviators in the low-flying aircraft—
mainly helicopters used that 
airspace.  Air traffic controllers 
played a fundamental part in 
ensuring the positions of the UASs 
were known by those utilizing the 
airspace.  UAS operators certainly 
understood the concerns of 
aviators.  Even with the one midair 
that resulted in aircraft damage, the 
feat of placing so many resources 
in a small area of operation was 
unmatched and untested.
 The interface between the 
Raven and the laptop controlling 
vehicle enables rapid analysis of 
accidents or incidents.  (Editor’s 
note:  The laptop that the UAS 
operator is using acts as a flight data 
recorder, recording movements of 
the aircraft as input by the operator 
and the systems/gauges for the 
UAS, such as altimeter, airspeed, 
etc.)  The continued working of 
procedures and doctrine, as well 
as the increased understanding of 
smaller UAS capabilities at lower 
levels in the military, will aid in 
better interaction between aviators 
and the UAS operators.
 Since my return to the States, 
I am relieved to find that UASs 
(Raven, Shadow, etc.) have 
moved to Fort Rucker, AL, thus 
incorporating them into the 
warfighters’ zone of concern and 
giving them a better understanding 
of all intricacies and issues of 
aviation and airspace.  Using all 
available resources and bringing 
all warfighting tools to bear 
against our opponent is a must 
in today’s shrinking, yet more 
effective, military machine.  The 
Raven is a good asset and will be 
around for a long time, enabling 
the commander on the frontline to 
have better reliability with concerns 

of situational awareness, thus 
enabling him to mass his effects 
for maximum results.
 The increasing congestion 
within airspace continues to be 
a concern for the Army.  The 
rapidly changing battlefield does 
not lend itself to the slower, more 
rigid methods utilized by the 
Air Force airspace.  Automation 
is on the forefront of changing 
technology, and the use of real-
time applications and systems is 
required.  Current airspace doctrine 
is being updated with the lessons 
learned in Operation Iraqi Freedom 
and Operation Enduring Freedom, 
and airspace management will 
continue to transform as new 
systems are placed into service 
and old methods and techniques 
must change. 

—LTC (Ret) Liebeknecht has worked in Army 
Aviation for over 20 years.  He currently works 
at the Directorate of Simulation as a contract 
training analyst and TSP writer.  He wrote this 
article while attending Aviation Safety Officer 
Course 05-004 at Fort Rucker, AL.  He may be 
contacted at andrew.t.liebeknecht@us.army.
mil.
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ACCIDENT BRIEFS

In format ion based on prel iminary  reports  o f  a i rcraf t  acc idents

Class AAH-64
A Model
• Class A:  One crewmember 
suff ered fatal injuries when the 
aircraft struck the ground during 
descent from level fl ight and 
caught fi re.

AH-6
M Model
• Class E:  During touchdown 
autorotation training, the tail stinger 
contacted the ground.  Crewmem-
bers conducted a visual inspection 
of the aircraft, noted the tail stinger 
was damaged, and terminated train-
ing.  Maintenance inspected the air-
craft, replaced the tail stinger, and 
returned the aircraft to service.  
Late Report.
• Class E:  Aircraft experienced a 
bird strike to the left chin bubble.  
The crew returned to base for a 
precautionary landing without 
further incident.  The chin bubble 
was replaced and the aircraft was 
returned to service.  Late Report.

AH-64
A Model
• Class E:  While in cruise flight, 
the Chips Nose Gear Box No. 1 
light illuminated.  The aircraft was 
flown back to home station with the 
No. 1 engine at idle.  The crew con-
ducted a single-engine landing and 
a normal shutdown.  Maintenance 
inspection revealed the gearbox 
failed internally and it was replaced.  
• Class F:  Following a routine 
training mission without incident, 
subsequent HIT checks were out of 
tolerance. After performing a bore-
scope of the No. 2 engine, the first 
stage compressor was determined to 
have significant damage.  
D Model
• Class E:  Following a landing in 
rugged, sloping terrain, the aircraft 
took off and flew a 2-hour mission.  

On completion of the mission, the 
aircraft landed on level terrain and 
shut down.  The crew exited the air-
craft and discovered the No. 2 FM 
antenna was cracked.  Late report.
• Class E:  During the return 
flight to the FOB, the No. 1 engine 
flamed out in conjunction with a 
No. 1 Engine Fuel PSI indication 
on the upfront display.  The crew 
continued the flight and performed 
a single-engine landing without fur-
ther incident.  Inspection revealed 
the overspeed drain valve (ODV) 
had malfunctioned.  The ODV was 
replaced, maintenance checks were 
performed, and the aircraft was 
returned to fully mission capable 
status.  
• Class E:  During cruise flight, 
both crewmembers smelled fuel 
vapors in the cockpit. The crew 
returned to the FOB without further 
incident.  Late Report.

CH-47
D Model
• Class C:  The copilot’s door 
came off during flight.  The aircraft 
returned to a local airfield without 
further incident.  
• Class D:  While conducting a 
dust landing, the bottom of the 
fuselage contacted the ground. The 
crewmembers heard a “thump,” 
but no damage was visible from 
the crew stations and all cockpit 
indications were normal.  During 
postflight inspection, the crew dis-
covered the VOR and VHF antennas 
had been pushed into the fuselage, 
the FM homing antenna had been 

broken off, and minor surface airframe 
damage.  Late Report.
• Class D:  During cruise flight, a 
flock of large birds flew into the flight 
path of the aircraft, shattering the 
right-side pilot window and breaking 
through the center window and right 
chin bubble. The pilot on the controls 
was in the left seat and had a clear 
field of view. Due to the tactical situ-
ation, the PC elected to continue to 
the FOB less than 15 minutes away. 
Approximately 3 minutes after the first 
bird strike, another flock of birds struck 
the aircraft, breaking the left-side chin 
bubble. Upon landing and shutdown, 
the copilot noticed a pain in his right 
eye. He was treated for a small scratch 
on his cornea.  No other crewmembers 
were injured.  The aircraft sustained 
more than 15 individual hits from the 
pigeon-sized birds.  Late Report.

MH-47
E Model
• Class D:  Upon completion of a day 
maintenance test flight, the flight crew 
was tasked to recon a helicopter land-
ing zone for landing suitability.  On 
the third landing, the crew landed on a 
large rock.  Damage to the aircraft was 
discovered on postflight inspection.  
G Model
• Class D:  Following over-water hoist 
operations training, damage to several 
antennas on the underside of the air-
craft was discovered.  It is suspected 
the hoist cable became entangled with 
the VOR antenna.  The cable snapped 
off the VOR antenna; snared the 
TACAN antenna, causing damage; and 
scraped the PLS antenna.  The cable 
also abraded the refuel probe at Sta-
tion 70.  Late Report.

MH-60
K Model
• Class D:  The nose door came open 
during landing, shattering the center 
windshield. The aircraft was landed 
without further incident and taxied 
to parking for shutdown.  Postflight 
inspection revealed the nose door was 
not secured properly.  Late Report.

 During touchdown 

pigeon-sized birds.  Late Report.

MH-47
E Model
• Class D:  Upon completion of a day 

incident.  Late Report.

CH-47
D Model
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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, contact the USACRC Help 
Desk at DSN 558-1390 (334-255-1390) or 
by e-mail at helpdesk@crc.army.mil.
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FY02 TO PRESENT*

HOSTILE/NON-HOSTILE COST

$1.09B
$198.4M
$718.9M
$181.2M
$2.19B

AH-64A/D . . . . . . . .
U /MH-60L . . . . . . . .

C /MH-47 . . . . . . . .
OH-58D. . . . . . . .

         To ta l    
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RQ-7B
• Class B:  The data link with the 
Unmanned Aircraft System (UAS) 
was lost during its landing approach.  
The aircraft impacted trees and was 
a total loss.
• Class C:  The UAS became airborne 
after touchdown and was trapped by 
the arresting net.  

RQ-11
• Class C:   Link with the UAS was lost 
during high winds.  Efforts to locate 
the aircraft were unsuccessful.  

UNMANNED AIRCRAFT 

SYS T EM

L Model
• Class D:  A flock of birds flew 
into the aircraft, causing a spider 
web crack in the center windshield 
and a substantial straight-line crack 
in the pilot-side windshield.  The 
crew landed safely at a FOB.  Post-
flight inspection revealed no further 
damage to aircraft.  The windshields 
were replaced and the aircraft 
returned to service.  Late Report.

OH-58D
(I) Model
• Class D:  During a rocket firing 
maneuver, the pilot allowed the air-
craft to fly too close to rocket burst 
debris.  The debris destroyed the left-
side chin bubble.  Late Report.
D(R) Model
• Class C:  Aircraft experienced NR/P 
spikes during FADEC training. 

TH-67
A Model
• Class C:  During standard autoro-
tation training, the pilot trainee (PT) 
descended to 10 feet and applied 
collective to cushion the landing.  The 
PT and instructor pilot (IP) noticed the 
rotor RPM was in the lower arc of the 
green range. The IP decided not to 
abort the maneuver.  The decel did 
not increase the RPM, and at touch-
down, the IP noticed the rotor RPM 
was below 70 percent.  The aircraft 
incurred spike knock and was shut 
down.  Maintenance noted damage 
to the isolation mount, driveshaft, 
swashplate, drag pin assembly, and 
freewheeling unit. Late Report.
• Class C:  While conducting simu-
lated anti-torque (nose left setting), 
the PT allowed the aircraft nose to go 

right of the centerline and then began 
to reduce throttle to bring the nose 
back left.  The IP took the controls, 
landed in a level attitude, and slid 
sideways, resulting in spike knock.  
An inspection revealed damage to the 
drag pin, striker plate, K-flex drive-
shaft, and isolation mount.  
Late Report.

UH-60
A Model
• Class E:  After departure, the sta-
bilator failed.  Emergency procedure 
was followed, and the aircraft was 
landed safely at an airport.  The sta-
bilator amplifier was replaced and 
the aircraft returned to service.  Late 
Report.
• Class E:  After a multi-ship mis-
sion, Chalk 2 noticed feathers and 
blood in the No. 2 engine inlet.  The 
engine was inspected and cleaned.  
The aircraft was runup and a HIT 
check was performed.  No damage 
was found to the aircraft or engine.  
Late Report.
L Model
• Class E:  During the extraction 
phase of a combat multi-ship air 
assault operation, a crack was dis-
covered in the pilot’s windshield.  It is 
suspected the crack was the result of a 
small rock or other FOD in the land-
ing area.  The crack was determined 
to be acceptable, and the mission was 
completed.  Upon termination, the 
windshield was replaced and the air-
craft returned to service.  Late Report.
• Class F:  The flight crew identi-
fied a torque split during a hover 
power check, aborted the takeoff, 
and returned to parking.  Inspection 
revealed the engine inlet cover was 

not removed and part of the cover 
was wedged in the inlet, causing 
FOD damage to the engine.  The 
HIT checks performed on the No. 
1 engine failed to the high side.  
No other damage to the aircraft 
occurred during the incident.  
Late Report.

UC-35
A Model
• Class E:  During descent to 
the airfield, the starter generator 
failed.  The crew flew the aircraft 
back to home station.  Mainte-
nance inspected the generator and 
determined the bearings had gone 
bad.  The generator was replaced 
by maintenance and the aircraft 
released for flight.  Late Report.
• Class E:  On takeoff, the pilot 
noticed the No. 2 engine ITT rising 
fast with an increase of power.  
During the flight, the pilot continued 
to monitor the ITT, which became 
progressively worse. The pilot was 
able to maintain the ITT within limits 
and fly to a repair facility airport, 
where a precautionary landing was 
preformed without further incident.  
Maintenance determined the No. 2 
engine T1 sensor was malfunction-
ing.  The aircraft was repaired and 
returned to service.  

28/101
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With current combat operat ions in Operat ion 
Iraqi  Freedom (OIF)  and Operat ion Enduring 

Freedom (OEF) ,  Unmanned Aircraf t  Sys tems (UASs)  
cont inue to  support  the Soldiers  on the ground.   
The UAS is  a key player in our war against  
terrorism both stateside and overseas.
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I’m Bill Forrester. On  
August 25, I assumed 
command of the U.S. Army 

Combat Readiness Center 
and the responsibilities as 
your Director of Army Safety. 
It is my distinct honor and 
privilege. The team at the 
USACRC is committed and 
passionate in doing whatever 
it takes to preserve our 
combat power.

 Initial burst of my 
thoughts in my short time 
are in three areas. 
 • Individual.  We 
say the Army Safety Risk 
Management Information 
System is a winner. To date, 
there are five recorded deaths 
in the 1.3 million uses. Not 
only does the program give 
solid information to the 
user, it provides a built-in 
opportunity for the first-line 
supervisor to engage. This 
is a low-pain, high-gain 
initiative. So, what about the 
other 100-plus  Soldiers who 
were killed and didn’t use 
ASMIS-2?
 • Unit.  The Army 
Readiness Assessment 
Program is a Web-based 
initiative that provides 
battalion-level commanders 
with data on their formation’s 
readiness posture.  Consider 
Army units scoring in the 
bottom 25 percent are four 
times more likely than the top 

25 percent to experience a 
Class A mishap, and the cost 
of lost equipment is 14 times 
greater than units scoring in 
the top 25 percent.  ARAP 
is big bang for the bucks, 
yet enrollments are soft 
and completions softer.
 • Army.  We say that 
accidental deaths are down 
about 20 percent from last 
year’s tally. Yet, we are 
still 250 percent above our 
directed goal when using 
Fiscal Year 2002 as the 
baseline for a 50 percent 
reduction. We are not 
winning yet, and there is 
clearly much work required. 

So, what do we know? 
 We know our Warriors live 
and operate on the leading 
edge, but they should not be 
alone on the Edge. Leaders 
must be there, engaged and 
accountable. Leaders must 
stay engaged. We must lead 
on the edge.  There is no 
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DASAF’S CORNER

such thing as an anonymous 
leader. Leaders commit. 
 We know accountable 
leaders, engaged at the 
correct/appropriate echelon, 
immediately save lives and 
promote change in our 
Soldiers’ culture, instinct 
and intuition for our future. 
Consider during the rise in 
motorcycle deaths this fiscal 
year, two-thirds of the 45 
fatalities were sergeants and 
above. It is not just specialists 
who require or deserve 
engaged and accountable 
leaders.
 We know Preliminary 
Loss Reports clearly reveal 
preventable mishaps where 
engaged leaders could 
have made a difference.  
Someone always knows 
when a platoon member 
has just bought a motorcycle 
but never completed 
required training; someone 
knows when an aviator’s 
reputation is to cowboy 

aircraft; someone knows 
when Soldiers routinely fail 
to buckle up when driving. 
Someone knows and should 
engage. 
 Our job as leaders and 
Soldiers is to ENGAGE! 
Engage at the lowest level. 
The tools are there and we 
only get the Soldiers we have 
now. There is no strategic 
reserve we can call up when 
the ones we have are dead. 
We know we “Never Leave 
a Fallen Comrade.”
 Please let the USACRC 
know how we can improve 
to preserve, maintain and 
improve our Army. 
Leading on the Edge 
— Own the Edge.

   WILLIAM H. FORRESTER
   BRIGADIER GENERAL, U.S. ARMY
   COMMANDING

“WE KNOW OUR 
WARRIORS LIVE 

AND OPERATE ON 
THE LEADING EDGE, 
BUT THEY SHOULD 
NOT BE ALONE ON 
THE EDGE. LEADERS 

MUST BE THERE, 
ENGAGED AND 
ACCOUNTABLE.” 

October 2006 3
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COVER STORY & INVESTIGATORS’ FORUMCOVER STORY & INVESTIGATORS’ FORUM

ACCIDENT INVESTIGATION DIVISION
U.S. ARMY COMBAT READINESS CENTER

The  squad  was  engaged  in  an  in tense  f i re f igh t  tha t  re su l ted  in  severa l  

c a s u a l t i e s .   A f t e r  t h e  e n e m y  w a s  b e a t e n  b a c k ,  i t  w a s  t i m e  t o  t r i a g e  

t h e  i n j u r e d  a n d  a s s e s s  t h e  e v a c u a t i o n  r e q u i r e m e n t s .   I t  w a s  q u i c k l y  

de te rmined  the  se r iousness  o f  the  in ju r ie s  and  the  remoteness  o f  the  

p i ckup  s igh t  mandated  an  u rgen t  n ine - l ine  MEDEVAC  ca l l  be  made  to  

evacua te  the  mos t  severe l y  in ju red .

 TURNED BAD
RESCUE 

WHEN THE LOAD WAS 
ABOUT NINE FEET 

BELOW THE AIRCRAFT, 
THE CABLE SNAPPED, 

DROPPING THE PATIENT 
AND MEDIC TO THE 

ROCKY TERRAIN ABOUT 
30 FEET BELOW.  BOTH 

THE PATIENT AND 
MEDIC SUFFERED FATAL 
INJURIES IN THE FALL.

 The call was sent out and the aircraft 
quickly responded to the engagement area.  
The pilot’s assessment of the sight indicated 
a hoist lift would be required to extract the 
injured from a steep ravine.  However, the 
operation presented several challenges—the 
first being the temperature and terrain were 
both so high the aircraft did not have sufficient 
power for an out-of-ground effect hover.  
Other challenges involved operating the hoist 
under night vision goggles while confronting 
enemy threat. 
 As the crew reconned the area, a number of 
explosions reminded them this was still a hot 
area.  Because the enemy remained near the 
pickup zone, the crew wanted to minimize the 
flight altitude and exposure time to enemy fire.  
The crew decided upon a low-hover hoist lift, 
but it would be complicated by the steep cliffs 
and obstacles that prevented the crew from 
maneuvering directly over the injured patient.  
Moving the patients to a better site would also 
have been extremely difficult because of the 

ruggedness of the terrain and the severity of 
the injuries. 
 The problem of insufficient power was 
resolved by burning off fuel and off-loading 
internal weight until the aircraft gross 
weight was within OGE hover weight limits.  
However, the problem of insufficient room to 
hover directly over the patient, while allowing 
a mask from the enemy threat, proved more 
difficult to solve.  In the end, the problem 
was solved by accepting a 10-foot lateral offset 
from the patient’s position during the hoist 
operations.  The crew believed any load swing 
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Written by accident investigators to 
provide major lessons learned from 
recent centralized accident investigations.

 TURNED BAD

 Despite the best efforts of the 
crew chief, the hoist cable swing 
could not be arrested, and the 
cable rubbed against the side of 
the aircraft during load oscillations.

from this offset could be arrested before the load 
was lifted onto the aircraft.
 The first hoist operation went well with a 
successful lowering of the flight medic and the 
subsequent hoisting of the first patient with 
the medic onto the aircraft.  The second hoist 
involved the most severely injured patient.  As 
the second hoist began, the cable started to 
swing wildly.  Despite the best efforts of the 
crew chief, the hoist cable swing could not be 
arrested, and the cable rubbed against the side of 
the aircraft during load oscillations.  The aircrew 
attempted to lower the load, but the terrain was 
too hazardous and the load continued to swing 
uncontrollably.  After the failed effort to lower 
the load, the crew chief attempted to continue 
the hoisting operation.  As the load was lifted, 
the cable continued to contact the side of the 
aircraft. When the load was about nine feet 
below the aircraft, the cable snapped, dropping 
the patient and medic to the rocky terrain about 
30 feet below.  Both the patient and medic 
suffered fatal injuries in the fall.

LESSONS LEARNED
 The post-accident investigation of the 
hoist cable revealed several cable strands were 
broken at different points along the cable.  This 
compromise of the cable integrity occurred 
when it contacted the side of the aircraft.  
During the oscillations, the hoist cable rubbed 
against the cargo door track, creating a sharp 
and serrated edge.  As the cable continued to 
contact the sharpened door track, the cable’s 
outer sheath was cut, weakening the cable to the 
point that it could no longer support the load.
 As with any accident, there are hard lessons 
to be learned from the loss of these two brave 
Soldiers.  A review of the hoist system and 
aircraft maintenance records did not reveal 
any significant maintenance anomalies that 
contributed to the accident.  Technical Manual  
1-1520-237-10, Operator’s Manual for UH-
60A Helicopter, UH-60L Helicopter, EH-60A 
Helicopter, has a warning in chapter 4 (para 
4.18.6) that emphasizes the importance of 
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COVER STORY & INVESTIGATORS’ FORUM

 This accident illustrates how difficult Composite Risk Management can be on the 
battlefield.  Proper management of accidental risk and enemy threat is a challenge all 
leaders face. Whether in combat, training, or just blowing off steam, leaders need to 
be involved in identifying risks for each Soldier. With leader involvement, Soldiers can 
know where the edge is … by applying CRM, they can Own It!

keeping the hoist cable from contacting the 
side of the aircraft.  During the accident 
sequence, this effort was complicated by 
the initial load lift being off center and the 
fact there were two Soldiers on the hoist at 
the same time.  This combination of factors 
made it very difficult to arrest the oscillations 
quickly.  The rugged terrain and enemy 
situation made setting the load back down  
a difficult and potentially dangerous option.        
 There is a recent addition to the 
MEDEVAC UH-60 rescue hoist “A Kit” 
modification.  This new modification includes 
a hoist cable guard over the cargo door track 
currently installed as part of a Retrofit Service 
Notification No. 1001031.  This hoist cable 
guard reduces the chance of a cable shear if 
the cable contacts the door track.  The hoist 
cable shield is clearly an asset in maintaining 

the serviceability of the cable during a difficult 
hoist operation. 
 This accident illustrates how difficult 
Composite Risk Management can be on the 
battlefield.  Proper management of accidental 
risk and enemy threat is often a difficult and 
poorly illuminated path.  The challenge we all 
face is to train to the point where we can see 
through the haze and develop the best chance 
solution that addresses both threats.       

 —Comments regarding this article may be directed to the U.S. 
Army Combat Readiness Center Help Desk at (334) 255-1390, 
DSN 558-1390, or by e-mail at helpdesk@crc.army.mil.  The 
Accident Investigation Division may be reached through USACRC 
Operations at (334) 255-3410, DSN 558-3410,  
or by e-mail at operationssupport@crc.army.mil. 

Editor’s Note:  These photos are representative of the  
accident aircraft.
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ACCIDENT INVESTIGATION DIVISION
U.S. ARMY COMBAT READINESS CENTER

 TAKE ALL
HAZARDS 

 INTO ACCOUNT
6 feet 6 inches

Upslope rotor 
will be much 
closer than 

downslope side

On ly  someone  who ’ s  been  there  ac tua l l y  knows  the  re l i e f  when  

you  f ina l l y  hear  a  “ b i rd ”  coming  to  p i ck  you  up  f rom some  remote ,  

hos t i l e  l o ca le .   Un fo r tuna te l y,  the  10  good  So ld ie r s  in  th i s  a c c iden t  

though t  they  were  l eav ing  the  wors t  beh ind  them,  bu t  i t  t ook  on l y  

one  broken  t ree  and  a  few  seconds  fo r  d i sas te r  t o  s t r ike .

 The Soldiers had experienced three weeks of 
hard fighting in the rugged mountains of central 
Afghanistan and they were ready to get out of 
there.  A CH-47 Chinook was scheduled to 
extract the Soldiers from their remote observation 
points at night—a decision that concerned the 
unit’s Non-Commissioned Officer in Charge.
 The NCOIC was relieved his men were 
getting a well-deserved break, but he was 
concerned about using OP Alpha for a night 
extraction.  The area was marked by several trees 
and littered with loose debris and trash from the 
unit’s time spent there.  To make matters worse, 
the helicopter landing zone on OP Alpha was big 
enough for only the CH-47’s rear two wheels 
to touch the ground.  The aircraft’s nose would 
remain in the air over a steep cliff, and all these 
factors together made for one tough mission at 
night.  Other CH-47s had landed at the HLZ 
before, but only in the daylight; even then, there 
were a few tense moments because of the tight fit.
 The NCOIC recognized the difficult 
circumstances and surveyed the area to see if 
anything could be done to help ensure a safe 
outcome.  He directed a team to pack up and 
position the unit’s equipment on the HLZ 
to facilitate rapid loading.  The other NCOs 
supervised the collection and burning of the trash 
and debris.  The NCOIC then tried to tackle 
the tree problem.  He wasn’t sure of the CH-47’s 

exact clearance requirements, but he felt certain 
that if at least one of the HLZ’s two trees were 
cut down the pilots would have an easier time 
maneuvering the aircraft in the small area at 
night.  He tasked a couple of his subordinates 
to cut down what he thought was the most 
problematic tree.
 This job proved easier said than done.  The 
tasked Soldiers couldn’t find an axe, machete or 
tree saw on the remote OP.  They found a pick, 
hammer and k-bar knife, though, and running 
short on time, they did what most Soldiers would 
do—they worked with what they had with all the 
hooah they could muster.  They began hacking 
at the foot-wide tree trunk with the knife at a 
feverish pace, but after several hours they were 
exhausted and had cut only halfway through the 
tree.  The Soldiers were out of time and short on 
water, so they finished up the other preparations 
and marked the HLZ.
 The Soldiers marked the obstacles with small 
chem lights, which they placed slightly above the 
ground for better visibility.  The HLZ was narrow 
and there wasn’t room for a full inverted-Y, so 
the Soldiers secured two large chem lights on the 
ground near where the aircraft’s rear tires were to 
touch down.  Only minutes after the final checks 
were conducted, the inbound CH-47 called the 
primary zone control and announced they were 
two kilometers out from landing.
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 Figure 1:
The following is 
an illustration of 
dimensions of 
three zones as it 
applies to each 
landing point, by 
type, intended to 
be used. 

Note: 
Measurements 
are in meters. 

 Landing surface clear zones for CH-47  Landing surface clear zones
for UH-60 & AH-64

 The aircraft made a couple of missed 
approaches before the pilots successfully 
executed the difficult backing approach onto the 
small landing area.  The 70-foot gap between 
the trees allowed only four to five feet of rotor 
clearance on both sides of the aircraft.  But 
despite these challenges, the initial passenger 
and equipment loading went as planned.
 About 45 seconds after landing, the first of 
the accident’s chain of events happened.  The 
aircrew saw some small, glowing spots directly 
below the aircraft’s nose and apparently thought 
they were taking enemy fire.  They made a hasty 
departure off the HLZ with only a portion of 
their planned passengers and cargo.  The aircrew 
soon discovered the spots were merely burning 
embers from the trash pit just to their side; the 
aircraft’s rotor wash had stoked the burn pit and 
caused the embers to fly through the air.  Some 
Soldiers covered the burn pit with dirt, and the 
CH-47 crew attempted another approach to 
pick up the rest of the passengers and cargo.
 On this last approach, the CH-47’s 
rear rotor disk contacted the tree on the left 
side of the HLZ.  The aircrew attempted an 
emergency departure, but the rear rotor system 
collapsed five seconds after the initial tree strike.  
Tragically, the aircraft crashed on the nearby 
cliff and was consumed by a post-crash fire, 
killing all 10 Soldiers onboard.
 A Marine platoon arrived at the HLZ soon 
after the accident to provide security.  They 
saw the partially chopped tree and, realizing it 
would be in the way of the aircraft that would 
come get them, started taking the tree down 
with a tree saw.  Within 10 minutes they’d 
finished the job the ill-equipped Soldiers had 

started earlier that day.  They then walked down 
the cliff to assist in recovering the deceased 
Soldiers’ remains from the crashed aircraft.

LESSONS LEARNED
 The aircraft pilot in command is 
generally regarded as the final authority on 
HLZ suitability, but it’s the whole team’s 
responsibility—from private to commanding 
officer—to exercise Composite Risk 
Management to minimize overall risk.  We 
must apply the hard-learned lessons from this 
accident to future combat operations; after all, 
our ground troops rely heavily on our aircraft to 
get them in and out of places vehicles can’t go.
 HLZ preparation might seem like a small 
part of the big picture, but it plays a huge 
role in the CRM process for troops operating 
in remote areas.  Just because an HLZ begins 
as an unimproved area doesn’t mean it has 
to remain so.  No Soldier tasked with HLZ 
preparation should be lulled into a false sense 
of security, even if an aircrew has managed to 
“squeeze in there” a time or two.  No two pilots 
are alike, and no two missions are the same.  
What might be a fairly simple daytime landing 
for an experienced aircrew can be extremely 
challenging for a junior crew facing high 
winds, heavy sling loads or low-illumination 
night operations.  The goal of combat HLZ 
preparation is to maximize the chances of 
success in even the most challenging high-
threat conditions, not simply do enough to 
get by and hope for the best.
 There are a number of simple steps 
and resources Soldiers and leaders can use 
when preparing combat HLZs.  Two good 
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 Figure 2:
For both the 
chem-light 
inverted-Y 
and the VS-17 
landing-T, ensure 
they are secured 
well enough 
to withstand 
100-mph winds 
from main rotor 
downwash. 

Nighttime chem-
light inverted-Y 

Daytime VS-17 
panel landing-T  

references are Field Manual 10-450-3, Multi-
service Helicopter Sling Load:  Basic Operations 
and Equipment, and the recently updated FM 
3-21.38, Pathfinders Operations, both of which 
address the essentials of HLZ operations.  The 
most basic task is landing site selection, which is 
based on a number of tactical and safety factors 
including:
 • Security and concealment.  Landing sites 
should be shielded from the enemy as much as 
possible and offer good masking terrain on the 
approach and departure paths.
 • Convenience.  Landing sites should be 
situated in areas that limit the ground movement 
of cargo and troops as much as possible.
 • Slope.  Helicopters have a varied tolerance 
for landing on slopes, depending on the aircraft 
type and wind conditions.  As a general rule, 
the less slope on the landing surface the better; 
but a seven-degree maximum slope on the landing 
surface is a good figure for planning.  A global 
positioning system is a great tool for establishing 
the distance and gradient of slopes.  Downslope 
landings should be avoided because most aircraft 
have an extremely low tolerance for landing with 
the nose pointed down.  Additionally, passengers 
and cargo should never be loaded from the 
upslope side because the steeper the slope, 
the closer the rotor system is to the ground.
 • Surface suitability.  Sod, hardstand, rock 
or packed earth are the preferred landing surfaces 
for Army helicopters.  Dusty surfaces should be 
avoided whenever possible.
 • Obstacle clearance and size.  The HLZ 
must have an obstacle-free approach path (i.e., 
clear of tall wires and unlit towers) and suitably 
large obstacle-free zones to accommodate the 

type and number of aircraft using the HLZ.  FM 
10-450-3 and FM 3-21.38 define the parameters 
for the three zones (red, green and white) 
required at every HLZ (figure 1).  If more than 
one aircraft is scheduled to land in the HLZ, each 
helicopter must have its own obstacle-free zones.
 • Marking and signaling.  A number of 
marking and signaling devices and techniques 
are available, but the most basic landing systems 
are the inverted-Y for nighttime landings and 
the VS-17 landing-T for daytime missions.  The 
marking materials must be secured to withstand 
winds greater than 100 mph from the aircraft’s 
rotor wash (figure 2).

CONCLUSION
 Ground troops and aviators have to work 
together to ensure the safety of all in the hectic 
and dangerous world of combat operations.  
Neither our ground nor air forces are fighting 
in ideal conditions, so cooperation between 
the two is vital to everyone’s survival.  The 10 
good Soldiers we lost in this accident thought 
they were leaving the worst behind them, but 
it took only one broken tree and a few seconds 
for disaster to strike.  Use CRM and take into 
account all the hazards your unit will face 
in combat, including those posed when the 
“freedom bird” lands. 

—Comments regarding this article may be directed to the U.S. 
Army Combat Readiness Center Help Desk at (334) 255-1390, 
DSN 558-1390, or by e-mail at helpdesk@crc.army.mil.  The 
Accident Investigation Division may be reached through USACRC 
Operations at (334) 255-3410, DSN 558-3410, or by e-mail at 
operationssupport@crc.army.mil.
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CHRIS TRUMBLE
U.S. ARMY COMBAT READINESS CENTER
CHRIS TRUMBLE
U.S. ARMY COMBAT READINESS CENTER

He l i cop te r  l i f t i ng  opera t ions  

a re  a  f requen t l y  per fo rmed  and  

c r i t i ca l  ta sk .   Sa fe t y  dur ing  these  

opera t ions  i s  paramount .   The  p i l o t  

m a y  p e r f o r m  h i s  p a r t  p e r f e c t l y  

and  the  c rewmember  may  opera te  

the  ho i s t  i n  the  mos t  p ro fes s iona l  

manner ;  however,  i f  t he  ho i s t  o r  

cab le  fa i l s ,  a  t rag i c  a c c iden t  can  

r e s u l t ,  a s  s e e n  i n  t h e  a c c i d e n t  

rev iew  in  th i s  i s sue  o f  F l igh t fax .

 Whether it involves a medical Skedco litter 
hoist (figure 1) or rescue down-the-wire hoist 
operation, the hoist must operate efficiently and 
safely.  Composite Risk Management can be 
applied to reduce hoist failures.  Some CRM 
considerations in hoist operations include training, 
equipment inspection and the area of operation.

TRAINING
 All hoist operation missions are not equal.  
Performing a night hoist mission differs from 
performing a day hoist mission.  A rescue down-
the-wire mission is different from a litter lift 
mission.  From the training perspective, consider 
whether the crewmembers are qualified for the 
anticipated hoist mission.  Have they completed 
a sufficient number of training and rehearsal 
missions to safely complete the task?  Is the hoist 
operator familiar with the proper use of taglines?  
These are just a few of the many questions 
concerning the level of crew competency that needs 
to be considered in applying CRM to hoisting 
missions.
 Emergency procedures need to be trained 
for each possible situation (night, overwater, 
etc.) given, and how these procedures require 
modification for peace operations versus combat 
operations.  Consider reviewing historical 
hoist accidents in an effort to identify potential 
malfunctions and develop hoist emergency 

procedures to respond to similar instances.  Don’t 
just focus on Army or combat accidents; focus on 
research-related incidents from other users who 
perform hoist operations such as foreign militaries, 
Marine Corps or civilian rescue agencies.  We are 
foolish not to learn from the often costly lessons 
learned by others involved in accidents whether 
they are Soldiers, Marines or civilians. 

EQUIPMENT INSPECTION
 Operational performance checks and 
preventive maintenance checks and services 
need to be performed as per unit standing 
operating procedures and the technical manual 
that applies to the equipment used.  Incorporating 
some of the PMCS items into an operational 
performance checklist could help in keeping 
hoisting equipment operating at peak efficiency.  
Key frame areas, lubrication fittings and electrical/
hydraulic connections could all be included on 
the operational performance checklist.  Also, be 
sure to check operating functions such as speed of 
lift, stopping distance and motor temperature.  
Anything unusual should be reported to 
maintenance.  The performance of these features 
usually deteriorates over time.  An operator 
typically will adjust to compensate for the decrease 
in performance level.  By compensating and not 
notifying maintenance of degraded performance, 
the system could deteriorate to the point of 
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11FIGURE 1. 
Skedco litter

2
FIGURE 2. 
Measuring wire 
rope diameter
A. Incorrect
B. Correct

3FIGURE 3. 
Example of 
“bird cage” 
defect

44FIGURE 4. 
Example of 
broken wire 
strands

55FIGURE 5. 
Kernmantle 
rope

A. B.

requiring replacement rather than repair.
Hoists often use wire rope, and knowledge of 

wire rope basics is advantageous to understanding 
the importance of using the manufacturer-specified 
wire rope in the hoist rather than substituting.  Wire 
rope size is determined by its diameter (figure 2).  
The strength of a wire rope is a function of its size, 
grade and method of fabrication.  The individual 
wires that comprise the rope may be made of various 
materials.  The weight of the rope is dependant upon 
the rope’s size and method of construction.  The 
maximum strength of a wire rope is its breaking 
strength.  For safety reasons, you do not want 
to load a wire rope anywhere near its maximum 
strength, so a suitable margin of safety is provided 
through specifying a maximum working load.  
The maximum working load rating is determined 
by dividing the rope’s ultimate strength by an 
appropriate safety factor.  This working load 
rating is calculated by the manufacturer.
 Desirable wire rope characteristics can be 
obtained for specific purposes by varying wire and 
strand combinations.  By using smaller and more 
numerous wires, the more flexible the rope becomes.  
However, this results in less resistance to external 
abrasion.  Wire rope constructed of a smaller 

KERNMANTLE ROPE 
INSPECTION
 The core of the kernmantle rope cannot 
be seen, and it’s possible to damage the core 
without damaging the sheath.  Damage to 
the core usually consists of filaments or yarn 
breakage resulting in a slight retraction.  If 
enough strands rupture, a depression or 
localized reduction results in the diameter of the 
rope that can be felt and sometimes observed.
 Check a kernmantle rope by inspecting 
the sheath before and after use while coiling 
the rope.  Note how the rope feels as it runs 
through the hands and tie off any lumps or 
depressions felt. 
 Check any suspected areas further by 
putting them under tension.  This procedure 
will emphasize any depression by separating 
the broken strands, resulting in an enlarged 
depression.  If a noticeable difference in 
diameter is obvious, retire the rope immediately.

number of larger wires gains resistance to external 
abrasion but loses flexibility.  Obviously, any wire 
rope will not do for all hoisting operations, and the 
hoist manufacturer must select or have designed a 
wire rope according to the purpose for which the 
hoist is intended. Your safety responsibility is to 
ensure the appropriate wire rope is being used with 
the hoist in question.
 Wire rope should be inspected as per the 
TM for the equipment.  However, there are some 
general signs of trouble to be aware of.  Any of the 
following indicates the cable should not be used:
 • Any evidence of a sharp permanent bend or 
kink in the cable that is caused by a loop in the 
cable being pulled up tight. 
 • Bird caging of the wire rope results from 
stretching or untwisting of the outer wraps of wire 
strands (figure 3). 
 • If the winch drum is misaligned flat spots 
and/or worn or abraded localized sections can be 
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666FIGURE 6. 
Locking and non-locking snap links.

evident on outer wire strands, the winch drum should 
be aligned and the wire rope replaced. 
 • Any signs of broken wire rope strands are 
indications the rope should be replaced (figure 4).

Don’t neglect inspecting ancillary equipment such 
as weak links, taglines and snap links (carabiners).  A 
new weak link must be used for each live hoist mission.  
Perform the task to standard and do not reuse weak 
links for live hoist missions.  If the task specifies 
a 250-foot minimum length of three-eighths-inch 
Kernmantle nylon rope (figure 5) for a tagline, ensure 

ADDITIONAL SOURCES OF INFORMATION:
-ARTEP 1-245-MTP Mission Training Plan for the Heavy Helicopter Battalion
-ARTEP 8-279-30-MTP Mission Training Plan for the Medical Company 
(Air Ambulance) (September 2002)
-FM 3-04.500(1-500) Army Aviation Maintenance (26 Sept 2000)
-FM 5-125 Rigging Techniques, Procedures, and Applications (23 February 2001)
-FM 8-10-6 Medical Evacuation in a Theater of Operations (14 April 2000)
-FM 8-15 Medical Support in Divisions, Separate Brigade, and Armored Cavalry Regiment
-29 CFR 1926.251 Rigging Equipment for Material Handling
-29 CFR 1910.184 Slings
-TB 1-1520-240-20-108 All H-47, One Time and Recurring Inspection of Hoist/Cargo 
Hook Control Panel and Water Intrusion in the Cockpit (5 March 1999)
-TC 1-204 Night Flight Techniques and Procedures (27 December 1988)
-TC 1-211 Aircrew Training Manual Utility Helicopter, UH-1 (9 December 1992)
-TC 1-237 Aircrew Training Manual Utility Helicopter H-60 Series (27 September 2005)
-TC 1-240 Aircrew Training Manual Cargo Helicopter, CH-47D (September 2005)
-TM 55-4240-284-12&P Operating and Maintenance Manual for Rescue Seat, 
Forest Penetrating (NSN 4240-00-199-7353), Including Repair Parts and Special Tools List
-TM 55-1680-320-23&P High Performance Rescue Hoist Assembly

The following inspection findings are reasons 
to suspect the snap link’s structural integrity:

 -Corrosion.
 -Signs of body or gate being nicked or 
  deeply scratched.
 -The locking gate does not function 
  properly.
 -Identify the manufacturer of the snap link 
  and ensure no recalls have been issued.
 -Distorted body shape indicates potential
   history of overloading.
 -Plating cracked or peeling.
 -Rough pivoting action of the gate.
 -Loose or damaged gate cross pins.
 -Spring and paddle improper function and/
  or damaged or contains foreign material.
 -Cracks in the gate tabs radiating out from
  the pin hole to the edge of the tab.

you’re complying and inspect the line for any 
defects before use.  Snap links (figure 6) should 
be inspected for defects and to ensure they are 
properly rated for the task.  

AREA OF OPERATION
The mission AO is an important 

consideration when applying CRM to hoisting 
tasks.  Specific weather conditions can cause 
fogging or misting of goggles or visors and 
adversely affect your ability to operate the hoist 
or observe hoisting.  Cold weather can affect 
your manual dexterity and reduce your hand’s 
ability to manipulate hoist controls or cable 
hooks.  Consideration as to what extent you 
can sacrifice comfort for dexterity will have to 
be determined while maximizing safety.  The 
hoist operator vest is susceptible to attack 
from materials such as hydraulic fluid, grease, 
oil or acids and result in degradation of the 
vest’s physical strength.  These are a few of the 
environmental and geographical considerations 
which could comprise the mission AO that 
CRM should be applied.  Own the Edge! 

     Author’s note:  This information is provided as a 
basic general overview primarily due to the limited 
space necessary to cover this topic in detail.  Also tactics, 
techniques and procedures involving specific night 
operations have not been discussed in detail to protect 
classified information and operational security.  Soldiers 
can access and review the below list of various manuals 
and bulletins available for additional information on 
this topic. 

—For more information, contact the author via e-mail at 
christopher.trumble@crc.army.mil.  
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CW2 JESSE O. ANDERSON
A COMPANY, 2-10 AVIATION REGIMENT
FORT DRUM, N.Y.

13

I t  was  a  rou t ine  day  

mi s s ion .   We  were  

t ranspor t ing  t roops  

f r o m  o n e  l a n d i n g  

zone  to  ano ther  in  the  

bus t l i ng  c i t y  o f  Mosu l  

i n  t h e  m i d d l e  o f  a  

g lo r ious ,  f u l l -b lown  

I r a q i  s u m m e r.   W i t h  

t empera tures  reach ing  

1 3 0  F,  d e h y d r a t i o n  was  

an  apparen t  enemy  

tha t  mus t  be  dea l t  w i th .   

C rewmembers  normal l y  

packed  coo le r s  fu l l  o f  

f r o z e n  p l a s t i c  w a t e r  

bo t t l e s  onboard  the  

UH-60  B lack  Hawk  in  

hopes  o f  hav ing  a  

s e m i - c o o l  d r i n k  

th roughou t  the  cour se  

o f  a  common f i v e -  t o  

s e v e n - h o u r  m i s s i o n  

f l i gh t .   Th i s  day  was  no  

d i f f e ren t  … un t i l  one  o f  

those  bo t t l e s  became a  

po ten t ia l  i ngred ien t  in  

a  re c ipe  fo r  d i sas te r.

 After a passenger exchange, we prepared for takeoff from 
a very tight landing zone surrounded by trees.  Following our 
before takeoff check, we climbed altitude over airspeed to depart 
for our next destination when, at about 20 feet above ground 
level, the instructor pilot on the controls mentioned some binding 
in the collective and began to abort the takeoff.  I looked down 
immediately and saw my 1.5-liter plastic water bottle nestled 
directly on top of the collective, which I promptly removed.  On 
this day an accident had been averted, and upon the end of the 
mission, I was properly counseled of my error.

LESSON LEARNED
 You are responsible for 
any object you bring in the 
cockpit.  All items deserve 
proper attention when it 
comes to aircraft safety, 
regardless of the size or 
relevance of the mission.  
The water bottle that caused 
my dilemma was only about 
one-fifth full and lightweight, 
yet it was still a threat.  After 
that experience, it is easy to 
see how a water bottle, full or 
empty, could pose a threat in 
the cockpit, including getting 
stuck in the pedals, collective 
or under a seat, where it 
may compromise the seat to 
properly stroke.
 Possible solutions include 
storing water bottles in 
the cabin, where they can 
be secured properly.  A 
CamelBak® water system 

is another option.  The 
CamelBak® became the item 
of choice by our company’s 
crewmembers as the summer 
wore on; however, they 
are not foolproof.  Each 
aviator has the individual 
responsibility to find the 
safest mounting location that 
doesn’t interfere with air craft 
operations, seat belts, seat 
adjustment, access to first 
aid kits, etc.   As a long-term 
solution, I recommend the U.S. 
Army Aviation Warfighting 
Center at Fort Rucker, Ala., 
contract the U.S. Army Soldier 
Systems Center at Natick, 
Mass., to come up with a more 
permanent hydration solution 
that is safely compatible with 
Army Aviation. 
—The author may be contacted by e-
mail at jesse.oscar.anderson@us.army.
mil.
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THOMAS JACKSON, CW4 RETIRED

 For many years, the aviation community 
has taught leaders a simple, commonsense 
approach to maintenance management called 
the P4T2 method.  P4T2 stands for problem, 
people, parts, plan, tools and time.  The 
original P4T2 was based upon the thoughts 
of LTC (now GEN and Vice Chief of Staff, 
Army) Richard Cody.  Updating the acronym 
to P4T3, the third “T” for training, can 
verify that work can be accomplished rather 
than assumed.  A step further, P4T3S, 
the “S” for supervision, provides for the 
responsible person who has the overall 
command guidance and responsibility 
to ensure maintenance success. 

PROBLEM
 Have we identified all of the problems 
and faults?  Diagnosing the fault using 
established troubleshooting procedures is 
the first task the crew and maintenance 
personnel must complete to standard, 
particularly during unscheduled 
maintenance.  Disciplined use of technical 
manuals and adherence to troubleshooting 
procedures are critical.  Incorrect diagnosis 
at the start of maintenance can waste time, 
money and repair parts.  If the maintainers 
cannot diagnose the problem, experts 
should be involved early.  Direct support 
maintenance personnel or logistics assistance 
representatives can aid in the troubleshooting 
process.

PEOPLE
 Do we have the right people to do the 
job?  To conduct maintenance properly, the 
right type and number of people are required.  
The platoon leaders, platoon sergeants and 
section sergeants are responsible for ensuring 
maintenance operations are supervised 
properly.  This supervision includes personnel 
in technical military occupational specialties  
who are called in for specific jobs or repairs.  
Commanders and first sergeants must 
continually manage the use of low-density 
MOS Soldiers to ensure they are performing 
jobs requiring their technical skills instead of 
working on non-job-related details or duties.  
The battalion/squadron executive officer, 
company maintenance officer and battalion/
squadron maintenance officer must check 
daily to make sure each function is being 
managed by the correct level of supervision.

PARTS
 Do we have all of the right parts to finish 
the job?  Having the right parts on hand is 
important to completing any repair job or 
service.  Junior leaders must ensure the right 
parts are on order if they are not on hand 
in the battalion/squadron’s prescribed load 
list.  For aircraft, the Unit Level Logistics 
System-Aviation transfer disks and proper 
ordering is paramount by the tech supply 
sections.  Are supervisors following up 

Is  ma in tenance  rea l l y  a  commonsense  

process?   Jun io r  l eaders  who  o f ten  la ck  a  bas i c  

unders tand ing  o f  ma in tenance  opera t ions  

a re  requ i red  to  check  ma in tenance  work  and  

superv i se  ma in tenance  opera t ions .  
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P4T 3(S)

with document reconciliations?  For ground 
elements, the proper flow of Department 
of the Army Form 5988-E, Equipment 
Maintenance and Inspection Worksheet, is 
essential to this process and requires strict 
enforcement.  Platoon sergeants must verify 
and report deadlined equipment to the 
maintenance team.  This team must verify 
all faults, order the right parts by referring 
to up-to-date TMs and deliver the 5988-
Es to the ULLS clerks for action.  After the 
ULLS clerks order and return the 5988-Es, 
the platoon leaders must check them for 
accuracy.  Mechanics and crews must tag and 
store serviceable parts taken off all equipment 
during maintenance to make sure the parts 
are on hand and serviceable when it is time 
to put them back on.  Don’t take for granted 
that all required parts are on hand.  Verify 
the necessary bench stock and replacement 
components are available.  
 
PLAN
 What is the plan for doing the job 
from start to finish?  Commanders, junior 
leaders and supervisors must enforce a 
rigorous, thorough maintenance plan.  The 
maintenance plan for scheduled services 
must contain adequate details to ensure 
uniformity.  The unit standing operating 
procedure and maintenance plan are the 
first steps toward ensuring a solid basis for 
quality control.  Planning for unscheduled 
maintenance takes place after the fault is 
identified.  This planning is conducted like 
any other battle drill.  Together, the platoon 
leaders and company/troop maintenance 
team must quickly identify the resources 
needed to do the job.  Junior leaders can 
start the planning process by asking all of 
the P4T3 questions. PROBLEM, PEOPLE, PARTS, PLAN, 

TOOLS, TIME, TRAINING
AND SUPERVISION

TIME MANAGEMENT IS 
CRITICAL IN MAINTENANCE 
OPERATIONS.  LEADERS 
MUST ALLOW ADEQUATE 
TIME FOR MAINTAINERS TO 
WORK ON THE EQUIPMENT.

15October 2006
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INCORRECT 
DIAGNOSIS AT 
THE START OF 
MAINTENANCE CAN 
WASTE TIME, MONEY 
AND REPAIR PARTS.  
IF THE MAINTAINERS 
CANNOT DIAGNOSE 
THE PROBLEM, 
EXPERTS SHOULD 
BE INVOLVED EARLY.

TOOLS
Do we have the right tools to do the job?  

Supervisors must identify the tools required to 
do the job and make sure they are on hand and 
serviceable.  Using the wrong tools only wastes 
time and can result in injury to mechanics 
or additional damage to equipment.  Junior 
leaders must educate themselves on the different 
tools and enforce TM standards.  What about 
calibration requirements?  Are torque wrenches 
and special tools within specifications?  Are 
all DA Label 80 (calibration) items labeled 
and current?  Is our unit test measurement 
diagnostic equipment program within 
standards?   

TIME
How long is the job going to take?  The 

estimated completion date of maintenance 
that will bring an aircraft or vehicle to fully 
mission capable status is extremely important in 
forecasting combat power within a battalion/
squadron.  Time management is critical in 
maintenance operations.  Leaders must allow 
adequate time for maintainers to work on 
the equipment.  If additional problems are 
identified or shortages of resources occur and 
the estimated completion date is extended, 
platoon leaders must inform the commander.  
Promptly making the BAMO/SAMO aware of 
unforeseen maintenance problems is critical. 

TRAINING
Who and what tasks we can train during this 

job, just by training junior leaders and Soldiers 

to go through this process, will increase effective 
maintenance procedures.  Using scheduled and 
unscheduled maintenance to conduct cross 
training or on-the-job training establishes 
and maintains essential maintenance skills.  
Mechanics and crews must train to obtain and 
sustain the skills they need to maintain aircraft 
and vehicle readiness. 

SUPERVISION
Who is willing to ensure all requirements 

are met?  Who is “standing up at the plate” to 
answer the commander’s questions for follow-
up?  If the aircraft or vehicle requires evacuation 
due to enemy activity, would you want the 
movement delayed because of a lack of repair 
parts?  Prepare for this uncertainty; supervision 
must occur to prevent excessive downtime or 
expenditure for returning equipment to the 
combat or maneuver commander. 

Maintenance that may not be performed 
within the unit’s area of operations may require 
a request for information to be provided 
across brigade or division boundaries for 
documentation of clearance requirements.  
Using an RFI also enables the supervisor to 
outline planning requirements and present 
the plan to the chain of command.  All 
unscheduled events that require detailed 
maintenance should be planned in detail to 
minimize the downtime of critical assets. 

—The author is a former aviation maintenance and logistics 
trainer for Eagle Team at the National Training Center and Fort 
Irwin, Calif.  He is currently an aviation analyst for HQ-AMC 
Support Operations Directorate G-3 and can be contacted at 
DSN 656-8977 or by e-mail at thomas.jackson@us.army.mil.
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ARTHUR ESTRADA
U.S. ARMY AEROMEDICAL RESEARCH LABORATORY, FORT RUCKER, Ala.

 The IP Handbook 
provides three theories 
that account for forgetting:  
disuse, interference and 
repression.  Disuse refers to 
information that is not often 
used.  This may explain the 
difficulty in remembering 
some EPs that are the 
least frequently practiced.  
Interference describes what 
may happen when similar 
information interferes with 
the memory of information 
previously learned.  New 
events or experiences can 
displace previous ones.  Many 
seasoned aviators experience 
interference when the steps 
of EPs are changed over 
time.  Repression is said to 
occur when unpleasant or 
anxiety-producing material 
is unintentionally suppressed 
by an individual.  Repression 
might be uncommon, but it 
is certainly possible when 
learning is complicated or 
difficult, as it may be in flight 
training.    
 To aid in the retention of 
learning, the IP Handbook 
advises to teach thoroughly 
and with meaning, adding 

meaningful repetition aids 
recall.  Aren’t we doing 
these things already?  
Our platform and flight 
training provides thorough, 
meaningful lessons, and 
there is certainly repetition 
in our training—especially 
in EP training.  Then why 
do some of us still have 
problems recalling EPs we’ve 
studied for years?  The 
USAARL survey yielded some 
interesting findings that may 
provide some insights useful 
to Army platform and flight 
instructors for enriching EP 
training and boosting recall. 
 The survey found 43 
percent of those questioned 
stated their first experience 
at memorizing EPs was not 
easy for them.  Even after 
their first experience, over 
a quarter of the pilots (28 
percent) reportedly found it 
difficult to memorize the EPs 
of any subsequent aircraft.  
On the other hand, once the 
procedures were memorized, 
59 percent felt they could 
easily recall them if needed.  
What is concerning, however, 
are the 27 percent who aren’t 

You ’ re  no t  a lone !   Have  

y o u  e v e r  b e e n  o n  a  

checkr ide  and  fa i l ed  to  

co r rec t l y  remember  the  

s teps  to  an  emergency  

p rocedure  you ’ve  s t u d i e d  

h u n d r e d s  o f  t imes?   I t  

happens  to  a  l o t  o f  

u s .   The  Ins t ru c to r  P i l o t   

H a n d b o o k  ( A v i a t i o n  

Tr a i n i n g  Br igade )  s ta tes  

when  a  per son  fo rge t s  

someth ing,  i t  i s  no t  

a c tua l l y  l o s t ;  r a t h e r,  

i t ’ s  s i m p l y  unava i lab le  

fo r  re ca l l .   A c co rd ing  

to  a  re cen t  U.S .  A rmy  

Aeromed i ca l  Resear ch  

Labora to ry  s u r v e y  o f  

8 9  s t u d e n t s  a n d  1 0 5  

ex p e r i e n c e d  p i l o t s  ( 1 9  

per cen t  CH-47 ,  25  per cen t  

OH-58 ,  23  per cen t  UH-60 ,  

2 3  p e r c e n t  A H - 6 4 ,  a n d  

10  per cen t  o ther ) ,  some  

p i l o t s  a r e  n o t  c e r t a i n  

o f  the i r  ab i l i t y  t o  re ca l l  

a n  E P  i n  t h e  e v e n t  o f  a n  

ac tua l  a i r c ra f t  emergency.   

S o ,  w h a t  c a n  b e  d o n e  t o  

h e l p  t h e s e  i n d i v i d u a l s  

r e m e m b e r  t h e i r  E P s ?   

Why  do  some  o f  u s  fo rge t  

in fo rmat ion  we  need  

to  know?
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TOO MANY TIMES 
INSTRUCTORS 

TELL STUDENTS 
WHAT TO LEARN, 
YET THEY FAIL TO 
TEACH STUDENTS 
HOW TO LEARN.

sure if they could easily recall 
their EPs and the 13 percent who 
reportedly are sure their recall 
would not be easy.  Notably, 
UH-60 pilots were more likely 
to disagree with the statement 
“recall is easy” than those flying 
other aircraft types.
 The survey also revealed 
that in order to maintain 
proficiency in remembering their 
underlined procedures, most of 
the group (84 percent) believed 
EPs needed to be studied or 
practiced more often than 
every two weeks.  One would 
think a set of information (the 
EPs) studied so often would be 
recalled without difficulty, but 
apparently it is difficult for some, 
as 8 percent are not sure and 
4 percent lack confidence they 
can remember their immediate 
action steps in the event of an 
actual emergency situation.
 The first step in the Army’s 
current practice of teaching 
aviation EPs is to require student 
pilots to learn the textual EPs 
through rote memorization.  
Too many times instructors 
tell students what to learn, 
yet they fail to teach students 
how to learn.  Knowing how to 
learn involves the learning of 
strategies, which refer to the 
many methods in which we take 
in (encode), store and retrieve 
(decode) information.  
 Unfortunately, strategies 
used for enhancing learning are 
not an innate student ability.  
The USAARL survey discovered 
76 percent of those questioned 
were satisfied with their own 
memorization technique(s), 
but 8 percent were not.  
Although a large percentage is 
reportedly satisfied, the survey 
also revealed the majority (66 
percent) had a genuine interest 
in learning other memorization 
methods or techniques to 
remember their EPs.  Instructors 
can help by providing their 
students with such additional 
strategies.  They might include 
techniques in association 
(associating a new concept/
word with one already learned), 
clustering (grouping related 
information), imagery (the mind 

appears to have an unlimited 
capacity for retaining images) 
and mnemonic devices.  
 Mnemonic devices have 
been used for years to 
remember aviation-related 
subject matter such as visual 
illusions and aircraft system 
components.  Perhaps a 
concerted effort by the 
standardization community 
directed at developing an EP-
specific memorization strategy 
could benefit those who 
have difficulty with EP recall.  
Knowing how to remember is as 
important as knowing what to 
remember.  It’s very important 
to the 12 percent who admit to 
lacking confidence in their ability 
to recall EPs.  Let’s help make 
certain all pilots can recall their 
EPs when they need them the 
most.   
 For complete information 
on the survey results, see “A 
Survey of Aviator Perceptions of 
Aviation Emergency Procedure 
Training and Recall,” USAARL 
Technical Report No. 2006-06.  
It 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, Ala.  He may be contacted at art.
estrada@se.amedd.army.mil.

18 October 2006



F
L

IG
H

T
fa

xF
L

IG
H

T
fa

x

CHRIS FRAZIER
STAFF WRITER/EDITOR

“as sume”
… you make an ASS 

out of U and ME.

BAMBI TAKES A FALL
 We all know the old saying about what 
happens when you assume; that’s right, you make 
an ASS out of U and ME.  Sad to say, but that 
adage holds true in just about every aspect of life, 
including Army Aviation.  In fact, it happened not 
too long ago to a UH-60L crew while on a Bambi 
bucket training mission.
 For those who’ve never seen a Bambi bucket, 
it’s a collapsible nylon container that is suspended 
below a helicopter.  Used as an aerial firefighting 
tool, the bucket is lowered into a body of water 
and filled.  When the helicopter is over the 
intended drop site, the water is then released.  It 
may sound simple, but there’s plenty that can go 
wrong—especially if you assume the crewmembers 
in charge of the bucket know what they are doing.
 On this particular training mission, a pilot was 
to observe the pilot in command demonstrate the 
operation and then perform the same maneuver 
himself.  The PC filled the bucket, flew it to the 
intended drop area and lined it up.  On the PC’s 
command, the flight engineer then released the 
water from the bucket. 
 With the demonstration complete, it was now 
the PI’s turn.  The maneuver started without a 
hitch, with the PI filling the bucket and flying to 
line it up on the drop zone.  When the PC gave 
the OK to dump the water, the PI released the 
cargo hook release switch on the cyclic, sending 
the 660-gallon bucket and sling gear plunging 
toward the ground.  After the drop debacle, 
the crew returned the aircraft, which was not 
damaged, to the airfield and performed normal 
shutdown.
 Though it was the PI’s actions that sent the 
bucket falling from the sky, the blame can’t be 
placed solely on his shoulders.  While the PC did 
conduct a thorough crew briefing, investigators 
determined he failed to properly explain to the PI 
how the Bambi bucket operation works—such as 
who does what and when.
 The PI apparently confused the portion of 
the brief that covered who has cargo hook/water 
release authority (the FE) and who has cargo 

hook/water release responsibility (the PI).  During 
the aircraft start sequence, the PI tried to clear 
his confusion by pointing to the cargo hook 
release switch on the cyclic and asking the PC 
if it was the button that is pushed to release the 
load—meaning release the water.  The PC told the 
PI it was indeed the button, assuming the PI was 
referring to the button that releases the bucket, 
not the water. 
 Fortunately, this was just a training mission, 
so there were no firefighters on the ground 
waiting for assistance with an out-of-control blaze.  
However, this crew isn’t alone when it comes to 
Bambi bucket mishaps.  Here’s just a sampling:
 • While picking up a water load over a 
reservoir, the IP asked the crew chief to dump 
the water to verify the bucket was functioning 
properly. As the CE released the water, the PI 
activated the cyclic cargo hook release button, 
dropping the bucket into the reservoir. The bucket 
was later recovered.
 • While on a water bucket mission, the aircraft 
approached the fire from a downed slope.  The 
FE, who was observing from the cargo hold, called 
for the pilot to bring the aircraft up. The pilot 
increased power to initiate a climb and struck the 
top of a tree with the bucket, puncturing it.
 • While on a firefighting mission, the crew 
dropped the Bambi bucket after the cargo release 
button was accidentally pressed.  The bucket was 
engulfed in flames. 

—Contact the author at (334) 255-2287, DSN 558-2287, or by e-mail 
at christopher.frazier@crc.army.mil.  For more information on how to 
submit a story to Litefax, send an e-mail to flightfax@crc.army.mil.
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7 DOOR GUNNER 

INTEGRATION 
AND UTILIZATION

Considering Army 
Aviation’s current 
warfighting mission, 

door gunnery has taken on new 
importance.  Understanding 
how to integrate and utilize door 
gunners will enhance your unit’s 
combat effectiveness and ensure 
compliance with Field Manual 
3.04-140, Helicopter Gunnery, 
and Army Regulation  600-106, 
Flying Status for Nonrated Army 
Aviation Personnel.
 Door gunner positions are 
filled by Soldiers who are either 
MOS qualified (15T, 15U) or 
not MOS qualified (any other 
MOS).  In either case, all door 
gunners must be medically 
qualified and have completed 
the training required to perform 
door gunner duties in the 
aircraft mission, type, design 
and series.  The door gunner is 
considered a crewmember and 
will be required to perform some 
of the same tasks as a crew chief.  
Performance of these tasks is 
essential to the safe and effective 
operation of the aircraft; 
however, the door gunner is 
not a CE.  
 The door gunner will log 
OR when logging flying time 
on DA Form 2408-12 (Army 
Aviator’s Flight Record) when 
performing door gunner duties 
in accordance with AR 95-1, 
Flight Regulations, paragraph 

2-6, a., (2), (a).  If the door 
gunner is MOS qualified, 
designated on the brief sheet 
to perform CE duties and fully 
integrated and readiness level 
progressed as a CE, he can log 
CE on DA 2408-12 IAW AR 
95-1, paragraph 2-6, a., (2).     
 All door gunners, regardless 
of MOS, must be placed on 
flight orders; satisfactorily 
pass a Class III flight physical 
per AR 40-501, Standards of 
Medical Fitness; complete aircrew 
coordination training; complete 
night vision goggle training IAW 
the United States Army Aviation 
Warfighting Center exportable 
training package; qualify as a 
door gunner IAW FM 3.04-
140, appendix A; and, at a 
minimum, complete the training 
in the following tasks listed in 

the appropriate aircrew training 
manual:  
 Task 1000:  Participate in a 
crew mission briefing.
 Task 1014:  Operate aviation 
life support equipment.
 Task 1026:  Maintain 
airspace surveillance.
 Task 1032:  Perform radio 
communication procedures.
 Task 1162:  Perform 
emergency egress (UH-60 only).
 Task 1190:  Perform/identify 
hand and arm signals.
 Task 1262:  Participate in a 
crew-level after action review.
 Task 2112:  Operate 
armament subsystem.
 The commander may select 
additional tasks based on the 
unit’s mission essential task list.  
If the Soldier chosen for door 
gunner duties is MOS qualified 
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STACOM MESSAGE

(15T, 15U), the commander may 
elect to progress him/her IAW the 
applicable ATM as a fully integrated 
CE.    
 Change 1 to AR 600-106 allows 
commanders to assign Soldiers to 
door gunner positions up to 180 
days before load availability date 
for deployment to designated 
imminent danger/hostile fire areas.  
Commanders have the option to 
integrate and train these Soldiers 
in their door gunner duties and 
tasks up to 180 days before being 
deployed.  During this time period, 
the Soldier is authorized hazardous 
duty incentive pay for flying duty 
if he meets the minimum flight 
time of four hours per month as per 
AR 600-106, paragraph 2-1.  Door 
gunners assigned to units without 
documented door gunner positions 
per The Army Authorization 

Documents System will not 
exceed one gunner per assigned 
UH-60 or CH-47 aircraft nor 
exceed a total of two crewmember 
positions per assigned UH-60 
aircraft or three crewmember 
positions per assigned CH-47 
aircraft. 
 Currently, there is no written 
guidance for RL progression of 
door gunners.  A qualified door 
gunner does not have semi-annual 
flying hour requirements (except 
for pay purposes as stated in AR 
600-106) or annual proficiency 
and readiness test requirements.  
However, the Directorate of 
Evaluation and Standardization 
recommends door gunners 
receive at least one no-notice 
evaluation during their 12-month 
deployment to a combat theater in 
order to check their proficiency.  
This no-notice may be academic, 
flight or a combination of both 
and will include the following 
academic topics at a minimum:  
 •  Aircrew coordination.
 •  Fratricide prevention.
 •  Operation and function of 
the M240H/M60D.
 •  Visual search and target 
detection.
 •  Duties of the door gunner.
 •  Techniques of fire and 
employment.
 •  Weapons employment 
during night and night vision 
device operations.
 •  Rules of engagement.
 All of this training must 
be documented IAW Training 
Circular 1-210, Aircrew Training 
Program Commander’s Guide to 
Individual, Crew, and Collective 
Training.  Units will use DA 

Form 3513 individual aircrew 
training folder with DA Form 
7120-R (Commander’s Task List) 
DA Form 7120-1 (Crewmember 
Task Performance and Evaluation 
Requirements), DA Form 7120-3 
(Crewmember Task Performance 
and Evaluation Requirements 
Remarks and Certification) and 
DA Form 7122 (Crewmember 
Training Record) to record and 
document training, qualification, 
evaluation and commander’s 
authorization.  These 
requirements will be integrated 
into TC 1-237, Aircrew Training 
Manual, Utility Helicopter, 
H-60 Series; and TC 1-240, 
Aircrew Training Manual, Cargo 
Helicopter, CH-47D,  in a future 
change.   
 Understanding how to 
integrate, train, qualify and 
document Soldiers assigned to 
your unit as door gunners will 
not only enhance your unit’s door 
gunner training program, it will 
also provide better-quality door 
gunners to units deployed in 
combat theaters. 

      Standardization communications are 
prepared by the Directorate of Evaluation 
and Standardization, U.S. Army Avia-
tion Warfighting Center, Fort Rucker, 
Ala. 36362-5208, DSN 558-2603/2442.  
Information published in STACOMs may 
precede formal staffing and distribution 
of Department of the Army official policy.  
Information is provided to commanders 
to enhance aviation operations and train-
ing support.

     
 SCOTT B. THOMPSON
 COL, AV
 DIRECTOR OF EVALUATION
     AND STANDARDIZATION
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In format ion based on prel iminary  reports  o f  a i rcraf t  acc idents

ACCIDENT BRIEFS

Class AOH-58

A Model
• Class A:  Th e pilot experienced a loss of 
power and the aircraft descended to ground 
impact.  Th e aircraft skidded and then over-
turned onto its side.

UH-60

A Model
• Class A:  Two crewmembers suff ered fatal 
injuries when the aircraft impacted water 
during an night vision goggle fl ight and 
came to a rest inverted. 

AH-64
A Model
• Class E:  The intermediate gear-
box temperature light illuminated 
during a five-foot hover power check 
and remained on until shutdown.  
The mission was canceled and the 
aircraft returned to the ramp.
• Class E:  The BUCS FAIL cau-
tion/warning light illuminated while 
the aircraft was on short final for 
landing.  The crew continued the 
approach and landed without fur-
ther incident.  The crew performed 
a normal engine shutdown and 
secured the aircraft.  Maintenance 
discovered the lateral servo was not 
functioning properly and replaced it, 
along with the pilot’s station lateral 
linear variable differential trans-
ducer. 
• Class E:  An odor was noticed 
in both cockpits, and the crew chief 
observed white smoke coming from 
the catwalk area.  An emergency 
engine shutdown was performed.
D Model
• Class E:  During aircraft runup, 
the copilot/gunner’s helmet display 
unit failed to stay focused.  The HDU 
still would not focus after adjustment 
of the display adjustment panel, so 
the DAP was replaced.
• Class E:  The AN/ALQ-144 
system failed during flight.  Arma-
ment personnel replaced the system 
and, following a maintenance 
operational check, the aircraft was 
released for flight.
• Class E:  The target acquisition 
designation system froze in azimuth 
and elevation during flight.  The 
optical relay tube failed and was 

replaced.   After an MOC, the air-
craft was released for flight.
• Class E:  During runup, the copi-
lot’s HDU worked for five minutes 
before going blank.  The DAP was 
replaced.

CH-47
D Model
• Class E:  The No. 1 engine chip 
detector latch would not reset.  The 
chip detector was checked and no 
metallic particles were found.  The 
crew stopped the runup procedures 
and requested assistance.  The wire 
on the latch was repaired, and the 
aircraft was returned to service.
• Class E:  During flight, the flight 
engineer heard a strange noise 
coming from the forward transmis-
sion area and the pilot noticed the 
forward transmission oil pressure 
was reading 102 psi.  The crew 
decided to return to the airfield 
and shut down.  The aircraft’s for-
ward transmission main oil pump 
was replaced, and the aircraft was 
returned to service.
• Class E:  During a simulated 
engine failure approach to a roll-
on landing with the No. 1 engine 
at ground, the No. 2 engine torque 
fluctuated and the FADEC 2 light 
illuminated.  Engine No. 1 was 
brought to flight, and the aircraft 
landed with the No. 2 engine in 
reversionary.  Maintenance replaced 
the No. 2 engine hydraulic mechani-
cal unit, and a limited test flight 
was conducted.  The aircraft was 
released for flight.  

EH-60
A Model
• Class E:  While in flight, the No. 
1 generator caution light illuminated 
and would not reset. The aircraft 
landed without further incident.  
Maintenance replaced the engine 
cable assembly.
• Class E:  The aircraft failed the 
health indicator test check.  The No. 
2 engine was 2 C above the positive 
limit.  The aircraft landed without 
further incident, and maintenance 
replaced the No. 2 engine.

MH-47
E Model
• Class D:  While operating under 
instrument flight rules flight in instru-
ment meteorological conditions, the 
aircraft was descending through the 
clouds when the temperature change 
caused the pilot’s windscreen to 
crack.  The windscreen heat was on. 
• Class E:  During external load 
training, the No. 1 flight hydraulic 
pressure dropped to zero on the 
maintenance panel with correspond-
ing lights in the cockpit.  The instruc-
tor pilot turned on the No. 1 power 
transfer unit and pressure returned.  
The crew executed a precaution-
ary landing with a slingload without 
further incident.  The aircraft was 
shut down and maintenance was 
contacted.  
G Model  
• Class D:  The crew conducted a 
NVG landing to an airfield helipad 
and was ground taxiing to parking 
when the right-rear landing gear tire 
rim failed and punctured the tire.  
The aircraft was shut down in place, 
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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, contact the U.S. Army 
Combat Readiness Center Help Desk at DSN 
558-1390 (334-255-1390) or by e-mail at 
helpdesk@crc.army.mil.

UNMANNED AIRCRAFT 
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CQ-10A
• Class B:  The Unmanned Aircraft 
System crashed after entering an 
uncommanded descent.  A total loss 
was reported.

RQ-7B
• Class B:  The UAS operator 
experienced a generator failure 
during climbout to altitude.  The 
UAS impacted the ground, but the 
recovery chute was deployed and the 
aircraft was recovered.  The vehicle 
and payload were a total loss.  
• Class B:  The UAS operator 
experienced an AP SERVO FAILURE 
indication during climbout and 
subsequent loss of control of 
the aircraft.  The recovery chute 
was deployed and the UAS was 
recovered.  The vehicle and 
payload were a total loss.  

RQ-11
• Class B:  The UAS operator lost 
downlink to the ground control 
unit shortly after takeoff following 
battery replacement.  Efforts to 
locate the UAS were unsuccessful 
and a total loss was reported.
• Class C:  Link with the UAS was 
lost after it drifted off course during 
high winds.  Efforts to locate the UAS 
were unsuccessful and a total loss 
was reported. 
• Class C:  The UAS operator lost 
visual link with the aircraft during 
flight.  Efforts to locate the UAS were 
unsuccessful and a total loss was 
reported. 
• Class C:  The UAS entered 
uncommanded AUTOLAND mode 
and landed.  Efforts to abort were 
unsuccessful.  Aircraft recovery was 
not reported. 
• Class C:  The UAS operator lost 
control link, and the aircraft initiated 
a climb.  A total loss was reported. 
• Class C:  The UAS operator lost 
GCU downlink with the aircraft 
shortly after takeoff.  Aircraft 
recovery was not reported.

and the rim assembly was replaced.  
The aircraft was returned to service.

OH-58
D(I) Model  
• Class D:  While the aircraft was 
sitting on the ground at 100 percent 
RPM, the crew heard a loud crack-
ing noise and the aircraft immedi-
ately settled to the right.  The cyclic 
and collective were adjusted to 
compensate for the right “dip” of the 
aircraft and to relieve the pressure 
on the skids.  Maintenance inspec-
tion revealed the front-right portion 
of the skid was broken at the cross 
tube at the mounting point. 
• Class E:  The DC genera-
tor failed during runup. Three 
attempts were made to reset the 
generator, but all were unsuccess-
ful.  Maintenance determined an 
electrical shunt was faulty and it was 
replaced.  

TH-67
A Model
• Class E:  Just before entry to 
an autorotation with a 180-degree 
turn, the pilot’s door opened and 
the sliding window cracked. Mainte-
nance replaced the window.  

UH-60
A Model
• Class E:  While in formation 
flight on an NVG troop extraction 
mission, the crew felt abnormal 
vibrations coming from the rotor 
system.  The aircraft was flown 
to the airfield, where a normal 
approach and landing was made 
with no further vibrations felt.  Post-

flight inspection revealed blood and 
feathers on the black main rotor 
blade.  There were no indications of 
damage.  
L Model
• Class C:  The tail rotor deice 
cable apparently separated in flight 
and contacted the tail rotor system, 
damaging one paddle and both tip 
caps.
• Class E:  During postflight shut-
down, the crew noticed the anti-col-
lision light appeared brighter than 
normal.  The lower one-third of the 
lens (red part) had been shattered 
during flight/dust landings.  Further 
inspection of the aircraft revealed 
no additional damage. It is believed 
the light was struck by a rock or 
some other foreign object debris.  
Maintenance replaced the light, and 
the aircraft was returned to service. 
• Class E:  During initial runup, the 
crew chief noticed fluid leaking from 
the bottom of the tail pylon.  After 
shutdown, the crew chief removed 
the tail cone access covers and 
discovered the tail pylon quick dis-
connects were leaking.  The quick 
disconnects were replaced, and the 
aircraft was returned to service.

C-12
R Model
• Class E:  During climbout, the 
aircraft encountered light icing con-
ditions.  The crew initiated propel-
ler deice procedures and noted a 
failure.  The crew exited the icing 
conditions, returned to home base 
and terminated the mission.  Main-
tenance was notified and later 
determined the propeller brush 
block assembly was faulty. 
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Dear Readers:

In our committed 
effort to continuously 
improve the value  

of our safety magazines 
and better serve our 
Soldiers and Army 
members, you will  
see some changes  
in Flightfax in the  
near future.  

PAULA ALLMAN
MANAGING EDITOR

Flightfax 
has served 

the aviation 
community 
as a valuable 
source of 
professional 
safety and 
aviation 
accident 
prevention 
information 
since 
September 
1972. 

 The first change will start in January 2007 when Flightfax will be 
published bimonthly.  But don’t worry, you’ll still be getting aviation 
safety features each month because Flightfax will be consolidated with 
our other two magazines, Countermeasure and ImpaX, into a single new 
monthly magazine called Knowledge.  Knowledge will be the official 
safety magazine for the U.S. Army and will highlight safety features 
and information touching all career fields, ranks and missions.  This 
consolidation will allow us to reach a larger audience of Soldiers than 
has been possible in the past.  Don’t worry about missing an issue.  
If you are already receiving Flightfax, you will automatically receive 
Knowledge. 
 Flightfax has served the aviation community as a valuable source of 
professional safety and aviation accident prevention information since 
September 1972.  While we are consolidating our magazines to better 
meet your needs, we remain committed to you.  We will continue to 
keep the aviation community informed through articles in Knowledge 
magazine, as well as bimonthly issues of Flightfax. 
 Both Flightfax and Knowledge will continue to provide the high 
standards of information you’ve come to expect from our publications.  
Both will be featured online and are open to your feedback. We’re 
always looking to improve, and your feedback helps us to do that.  
 Your combat readiness remains our primary concern.  As you 
transform to meet the challenges of the Global War on Terror, we  
too are transforming to better serve you.  

Mission First, Safety Always!
Paula

?KNOW?
DID 

YOU

SOON
COMING YOUR WAY

CONTENTS&  F E AT U R E S

on the webHTTPS://CRC.ARMY.MIL

   Flightfax is published monthly by the U.S. Army Combat Readiness 
Center, Bldg. 4905, 5th Avenue, Fort Rucker, AL 36362-5363.  
Address questions regarding content to the editor at 334-255-9855.  
To submit an article for publication, e-mail Flightfax@crc.army.mil 
or fax 334-255-9044.  We reserve the right to edit all manuscripts.  
Address questions concerning distribution to 334-255-2062.  Visit 
our Web site at https://crc.army.mil.
      Information in Flightfax is not necessarily the official views of, 
or endorsed by, the U.S. Government, the Department of Defense, 
or the U.S. Army.  Contents are specifically for accident prevention 
purposes only.  Photos and artwork are representative and do not 
necessarily show the people or equipment discussed.  Reference to 
commercial products does not imply Army endorsement.  Unless 
otherwise stated, material in this magazine may be reprinted 
without permission; please credit the magazine and author.  
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FIRST STUDENT 
AVIATOR TO 
RECEIVE BROKEN 
WING AWARD 
 Whether it’s the 
first-born child of eager 
parents, first-place 
winner in a sporting 
event, or first individual 
to accomplish a specific 
feat—first catches 
attention.  And on Mar. 
24,1969 after being 
sworn in as an aviation 
warrant officer, W01 
Edward F. Ferguson, 
indeed, caught the 
attention of the aviation 
community when he 
became the first student 
aviator to receive the 
prestigious Broken Wing 
Aviation Safety Award. 
 On the night of 
Oct.16,1968, Ferguson, 
then a warrant officer 
candidate (WOC) was 
on the last leg of a solo 
cross-country flight 
under restricted visibility.  
During the return flight 
to Dempsey Army 
Heliport, Fort Wolters, 

TX, WOC Ferguson was 
flying a “buddy ride” 
with another student 
pilot.  At altitude under 
normal cruise instrument 
settings, WOC Ferguson 
heard a loud noise, 
followed by engine 
roughness, severe 
vibrations, and extreme 
power loss. 
 Unable to keep 
sufficient engine power 
to maintain flight and 
with engine and rotor 
needles intermittently 
disengaging, WOC 
Ferguson entered 
autorotation, turned 
on the landing light, 
and selected the only 
available landing area—
a small brush-covered 
area surrounded by tall 
trees.  Maneuvering the 
aircraft by a series of 
S-turns, he autorotated 
and made a successful 
landing on a 6- to 7-
degree slope.  There 
was no damage to the 
aircraft, and neither pilot 
was injured.

 Inspection revealed 
that the OH-23D had 
sustained a broken 
exhaust valve on the No. 
6 cylinder.  Making a 
successful night forced 
landing into such a 
difficult area under 
restricted visibility would 
have taxed the abilities 
of a seasoned aviator.  
WOC Ferguson had only 
85 hours of training 
when this in-flight 
emergency occurred.

WEAR THEM WITH 
PRIDE 
 There’s an old Army 
Aviation saying that 
“accidents are measured 
in inches and seconds.”  
These people who wear 
the Army Broken Wing 
have proved that through 
training and skillful flying 
can stretch those few 
precious seconds and 
inches far enough to 
save their aircraft and 
the lives of the people 
they carry.  Read on!  

PAULA ALLMAN
MANAGING EDITOR

Since that time, thousands 
of Broken Wing Awards 
have been presented 
to aviators and enlisted 
crewmembers whose 
extraordinary skill 
enabled recovery of an 
aircraft from an in-flight 
emergency.  While their 
actions have prevented the 

loss of millions of dollars 
in equipment, far more 
important are the lives 
that have been saved.  By 
their superior airmanship, 
these aircrew members 
have earned a place in the 
proud ranks of those who 
wear the Army Aviation 
Broken Wing Award.

he Army Aviation Broken Wing Award was 
created in 1967 to recognize exceptional 
skill in recovering from potentially 

catastrophic 
in-flight 
emergencies. 

T
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CW4 JON STURNICK
U.S. ARMY COMBAT READINESS CENTER

The  Broken  W ing  Award  re cogn izes  a i r c rew  members  who  demons t ra te  

a  h igh  degree  o f  p ro fes s iona l  sk i l l  wh i l e  re cover ing  f rom an  in - f l i gh t  

fa i l u re  o r  ma l func t i on  requ i r ing  an  emergency  land ing.   Requ i rement s  

fo r  the  award  are  l i s t ed  in  Army  Regu la t ion  672-74 ,  Army  A cc iden t  

Preven t ion  A wards .   A t  a  re cen t  mee t ing,  the  Army  Rev iew  Board  

approved  the  fo l l ow ing  awards .

  While providing observer/controller support in 
an OH-58C aircraft at the Joint Readiness Training 
Center at Fort Polk, La., CW4 Coleman and CW2 
Crook, a nonrated crewmember, were flying in 
support of JRTC rotation 06-07.  CW4 Coleman 
was on the controls and flying at 400 feet above 
ground level and 40 to 45 knots indicated airspeed 
over a heavily wooded area when he heard the low 
rotor RPM audio.  CW4 Coleman immediately 
cross-checked rotor and engine indications and 
determined the engine was ceasing to operate.  At 
the same time, CW4 Coleman lowered the collective 
to maintain rotor RPM within allowable limits.  
 CW2 Crook began searching for a suitable 
landing area and transmitted mayday calls.  
Realizing there were no suitable landing areas to 
their front, CW4 Coleman managed rotor RPM 
by making an immediate right turn, gaining 

RPM in a 180-degree turn around an 80-foot 
tree while searching for a suitable forced landing 
area.  Descending at 1,500 feet per minute, CW4 
Coleman spotted the most suitable landing area 
beneath his aircraft to complete his autorotation.  
 At an altitude of about 150 feet AGL, the 
helicopter experienced a complete engine failure.  
CW4 Coleman continued to autorotate, weaving 
through 50-foot pine trees.  CW2 Crook continued 
subsequent mayday calls and transmitted the grid 
coordinates of their forced landing area.  Just before 
touchdown, CW4 Coleman applied aft cyclic and 
the remaining collective pitch, landing his aircraft 
with minimal ground run in a clearing within five 
feet of a large tree stump in 6-degree forward sloped 
terrain.  The aircraft finally terminated with two 
large trees within six feet of the rotor system.

CW4 EDWIN STEVEN COLEMAN 
JOINT READINESS TRAINING CENTER FLIGHT DETACHMENT 
MAY 18, 2006 
OH-58C

LTC ANTHONY K. SUTTER 
1ST AVIATION GROUP (PROVISIONAL) 
GEORGIA ARMY NATIONAL GUARD 
NOVEMBER 18, 2005 
UH-1V

CW2 STEVEN K. HUITRON (PC) AND CPT JOHN B. DAVIS (PI) 
2ND SQUADRON, 6TH CAVALRY, 25TH INFANTRY DIVISION (LIGHT) 
SCHOFIELD BARRACKS, HI 
FEBRUARY 23, 2006 
OH-58D(R)

 At 10,000 feet MSL while performing a 
maintenance test flight, LTC Sutter and his crew 
noted the engine would not pass the turbine 
engine analysis check.  LTC Sutter began the 
descent to return to home airfield.  Passing 
through 8,000 feet MSL, the crew experienced 
a series of compressor stalls that lasted about 10 
seconds.  The crew noticed fluctuations in engine 
and rotor indications, followed by engine failure 
with engine, transmission and rotor indications 
dropping to zero.  
 LTC Sutter entered autorotation, located 
Jackson County (Ga.) Airport and headed toward 
it.  He instructed the copilot in the left seat to 
transmit a mayday call, for the crew to lock their 
shoulder harnesses, and secure any loose items.  

As the aircraft passed through 5,000 feet MSL, 
LTC Sutter instructed the copilot to attempt an 
engine restart without success.  
 During their descent, the copilot continued 
to make radio calls while the crew cleared the 
aircraft for landing and continued to secure 
loose items.  LTC Sutter manipulated the flight 
controls during autorotation, keeping potential 
suitable landing areas in sight until he was sure 
he could land at Jackson County Airport.  As 
he approached the runway, LTC Sutter applied 
aft cyclic and collective, touching down on the 
runway centerline and sliding about 40 feet.  
Postflight inspection revealed no further damage 
beyond compressor stall damage to the engine.

 After successful completion of close combat 
attack (CCA) engagements in support of a 
convoy live-fire exercise, the team of two aircraft 
maneuvered to re-attack the target.  At about 
100 to 200 feet AGL and 40 to 50 KIAS, CW2 
Huitron (PC) initiated a CCA maneuver, firing 
three rockets that impacted the target area.  CW2 
Huitron fired a final rocket at his target and then 
heard an audible explosion, causing the aircraft to 
immediately experience extreme control stiffness/
feedback and severe vibration.  The aircraft rolled 
right, rotor RPM drooped and several caution/
warning tones sounded.  The aircraft vibrations 
were severe enough to inhibit the crew from 
reading the multifunction displays to properly 
identify the warning messages.  
 Unsure of the failures he had, CW2 Huitron 
briefly entered a power-on autorotative descent.  
Meanwhile CPT Davis coordinated with the 

PC and jettisoned the right rocket pod and 
transmitted a mayday call to the range control 
tower.  CW2 Huitron realized the engine had not 
failed, so he applied power and chose a suitable 
landing area to his front inside the impact area.  
The planned landing area was by a small creek 
bed surrounded by 10-foot trees with large lava 
rocks throughout.  As he raised the collective for 
landing, one damaged main rotor blade caused 
increased severe vibrations, which brought CPT 
Davis on the controls at 10 to 15 feet AGL to 
assist in aircraft control.  With both pilots on 
the controls, the aircraft touched down avoiding 
several trees.  
 Postflight inspection and accident 
investigation revealed the damaged rocket 
exploded immediately after firing, veered into 
a main rotor blade and caused a complete 
compromise of the upper-aft aluminum covering.    

MR. ROBERT M. GUSTAFSON  
LEAR SIEGLER SERVICES, INC. 
JUNE 28, 2005 
OH-58C
 In an OH-58C, during climbout from a 
simulated engine failure with a non-rated student 
pilot on the controls, the engine literally exploded.  
With an “arm full of collective” climbing through 
220 feet AGL, the engine explosion forced both 
crewmembers against their shoulder harnesses.  Mr. 
Gustafson immediately confirmed engine failure 
indications, entered autorotation, turned 180 degrees 
while maintaining airspeed and rotor RPM in the 

turn and selected a suitable landing area.  As the 
aircraft approached 100 feet AGL, Mr. Gustafson 
identified and maneuvered his aircraft to a small 
area within the landing area with the least slope.  
Mr. Gustafson initiated a decelerative attitude and 
noticed a berm obstructing his intended touchdown 
area.  He increased collective to extend glide distance 
and touched down sliding six feet in an 8-degree 
sloped area, minimizing damage to the aircraft.
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 Individuals performing 
authorized aircrew member 
flight duties on behalf of the 
Army while on a DOD mission 
are eligible for the Broken 
Wing Award.  The aircrew 
member must have, through 
outstanding airmanship, 
minimized or prevented aircraft 
damage or injury to personnel 
during an emergency situation.  
An aircrew member might also 
have shown extraordinary skill 
while recovering an aircraft 
from an in-flight emergency 
situation.  If more than one 
crewmember contributed 
to the successful recovery 
from the emergency, each 
of those involved should be 
considered for nomination.  
Emergencies resulting from 
enemy action are not excluded 
from consideration; however, 
an emergency will not be 
considered for an award if: 
 • It is self induced.
 • It actually occurs during a 
simulated emergency requiring 
no added skill to land the 
aircraft successfully.
 • It occurs because of 
noncompliance with published 
regulations or procedures.
 • It is determined no 
emergency actually existed.
 • In the panel’s opinion, 
a lack of discipline or aviator 
judgment may have induced 
the emergency.
 • The aircraft was in 
a phase of flight with no 
unfavorable circumstances to 

prevent a safe landing.
 The Broken Wing Award 
Panel, which is normally 
comprised of five Master 
Army Aviators, will consider 
the circumstances involved 
in the incident, including the 
individual and crew experience, 
the environment and the nature 
of the emergency.  A majority 
vote of the panel equals a 
selection or nonselection.  
If the panel recommends 
nonselection, the unit is 
contacted through the unit POC 
noted on award submission, 
asking for additional 
information or acceptance of 
the panel’s recommendation.  
Selected and nonselected 
submissions are then forwarded 
to the Director of Army Safety,  
the commanding general of the 
USACRC, for his approval or 
disapproval.  
 Nominations should 
also contain the following 
information:
 • Full name, rank and crew 
duty position of the person 
actually on the controls during 
the emergency.
 • Date, time, location, 
above ground level altitude, 
density altitude, wind 
conditions (direction and 
velocity), visibility, illumination 
and gross weight at onset and 
termination of the emergency.
 • Mission type, design and 
series of the aircraft involved.
 • Type of mission.
 • Phase of flight when the 

emergency occurred. 
 • Terrain and obstructions 
over which the emergency 
occurred.
 • Concise description of 
the emergency from onset and 
recognition to termination, 
including action taken by the 
nominee to cope with the 
emergency and what was done 
to recover from the emergency 
or minimize damage or injury.  
The circumstances surrounding 
the occurrence must be 
documented to show the skill, 
knowledge, judgment and 
technique required and used in 
recovering from the emergency.
 • Drawings, photographs 
and other supporting 
documentation if available.
 • A copy of the applicable 
accident report.
 • Initiator contact 
information, including an e-
mail address and telephone 
number.
 The significance of the 
Broken Wing Award requires 
careful thought and analysis, 
and the award panel must 
balance the Army’s interest 
to both recognize deserving 
individuals and protect the 
integrity of the award.  Give 
your nominees the opportunity 
they deserve to be recognized 
for their outstanding 
airmanship by taking 
advantage of these helpful 
hints.  Leading on the Edge! 

CW4 JON J.  STURNICK
U.S. ARMY COMBAT READINESS CENTER

CW4 STEVEN ROGERS (MTP) AND CW4 SCOTT CAMERON (PI) 
ARMY AVIATION SUPPORT FACILITY NO. 1 
WISCONSIN ARMY NATIONAL GUARD 
MARCH 14, 2006 
UH-1V

MR. HERSCHEL M. HICKS  
LEAR SIEGLER SERVICES, INC. 
JUNE 6, 2005 
TH-67A

 While conducting a maintenance test flight 
TEAC, the engine failed.  Passing through 7,100 
feet AGL at 70 KIAS with a maximum torque of 
48 pounds applied, a loud bang was heard from the 
engine.  CW4 Rogers, the maintenance test pilot, 
stated, “This is not good,” noting all the needles 
going to zero.  CW4 Rogers immediately entered 
autorotation and instructed CW4 Cameron to 
place the governor and transponder switches to 
the emergency position.  CW4 Cameron noted 
the rotor RPM building from 250 RPM to the 
low green range of 284 to 300 RPM and began 
looking for a suitable landing area.  The terrain 
in the area was a mixture of hills and forests with 
fields interspersed throughout the area.  The crew 
elected to land their aircraft in an open field at the 
crest of a hill.  CW4 Rogers noticed the engine 

was not recovering with the governor switch in the 
emergency position, so he closed the throttle and 
turned the fuel switch off, stopping fuel flow to the 
engine.  CW4 Rogers made a 90-degree turn to the 
right, aligning the aircraft with the selected landing 
area, turning again to complete the approach into 
the wind.  
 During the descent, the crew notified 
Milwaukee (Wis.) approach control and their 
base operations of the emergency situation and 
approximate location of landing.  CW4 Rogers 
decelerated at 100 to 110 feet AGL, and terminated 
the maneuver by sliding about 10 feet on an open 
field at the crest of a hill.  Postflight inspection 
revealed three large exit holes in the right side of 
combustion chamber and damage to the tail rotor.    

 In a TH-67A at 5,000 feet MSL during 
instrument flight training in instrument 
meteorological conditions with a nonrated student 
pilot on the controls, the crew experienced an 
engine failure.  The instructor pilot, Mr. Hicks, 
immediately took the controls, confirmed engine 
failure indications, double-checked the throttle 
had not been inadvertently rolled off and initiated 
autorotation.  Still IMC, Mr. Hicks reduced 
airspeed to 65 knots and turned to the southwest, 
hoping to find suitable landing terrain.  He 
then advised air traffic control of his emergency 
situation.  Breaking through the clouds at 3,600 

feet MSL with his N1 oscillating between 64 and 
72 percent, Mr. Hicks selected a landing site.  
Realizing he would not make the landing site, 
he completed a 360-degree turn to lose altitude.  
Aligning with the landing direction, he turned to 
avoid large electrical distribution lines.  Clearing 
the power lines, he adjusted his airspeed to increase 
glide distance past a large gully, completing his 
autorotation and sliding approximately six feet 
without further damage to his aircraft.  As a 
contract instrument instructor pilot, Mr. Hicks had 
not conducted a touchdown autorotation since his 
TH-67A qualification nearly three years before. 

As  the  new Broken  W ing  Award  manager  here  a t  the  U.S .  A rmy  Combat  

Read iness  Cen te r,  I ’ d  l i ke  to  o f fe r  some  ass i s tance  regard ing  the  submis s ion  

o f  nominees  fo r  the  award .   B roken  W ing  Award  submis s ions  vary  in  con ten t  

and  o f ten  do  no t  demons t ra te  ou t s tand ing  o r  ex t raord inary  a i rmansh ip .   To  

ensure  the  ind iv idua l s  you  are  nomina t ing  fo r  the  award  are  re cogn ized  fo r  

the i r  excep t iona l  a c t i ons ,  take  a  minu te  to  rev iew  the  c r i t e r ia  be low.

Winter 2006 9Winter 20068



F
L

IG
H

T
fa

xF
L

IG
H

T
fa

x

 The Army continues to be 
involved in high-risk operations, 
particularly in support of Operations 
Enduring Freedom and Iraqi 
Freedom (OEF/OIF).  Sixty-one 
percent of the FY06 Class A 
accidents and 79 percent of the 
fatalities occurred in theater.  The 
OEF/OIF fatal accidents included 
two collisions with the ground, a 
collision with water, two accidents 
where a Soldier passenger released 
his seatbelt prior to touchdown and 
fell out of the aircraft, a MEDEVAC 
accident in which the hoist failed, 
a midair collision, and a two-wheel 
pinnacle landing that ended in a 
crash. 

CHARISSE LYLE
U.S.  ARMY COMBAT READINESS CENTER

UH/MH-60 BLACK 
HAWK 
 The Black Hawk community 
had the largest number of 
accidents in both the Class 
A and Class A through C 
categories and the most 
fatalities.  There were four 
accidents in which a Soldier 
passenger fell out of the Black 
Hawk in flight.  All but one 
occurred in theater.  Two of 
these cases happened during a 
brownout-induced go-around 
when the Soldiers released 
their seatbelts before landing.  
Another occurred when a 
Soldier prematurely exited the 
aircraft prior to touchdown at 
night and fell over 20 feet to his 
death.  One Soldier fell out of 
the aircraft during cruise flight.  
There was also a MEDEVAC 
mission in which the hoist failed, 
causing two Soldiers to fall to 
their deaths.   
 There were three Black 
Hawk accidents, all in theater, 
in which the aircraft crashed 
while landing in brownout 
conditions.  Two involved 
aircraft on MEDEVAC missions.  
One accident accounted for 
over half of the total Black 
Hawk fatalities.  The accident 

aircraft was Chalk 2 in a two-
ship formation, performing a 
passenger transport mission 
under night vision goggles 
(NVGs) when, for unknown 
reasons, the aircraft struck the 
ground at an estimated 105 
knots indicated airspeed in 
a nearly level attitude.  Eight 
Soldiers and four civilian 
contractors were killed.  Prior 
to the accident, the sky was 
overcast with zero natural 
illumination.  The flight had 
deviated south of the planned 
route to take advantage of 
towns that were well lighted.  
Immediately before the crash, 
the accident aircraft was in a 
right trail formation and moved 
from the right side to the left 
side of Chalk 1.  While the 
aircraft was not equipped with 
a flight data recorder or cockpit 
voice recorder to reveal the 
actions of the crew, it is possible 
that when Chalk 2 moved from 
the right side to the left of Chalk 
1, they lost sight of Chalk 1 in 
the ground lights.  The crew 
could have become distracted 
looking for Chalk 1 and failed 
to notice their descent.  
 Another catastrophic 
accident involved an unaided 

visual meteorological conditions 
takeoff from a pinnacle over 
a lake in the desert during a 
period of sunlight transition (49 
minutes after official sunset).  
The pilot reportedly experienced 
spatial disorientation and the 
aircraft impacted the water and 
came to rest inverted, killing two 
crewmembers.  
 There were six Class B and 
C accidents in which the UH/
MH-60 rotor blades struck an 
object (parked aircraft, light 
pole, etc.) while ground taxiing.

AH-64 APACHE 
 The Apache community 
had five Class A accidents and 
five fatalities during this time 
period with three occurring in 
theater.  In one fatal accident, 
the aircraft impacted the ground 
during an aerial gunnery 
iteration of diving rocket fire.  
Both crewmembers sustained 
fatal injuries and a postcrash 
fire ensued. 
 A midair collision occurred 
at night under NVGs as the 
wing aircraft of a two-ship AH-
64D team was attempting to 
reestablish position with lead 
in a combat spread formation.  
As trail converged on lead, 

It ’ s  t ime  to  see  how we ’ve  done  th i s  f i s ca l  year  ( FY ) .   A rmy  Av ia t ion  

exper ienced  108  C las s  A  th rough  C  manned  a i r c ra f t  a c c iden t s  in  FY06 ,  

a  dec rease  o f  16  per cen t  f rom las t  year.   We  sus ta ined  23  C las s  A  

ac c iden t s ,  26  per cen t  l e s s  than  FY05 .   There  has  a l so  been  a  subs tan t ia l  

dec rease  in  f l i gh t  a c c iden t  ra tes  f rom las t  year.   The  C las s  A  ac c iden t  

ra te  dec reased  41  per cen t ,  f rom 2 .66  in  FY05  to  1 .56  ac c iden t s  per  

100 ,000  f l y ing  hours  in  FY06 .   The  C las s  A  th rough  C  ac c iden t  ra te  

dec reased  25  per cen t ,  f rom 10 .02  to  7 .56 .   However,  the  number  o f  

So ld ie r s  k i l l ed  each  year  was  the  same  (34  dea ths ) .

AIRFRAMES 
 The chart below 
compares the number of 
accidents and fatalities for 

each aircraft type involved.  
Highlights of these 
accidents follow.

11Winter 200610 Winter 2006
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trail’s tail wheel struck lead’s 
main rotor system.  The lead 
aircraft crashed, destroying the 
aircraft and fatally injuring both 
pilots.  The trail aircraft sustained 
significant damage but was able 
to land safely.  Although not 
deemed contributory in this case, 
the existence of city lights may 
have degraded trail’s ability to 
visually acquire lead because the 
trail aircraft was stacked above 
the lead aircraft.  A technique 
that prevents possible confusion 
with ground lights is stacking 
down while flying in the presence 
of city lights under NVGs.  This 
places the lead above the trail 
aircraft and enables trail to see 
lead against the sky. 
 Two Class A accidents 
occurred during quick reaction 
force (QRF) combat missions.  
In one case, the crew took 
off before completing all pre-
combat checks.  The pilot in 
command (PC) was attempting to 
fly the aircraft while distracted by 
other cockpit duties that should 
have been accomplished before 
takeoff.  The co-pilot gunner was 
optimizing his TADS and focusing 
his NVGs after takeoff.  Neither 
pilot noticed their aircraft was in 
a slight descent prior to ground 

impact.  The PC was fatally 
injured.  
 While performing a day 
QRF mission, the PC placed the 
aircraft into an abrupt, steep, 
descending unrecoverable turn 
to avoid another aircraft in the 
flight.  It is suspected the PC 
was focused on something other 
than flying (possibly inside the 
cockpit to assist the pilot who 
was having a problem with the 
navigation system), and was 
startled when his pilot alerted 
him of their close proximity to 
the other aircraft.  This probably 
precipitated a reflexive reaction 
by the PC.  Both crewmembers 
sustained injuries.

CH/MH-47 CHINOOK 
 The CH/MH-47 community 
had three Class A accidents and 
14 fatalities.  There were two 
Class A accidents that occurred 
during the execution of pinnacle 
landings.  In the first, the aircrew 
was conducting a night pick-up 
zone (PZ) extraction using AN/
AVS-6(V)3 NVG in mountainous 
terrain.  After successfully 
conducting a pinnacle approach, 
the PC hovered the aircraft 
rearward to conduct a two-wheel 
landing.  The aft rotor system 

struck a tree on the left side of 
the aircraft and broke apart, 
causing loss of aircraft control.  
All 10 onboard were fatally 
injured. 
 In the second accident, 
the aircraft became unstable 
during a pinnacle landing, 
overturned onto its right side, 
and descended down slope.  The 
aircraft was destroyed in the 
postcrash fire, but fortunately the 
entire crew was able to egress 
with survivable injuries. 
 An MH-47G struck a TV 
reception tower during flight in 
deteriorating weather conditions, 
broke apart and descended to 
ground impact, resulting in four 
fatalities.  
 There were seven Class 
C accidents involving inflight 
part or component detachment 
(cockpit doors, aft pylon access 
panel, transmission butterfly 
cowling, cowling clamshell, etc.). 
Two of these resulted in aircraft 
damage. 

OH-58D KIOWA WARRIOR 
 The KW community had only 
one Class A accident and no 
fatalities.  However, it had 23 
total accidents in the Class A 
through C category.  

 There were seven OH-
58DR accidents involving full 
authority digital electronic 
control (FADEC) manual throttle 
operations.  One resulted in 
Class A damage when the 
aircraft impacted the runway 
during a manual throttle 
demonstration.  Class B damage 
was incurred in one accident 
due to engine overtorque.  The 
other five resulted in Class C 
engine overspeeds.  There was 
also a reported Class B FADEC 
failure. 
 Class C damage resulted 
from mast bumping during a 
training autorotation.  There 
was also a Class B wire strike 
which occurred in theater.

OH-58A/C 
 There were seven Class A 
through C accidents involving 
the OH-58A/C:  a midair, a 
wire strike, a collision with the 
ground due to settling with 
power, a hard landing during 
a practice autorotation, two 
engine overtemps, and a loss of 
power of unknown origin and 
subsequent descent to ground 
impact. 

AH/MH-6 
 There were three Class B 
or C accidents:  two engine 
failures and a hard landing 
during touchdown autorotation 
training.

UH-1 
 There were two UH-1 
accidents during FY06, a Class A 
collision with the ground with no 
fatalities (unknown cause), and 
a Class B engine failure.

FIXED WING 
 There were six Class B or 
C fixed-wing accidents.  These 
included two bird strikes, a 
C-12 landing gear collapse 
during touchdown, a hand 
injury while opening the C-12U 
cabin air-stair door (door’s 
hydraulic dampener upper 
mounting bolt sheared and the 
door opened full force, catching 
the crewmember’s finger), an 
engine overtorque/overload, 
and aircraft damage during an 
operational brake test. 

SUMMARY 
 Statistically, we did better 
in FY06; however, the reality is 
that 34 people died.  This is an 
unnecessary and heartbreaking 
loss of precious lives.  Although 
releasing their seatbelts before 
touchdown will allow Soldiers 
to egress quicker, the risk 
of accidental injury must be 
considered.  Two Soldiers died 
and two suffered serious injuries 
because they fell out of the 
aircraft before it landed.  One 
Soldier suffered serious injuries 
when he released his seatbelt 
prematurely and was ejected 
from the helicopter during the 
crash sequence.  His fellow 
Soldiers, who were restrained 
by their seatbelts, sustained 
only minor injuries in the same 
accident.   
 We know our Warriors live 
and operate on the leading 
edge, but they should not be 
alone on that Edge.  Leaders 
must be there, engaged and 
accountable.  If leaders had 
gotten involved sooner, these 
Soldiers might be here today.  
 The U.S. Army Combat 
Readiness Center (USACRC) 
has developed a number of 
useful tools to assist leaders and 
individual Soldiers in assessing 
the hazards found on the flight 
line, in the cockpit, or on the 
battlefield.  These tools include 
Preliminary Loss Reports, the 
Risk Management Information 
System, the Accident Reporting 
Automation System, and the 
Army Readiness Assessment 
Program, all of which can be 
found on the USACRC Web site 
at http://crc.army.mil.   
 Engaged leaders save lives.  
What you do right now impacts 
your troops.  Let’s turn the 
arrow down for FY07 by Leading 
on the Edge, staying engaged 
with our Soldiers, and never 
leaving a fallen comrade.  

Editor’s note: These statistics are current 
from the USACRC database as of 15 
November 2006. Delayed reports and 
follow-up details on preliminary reports 
could change the statistics and findings.

We know  
our Warriors 

live and operate 
on the leading 
edge, but they 
should not be 
alone on that 
Edge.  Leaders 
must be there, 
engaged and 
accountable.   
If leaders had 
gotten involved 
sooner, these 
Soldiers might 
be here today. 

 All aviation master 
gunners, door gunners, 
commanders, and S-3s 
are invited to attend 
the Gunnery Working 
Group at Fort Rucker, 
Ala., on Jan. 16-19, 
2007.  The Working 
Group is hosted annually 
by the Directorate of 
Training and Doctrine.  
If your unit would like 
to present a briefing this 
year, contact CW4 Vance 
Paul at (334) 255-2755 
or e-mail vance.paul@us.
army.mil.  Timeline 
for briefing submission 
and RSVP is NLT Jan. 
5, 2007.  The official 
invitation will be posted 
on AKO Gunnery and 
the DOTD Tactics 
Division Web portal 
http://aviation.portal.
inscom.army.smil.mil.   

AVIATION GUNNERY 
WORKING GROUP 

2007
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COMMENTS FROM  
THE FIELD 
 An e-mail is sent automatically to the 
commander approximately three weeks after 
a battalion commander has been outbriefed.  
The following questions are asked in the e-
mail: 
 1. What did the assessment highlight 
about my unit that I didn’t already know? 
 2. What did I think I knew and did the 
survey confirm it? 
 3. What action did you take due to the 
information you received from ARAP? 
 4. I was able to apply the following services 
and tools from the CRC … 
 Listed below are sample responses received 
from the field: 
 • LTC, Aviation battalion: “The assessment 
highlighted the fact that our leaders were not 
providing command guidance down to the 
lowest levels.  Many Soldiers indicated they 
were not provided intelligence updates, and they 
were not being briefed on current operations.  
That made us dig deeper to determine what else 
was not making it all the way down the chain, 
and we implemented checks to ensure this was 
corrected. 
 “At the time of the survey, we had just 
lost an aircrew to surface-to-air fire.  The 
survey confirmed that our pilots had great 
consternation to operate during daylight 
hours until we received the necessary aircraft 
survivability equipment to defeat these missiles.  
We adjusted our tactics, techniques and 
procedures until the ASE was installed a few 
months later.” 
 • LTC, Aviation battalion: “Thank you 
for the professional outbriefing today and for 
squeezing me into your schedule.  I find the 
results to be very useful and look forward to 
digging through them over the weekend.  My 
assault aviation battalion activated only five 
months ago, and we have been running with 
scissors all summer.  The results of this survey 
are very timely in that it is time for us to take 
our safety program to the next level.  We deploy 

On  Oc t .  5 ,  2006 ,  the  Army  Read iness  

Assessment  P rogram ce lebra ted  i t s  

one -year  ann iver sary.   ARAP  i s  a  

suc ces s fu l  p rogram used  by  ba t ta l i on  

commanders  to  gauge  the  sa fe t y  

c l imate  w i th in  the i r  o rgan iza t ions .

 This past February the Secretary of  
the Army, the Honorable Francis J. Harvey, 
and the Army Chief of Staff, GEN Peter 
J. Schoomaker, signed a letter mandating 
all battalion commanders enroll in ARAP 
within the first 90 days of taking command 
and again after completing 12 to 13 
months of command.  Why does the Army’s 
leadership have such a vested interest in 
ARAP?  Simply put, they see the immediate 
benefits battalion commanders can glean 
from a program that provides critical 
information to prevent accidents, change 
unit culture and contribute to the overall 
success of the unit.
 Personnel within these battalions 
who take the assessment appreciate ARAP 
because of the anonymity it offers.  ARAP 
gives individuals the opportunity to tell 
their battalion commanders about things 
that are going well within the unit as 
well as discuss what’s not going as well 
without fear of retribution.  Commanders 
like ARAP because it gives an immediate 
indicator as to how well their unit is 
performing and its likelihood of having a 
severe mishap that results in loss of life or 
property.
 Such mishap indicators aren’t all ARAP 
has to offer, however.  Expert CRC staff 
members also outbrief and provide leaders 
with tools that have proven effective in 
mitigating mishaps.  And that’s important, 
considering units scoring in the bottom 
25 percent are four times more likely than 
the top 25 percent to experience a Class A 
mishap.  Additionally, data show the cost 
of lost equipment is 14 times greater than 

SAM REYNOLDS
U.S. ARMY COMBAT READINESS CENTER

units scoring in the top 25 percent.
 Another reason battalion commanders 
like ARAP is the mitigation process 
embedded in the program.  Once a 
commander has been outbriefed, he 
is required to backbrief his higher 
commander.  This step informs the higher 
commander of the unit’s status and also 
involves them in the process, allowing 
them to apply resources and guidance as 
needed.
 ARAP is a 63-question assessment 
that assesses the safety climate in an 
organization by looking at five focus areas:
 • Process Auditing—Identifies hazards 
and offers suggestions to help correct 
problems.
 • Reward Systems—Assesses the unit’s 
program of rewards and discipline to 
reinforce proper behavior and correct risky 
behavior.
 • Quality Control—Places emphasis 
on high standards of performance.
 • Risk Management—Assesses health 
of the unit processes.
 • Command and Control—Assesses 
leadership, communications and 
policies as they relate to Composite Risk 
Management.
 Since the inception of ARAP, more 
than 1,286 battalion commanders have 
registered for the assessment.  This equates 
to more than 417,470 service members 
registered in the program, with completed 
assessments totaling 414 (32.19 percent) 
of the 1,286 units in ARAP—359 active 
battalions, 53 Reserve, and two National 
Guard units.

“Whoever is 
responsible 
for this 
program, I 
think they hit 
a homerun.  
The feedback 
is terrific, it’s 
the best I’ve 
seen yet as 
it compares 
to other 
assessments.”

—COL, 
Installation 
Management 
Agency
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to Operation Iraqi Freedom next week and will push 
down the results and actions to get better as part of our 
RSOI in Kuwait.” 
 • LTC, Aviation battalion: “This is a lot more than 
I thought I would receive—an eye opener!  It seems our 
OPTEMPO has greatly affected the service members.” 
 • LTC, Aviation regiment: “This is the best 
assessment program I have seen yet in my career.” 
 • LTC, special troops battalion: “This is good 
stuff, a great product.  It gives me a much better 
understanding of my organization and areas we 
should address.  I appreciate the products and services 
provided.” 
 • COL, Installation Management Agency: 
“Whoever is responsible for this program, I think they 
hit a homerun.  The feedback is terrific, it’s the best 
I’ve seen yet as it compares to other assessments.” 
 • COL, U.S. Army Reserve: “This was a very 
enlightening program.  I am totally impressed with the 
depth and insight gained from this survey.  Frankly, I 
didn’t know this survey provided this much information 
and excellent areas for improvement.  Thank you!” 
 • LTC, Aviation battalion:  “The Army should put 
up or shut up.  Why don’t we have an MTOE/TDA 
safety officer in every battalion-level organization?  
This should be a sought-after position, a volunteer 
duty, desired, career-enhancing, career progression and 
school-trained.” 
 • LTC, Air Defense Artillery battalion: “Great 
program, looking forward to reviewing the data and 
identifying areas to address.” 

  • LTC, Military Police battalion: “Thanks, this 
is a lot of information that I’ve been waiting for and we 
will take the time to digest and then disseminate the 
information to the companies.  The shell brief provides 
a definite framework and direction to present this 
information.” 
 • LTC, Armored Cavalry: The ARAP program is 
great.  I’ve taken some of the suggestions in the courses 
of action from what we discussed and applied them to 
the squadron during my gunnery density, which I just 
completed.  I will do the same for my field training 
exercise next month.  The COAs helped me improve 
#50 and the questions associated with that one.” 
 • LTC, Intelligence battalion: “As the commander, 
this looks very good, very powerful, very useful, and 
very valuable.” 
 • COL, Installation Management Agency: “This 
is very good, very powerful, and I see it being very 
useful.  There is more here than I expected.” 
 • 06-level commander: “Procedures you have set 
in place to maintain the anonymity of the Soldiers, as 
backbriefed to me, lead me to believe we are getting 
reliable feedback from the Soldiers.” 
 • LTC, Engineer battalion: “I’m looking forward 
to reviewing the data and analyzing my staff.”  
 For more information on ARAP or to schedule an 
assessment for your battalion, contact Mr. Sam Reynolds, 
ARAP Program Manager, at 334-255-3901/9362 or by e-mail 
at samuel.reynolds@crc.army.mil or arap@crc.army.mil. 

  • All assessments are confidential.  Only unit 
commanders or their designated representatives and 
the USACRC have access to results.  A confidential 

debrief is conducted on a one-on-one basis between 
the commander and the USACRC. 

 • Assessments are predictive. Studies conducted 
by the U.S. Navy over the past six years show units in 
the survey’s lower spectrum have twice the number 

of fatalities and more than twice the number of 
Class A accidents. 

 • All assessments and users are anonymous. 
 • These assessments are a “free look” inside 

a unit.  They allow commanders to take an  
honest look at their safety culture and  

evaluate CRM processes. 
• The program is Web-based, quick and 

easy:  https://unitready.army.mil.

    To access the PMA-202 Aircrew 
Systems Program Office Web site, 
go to http://pma202.navair.navy.
mil.  If you are using a government 
computer and a Common Access 
Card, click on “If you have a PKI 
certificate ... Go to the Aircrew 
Systems (PMA-202) Web Site Click 
Here.”  This first link is the PMA-
202 site.  To access this page, you 
are required to have a public key 
infrastructure certificate imbedded 
in your CAC.  If you do not have the 
certificate, you will not be able to 
access the PMA-202 Web site.  If your 
CAC does not have a PKI certificate 
embedded or you want to request one 
for your computer, there is a link at 
the bottom of the Web page where 
you will find information on how to 
obtain the PKI certificate.  Your CAC 
may already have a PKI certificate 
imbedded, so check with your local 
information technology department 
or the issuing agency.  If you have a 
PKI certificate, click the link for the 
PMA-202 Web site and you will be 
transferred to https://home.navair.
navy.mil/pma202.
  Once you get to the PMA-202 
home page, you will have to log in 
to access the TMs.  Click “Login” at 
the top of the page, fill in your e-mail 
address and password and click the 
“Login” button.  If you do not have 
an account, click the “Join” link, fill 
out the form and click the “Join” 
button.
  Once logged in, you will see a 

menu bar with “Home | Team Sites 
| Team Applications | Maintenance 
Data | Naval Messages.”  Move the 
cursor over “Maintenance Data” and 
a pop-down menu will appear.  Click 
on “NAVAIR Maintenance Manuals.”  
On the next page, click on “NAVAIR 
13-1-6.x Manuals & IRACs.”  On the 
next page, click on the “NAVAIR 13-
1-6.7-4” link to view the Protective 
Assembly, Aircrew Survival-Armor 
(A/P22P-18(V)) manual (TM 1-
1680-360-12).  Applicable changes, 
if any, will be listed in a select box 
to the right of the manual link.  If 
you have a slow connection, you can 
download the TM a chapter at a time 
by clicking on the “Chapters” link in 
the right-hand column.
  Further information regarding 
the AIRSAVE vest may be available 
by going to the AIRSAVE Team 
Site.  To do this, move the cursor 
over “Team Sites” in the menu 
bar.  On the next pop-down menu, 
mouse over to “Customer Support,” 
then “AIRSAVE” and then click on 
“Home.”
  If for some reason the pop-
down menus do not work on your 
computer, you can find the same links 
at the bottom of the page.  
 For more information, contact 
Brian Smith at 901-937-1732 or by 
e-mail at brian.smith1@navy.mil. 

JOHN POPOVICH
DIRECTORATE OF COMBAT  
     DEVELOPMENTS
U.S. ARMY AVIATION  
     WARFIGHTING CENTER
FORT RUCKER, ALA.

The technical 
manual for the 
AIRSAVE vest 

is easy to locate once 
you realize it’s a Navy 
product.  The TM is 
located on the PMA-
202 Aircrew Systems 
Program Office Web 
site.  Aviation life 
support equipment 
technicians responsible 
for maintaining the 
AIRSAVE vest can visit 
this site to download 
the TM, as well as 
review video clips.

FIGURE 1. https://home.
navair.navy.mil/pma202.  
FIGURE 2. Login. 
FIGURE 3. Select 
“Maintenance Data.” 
FIGURE 4. Select “NAVAIR 
13-1-6.x Manuals & IRACs.” 
FIGURE 5. View Protective 
Assembly, Aircrew Survival-
Armor (A/P22P-18(V)) 
manual (TM 1-1680-360-12)    
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flown in excess of 180 days.”
 ISSUE 8:  Paragraph 4-49 discusses door 
gunnery and the qualification requirements of 
DA Pam 350-38, Training Device Policies and 
Management, for designated M60D/M240H.
 CLARIFICATION:  DA Pam 350-38 mandates 
that 90 percent of the designated M60D/M240H 
gunners have completed qualification according to 
FM 3-04.140, Helicopter Gunnery, and Table VIII 
within the past 12 months.  
 ISSUE 9:  Paragraph 4-70 discusses 
requirements for local area orientation before RL 1 
designation.
 CLARIFICATION: Remove most demanding 
mode and substitute with:  “Prior to progressing 
to RL 1, crewmembers must receive a local area 
orientation (day, night, and, if appropriate, NVD).”
 ISSUE 10: Paragraph 4-9 discusses task and 
iteration requirements.
 CLARIFICATION: Add the following to 
paragraph 4-9:  Crewmembers must meet the task 
and iteration requirements listed on the critical 
task list (CTL).  The commander determines any 
additional iteration needed based on crewmember 
proficiency.  Commanders must include on 
the individual’s CTL the night flight tasks that 
are required to accomplish the unit’s mission.  
They also will specify annual NVD training, 
CBRN tasks, and flying hour and simulation 
device requirements per the appropriate ATM 
and AR 95-1.  During his training year, each 
RL 1 crewmember must complete at least one 
iteration of each task on his task list in each of the 
modes indicated.  The commander may increase 
these requirements as training and proficiency 
requirements dictate.  Adjust these requirements if 
a crewmember is initially designated FAC 3 or RL 
1 in his primary aircraft as follows:
 • If more than 6 months remain in his training 
year, he must complete at least one iteration 
of each task in each of the modes indicated on 
his task list.  The commander may increase this 
requirement.
 • If less than 6 months remain in his training 
year, the crewmember will have no task and 
iteration requirements unless specified by the 
commander.
 NOTE:  A task iteration performed at night or 
while using NVD may be substituted for a day task 
iteration.
 NOTE:  If the crewmember is removed from RL 
1 or FAC 3, the following apply:
 (1) Training deficiency.  A crewmember 
removed from RL 1 for a training deficiency 

must still meet all RL 1 ATP requirements.  ATP 
requirements met while RL 2/3 will be applied to 
RL 1 requirements.
 (2) Other than a training deficiency.  A 
crewmember has until the end of the training 
period to complete ATP requirements.  If a 
crewmember is removed from RL 1 or FAC 3 for 
other than a training deficiency before the end 
of the training period (for example, a permanent 
change of station departure), his ATP requirements 
no longer apply.
 ISSUE 11: Paragraph 5-20 (note) discusses the 
requirements for standardization evaluation.
 CLARIFICATION: Replace note with:  “The 
standardization flight evaluation applies to RCMs 
and NCMs.”
 ISSUE 12: Paragraph 5-13 discusses post-
accident flight evaluations.
 CLARIFICATION: Add:  “The type and nature 
of the evaluation will depend on the crew duties 
the RCM and/or NCM was performing at the time 
of the accident.”
 ISSUE 13:  Appendix A provides guidance for 
Aircrew Coordination Training-Enhanced (ACT-
E).  Paragraph A-2 refers to the transition date for 
ACT-E.
  CLARIFICATION:  If contradiction exists 
between the TC 1-210 and the message published 
by DOTD (Immediate Action Change to TC 1-210 
Aircrew Training Program, Commander’s Guide, 
Aircrew Coordination Training-Enhanced (ACT-E)), 
the message takes precedence.
 CLARIFICATION:  The transition date for ACT-
E is 1 December 2006.

Standardization communications (STACOMs) are prepared 
by the Directorate of Evaluation and Standardization (DES), 
U.S. Army Aviation Warfighting Center, Fort Rucker, AL 
36362-5208, DSN 558-2603/2442.  Information published 
in STACOMs may precede formal staffing and distribution 
of Department of the Army official policy.  Information is 
provided to commanders to enhance aviation operations and 
training support.

    SCOTT B. THOMPSON
    COL, AV
    Director of Evaluation
         and Standardization

The Directorate of Training and Doctrine 
(DOTD) recently published the new Training 
Circular (TC) 1-210, Aircrew Training Program 

Commander’s Guide to Individual, Crew, and 
Collective Training, with an implementation date 
of 20 June 2006.  This commander’s guide has 
generated many inquiries from the field, and this 
STACOM should assist with interpretation of the 
most frequently asked questions.  If errors are 
found or there are recommended changes for TC 
1-210, submit a DA 2028-2 to DOTD.  If individuals 
would like clarification not covered in this STACOM, 
please contact the Directorate of Evaluation and 
Standardization (DES).
 ISSUE 1:  Paragraph 1-41 discusses the PC 
requirements for company commanders, and 
paragraph 1-46 allows the brigade commander to 
waive this requirement if the company command 
time is less than 12 months. 
 CLARIFICATION:  In the event a company 
commander has not attained PC status and he/she 
has less than 12 months remaining in command 
after 20 June 2006, the brigade commander 
may waive PC requirement in accordance with 
paragraph 1-46. 
 ISSUE 2:  Paragraphs 1-49 through 1-55 
discuss PC requirements for active duty warrant 
officers with a skill qualification identifier (SQI).
 CLARIFICATION:  To determine if paragraphs 
1-49 through 1-55 apply to those aviation warrant 
officers described, the following will be considered:  
Does that aviation warrant officer fill a relevant 
SQI modified table of organization and equipment 
(MTOE) position in an aviation unit?   If so, the 
following three instances determine application:  
 1. Aviation warrant officers (i.e., instructor pilots 
or maintenance pilots) who hold an SQI that is only 
relevant to their aircraft type do not have to comply 
with the PC requirement if that aviator transitions to 
a new aircraft type or category primary aircraft.
 2.  Aviation warrant officers (i.e., rotary-wing 
instrument examiner (IE) or fixed-wing IE) who hold 
an SQI that is relevant to their aircraft category do 
not have to comply with the PC requirement if that 
aviator transitions to a new aircraft category but 
must still comply if he or she transitions to a new 
aircraft type.  
 3.  Aviation warrant officers (i.e., aviation safety 

officers or tactical officers) who hold an SQI that 
is valid to aircraft type and category must comply 
regardless of transition to a new aircraft type or 
category.  
 ISSUE 3:  Paragraphs 3-7, 3-8, and 3-9 refer to 
individual tasks, collective tasks, and crew training.
 CLARIFICATION:  For aircrew training program 
(ATP) purposes:  All references to individual tasks 
(1000 series) are also known as base tasks; all 
references to crew tasks (2000 series) are also 
known as mission tasks; and all references to crew 
tasks (3000 series) are also known as additional 
tasks. 
 ISSUE 4:  Paragraph 3-11 discusses the 
requirements for flight activity category (FAC)-level 
assignments.
 CLARIFICATION:  If a unit, such as a VIP 
flight detachment or a table of distribution and 
allowances unit, does not have a mission statement, 
mission essential task list, or an MTOE that supports 
the tactical employment of its assigned aircraft, the 
commander may designate unit aviators as FAC 2.  
Aviators with less than 2 years of aviation service 
are the exception and must be designated FAC 1.  
 ISSUE 5:  Paragraph 3-39 discusses the 
requirements for the disposition of DA 4507-R, DA 
4507-1-R, and DA 4507-2-R.  Figure C-1 provides 
an example of the individual aircrew training folder 
(IATF).
 CLARIFICATION:  Figure C-1 and paragraph 
3-39 are contradictory in reference to the DA 
4507 series.  Paragraph 3-39 is correct; the DA 
4507 series will be maintained in the IATF until the 
completion of training.
 ISSUE 6:  Paragraph 5-28 discusses 
commander’s evaluation considerations.
 CLARIFICATION:  When determining readiness 
level (RL) status of newly assigned aviators, if 1 year 
has passed since the completion of any element of 
an annual proficiency and readiness test (APART) 
(instrument evaluation, standardization evaluation, 
or operator’s manual examination), that element 
must be completed before progression to RL 1.  First 
utilization tour graduates of the Initial Entry Rotary 
Wing Course are exempt from this requirement.
 ISSUE 7:  Paragraph 3-22 provides four 
requirements for designation of RL 3.
 CLARIFICATION: Add:  “Crewmember has not 
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Transformation and the  
 Way Ahead—August 

DEPLOYMENT/
REDEPLOYMENT
Redeployment Training  
 Considerations— 
 June 

DITCHING
Ditching Into the  
 Deep—January 

EMERGENCY 
PROCEDURES
Having Trouble  
 Remembering  
 Those Emergency  
 Procedures?— 
 October 
Quick Decisions, Quick  
 Mistakes—April 

FOD
H2O Hazard (Water  
 bottle)—October 

FROM THE AVIATION 
BRANCH CHIEF
Aircrew Training Manual  
 Implementation— 
 June 
Approval of Non-All- 
 Leather Boots for  
 Army Aviation  
 Use—June 

FROM THE EDITOR
What’s Ahead for  
 Flightfax?— 
 November/ 
 December
What’s New with  
 Flightfax?—April 

HOT WEATHER
High Temperatures and  
 Their Negative  
 Effects—April 
HUMAN FACTORS
Anthropometry—May 

Keyboard Selection: A  
 Hardware Solution  
 to High Workload  
 in the Digital  
 Cockpit—May 
Operational Stress— 
 May 
Size Matters! (AH-64D  
 and Army height/ 
 weight standards)— 
 May 
The Cockpit is No Place  
 to Sleep—April 

IIMC
Circumstances Piled  
 Up—March 
“God, If You Get Me  
 Out of This … I’ll  
 Never Push Weather  
 Again!”—March 
IIMC is a Killer … Then  
 and Now—April 
My Memorable Flight:   
 The Push to  
 Accomplish the  
 Mission—March 
Pilots Pushed Too Far  
 (CH-47D)—January 
When Weather and  
 Fatigue Unite— 
 March 
When You Lose  
 a Friend, Things  
 Change—March 
You Have the  
 Controls—June 

INVESTIGATORS’ FORUM
“Hey Sir, What Are  
 You Doing?”  
 (Leadership)—April 
Pilots Pushed Too Far  
 (CH-47D)—January 
Poor Judgment and  
 Standards Failures  
 Lead to Midair  
 Collision (Two AH- 
 64Ds)—June 
Rescue Turned Bad (UH- 
 60 hoist accident)— 
 October 
Safe at Home Doesn’t  
 Mean Dropping  
 Your Guard (MH- 
 47G wire strike)— 
 August 
Size Matters! (AH-64D  
 and Army height/ 
 weight standards)— 
 May 
Take ALL Hazards into  
 Account (Unsuitable  
 HLZ for CH-47)— 
 October 
Why You Should Wear  
 Your Helmet  
 (Unbuckled Soldier  
 ejected from UH- 
 60)—February 

LEADERSHIP
360-Degree Leadership  
 and Composite Risk  

 Management— 
 August 
BG Forrester Assumes  
 Command of  
 USACRC— 
 September 
BG Forrester’s Initial  
 Thoughts—October 
Commanders: Is This  
 Mission Really a Low- 
 Risk Mission?— 
 August 
CRC’s Answer (CRC  
 tools for leaders)— 
 March 
CSA Sends: Leader  
 Accountability in  
 Reducing  
 Accidents—March 
“Hey Sir, What Are You  
 Doing?”—April 
Know the Edge … Then  
 “Own the Edge”— 
 June 
Leaders as Combat  
 Lifesavers—August 
“Take Charge,  
 Sergeants!”— 
 August 
The Aviation Mission  
 Brief: Back Where  
 We’re Supposed  
 to Be—August 
The Secretary of  
 Defense:  Reducing  
 Preventable    
 Accidents—August 
Transformation and the  
 Way Ahead—August 
VCSA Sends: Army  
 Aviation Composite  
 Risk Management  
 and Simulator  
 Mitigation—April 
VCSA’s Thoughts  
 on Aviation Risk  
 Management and  
 Leadership—July 

LITEFAX
Above the Rim (UH- 
 60 strikes basketball  
 goal)—May 
Bambi Takes a Fall  
 (Bambi bucket)— 
 October 
Does that Belong  
 There? (Clipboard  
 causes hole in  
 OH-58D(R) left chin  
 bubble)—January 
Eight Isn’t Enough  
 (Rotor downwash  
 lifted barriers into  
 bottom of aircraft)— 
 April 
Lock Up Behind You  
 (Nose door flew  
 open on MH-60L)— 
 February 
Look Out Below  
 (MH-60K cargo  
 door windows  
 jettisoned)—June 

Nice Shot, Man (Tossed  
 grounding cable  
 while standing  
 under UH-60L rotor  
 disk)—January 
Not-So-Friendly Fire  
 (Ammo accidentally  
 discharged/M-60D  
 malfunction)—July 
Out the Window  
 (CASA-212  
 windshield  
 fogged)—June 
Pass Interference (water  
 bottle)—May 
That’ll Leave a Mark  
 (Gravel scattered by  
 rotor wash)—April 
This Way Forward  
 (External load  
 punctures bottom of  
 CH-47D)—January 
You Gotta Secure Those  
 Loads (Unsecured  
 main rotor blade  
 storage container)— 
 February  
You Might Need Those  
 Later (NVGs fall  
 from UH-60L)— 
 January 

MAINTENANCE
Maintenance  
 Techniques, the  
 P4T3(S)  
 Methodology— 
 October 

MIDAIR
Poor Judgment and  
 Standards Failures  
 Lead to Midair  
 Collision (Two AH- 
 64Ds)—June 
Reporting Near-Midair  
 Collisions—June 

MISCELLANEOUS
2006 Flightfax Index— 
 November/ 
 December
2007 Aviation Gunnery  
 Working Group— 
 November/ 
 December
Attention AFRS Users— 
 September 
My Thoughts on  
 Discipline—August 
The Cockpit as a Battle  
 Space—May 
Three Points of Contact— 
 May 

MISSION BRIEFS
The Absence of an  
 Accident Doesn’t  
 Mean the Presence  
 of Safety—January
The Aviation Mission  
 Brief: Back Where  
 We’re Supposed  
 to Be—August 

AEROMEDICAL CORNER
Operational Stress—May 

AIRCREW 
COORDINATION
ACT-E:  An Update to  
 the Field—June 
Announce Actions 
  Poster—June 
CEPs, the Noise 
 Countermeasure— 
 February 
Circumstances Piled 
 Up—March 
Close Call—June 
Crew Coordination: From  
 the Mission Brief to  
 the Chow Hall—April 
Don’t Count on Your Cell  
 Phone to Save  
 You—February 
FBCB2: Always 
 Improving—July 
Mastering the High 
 Frequency Radio— 
 February 
Survival Radios … Who  
 Needs Them?— 
 February 
The Absence of an  
 Accident Doesn’t  
 Mean the Presence of  
 Safety—January
Who Knows What Could  
 Happen (PRC-112)— 
 February 

ALSE
2006 ALSE User’s  
 Conference—June 
Accessing the Aircrew  
 Systems Program  
 Office Web Site— 
 November/December
A Cut Above—July 
…And Your Gloves!— 
 February 
ALSE:  Present But Not 
 Contributing— 
 February 
ALSE:  Survival Gear for  
 Soldiers on the  
 Edge—February 
CEPs, the Noise  
 Countermeasure— 
 February 
Commercial Off-the-Shelf  
 Items—July 
From the Combat  
 Developer—July 
From the Product  
 Manager’s  
 Office—July 
Mastering the High- 

 Frequency  
 Radio— 
 February 
Our Aviation  
 Brigade is  
 Deploying  
 OCONUS,  
 What Boots Can  
 We Wear?— 
 February 
Size Matters! (AH-64D  
 and Army height/ 
 weight standards)— 
 May 
Survival Radios … Who  
 Needs Them?— 
 February 
Who Knows What Could  
 Happen—February 
Why You Should Wear  
 Your Helmet— 
 February 

ARAP
ARAP, The Inside Look  
 (One Year Later)— 
 November/December

AWARDS
2005 AAAA National  
 Awards Presented— 
 April 
2005 Parker Awards  
 Honor Aviation’s  
 Best—April 
A Proud Tradition of Army  
 Aviation—November/ 
 December
Broken Wing  
 Award Nomination  
 Requirements— 
 November/December
Heroes of the  
 Battlefield—August
 More Aircrew  
 Members Receive  
 Broken Wings (2006  
 Awardees)— 
 November/December

BOOTS
Approval of Non-All- 
 Leather Boots for  
 Army Aviation  
 Use—June 
Our Aviation Brigade is  
 Deploying OCONUS,  
 What Boots Can We  
 Wear?—February 

BROWNOUT
It Takes a Crew to Make a  
 Safe Dust Landing— 
 June 

Now You See Me, Now  
 You Don’t—January 

COMPOSITE RISK 
MANAGEMENT
360-Degree Leadership  
 and Composite Risk  
 Management— 
 August 
A Call to Leaders— 
 January 
Composite Risk  
 Management in  
 the Afghanistan  
 AOR—August 
Know the Edge … Then  
 “Own the Edge”— 
 June 
System Safety: For the  
 Soldier—July 
The Absence of an  
 Accident Doesn’t  
 Mean the Presence of  
 Safety—January
Transformation and the  
 Way Ahead—August 
VCSA Sends: Army  
 Aviation Composite  
 Risk Management  
 and Simulator  
 Mitigation—April 
VCSA’s Thoughts  
 on Aviation Risk  
 Management and  
 Leadership—July 

CREW COMMO
The Ultimate Safety  
 Bulletin Board— 
 April 

DASAF’S CORNER
BG Forrester’s Initial  
 Thoughts—October 
Know the Edge … Then  
 “Own the Edge”— 
 June 

JAN:      
 The Absence of an 
 Accident Doesn’t 
 Mean the Presence  
 of Safety
FEB:      
 ALSE, Survival Gear 
 for Soldiers on  
 the Edge
MAR:      
 There I Was …  
 Army Aviators Tell  
 Their Story
APR:      
 High Temperatures  
 and Their Negative  
 Effects!
MAY:          
 The Cockpit as a  
 Battle Space
JUN:      
 Midair Collision— 
 Poor Judgment and 
 Standards Failures 
 Lead to Midair  
 Collision
JUL:      
 System Safety:   
 For the Soldier
AUG:      
 Leadership
SEP:      
 UAS Vital to  
 Army Aviation
OCT:      
 Rescue Turned Bad
NOV/DEC:   
 A Proud Tradition  
 of Army Aviation
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ACCIDENT BRIEFS

Editor’s note:  Information published in this  
section is based on preliminary loss reports  
submitted by units and is subject to change.   
For more information on selected accident 
briefs, contact the U.S. Army Combat Readiness 
Center Help Desk at 334-255-1390 or by e-mail 
at helpdesk@crc.army.mil.

ARMYAIRCRAFT LOSSES
FY02 TO PRESENT*

HOSTILE/NON-HOSTILE COST

$1.116B
$191.8M
$718.9M
$181.2M

AH-64A/D . . . . . . . .
U /MH-60A/L . . . . . . . .

C /MH-47 . . . . . . . .
OH-58D. . . . . . . .    

8/45
6/22
6/13
8/21

*A
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ec

em
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 5

, 
2

0
0

6

Class A
AH-64
D Model
• Class A:  Both crewmembers suf-
fered fatal injuries when the aircraft 
impacted the ground during a night 
diving rocket fire iteration and a 
postcrash fire ensued.  

Tota l  28/101 $2.20B

AH-64 
A Model 
• Class D:  During a rocket engagement, 
the aircraft was flown too low over the 
target area and was hit by either shrapnel 
or debris from the rocket impact.  The inci-
dent resulted in a broken windshield above 
the co-pilot gunner’s head. 
D Model 
• Class D:  The aircraft returned from 
a training flight with damage to the UHF 
antenna on the underside of the aircraft 
tailboom.  The antenna was struck from the 
front and pulled from its mounting, retained 
by only one screw.  It is suspected the pilot 
allowed the aircraft to contact an object 
during a training flight where pinnacle 
landings were being conducted.  The pilot 
was unaware damage had occurred until 
postflight inspection. 
• Class E:  While in formation flight at 
120 knots 500 feet above ground level, the 
aircraft started to vibrate.  The crew heard 
a loud pop, followed by increased vibra-
tion.  The aircraft continued normal flight 
to landing and shut down.  Maintenance 
inspection revealed one rotor blade had 
suffered extensive debonding.  

 

CH-47 
D Model 
• Class B:  The aircraft’s main rotor 
blades contacted the tarmac when a decel-
eration was preformed during a roll-on 
landing.  
• Class C:  The aircraft experienced a 
structure failure of the left aft pylon access 
panel during flight, which allowed the 
panel door to open inadvertently, contact-
ing the left engine tail cone.  Both the left 
access door panel and left engine tail cone 
were damaged.  
• Class D:  While conducting night 
vision goggle training, an aft two-wheel 
landing was attempted on a concrete dam.  
The aft gear slid off the dam and contacted 
the left side of the ramp and dam.  

MH-60 
L Model 
• Class E:  During a combat multiship 
air assault operation, following transition 
to unaided flight, a crack was discovered 
in CPG’s windshield.  It was suspected 
the crack was the result of a small rock or 
other foreign object debris.  Upon landing, 
the crack was inspected and it was deter-
mined the mission could not be continued.  
Maintenance replaced the windshield and 
returned the aircraft to service.  

OH-58 
D(R) Model 
• Class C:  The aircraft experienced an 
overspeed condition during a manual throttle 
operation landing.  Engine replacement was 
required.   
• Class C:  The crew heard a loud report 
from the engine area and a subsequent 
FADEC DEGRADE cockpit indication and 
RPM decay.  An emergency landing was 
executed, but the aircraft suffered damage to 
the lower wire strike protection system as it 
skidded on a slight downgrade.   
• Class D:  During low-level autorotation, 
the aircraft touched down well left of the cen-
terline.  The aircraft continued left and trav-
eled into the sod, where the skids arrested 
movement and caused the tail to pitch up.  
The aircraft landed hard on the aft portion 
of the skids, causing the cross tube mounting 
bracket to be pushed up into the fuselage.  
The bracket was torn free from the mounting 
point at the front attachment site 
• Class D:  During simulated engine fail-
ure at a hover, the aircraft landed hard on 
the sod and bounced.  The aircraft pitched 
up, digging the lower WSPS into the ground 
and causing the aircraft to pivot on the lower 
WSPS.  The pilot then applied aft cyclic 
to keep the rotor blades from striking the 
ground.  The aircraft impacted on the left 
aft skid, pushing the aft cross tube into the 
fuselage. 

C-12 
U Model 
• Class B:  A crewmember sustained a 
left-hand ring finger injury while attempting 
to open the cabin air-stair door for passen-
ger offload.  The door’s hydraulic dampener 
upper mounting bolt sheared, and the door 
opened full force, catching the crewmem-
ber’s finger. 

OH-58
A Model
• Class A:  The aircraft contacted wires at 50 feet 
above ground level and subsequently landed hard, 
overturned and came to rest inverted.  Both the 
pilot and civilian passenger egressed without injury.  
A postcrash fire ensued, destroying the aircraft.  

NCO
“Hey Sir, What Are You  
   Doing?”—April 
“Take Charge,  
 Sergeants!”—August 

NEWS AND NOTES 
2006 ALSE User’s  
 Conference—June 
ALSE Message 06-04:  
 Unauthorized Items  
 on IHADSS Helmet— 
 April 
Army Aviator Receives  
 Silver Star—January 
Introducing  
 “Commander’s  
 Corner—June 
Kiowa Pilots Get DFC  
 for Ambush Rescue— 
 January 
New Feature Located on  
 RMIS—June 
New HGU-56/P NSNs— 
 February 
Removal of Aspirin from  
 All ALSE Vests— 
 February 

OVERCONFIDENCE
When Does  
 Confidence Become  
 Overconfidence?— 
 June 

PERFORMANCE
A Quick Glance at UAS  
 Accidents— 
 September 
FY06 Aviation Mid-Year  
 Review … How’d  
 We Do?—July 
FY06 Aviation Safety  
 Performance  
 Review—November/ 
 December
The Secretary of  
 Defense:  Reducing  
 Preventable  
 Accidents—August 

PPE
PPE Can Be Your Best  
 Friend if Used  
 Properly—April 

POSTERS
ALSE: It’s a Matter of  
 Survival—February 

Announce Actions—June 
Be Aware, Share the Road  
 (Motorcycle)—May 
Gain a New  
 Perspective— 
 February, May 
Get into a New Frame of  
 Mind—January,  
 February, May
Have You Answered the  
 Call?—September 
Have You Properly Armed  
 Your Force?— 
 September 
I Chose to Look the  
 Other Way—August 
Knowledge Changes  
 Everything—March 
Knowledge is the Most  
 Reliable Weapon a  
 Soldier Can Own— 
 April, July 
Learning from the  
 Past is the First Step  
 to Predicting the  
 Future—March, June,  
 August
Mission Safety (5  
 Steps)—January 
Most Powerful Weapon  
 a Soldier Can Own  
 … Knowledge—April 
Need More Ammo?— 
 April, July
Question: Which of  
 These is the Biggest  
 Loss?—March, June,  
 August 
Seasons Greetings— 
 November/ 
 December
See—Be Aware  
 (Motorcycle)—May 
The Soldier’s Rules—July 
Unmanned Aircraft  
 Systems—September 
What You Do Right Now  
 Makes a Difference— 
 October 

POV
POSTER: Be Aware,  
 Share the Road  
 (Motorcycle)—May 
POSTER: See—Be Aware  
 (Motorcycle)—May 

SAFETY MESSAGES
Recap of Selected  
 Aviation Safety  
 Messages—July 

SITUATIONAL 
AWARENESS
All Deserts Have Wires— 
 March 
Never Assume—January 
Pilots Pushed Too Far  
 (CH-47D)—January 
Seconds to Impact— 
 January 
Situational Awareness  
 and Spatial  
 Disorientation in  
 the Fight—January 

You Have the Controls— 
 June 

STACOM MESSAGES
STACOM 06-03: The  
 New Emergency GPS  
 Recovery Procedure:  
 Task 2050—May 
STACOM 06-04:  
 Aircrew  
 Training Manual  
 Implementation— 
 June 
STACOM 06-05:   
 Clarification of  
 Combat  
 Maneuvering Flight  
 Training  
 Requirements— 
 August 
STACOM 06-06:  CH- 
 47F and CH-47 EMD  
 Qualifications  
 Clarified—August 
STACOM 06-07:  Door  
 Gunner Integration  
 and Utilization— 
 October 
STACOM 06-08:   
 Clarification of the  
 Aircrew Training  
 Program  
 Commander’s Guide 
      TC 1-210— 
 November/ 
 December

STANDARDS
Anthropometry—May 
Size Matters! (AH- 
 64D and Army  
 height/weight  
 standards)—May 

SYSTEM SAFETY
A Cut Above—July 
Are You at the End of  
 Your Rope? (Hoist)— 
 October 
Commercial Off-the- 
 Shelf Items—July 
FBCB2: Always  
 Improving—July 
From the Combat  
 Developer—July 
From the Product  
 Manager’s Office— 
 July 
System Safety: For  
 the Soldier—July 
 
TRAINING
A Call to Leaders— 
 January 
Digitization and Fighting  
 on the 21st Century  
 Battlefield—May 
VCSA Sends: Army  
 Aviation Composite  
 Risk Management  
 and Simulator  
 Mitigation—April 

USAARL
Anthropometry—May 

Having Trouble  
 Remembering Those  
 Emergency  
 Procedures?— 
 October 
Keyboard Selection: A  
 Hardware Solution  
 to High Workload in  
 the Digital Cockpit— 
 May 
Situational Awareness and  
 Spatial Disorientation 
 in the Fight—January 
Survival Radios … Who  
 Needs Them?— 
 February 

UAS
ABSO: Your UAS Safety  
 Team—September 
Airspace … Big Sky, Little  
 Bullet—September 
A Quick Glance at UAS  
 Accidents—September 
Call Sign Hunter 71— 
 SAVED!—September 
Covering Your ARSS— 
 September 
The Evolving Role of  
 UAS—September 
UAS Is Here to Stay!— 
 September 
UAS Vital to Army   
 Aviation—September 
Unmanned Aircraft  
 Systems  
 Standardization— 
 September 

WIRE STRIKE
All Deserts Have Wires— 
 March 
Safe at Home Doesn’t   
 Mean Dropping Your  
 Guard (MH-47G wire  
 strike)—August 
Situational Awareness and  
 Spatial Disorientation  
 in the Fight—January 
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