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Sailors assigned to IM-2 Division, Aviation Intermediate 
Maintenance Department (AIMD), install a fan module onto 
an F414 jet engine aboard the Nimitz-class aircraft carrier 
USS Carl Vinson (CVN-70).

Navy photo by PH3 Nicole Carter.
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Admiral's Corner
From Commander, Naval Safety Center

ust a short note to 
discuss a couple 

issues about on- and 
off-duty safety.

I had the pleasure of giving the opening address 
at the Fourth Annual Aviation Maintenance Safety 
Conference. More than 200 maintenance and safety 
professionals attended, and I think we all gained 
from sharing programs and ideas.

My maintenance officer, LCdr. Bert Ortiz, 
and his team did an outstanding job assembling an 
interesting group of presentations, live demos, and 
interactive sessions. This event won’t solve all the 
problems or mishaps in the fleet, but it did increase 
safety awareness. That focus is important as we fight 
the Global War on Terror, do all the other tasking in 
front of us, and battle the ever present problems that 
crop up from increased op tempo.

In this issue, you’ll see several stories that talk 
about “mission creep” and the effects of increased 
op tempo or pace on sound maintenance decision-
making. I urge every maintainer to think before 
acting and to ask themselves whether a certain task 
passes the “smell test.” If something doesn’t look 
right or smell right, it probably isn’t right. Take care 
of yourselves and shipmates.

That’s the same theme for my second topic: traf-
fic and off-duty safety. Over the Memorial Day week-
end, the Navy and Marine Corps lost four people, 
raising the PMV death toll to 100 for the fiscal year. 
That means we are off to the worst start in 14 years, 
and we have only four months—three months when 
you get this issue—to turn things around.

Just like on-duty mishaps, it will take a team 
effort and shipmates looking out for shipmates to 
make a difference. If you’re a second class petty offi-
cer, you know more about your peers and younger 
folks than your chief, division officer, or someone 
senior in the command. Take action; talk with the 

shipmates in your shop and other shops about being 
safe when you get off duty. We continue to see 
unwanted and preventable deaths because a victim 
didn’t buckle a seatbelt, fell asleep at the wheel, or 
had too much to drink. We must end these mistakes.

Step up to the plate, whether on or off-duty, 
and hit a homerun; don’t strike out. Together, we 
can make a difference, and attitude is what makes a 
team work. You’ve heard the adage, “There’s no ‘I’ 
in team;” well, the same attitude applies as we try 
to solve off-duty deaths. We have to help each other. 
Your families and friends want you home alive, so do 
your part to stay safe.

This quarter’s issue is a bit larger than normal. 
We were able to provide some extra pages to 

recognize Sailors, Marines and civilians doing good 
deeds (BZs) around the fleet and making mishap 
reduction a reality. 

We also responded to a survey done at the 
Fourth Annual Aviation Maintenance Safety Con-
ference. With overwhelming results, fleet main-
tainers told us they wanted to see several old fea-
tures brought back, including the Airwing Toolbox, 
mishap stats, and the Good, Bad and Ugly section. 
You also told us you wanted to see more photos of 
maintainers working safely around the fleet. 

Mech is celebrating its 45th anniversary of sup-
port to the fleet, and it always has been a product 
by maintainers and for maintainers. Thanks to 
your inputs, that support continues.

Editorial

RADM George Mayer

By Dan Steber

J
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Traffi c5100
Traffi c5100

Introducing Traffi c5100, a special supplement to Sea&Shore and the 
newest addition to our award-winning safety publications. 

This traffi c-safety handbook is your partner in the driver’s seat. It’s chock-
full of information, best practices, and resources for developing your Navy 
and Marine Corps traffi c-safety program.

Don’t wait.  Get your copy today at your nearest safety offi ce or contact 
(757) 444-3520, Ext. 7312 or e-mail SAFE-PAO@navy.mil.

Let us know how to better serve you by telling us what you think of the 
handbook. Take the online reader’s feedback

www.safetycenter.navy.mil/media/seashore/
          traffi c 5100/feedback.cfm
@

That’s the name of a new outreach 
campaign developed by the Navy and 
Marine Corps safety team to remind Sailors 
and Marines of their responsibility to be 
alert, aware and able to manage risk all 
day, every day, now that the “Critical Days 
of Summer” have arrived. The Memo-
rial Day weekend traditionally signals the 
beginning of summer activities, such as 
picnics, beach parties, and travel. The 24/7 
campaign encourages Sailors, Marines and 
civilians to take care of each other and to 
make the summer season enjoyable.

The “Critical Days” pose greater risks 
for several reasons. It’s when service 
members go on family vacations and travel 
longer periods than they should without 
rest or a break. It’s when the weather is 
ideal for outdoor and water activities. And, 
it’s also a time for cookouts and picnics, 
many times including alcohol consump-
tion. During the summer periods of 2002 
through 2005, we lost 220 Sailors and 
Marines, 166 to PMV crashes. Seventy-
three percent of these victims were 
between 18 and 26 years old.

The Naval Safety Center website (www.safetycenter.navy.mil/seasonal/criticaldays/) offers the 24/7 planner, con-
taining materials to help safety leaders focus their efforts. Besides the planner, you can download a media kit and multime-
dia resources. We urge you to use these materials and develop your own local campaign.

“24/7—Operation Summer Force Preservation”
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By GySgt. Andrew Gates

Christmas Eve was a day I never will forget. As 
the flight line chief for HMLA-369, I had to 
supervise the loading of an AH-1W and UH-1N 

on a C-17 Globemaster for movement from Al Taqad-
dum Airbase to Al Asad Airbase. It would be an experi-
ence that would teach even us old-timers a few lessons.

The loading and movement to Al Asad was 
uneventful. Once at the airbase, the aircraft had to be 
unloaded and prepared for subsequent reloading on a 
C-5 Galaxy for a flight to Cherry Point, N.C. for high-
level repairs. An event of this nature never is routine, 
and that guy Murphy made sure this move wouldn’t be 
easy. 

The normal steps would have to be considered: 
weight of the helos, angles for movement and stor-
age, and removal of certain aircraft components to 
make sure the aircraft weren’t damaged. My vigilance 
and stress level always rises when I’m assigned such 
important jobs, and it stays that way until the job is 
done.

With the first phase complete and all aircraft 
loaded and off to Al Asad, my team and I headed back 
to the spaces to drop off our gear and ATAF our tools. 
Trying to enjoy Christmas Eve while deployed in Iraq 
always is a tough job. But Christmas morning would 
prove even tougher.

I faced a less-than-pleasant situation as soon as I 
reached the maintenance spaces. I was told the UH-1N 
had been damaged as it was offloaded in Al Asad. My 
first guess was that one of the main rotor blades had 
come loose and struck the inside of the C-17 cabin. As 
pictures and more e-mails poured in, I would find that 
the truth, unfortunately, wasn’t that simple.

During the offload, a winch was used to control 
the speed of the aircraft being rolled down the ramp. It 
freewheeled, and the aircraft sped at an uncontrollable 
rate toward the end of the ramp, slamming into the 
deck. The ensuing impact caused the skids to collapse, 
separating the tail boom at the mounting lugs. The 
aircraft still was partly inside the C-17. It would remain 

Loading or unloading aircraft can be hazardous.
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that way until a team of Marines 
could to fly from Al Taqaddum to Al 
Asad, assess the situation, and come 
up with a game plan to remove the 
aircraft from the C-17.

Once that team returned from 
Al Asad, we assembled QA, DSS, 
the MMCO, and four hard-charging 
Marines to help with the effort to 
remove the aircraft. Once in Al Asad, 
we assembled the maintenance team, 
and gathered the tools required to 
complete the job. In my 16 years of 
service, I had never seen anything 
like this before and wanted to make 
sure it was done correctly.

The aircraft was positioned in 
such a way that we couldn’t lift it 
with a crane or tow it. The tail boom 
was crushed upward, and the air-
craft was at such an odd angle that 
we were afraid to move it. First, we 
chained down the Huey from the 
front to prevent it from falling out of 
the aircraft and then secured it with 
more tie downs, preparing to remove 
the tail boom. Since there was no 
manual for removal of stuck aircraft, 
we had to get creative and do this 
job safely. The best course of action 
we came up with included a forklift, 
railroad ties, Air Force pallets, cargo 
straps, and a little luck. Essentially, 
we built a sleigh for the aircraft body 
with the above items, placing these 
items in key weight- and load-bear-
ing areas. Three hours later, we had 
wrestled the aircraft off of the C-17 
with no further damage to either 
airframe.

Maintainers are trained from day 
one to do by-the-book maintenance. 
In our case, we had to make do with 
experience and ingenuity. The key 
to making this evolution safe and 
effective was teamwork, planning and 
communication. Like any other day 
out here, the goal was to make sure 
everyone came back in one piece.

GySgt. Gates is the flight-line staff, non-
commissioned officer with HMLA-369 and is 
deployed in Iraq.

 

Controlling offl oad speed and alignment of the helo is critical.

When precautions aren’t taken, damage like this can occur.

Creative Marines rigged a sled-like platform to move the helo.
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An EA-6B recovered on board an aircraft carrier 
from the last event of the day. As the plane cap- 
 tain and a troubleshooter start pinning the ejec-

tion seats, the ground maintenance crew begins daily 
and turnaround inspections. The PC pins the pilot and 
ECMO 1 seats, assuming the troubleshooter has pinned 
the other two. That assume game always leads to prob-
lems.

We were just two weeks into cruise and compla-
cency already was becoming a factor. The troubleshooter 
pinned the ECMO 2 seat in the aft cockpit and then 
helped the PC pin the ECMO 1 seat. The ECMO 3 seat 
in the aft cockpit went unpinned. 

A second troubleshooter climbed up the Prowler, 
jumped in the forward cockpit, recording the LOX load. 

As luck would have it, he noticed a reset knob missing 
from the eight-day clock. The shop notified mainte-
nance control, and several technicians joined the FOD 
search. 

A short time later, the yellow shirt notified the PCs 
that the aircraft had to be moved. With the FOD search 
in full swing, no room existed in the forward cockpit, so 
the PC waited for the move in the ECMO 3 seat. The 
two troubleshooters resumed their daily inspection on 
all four seats—with the PC still sitting in the unpinned 
seat. With the FOD gripe, the troubleshooters focused 
on boxes and kick panels, so they missed the PC sitting 
in an unpinned seat.

The flight deck cancelled the aircraft move, and 
we suspended the FOD search for shift change. The 

Navy photo by PH3 Mark Rebilas

We were just two weeks into 
cruise and complacency already 
was becoming a factor.

A
By AD1(AW) Derek Holbrook



 Mech    7 Mech 

crew secured the aircraft, everyone left, and the trouble-
shooters went to maintenance control to sign the daily/
turnaround cards. 

One of the first steps of the daily and turnaround 
inspection is to make sure the seats are pinned and 
other ground locks are installed. The team just shortcut 
maintenance procedures without even realizing it. 

After the night-check maintenance meeting, two 
more technicians opened the canopies, reached over the 
unpinned ECMO 3 seat, and pinned the aft canopy. The 
FOD search resumed. During that time, other mainte-
nance personnel reapplied power, jumped in the ECMO 
2 seat—right next to the unpinned ECMO 3 seat—did 
system checks, removed a box, disconnected power, and 
finally left. 

The FOD search in the front cockpit concluded, 
with negative results. After everyone left, a PO3 entered 
the front cockpit. This brings the total to eight main-
tainers who had climbed past, reached over, sat next too, 
sat in, or did a daily on the unpinned seat. 

As a night-shift QAR, I arrived on the scene for the 
FOD search. The PO3 still was in the pilot seat. He 
got out, and I got in from the starboard side, looking at 
the aft clock on the way up to get an idea of the small 

knob that couldn’t be found. I 
spent approximately 30 minutes in 
the forward cockpit, searching for 
the FOD with a flashlight and an 
inspection mirror.

I wanted to take a closer look 
at the most aft bulkhead from the 
rear cockpit, so I leaned into the 
back cockpit, over the unpinned 
seat, and looked as far forward 
with my flashlight as I could reach. 
During the inspection of the aft 
cockpit, I noticed a strangely 
familiar hole in the crotch of the 
ECMO 3 seat. It looks like the 
hole for a lower ejection-handle 
pin. I quickly glanced up and con-
firmed my worst fear, “The seat is 
unpinned!” 

Not being qualified to pin the 
seat, I climbed down the boarding 
ladder, grabbed one of the integrity 
watches, and posted him at the 
boarding ladder, with instructions 
not to let anyone on the aircraft.

I summoned the AME QAR to 
see this huge mistake on the part 
of many maintainers, including me. 

I went back to the aircraft and waited until a plane cap-
tain pinned the seat.

Everyone reported to maintenance control, where 
the maintenance chief and AME QAR did verbal, tag-
team counseling on the obvious safety violation that 
had occurred. They went over every point from the PC 
responsible for pinning the seat to the troubleshooters 
who performed the daily inspection while the PC sat 
in the unpinned seat. They also discussed the fact the 
troubleshooters had signed off the daily and turnaround 
cards, saying the seat was pinned. We all got an earful 
for not following written egress procedures before enter-
ing the cockpit. 

What a wake-up call! How could so many main-
tainers have been focused on something so small, yet 
overlook a “loaded gun” pointing right at us? This story 
could have ended badly, but the good news is no one 
got hurt, and the aircraft was not damaged. For me, this 
experience truly was eye opening. 

Petty Officer Holbrook is a QAR at VAQ-139.   

An armed seat is like a rocket ready to go off.

Navy photo by PH3 Mark J. Rebilas

Summer 2006
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Mech wants to share the good jobs that hard-working 
Sailors and Marines do everyday. They are getting the 

job done, doing it right, and working to meet the
75 percent mishap-reduction challenge.

Troubleshooters assigned to the “Bounty Hunters” of Strike 

Fighter Squadron Two (VFA-2), give the OK to launch their 

squadron’s FA-18F Super Hornet aboard the Nimitz-class 

aircraft carrier USS Abraham Lincoln (CVN-72).

Navy photo by PH2 Julian Olivari

Maintenance personnel assigned to the 
Golden Falcons of Helicopter Anti-Sub-
marine Squadron Two (HS-2), make final 
adjustments to the rotor head of an SH-60F 
Seahawk. Official U. S. Navy photo

AD3 Moreao Salinas checks a jet engine for 

foreign object debris (FOD) in USS George 

Washington’s AIMD jet shop. 

Navy photo by PHAN Ian Schoeneberg

 Mech 
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Mech wants to share the good jobs that hard-working 
Sailors and Marines do everyday. They are getting the 

job done, doing it right, and working to meet the
75 percent mishap-reduction challenge.

A squadron aircraft maintenance crew secures 

a panel onto an FA-18C Hornet on the flight 

deck aboard the Nimitz-class aircraft carrier 

USS Ronald Reagan (CVN 76). 

Navy photo by PH3 Kevin O’Brien

Fleet Logistics Support Squadron Three Zero 
(VRC-30) Sailors tow a C-2A Greyhound aircraft 

into the hangar for maintenance. 
Navy photo by PHAN Joshua Valcarcel

A Sailor does maintenance to an E-2C Hawkeye.

Navy photo by PH3 James McGury

 Mech Summer 2006
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As a supervisor, you sometimes have to assign 
numerous tasks to many people, which can spread 
your responsibilities over a broad area. As one 

person, I can be only in one place at a time. This prob-
lem becomes worse when, as a CDI, it involves inspect-
ing work done on various discrepancies. These functions 
include final, acceptance, and, most importantly as I 
found out, in-process inspections.

Aircraft 601 was down for a popping left fuel-and-
ignition circuit breaker, and the AEs were assigned the 
gripe. Since I was night-shift supervisor, I always looked 
for opportunities to train my subordinates. This gripe 
was a perfect time to train an up-and-coming third 
class. I let him at it, and he worked with a vengeance. 
He chased wires from circuit-breaker panels to junction 
boxes to engines.

The work continued for some time, and, when it was 
obvious he was becoming tired and frustrated, I joined 

in the fight to find what was causing this terrible head-
ache. After hours of troubleshooting and reading many 
test points with a multimeter, we decided to try elimi-
nating components from the picture. We took another 
look at a schematic and thought the pilot’s engine-
control panel would be the best place to start. With 
power on, we pulled the panel. Once it was removed, 
he reset the breaker, and it stayed in. We both agreed 
that the panel was the problem and called maintenance 
control for permission to swap panels with another 
aircraft. This action would verify the bad part. With 
their approval, my co-worker grabbed a panel from the 
“hangar queen” and threw it into the plane.

We were disappointed because it didn’t work. We 
both were fired up to take care of this problem, so I 
assigned the job of reinstalling the borrowed panel to 
another worker. That decision would let us continue 
uninterrupted. 

By AE2 Thomas HerbertBy AE2 Thomas Herbert

Navy photo by PHAN Angela Virnig
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Inspecting the wire bundles that connect to the 
engine-control panel, we found a wire chafing on a con-
nector. All it took was a simple fix, and the aircraft again 
was up.

A few days passed, and that discrepancy was long 
behind us…or so I thought. At the beginning of our shift 
one day, we got a call that DCAG was flying around the 
boat because the fuel dump was inop on aircraft 603—
the “hangar queen” we had robbed to get the replace-
ment panel.

When that aircraft returned, we were hot on it, read-
ing out wires. We quickly figured out that the fuel-dump 
valve wasn’t getting power. The wires went straight to 
the switch, which was on the engine-control panel, so 
that’s where we looked next. After removing the panel, 
the problem was obvious: A terminal had broken off the 
back of the fuel-dump switch. That panel was the same 

one we had borrowed a few days before. The evidence of 
faulty maintenance was staring me in the face. We fixed 
the gripe this time. 

Although I had inspected the installed panel for 
integrity, I was not there during the installation process; 
therefore, I did not see the condition of the wires before 
the panel went in.

My oversight and lack of supervision did not cause 
a mishap, damage material, or injure anyone, but I had 
screwed up. I was lucky the worst thing was DCAG had 
to fly longer than planned. The broken wire easily could 
have been part of an important emergency system. This 
event has taught me that, as a supervisor and a CDI, I 
have to be more proactive in all maintenance actions 
done under my direction. Spot checks and in-process 
reviews can improve maintenance practices. 

Petty Officer Herbert works in the AE shop at VAW-123.

My shop received a call from the material-
control work center for a part pickup. An 
antenna-select box ordered the night before 

had come in. When I opened up the container to do a 
receipt inspection, I noticed the panel also had a switch 
marked “cabin dump.” That label piqued my curiosity.

Thinking I may have picked up a part for the AME 
work center, I took the part to maintenance control to 
clarify the situation. They determined the panel had 
been ordered against a TACAN gripe on an “up” MAF. 

A closer investigation revealed that this panel had 
the TACAN and IFF antenna-select switches, but it 
also had the cabin dump switch, making it a down-
ing discrepancy when the box was pulled out of an 
aircraft—this one had been taken out of aircraft 502. 
Maintenance control changed the MAF to a “down” 
discrepancy, and the jet did not go flying. Training was 
held with the avionics, egress and maintenance-control 
work centers.

Miscommunication and lack of attention to detail 
resulted in the part being ordered improperly with a 
PROJ PRI (project-priority code) of AK7, indicating the 
aircraft was partial mission capable. It should have been 
ordered as AK0—not-mission capable. That simple 
coding would have made the gripe a “downer,” and it 
would have been flagged in the ADB for aircrew and 
maintainers to see.

We were a bit lucky to catch this problem before 
it was too late. Lack of communication, inattention to 
detail, and complacency are common factors in most 
mishaps. We had several “holes in the cheese” lined up 
but found the problem in time. It really is necessary to 
train maintainers correctly and do by-the-book mainte-
nance to prevent these types of situations.

Petty Officer Jacildo works in the AT shop at VAQ-131.

By AT3 Michael Jacildo

Knowing whether a removed panel is an up or 
down gripe is critical to aircraft safety.
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One of naval aviation’s greatest readiness degrad-
ers is foreign-object damage or FOD. Any 
maintainer who has experienced its impact 

is keenly aware that this hazard must be prevented. 
Doing that requires focusing on prevention and aware-
ness techniques. Sometimes, this effort is easier said 
than done, but a few tips might help. Let me share a 
few lessons learned on VF-31’s “Tomcat Farewell Tour.”

We left Norfolk Naval Station for a scheduled Ara-
bian Gulf deployment. During the first day at sea, our 
aircraft launched from Naval Air Station, Oceana, en 
route to USS Theodore Roosevelt (CVN-71) for CQs. 
Maintenance personnel quickly were earning their sea 
legs. Underway just 12 hours after cycling through air-
craft and aircrew, “it” happened: We experienced our 
first engine FOD.

Although the cause of the FOD remains undeter-
mined, an analysis of the damaged engine led us to sus-
pect a hard object (screw, nut, bolt, washer, etc.) had 
been ingested. We did a post-flight inspection, but no 
new aircraft fastener discrepancies were noted, elimi-
nating maintenance procedures as a causal factor. The 
operating environment was considered; however, pin-
pointing the origin of the FOD was difficult. The air-
craft had been started at NAS Oceana, hot-switched on 
board the ship, and shut down on the flight deck after 
the evening CQ. The FOD could have been ingested 
anywhere.

Our Operation Enduring Freedom (OEF) and 
Operation Iraqi Freedom (OIF) veterans were ready 
and willing to answer our nation’s call, but this incident 
indicated a program failure. Losing aircraft availability 

Finding Keys to FOD Prevention and Awareness
By Lt. John Turner 

The estimated cost to rebuild a FODed 
motor is $330,700 at a depot.



12    Mech    13 Mech Summer 2006

Finding Keys to FOD Prevention and Awareness
to a FOD on the opening day of the Tomcat’s final 
deployment was not an enviable position. It made us 
rethink our position and look at how FOD affects the 
Navy.

 

 
Time and money are precious resources in carrier 

aviation. Long gone are the days of “readiness at any 
cost.” The new marching orders are “Readiness at the 
right cost. The venerable F-14s have aged consider-
ably. Our maintenance man-hours per flight-hour have 
hovered in the mid-40s over the past three years. Our 
oldest F-14D, an F-14A retrofit, was sold to the Navy 
in 1975. It requires special care to remain an effective 
combat asset. 

The 36 man-hours wasted on the FODed engine 
could have been spent on flight-deck operations, 
preventive upkeep, or other maintenance to increase 
availability and usage rates. The FOD cost us more 
than organizational man-hours. The replacement cost 
of a new F110-GE-400 engine exceeds 3.2 million dol-
lars. The estimated cost to rebuild a FODed motor 
is $330,700 at a Depot. FOD-induced costs degrade 
readiness, are preventable, and must be eliminated. 

Our lessons learned encompass both old and new. 
We need to ask ourselves two questions: “What can we 
learn from this FOD?” and “What can we do to prevent 
a similar occurrence?” Four key steps come to mind.

1. Assess the operating environment. During plan-
ning meetings, our leadership assesses the environ-
ment unique to the mission and notes potential FOD 
hazards. FOD walkdowns twice per day and prior to 
all engine run-ups (regardless of environmental con-
siderations) are the mainstay. Leadership engaged in 
eliminating FOD should “manage by walking around” 
to identify hazards. This step is the first one in mitigat-
ing the risks. 

2. Communicate FOD awareness and the potential 
risks associated with FOD hazards. Discuss FOD and 
its potential for degrading readiness and asset availabil-
ity at every maintenance meeting. In order to succeed 
throughout an arduous inter-deployment readiness 
cycle (IDRC), we communicated FOD prevention at 
every opportunity. Our maintenance leadership consis-
tently asks itself, “What can the organization afford in 
terms of FOD and it’s associated detrimental effects to 
readiness?” 

3. Institute a FOD pre-
vention program focused 
on eliminating the leading 
causal factor. Our fastener 
integrity program stan-
dard operating procedure 
(FIPSOP) assigns each 
work center an area of 
responsibility to inspect for 
loose, missing or faulty fas-
teners. In addition to plane 
captain daily inspections, 
CDIs inspect assigned
aircraft-panel fasteners 
before the first launch 
of the day, followed by a 
QAR, then the flight-deck 
coordinator, and finally the 
aircrew. 

4. Make sure all hands 
consciously participate We can’t put bombs on target when an engine is FODed.

How to Prevent FOD and Increase Awareness 

Cost-Wise Readiness
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during FOD walkdowns. Everyone must understand 
that the walkdown process is merely a means to col-
lect information to determine how to proceed with a 
prevention program, and it is only as valuable as the 
information gleaned from examining the FOD col-
lected. A critical eye examining the material collected 
during FOD walkdowns should determine its origin. 
Then push those findings down to the deck plates to 
emphasize proper housekeeping. Young maintainers 
must understand where FOD originates in order to 
successfully prevent it from migrating to the flight 
deck and flight line. They must understand the mon-
etary and manpower costs relative to the organization 
and make sure the prevention process mitigates the 
risks. 

The answer to the question, “What costs will the 
command afford in terms of losses in readiness attrib-
uted to FODs?” is “none.” We established an aggres-
sive fastener-integrity program, improved house-
keeping, and have not experienced a single FOD 
from loose, faulty or missing fasteners. Aircrew, QA, 
maintenance control, and work-center leadership com-
municate the risks and are fully engaged in the pre-
vention process. This increased awareness and proac-
tive approach has mitigated the hazards and reduced 
engine replacement and maintenance man-hour costs.

These steps, along with all-hands participation, 
are critical for effective prevention. We have reduced 
our FOD occurrences 50 percent over the previous 
year and aligned our efforts to eliminate the risk of 
FODs completely in the year to come. It proves a 
squadron can follow the book, improve safety proce-
dures, and still continue to operate at the tip of the 
spear.

Lt. Turner was the MMCO when this story was written. 
CWO4 Ron Stebbins assisted Lt. Turner and recently reported to 
the Naval Safety Center.

Producing Positive Outcomes My whole world 
turned black one 
sunny day around 

1330. I was on my hands 
and knees, feeling around 
to figure out how to get out 
from under a turning jet 
and wondering if I could 
see. I never have been so 
scared. 

I had been called to 
one of our jets because 
hydraulic fluid was all over 
the port keel. The team got 
set up for a low-power turn. 
After a little investigation, 
I found the leak, which, 
to tell the truth, was in an 
awkward place. We shut 
down the jet and did the 
necessary fixes.

I set up for another 
turn, and, to my dismay, the leak came back. In a 
moment of divine wisdom, I grabbed a wrench and 
decided to see if I could stop the flow. I probably don’t 
have to remind anyone, but a charged line is pressurized 
to 3,000 psi. At the time, I was wearing dark lenses and 
barely could see, so I kicked back my goggles—like so 
many maintainers do at one time or another. What a big 
mistake!

With my face just 10 inches away from the spot 
where I was working, I pushed up on the wrench, and 
the line sheared, causing a large shot of hydraulic mist 
to blow back in my face, engulfing my head. My eyes 
shut instantly. I started to fall backward and then to 
the side. I jumped back up and motioned for the plane 
captain to shut down the aircraft. The plane captain was 
stunned, so I tried again to signal for shut down. At this 

Day the Lights Went Out
By AM2 Michael Holthaus

Information on WESS is available 
on the Naval Safety Center website 
(www.safetycenter.navy.mil/wess). 
Visit and see stories, FAQs and 
videos on efforts to improve this 
valuable and required program.

WESS BRT NEWS
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point, I began to crawl out from under the aircraft when 
I felt a shipmate grab me. He was pulling me in the right 
direction and asking me if I was all right. At that point, I 
couldn’t see and thought I was blind. 

I was wearing a radio headset, so I called the flight-
deck chief and told him I needed him now! Suddenly, 
the radio crackled, “Man down base! We need an ambu-
lance!” The plane captain and chief stood me up and led 
me toward the hangar. It took 100 or so steps to reach 
the hangar and seemed to take forever. I could hear the 
diesel engines of the fire truck and ambulance, I remem-
ber thinking, “Wow, they got here fast.” I then was led 
to the eyewash station and started to flush out my eyes.

For those who never have used one in the Pacific 
Northwest, the water is freezing! They had me wash my 
eyes for what seemed like an eternity. The corpsman 

Day the Lights Went Out

asked me for my name, rank and where I was, checking 
for shock. They then looked at my eyes and wiped off 
my face. 

After a quick check, they loaded me into an ambu-
lance and took me to a hospital. As I sat there, the 
adrenaline began to wear off, and I began to realize how 
close I had come to serious injury. Reflecting on the 
incident, I realize I might never have seen my son or 
watched my wife sleep again. I also might not ever have 
been able to see my unborn child.

I learned a very valuable lesson that day: PPE can 
protect you but only if you wear it. No matter how small 
the leak or how easy the task, wear goggles. You only 
have one set of eyes, and nothing is worth risking your 
sight. 

Petty Officer Holthaus works in the airframes shop at VAQ-139.

Working under an aircraft without goggles or a cranial can be very dangerous.
Navy photo by PH3 Aaron Burden
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My squadron, like most in 
the Navy, is a complex unit 
tasked with high-tempo 

ops that include daily operational 
commitments and regularly sched-
uled aircraft maintenance. When 
the heat of action builds, everyone 
must be on the same page, and com-
munications are critical. We recently 
had an incident that showed just how 
important.

An ISIS (isochronal sched-
uled inspection system) is an ideal 
example of regularly scheduled 
maintenance where tasking requires 
countless maintenance processes to 
occur so aircraft can be maintained 
and operated safely. To ensure an 
orderly completion of the ISIS, the steps are controlled 
through a sequence-control chart (SCC), which allows 
several tasks to be worked on concurrently. 

The completion of technical directives (TDs) is 
one of many requirements also done during an ISIS. 
Our first one on a deployment in Misawa, Japan, 
involved the completion of AYB-1055. This directive 
requires we check the afterbody bolts for proper thread 
count and nut plates for security. If any failure is found, 
each failed bolt and nutplate must be replaced. 

Power plants had to incorporate this particular TD. 
While complying with it, the squadron discovered sev-
eral nut plates were bad. The technician left the bolts 
in place to point out which nut plates were bad.

As previously mentioned, several procedures are 
being done at the same time to complete the inspec-
tion. Some of those procedures require the propeller 

and blades to be rotated, including static pitchlock 
checks. 

Two electricians were assigned to complete the 
static pitchlock checks on the No. 1 and No. 2 propel-
lers. An AE2 was assigned to the flight station to begin 
moving the propeller blades, and another AE2 was 
acting as the outside observer. They completed the 
static checks on the No. 2 propeller without noticing 
anything unusual and then continued onto the No. 1 
propeller. The AE2 acting as outside observer imme-
diately signaled the AE2 in the flight station to stop 
because he noticed damage to the No. 1 blade cuff. At 
this point, they stopped all maintenance and immedi-
ately reported the problem to maintenance control. 

Extensive damage occurred to the blade cuff on 
the No. 1 propeller and lesser damage to the No. 2 
propeller. The damage took place when the propeller 

By AE1 Cassandra Daniel

Damaged blades are a big concern with any aircraft.
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blades were rotated and came into contact with after-
body bolts left in the wagon-wheel structure of both 
engines after completing AYB-1055.

Power-plants personnel were assigned and com-
pleted servicing on all of the propellers. The electri-
cians cleaned the slip-ring assemblies and installed 
the brush blocks. These actions required the blades/
propellers to be rotated.

Where was the breakdown? When exactly did the 
damage occur? Each maintainer involved with jobs 
done during the ISIS was adamant that no damage had 

occurred during their particular 
maintenance action.

The result of this coordination 
failure was the loss of a propeller 
with a repair cost of $121,644 and 
damage to a second one. The com-
mand also had to expend extensive 
man-hours to repair and replace 
them. Although each individual 
denies responsibility for the damage 
to the propellers, it is clear that 
poor maintenance procedures and 
insufficient supervision were at 
fault. 

The maintenance instruction 
manual does not state that the 
afterbody bolts should be removed 
immediately, but this critical step 
clearly should have been taken after 
completing the inspection. The 
bolts then should have been marked 
and stored for accountability. As 
maintenance professionals, we must 
have total situational awareness, 
especially at the supervisory level, 
about concurrent tasks that involve 
multiple work centers. Maintainers 
assigned to complete any mainte-
nance action must do an operational 
risk management (ORM) assess-
ment before beginning any job.

It was determined that the pro-
peller damage could have occurred 
over several days and possibly on 
separate occasions. Without per-
sonal accountability and integrity, it 
is impossible to know exactly when 
or how it occurred.

All maintenance personnel 
received training on the proper 
steps to incorporate AYB-1055 and 

the importance of not leaving afterbody bolts in the 
wagon wheels after removing the afterbody. Our entire 
department also reexamined the most important char-
acter trait when it comes to maintenance safety and the 
operation of aircraft: integrity.

QA also submitted a technical-publications defi-
ciency report (TPDR) on NA-01-75PAA-2-4.6. They 
requested a caution be included to highlight the 
damage that can occur if the afterbody bolts are left in 
without the afterbodies being installed.

Petty Officer Daniel is the ground-safety petty officer at VP-40.

This close-up shows how bad it can get.

Several people could be at fault, but no one knows who’s guilty.



 Mech    19 Mech Summer 200618   

Our Hornet squadron’s workload was heavy, but 
we were used to it. Maintenance control asked 
us to troubleshoot an MSP 833 code (secondary 

bleed-air overpressure switch). The same discrepancy 
existed on the last five flights. That obvious sign should 
have caught our attention; it didn’t.

We followed the troubleshooting procedures in the 
publications and found the secondary bleed-air overpres-
sure switch was bad. I went to the publication for the 
part number and ordered the switch. We installed it and 
did a low-power turn to verify it worked and checked for 
leaks. After 20 minutes of turning the jet, the MSP 833 
did not appear, and the system worked as advertised. As 
far as we were concerned, the aircraft was ready for the 
next day’s flight schedule.

During the next flight, the pilot received dual 
bleed-off cautions, no ECS flow, and no OBOGS. While 
returning to the ship, the pilot could not transfer 2,000 
pounds of fuel from the two drop tanks. Our XO called 
the shop and asked if the pilot could do anything to get 
the ECS working again. I recommended cycling the 
bleeds, and he told me they already had tried it, with no 
luck. He made the call to jettison both drop tanks and 
land. The pilot returned to the ship safely. 

A closer look showed that the MSP 833 code had 
returned. We troubleshot some more and again found 
the switch bad. I ordered another switch and passed the 
job to night check. Maintenance control directed the 
shop to cannibalize the switch from another jet. The 
MSP 833 code still was present after they replaced the 
switch. Further troubleshooting revealed pin 111 on the 
SDC was pushed and had caused the MSP code 833. 
The AE shop repaired the pushed pin, and the MSP 
code 833 cleared. 

Maintenance control discussed the gripe at length 
with the shop and concluded that something other 
than the recessed pin must have caused the bleeds to 
shut off. Night check found the wrong switch had been 
ordered both times, and the cannibalized switch was 
wrong, too. I had failed to check the “usable on” code 
before ordering the switch. The ones installed were 
for lot 13 aircraft, and this aircraft was a lot 14. The 
switches physically looked identical, but the operating 
characteristics were different. The lower lot switch has 
lower pressure parameters, which caused the primary 
regulating valve and secondary valve to shut off once the 
aircraft reached afterburner off the catapult shot.

Looking back, I realized my first mistake was order-
ing the first part number on 
a list of three without check-
ing the “usable on” code. The 
second mistake came when we 
swapped switches between dif-
ferent lot aircraft without check-
ing the pubs. Our squadron 
learned a valuable lesson about 
maintaining different lot aircraft. 
You have to check everything 
against the pubs and can’t rely 
on the local subject-matter 
expert. It is just as important 
to take time and make sure 
your troops know how to use 
the pubs; it will save time in 
the long run. We were fortunate 
on this flight. The cost of the 
lesson, however, was two drop 
tanks. 

By AME1 Morrison

Managing parts for multi-lot aircraft can be a challenge.



 Mech    19 Mech Summer 2006

The Naval Safety Center and 
Commander, Naval Installations 

have teamed up and have 
bought banners like this one. 

Getting out the safe-drive 
message is critical to improve 

safety awareness.

Leaking fl uids indicate a potential 
problem. Check equipment 
for security and operation in 
accordance with the manuals and 
checklists.

‘Nuff said!
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 Mech Celebrates 45 Years of Service to the Fleet

In 1961, maintenance mis-
haps were a big problem. 
This first issue didn’t have 
stories, just 64 pages of 
stats, analysis, and mainte-
nance-related mishaps of all 
classes. It’s purpose was to 
help reduce mishaps.

In the 1970s, the look and 
content of the magazine 
changed. It now included 
first-hand accounts of things 
gone wrong. These “there I 
was” stories taught lessons 
about mistakes and how to 
prevent mishaps.

In the 1980s, the focus 
was on the maintainer. The 
magazine included a section 
called, “Bravo Zulu” to rec-
ognize Sailors and Marines 
who had done good deeds, 
prevented mishaps, and 
saved lives.
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 Mech Celebrates 45 Years of Service to the Fleet

In the 1990s Mech shared 
the beginnings of efforts 
to work on human factors 
and risk management. It 
included stories on new 
equipment and programs 
that make a maintainer’s 
job easier, better, safer, or 
cleaner.

In the new millennium, the 
magazine has provided  
information on best prac-
tices and innovative ideas to 
improve existing safety pro-
grams, while still focusing 
on first-person stories about 
mishaps and near-misses.

The future is an open door. 
What challenges will new 
aircraft, ships technology, 
and the transformation of 
naval aviation and main-
tenance bring? Mech will 
continue to provide informa-
tion by maintainers and for 
maintainers.
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We were doing night ops 
aboard USS Carl Vinson, 
and our squadron was 

preparing for a six-month deploy-
ment to the Middle East. We were 
finishing up a three-week work-up 
period when our squadron got a 
tasking order to be the alert air-
craft for the night exercises. While 
prepping the aircraft for alert-five 
status, an incident occurred that 
changed my life forever. 

It was 2030, and I was on the 
flight deck of the ship. We were 
working hard, and everything 
seemed to be tracking well during 
fast-paced and chaotic night oper-
ations. The ship called to launch 
our Alert-5 aircraft. As the yel-
lowshirts rushed to get our jets to 
the catapult, I realized one of our 
birds still needed a final check.

The yellowshirt began to taxi 
my jet forward, leaving enough 
room for a final inspection of 
the tailhook. The aircraft han-
dler yelled, reminding me that it 
needed to be inspected before the 
launch—as if I didn’t know.

As I crawled under the air-
craft, I saw the hook begin to 
raise. I quickly signaled the yel-
lowshirt to drop it again. As I 
rushed to get back under the jet, 
I lost my balance, and the worst 
thing happened: The yellowshirt 
never signaled to re-drop the 
hook, so it continued to come up. 
Unable to stop my momentum, I 
grabbed the hook. My hand came 
up with the hook, and my ring 
finger was compressed between 
the stop pad and the shaft. 

By LCpl. Brandon Fitzhugh

The yellowshirt then began to taxi 
the aircraft with me still attached!

22   
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Written maintenance procedures are in place for a 
reason. No matter how many times you’ve done 
a job before or how rushed you are, the only way 

to be 100 percent sure a job is done right is to do it by the 
book. I learned this truth the hard way, while doing what 
I thought was just routine maintenance.

I was doing inspection turns on 
a P-3C Orion aircraft when the 
No. 4 propeller was found 
out of limits. Initial adjust-
ments were in work when 
a bolt was found wedged 
between the propeller 
pump housing and the 
reduction gearbox (RGB). 
The bolt had worn an 
out-of-limits groove in the 
gearbox, requiring a pump 
housing and RGB change. 

Although anxious to get 
started, my crew had to wait almost 
an entire shift while airframers replaced 
an anchor nut on a fire-warning element. By the time we 
were able to get to work, we only had three hours left in 
the shift. Even though the No. 4 engine and propeller are 
major components, they don’t take long to install.

As the mid-check supervisor, I was convinced we had 
adequate time to replace both, and we did. The entire 
process went so smoothly that we even had enough time 
to do a good clean up and provide a detailed passdown to 
our day-check relief. I thought it was a job well done.

Feeling good about the work we had done, I headed 
home. It wasn’t long before I received a phone call from 
my leading petty officer (LPO) with some unwelcomed 
news. While doing his final inspection of our turn-in 
engine, which was slated to go to the Aviation Interme-

diate Maintenance Depot later that day, he 
found the propeller-shaft brass ring 

still was installed. This impor-
tant item should have been 

removed from the old engine 
and placed on the new one 

during installation. If that 
engine had been started 
without the ring, the 
results could have been 
catastrophic. My LPO 

explained he would do 
some more research and get 

back to me later in the day. 
As expected, I received a 

call telling me the problem had 
been resolved, and I also found out my 

CDI qualification had been suspended. Considering what 
the results could have been, I was relieved to hear the 
problem was discovered before it was too late. 

This experience re-emphasized the importance of 
by-the-book maintenance and never permitting a per-
ceived deadline, even a self-imposed one, to influence 
the accuracy of your efforts.

Petty Officer Rafanello works in the powerplants shop at VP-26.

By AD2(AW) Nicholas Rafanello
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I yelled and tried to signal for help, but no one 
noticed my situation. The yellowshirt then began to 
taxi the aircraft with me still attached! In fear of being 
dragged across the flight deck, I quickly pulled myself 
free. However, that action resulted in the amputation 
of the last inch of my left ring finger.

A fellow Marine quickly rushed me to medical, 
and I subsequently was flown to Balboa Naval Medical 
Center. The next morning, I went into surgery where I 
received 22 stitches, an aluminum foil splint inside my 
finger, and a screw to re-attach the bone. 

As a result of this incident, I learned two key les-
sons. First, communication always is a key function 
when operating in a crew environment. Without visual 
or verbal cues, chaos, complacency, and assumptions 
will occur. Lastly, never touch any moving parts of 
an aircraft, unless everyone knows you’re doing it. I 
learned the hard way and now have a constant reminder 
of how a couple simple steps could have prevented a 
personal nightmare.

LCpl. Fitzhugh works as a troubleshooter at VMFA-323.
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ASM is a web-based training-support system that 
helps you create and track short- and long-term detailed 
individual or group training plans. ASM manages main-
tenance training, training completion, qualifications and 
certifications awarded, and personal information through 
a series of views created to support the full range of 
the naval aviation maintenance/training infrastructure. 
Views are selected from the ASM Online home page and 
include Personal, Work Center, and Fleet Administration.

In 2001, the Navy initiated an executive review of 
Navy training to explore ways to leverage new, emerging 
training methods and technologies. As a result, the Navy 
has undertaken a broad-based revolution in training. 
Emphasis is on supporting personalized task-based train-
ing for the workplace, and the provision for a broad set of 
options for learning delivery.

The Naval Aviation Maintenance Training Con-
tinuum System (AMTCS) is an OPNAV-sponsored, 
NAVAIR-managed program initiated to improve readi-
ness, enhance safety, and reduce training and adminis-
trative time and costs through the integration of existing 
training tools. NUWC Division Keyport developed an 
AMTCS Software Module (ASM) to include integrated 
courseware, computer-based training, and interactive 
electronic technical manuals. 

ASM was developed to support training and readi-
ness using task-based lists. It supports all aspects of the 
five-layer/five-vector model through the creation and 
management of task-based training plans. The primary 
application of ASM is in supporting career-wide personal 
growth and improved maintenance capabilities through 
timely application of state-of-the-art training tools avail-
able within the AMTCS.

NAVAIR recognized the need to focus on human 
performance during the design of ASM, not just the 

ASM Online: Improving Maintenance Training

The ASM Online Homepage offers basic information 
about the site and navigation menus. 

The Personal View Screen allows individual entries 
and training accomplishments to be viewed. 

By AZCM Kevin Green and Mr. Eric Seeley
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need to provide training after deployment. Accordingly, 
ASM (version 2) has been designed using a human-
performance design (HPD) methodology. HPD helps to 
build knowledge and job competency into systems like 
ASM that workers use every day. 

HPD is a system that has been designed around 
common work practices, procedures, and specific indi-
vidual roles: workers, work-center supervisors (WCS), 
and training petty officers (TPO).

Software specialists created the ASM HPD, but 
aviation active-duty and reserve Navy and Marine Corps 
maintenance SMEs designed it. The system’s rules are 
based on the NAMP and comply with aviation mainte-
nance requirements.

The personal view, like all the views, consists 
of a series of tabs that arrange information into logi-
cal groups. The first view is the Training Action Plan 
tab, which shows the “To Do” list (one component of 
an Individual Training Plan). The structure looks at 
a specific area, for example the F-18 Tire-and-Wheel 
Maintenance Training Syllabus. Within that area, users 
must do a series of On-the-Job Training (OJT) tasks and 
get them signed off to become fully qualified in F-18 
Tire-and-Wheel Maintenance. They use ASM Online 
to sign off each task, and it displays completion percent-
ages, tracking the curriculum’s progress. The system also 
includes a testing and grading function, and it maintains 
the results in the database.

A section called Continuous Training supports 
OJT on tasks at the Navy Enlisted Code (NEC) or 
Military Occupational Specialty (MOS) of the Marine 
Corps. These qualifications normally are supported by 
formal training courses. This view also has informa-
tion on upcoming expirations for job-required skills 
(Qualifications/Certifications) and physicals (such as the 
flight deck physical).

The work-center view is the realm of the WCS and 
TPO. As a WCS or TPO, the ASM logon and password 
give access to the Personal View and the Work Center. 
Tabs allow the user to do the following functions:

• Monitor qualification/certificaton records
• Manage training action plans
• Maintain training completion records
• Create/edit worker profiles
In the work-center view, ASM has arranged the 

tasks into logical groups where users readily access 

Flight, Flight-Related, and Ground
Class A Mishaps

01/01/2006 to 05/21/2006
Date Type Aircraft Command
01/10/2006 T-39N VT-86
Sabreliner crashed on low-level training fl ight—four fatalities.
01/18/2006 FA-18C VFA-97
Hornet crashed during night-bombing training event.
01/27/2006 T-34C VT-27
Mentor crashed in backyard of house near airfi eld—two fatalities.
01/28/2006 FA-18C VFA-25
Aircraft struck ramp and went over the side. Pilot ejected safely—no injury.
02/06/2006 FA-18D VFA-125
Pilot ejected successfully after loss of control following multiple emergencies.
02/17/2006 CH-53E HMH-464
Two aircraft in the same fl ight collided while training near the coast.
02/21/2006 FA-18C VMFA-122
Hornet lost at sea during air-to-air training fl ight.
03/03/2006 EA-6B VAQ-135
Prowler crashed during low-level fl ight after engine failure—all safely ejected.
03/25/2006 AV-8B VMA-513
Harrier landed on a closed runway. No injuries. Aircraft and construction
equipment damaged.
03/27/2006 MV-22B VMMT-204
During post engine-start checks, aircraft went airborne and landed hard.
04/30/2006 FA-18E VFA-14
Hornet had right engine fi re during takeoff. Pilot aborted and exited on runway.
05/05/2006 FA-18A+ VFA-201
Aircraft had severe bleed-air leak during fl ight, burning part of the aircraft.

Class B Mishaps
Date Type Aircraft Command
01/12/2006 SH-60F HS-4
Sonar transducer departed the aircraft during sonar-raise evolutions.
01/26/2006 TAV-8B VMAT-203
During vertical landing, Harrier had a hard landing, rolled up on right outrigger
and nose wheel.
02/10/2006 T-45C CTW-1
Engine ingested landing gear safety pin during post-fl ight T/S.
03/12/2006 FA-18E VFA-22
Hornet experienced right AMAD pressure caution during a CAS mission.
03/16/2006 AH-1W HMLA-269
On a combat-sustainment sortie, helo had a hard landing.
03/18/2006 FA-18D VMFA (AW)-533
Aircraft had a brake fi re after a high-speed abort—no injuries.
03/31/2006 TH-57B HT-8
Aircraft crashed at an outlying fi eld.
04/05/2006 FA-18C VFA-81
04/05/2006 FA-18F VFA-11
During taxi, right wing of Hornet No. 1 hit the left wing of a parked aircraft.
04/25/2006 FA-18C VMFA-314
Engine FOD on approach to landing.
05/07/2006 FA-18E VFA-22
Left brake caught fi re after a high-speed abort on the runway.
05/12/2006 AV-8B VMA-231
Aircraft departed runway after landing.
05/15/2006 SH-60F HS-8
Main rotor blades and stabilator damaged during a precautionary landing. 
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them. The records viewed 
are for these people in a 
work center, and a user 
can manage their train-
ing action plans and OJT 
through ASM.

Pull-down lists exist 
for each program and 
qualification, and they 
can be assigned as tasks 
maintainers must com-
plete. Once assigned, they 
appear on the individual’s 
to-do list, and progress can 
be checked in the work-
center view and the worker view. Included in this area 
are the Naval Aviation Logistics Command Management 
Information System (NALCOMIS) and OJT wing mini-
mums and qualifications.

The fleet administrator is responsible for a periodic 
upload of  NALCOMIS data and will also take care of 
personnel account administration (new and transferred 
accounts). This person also will keep task lists current 
through periodic updates.

Reports are available throughout ASM and are 
based on the data contained within the system. Reports 
include a Training Summary, Proficiency List, Person-
nel Report, and the Monthly Maintenance Plan (MMP). 
Customized reports also are available. 

ASM can share information with other significant 
Navy databases, such as CETARS, NTMPS, and NAL-
COMIS. From NALCOMIS, ASM can download OJT 
information, which will ensure that the work record of 
all ASM users is synchronized with the NALCOMIS 
system.

The ASM system provides the following benefits to 
the aviation-maintenance community: 

• Automates training administration and readiness 
assessment

• Task Lists integrate/standardize and track school-
house training; fleet in-service technical training; gen-
eral military training; on-the-job training; qualifications, 
certifications, and licenses; and professional and per-
sonal development

• Provides uniform controlled, task-specific training by:
    - Providing local access to state-of-the-art train-

ing tools

    - Providing focused, just-in-time remedial/
refresher training

    - Real-time assessment of training deficiencies
• Produces user-defined training and readiness met-

rics and reports
• Performance centered design based on common 

work processes
• Context-Sensitive Access to Naval Aviation Main-

tenance Plan (OPNAV 4790) and other information 
resources

• Can support various types of training documentation
• Web-enabled/central server or stand-alone
• Online help, frequently asked questions (FAQ)
The system is designed to manage squadron train-

ing, but it can be used at Aviation Intermediate Mainte-
nance Departments (AIMD), or any work-center struc-
tured organization.

The ASM module is being tested at AIMD Norfolk. 
There’s not enough room to include every element 

or function of the system. However, a web version of 
ASM is available from the NUWC Division Keyport 
website. You may log onto the website with user name,  
and password “johndoe.” Access to some views will be 
limited to avoid corruption of the ASM database, but 
this sample will give you an idea of how ASM functions. 
It also includes a new-user guided tour. The Keyport 
website is: https://asmv2web.kpt.nuwc.mil/. A flash 
presentation is at https://amtcs.kpt.nuwc.navy/asm2.0/
asm.html.

ASM helps track the training 
that maintainers need and 
have completed. 

Navy photo by PH2 James A. Farrally II

Master Chief Green works at NAVAIR in PMA 205. Mr. Seeley 
works at Naval Undersea Warfare Center, Division Key Port. 
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You’re Not Supposed to Be Part of a Circuit!
Mech/Crossfeed, Summer 2004

We have ordered the 
multi-meter leads dis-
cussed in the Good, Bad 
and Ugly and Crossfeed 
section. After one week’s 
use, they are starting to 
show signs of wear. The 
plastic case is stiff and 
not flexible, and the tips 
are easily bent. They 
don’t hold up too well. 
I’m going to visit the 
local manufacturer to tell 
them about my concerns. 
So far, the troops aren’t 
using the safety wire any 
more, but I can tell they 
don’t like these new test 
probes, either. Thanks 
again. The articles are 
now on the safety board.

—Warrant Officer Mark Riddle, ACE HMH-466

I hope you have good luck with your visit to the vendor. If 
they have a better product, please let Mech know. The danger 
of using safety wire on the lead ends of the multi-meter isn’t 
worth the risk of shock or electrocution. Using the right tool 
for the job is best, even if the tool’s quality isn’t the best.—Ed.

A Simple Ride in the Desert
Mech, Spring 2006

I just read AT2 Dobbs’ story, and, like several other 
experienced riders sitting here with me in the Ready 
Room, I’m dumbfounded that this letter made it into 
your usually great magazine. 

Having put 25,000 miles on my 2001 Aprilia Falco, 
I’m quite familiar with the level of power a modern sport 

bike has. Hitting an animal is unlikely to have caused 
the situation mentioned. It’s more likely that this petty 
officer had been practicing wheelies or “stunting,” lost 
control, and crashed, damaging his friend’s bike.

   —East Coast E-2 Squadron

We didn’t want to question the validity of his claim; 
rather, we wanted to tell the readers about the good decision 
Petty Officer Dobbs made to wear the right clothing and 
PPE. The Shoie helmet and riding clothes kept him from more 
serious injuries. Mech’s comment about the size of the rabbit 
let the readers know that we weren’t sure of the actual events. 
Those details are best left for Petty Officer Dobbs and his 
friend. It’s important to note that AT2 Dobbs has appeared in 
the BZ section on several occasions.—Ed.

I have submitted an article for an upcoming issue of 
Mech magazine about the earliest maintainer on record, 
Mr. Charles Taylor. I hope you enjoy reading it and will 
find some way to use it. Thank you very much for this 
opportunity, and let’s keep ‘em flying! 

  —AD2 Gary McGraw, USNR/VR-56

Charles Taylor was the mechanic who worked with 
Orville and Wilbur Wright, and was one of the unsung heroes 
of early aviation. May 24th is his birthday, and the Profes-
sional Aviation Maintenance Association (PAMA) had sought 
for years to make it the National Aviation Maintenance Tech-
nician Day. Mr. Taylor got long overdue recognition during 
the 108th Congress in 2004 when House Resolution 568 was 
passed, and May 24th is set aside to honor Mr. Taylor for 
his contributions to aviation, maintenance and engineering 
design, and service to his country. For more information, 
see Petty Officer McGraw’s story about Mr. Taylor and the 
links that bring the history of his life into view on our web-
site at www.safetycenter.navy.mil/media/gallery/nostalgia/
default.htm.—Ed.

Old Maintainer
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We recently had returned home from an ex-
tended eight-month combat deployment to 
the Arabian Gulf in support of Operation Iraqi 

Freedom. With the dangers of life at sea behind us, the 
squadron was rewarded with a generous stand-down 
period, so we could reunite and spend time with our 
families. Everyone was tremendously proud of a job well 
done and a mission accomplished successfully. It would 
dull quickly. 

Now that we were on our home turf with no immi-
nent threat of danger on our radars, we could afford to 
loosen up a bit on the maintenance push. We just had 
finished a combat cruise, flown thousands of hours, and 
dropped lots of bombs. We were at the top of our game, 
so we had no reason to be concerned. Right? 

We started two-shift maintenance and began to get 
back into the routine of operating at our home base in 
California’s San Joaquin Valley. The priorities handed 
out during the morning maintenance meetings made 
sure enough aircraft were available for the flight sched-
ule, no matter what it took or how full the plate. “Just 
give me another helping of tasks,” I thought, “and I will 
find a way to get it done, all with good intentions.” 

The squadron was preparing for the upcoming
material-condition inspection and maintenance program 
assist (MCI/MPA) inspection. With a team at the top of 
their game, this inspection should be a breeze. At least, 
that’s what I thought.

I worked my programs, ran the work center, knocked 
out all the evaluations, found time to train all these 

By Anonymous VFA-94 Maintainer

After-cruise fl ight and maintenance 
schedules usually are relaxed.
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green wrench turners, and was ready to do CDI inspec-
tions on multiple jobs—oh yeah, and gave regular 
updates to maintenance control. If there was another 
priority, I’d get it done. I wouldn’t disappoint mainte-
nance control or my division. 

During this time, we got word about a possible pre-
pare-to-deploy order (PTDO), meaning we had to be 
ready to go in 96 hours should it be issued. We had to 
cover a couple of legacy Hornet squadrons transitioning 
to Super Hornets—just another thing to add to the list. 

As the PTDO squadron, our level of readiness 
needed to be at the same level as the other squadrons in 
the CAG. Our flight schedule increased dramatically, as 
did our workload. Of course, the more we fly…the more 
they break. This is a cause and effect that we all accept, 
and it is the price of doing business in naval aviation.

The workload kept growing, and I found myself 
drowning ever so slowly, trying to get these aircraft up 
and knock out everything else. Before I knew it, my days 
started getting longer and longer, and I tried to keep up. 

Yes, my plate was full, but I thought 
I could handle it. I didn’t want to let 
down the chiefs. QA was in my shop 
daily to see how we were coming 
along for the inspection. I didn’t want 
to admit it, but we all were getting 
further and further behind. I was up 
late at home working on evaluations 
and other admin stuff that I couldn’t 
get done during the day. I had good 
intentions of getting it all done, no 
matter how much time it took.

Then things started going from 
bad to worse. We had completed 

a phase inspection on one of our jets, and, during the 
post phase flight, the aircraft had had a connecting-link 
failure on landing. The pilot declared an emergency and 
circled the airfield. He eventually made a field arrest-
ment at the end of the runway. The pilot was OK, and 
we could fix the aircraft without much difficulty. 

My crew gathered the necessary tools and parts and 
went to work replacing the bent connecting link. I had 
the publication on the job, but, since I had done this 
procedure many times before, I was certain the book 

A connecting link failure on landing 
was the fi rst sign of trouble.

Replacing a bent link is a relatively easy job 
to do, when the MIMs are followed.
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wouldn’t tell me anything I 
already didn’t know. During 
this job, a few work center 
questions arose, distracting 
me from the task at hand. I 
broke away from the job to 
answer the questions in the 
shop. In my absence, nobody 
read the pub—primarily 
because I was a poor example 
and did not read it myself.

We also had another air-
craft in phase, and the crew 
on that jet had some questions 
regarding the work they were 
doing. So, I climbed on top of 
the aircraft to address their questions. Maintenance con-
trol was calling me to go out to the flight line and trou-
bleshoot a hydraulic leak on an aircraft trying to launch. 
While troubleshooting that aircraft, we discovered the 
problem was more than a loose line; it was another failed 
component. At this point in the day, it was almost time 
for shift change, and I remembered maintenance wanted 
the aircraft with the connecting link off jacks before 
night check arrived for work.

I went back to the hangar exhausted and didn’t 
recognize the indicators of being overwhelmed and 
overtired. I told maintenance control the flight-line air-
craft was down because of an excessive leak from the 
hydraulic drive unit. After a while, I was able to get back 
to the aircraft on jacks, and I noticed that night check 
was arriving. The crew had the connecting link replaced 
and ready for operational checks. I knew one of the 
maintainers had done this job before, and I rushed right 
into the operational check without checking and verify-
ing the rigging of the landing gear. The aircraft drop- 
checked fine for the CDI and QA, so it was lowered to 
the deck.

The next day, that same aircraft with the bad con-
necting link had another issue with landing gear while 
landing. This time, our maintenance officer was flying 
the jet. Maintenance control told me about the situation 
and asked if I could offer any advice to help the pilot. 
After troubleshooting and declaring an emergency, he 
made a field arrestment at the end of the runway. 

Both of these landing-gear incidents easily could 
have ended in a major mishap. After the aircraft was 
towed back to our flight line, I went out to inspect the 
damage. The planning link was bent severely because 
of an incorrectly rigged connecting link. I went over the 
steps in my head, trying to figure out how this problem 
could have happened. While going back over the steps of 
the maintenance evolution and how we did the work, I 
was sick because I had not used the publication on this 
job. I just was trying to get the jet up. My intentions had 
been good, but my maintenance practices and leadership 
was poor. Maintenance malpractice was a term at the 
forefront of my mind. Yes, I felt overwhelmed and tired, 
but I had lost sight of good judgment. We cannot be 
combat ready if we don’t get it right the first time. 

No one was hurt, and the aircraft wasn’t damaged 
severely, but it could have been different. I have learned 
that luck has no place in the maintenance business. 
Doing by-the-book maintenance is the only way to mini-
mize risk. 

I also learned a valuable lesson about identifying 
the signs of task saturation and using other resources, 
like CDIs from other work centers who are qualified to 
inspect your work. QA also could and should be used. 
It is important to talk with your division chief and the 
maintenance chief about resolving or resetting priorities. 
Good leaders know when to cry “uncle,” and good inten-
tions are no excuse for poor results. 

Checking the rigging of the landing gear is 
a critical step, also addressed in the MIMs.
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The flight deck is a place where deci-
sions are made at a moment’s notice, 
and maintainers make many of them 

in a day. You can’t afford to make bad ones. 
You learn the things you should do and many 
things you shouldn’t, but it is important to 
remember to put safety first. We didn’t and 
learned a lesson the hard way.

We were running around the deck, trying 
to do our job as fast as possible. As soon as 
our aircraft came in for a hot-pump and hot-
seat evolution, we moved in quickly to put on 
chains.

We went under the nose of the aircraft, 
which was parked inboard of the island and 
right next to the foul line. That safety item 
is a red-and-white line painted on the deck 
to provide safe clearance for personnel during 
recoveries. We were working to get the air-
craft chained down so fueling and crew shift 
could take place. In doing so, we stepped 
over the foul line and put ourselves in unnec-
essary danger.

We got our priorities wrong and were 
working for speed, quality, and safety, rather 
than for safety and quality first and speed 
last. The flight deck is a dangerous place, 
and it’s critical always to be aware of your 
surroundings. It isn’t enough just to look out 
for yourself; you should have your head on a 
swivel and watch those around you, too. We 
are all a part of a bigger team, and each of us 
needs to look out for our fellow shipmates. 
We knew the general rule of staying three feet 
away from the foul line to avoid crossing it.

We now know that taking a few extra 
seconds to put on chains would have kept us 
well behind the foul line, and we still would 
have accomplished our task in plenty of time. 
More importantly, it would have upheld the 
squadron’s motto: Safety, quality, and speed.

Airmen Frede and Harper work in the line divi-
sion at VFA-146. 

By AOAN George Frede and AMAN Joshua Harper

Plane captains tie down an FA-18 Hornet. 
Navy photo by PH2 Robert McRill



34    Mech    35 Mech Summer 2006

The 4th Aviation Maintenance Safety Confer-
ence was held at Naval Station Norfolk, April 
18 to 21. Its purpose was to promote safety 

awareness and better inform the fleet of Operational 
Risk Management (ORM) tools.

Rear Adm. George Mayer, commander, Naval 
Safety Center (NSC), kicked off the conference, and 
Capt. Ken Neubauer, head of the NSC aviation safety 
directorate, followed the admiral’s speech.

“It’s vital to have conferences such as these where 
we gather leadership to share ideas so the best informa-
tion can be distributed to the fleet,” said Neubauer. 
“Risk management is a vital part of our job, and hazards 
bring with them a certain amount of risks. Therefore, it 
is important to manage risks brought to us.”

Neubauer said there are many programs in place to 
help minimize mishaps and that leadership training is 
one of them.

“Leadership is one tool the Navy uses to apply 
ORM,” said Neubauer. “By leaders demand-
ing that safety is a must and teaching our 
Sailors how to use safety techniques, we can 
minimize the amount of mishaps in the fleet 
by a large percentage.”

ASCS(AW) Phil Lecroy, a maintenance 
analyst with NSC and an instructor for the 
safety conference, said it’s not only unsafe 
actions in the fleet that kill, but not practic-
ing safety outside of the military work space 
can kill, as well.

Lecroy, a victim of a 1980 drunk-driving 
accident, said he uses his past experiences 
to help educate Sailors on how safety plays a 
role in our everyday lives.

“My best friend and I were driving to 
Nulichucky River, Tenn., when we were 
struck by a drunk driver,” said Lecroy. 
“Because of the hard impact and me not 
wearing my seatbelt, I don’t remember much 
of the accident. But the loss of my best 
friend and seeing the damage to my face and 

More than 200 maintainers and safety 
professionals attended the conference.

RADM George Mayer, Commander
 Naval Safety Center
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By JO2 Maja Dyson 

neck reminds me of the importance of safety every 
day.”

AMC(AW) Paul Hofstad, an airframes analyst for 
NSC, said the turnout for the conference was great and 
just what the center expected.

“It’s highly important to hold a four-day conference, 
because there is so much information to put out on avi-
ation safety,” said Hofstad. “The first day includes the 
supportive lectures; second day includes lectures about 
things that cause the highest mortality rates; third day 
are the surveyor’s input; and that fourth day is the vali-
dation day. The more you get the word out, the better.”

Hofstad said the center wants to see the partici-
pants go back to their commands and share everything 
they’ve learned.

“Mission readiness is paramount; safety is a 
byproduct of a good readiness plan,” said Hofstad.

LCdr. Bert Ortiz, an Aviation Safety Maintenance 
officer at NSC, said, “These conferences 
are not only good to educate, but they are 
also good to get different ideas on ways to 
improve safety and make things at each 
command better. We were able to bring 
in representatives from all over the world, 
including Japan and Guam, to help learn 
about different techniques they use at 
their commands.” 

Ortiz also said, “If Sailors learn how to 
employ ORM in everything they do and 
listen to their senior personnel, who have 
a vast amount of experience with safety 
management, we will not only reduce 
safety mishaps but save lives.”

For more information on the
maintenance-safety conference, survey 
schedules, or for information about main-
tenance safety in general, visit the Naval 
Safety Center website at www.safetycenter
.navy.mil/aviation/maintenance.

Petty Officer Dyson works at the Fleet Public 
Affairs Center, Atlantic.

Photos by Dan Steber

By JO2 Maja Dyson 

Capt. Ken Neubauer, Head of Aviation Safety
 Naval Safety Center
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Continuing efforts to interact with the fleet and 
to stay in touch with their needs, the Aviation 
Maintenance Branch (Code 12) at the Naval 

Safety Center recently held the fourth gathering of 
maintenance and safety professionals in Norfolk, Va. 
More than 200 Sailors, Marines and civilians attended 
the Aviation Maintenance Safety Conference held 18-
21 April.

The four-day event included presenters from the 
Naval Safety Center and from the aviation maintenance 
community. The discussions included aircraft mainte-
nance, aviation programs, vehicle safety, and much more. 

Commander, Naval Safety Center, RADM George 
Mayer opened the conference with remarks about the 
recent plateau in mishap rates, and the focus of lead-
ership of personnel issues—human factors and skill-
based errors.

He challenged the attendees to continue their 
efforts to maintain a good on-the-job safety record and 
urged the assembled officers, chiefs and senior petty 
officers to look at off-duty issues, too. He spoke of the 
challenge ahead of us as we try to reduce mishaps 75 
percent over the next few years—by the end of FY 
2008. A key part of that effort is risk management, and 
he reminded the audience that a critical step in moving 
ahead is taking the lessons learned at work home at 
night.

Some other topics discussed and ideas shared 
included the renewed effort to emphasize or reintro-
duce ORM, the top-ten discrepancies found during 
safety surveys, changes to various safety programs, and 
introductions to new equipment and technologies.

More than 10 different commands presented infor-
mation on policies, programs or innovative ideas that 

By AMC(AW) Paul Hofstad
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will make Sailors, Marines and Civilian’s lives easier, 
better, safer, cleaner, or will save money.

This conference could not happen without the ded-
icated personnel in the Naval Safety Center or from the 
many other commands who helped make the confer-
ence a reality. A list of those commands that attended 
the conference and played a vital role in the sharing of 
safety information is included below. The Naval Safety 
Center wants to thank each and every one of them for 
their participation and continued support.

Next year’s conference is being planned for April 
at NAS North Island, Calif. We hope as many com-
mands as possible will attend and will continue to work 
on reducing mishaps, improving safety awareness, and 
sharing ideas to make commands safer and better.

Senior Chief Hofstad is a maintenance analyst at the Naval 
Safety Center and the coordinator of the Crossfeed section of Mech 
magazine. He recently was selected for the Warrant Officer pro-
gram.

SHIPS SQUADRONS TEST/ADVERSARY TEST
USS Theodore Roosevelt VFA-31/NAS Oceana VC-6/Norfolk DET HX-21/NAS Pax River
USS Harry Truman VFA-32/NAS Oceana VC-6/NAS Dam Neck
USS Nimitz VFA-87/NAS Oceana VX-20/NAS Pax River NAVAIR
USS Saipan VFA-105/NAS Oceana VX-23/NAS Pax River NAVAIR 6.4/Pax River
USS Bataan VFA-106/NAS Oceana NAVTESTWINGLANT/Pax River CNAF/AMMT (East)

VFA-131/NAS Oceana AIRTEVRON 23/Pax River
ACC VMFA-134/MCAS Miramar  
2nd CG MTAT/MCAS Cherry Pt VMFA-101/MCAS Miramar HELICOPTERS CIVILIAN/SCHOOL/NADEP
MARFORCOM ALD-B VFA-125/NAS Lemoore MINE COUNTERMEASURES CNATTU Norfolk
MARFORPAC ALT-D/K-Bay VFA-86/MCAS Beaufort HM-14/NAS Norfolk TSC Hampton Roads
CPRG/NAS Norfolk VMFT-401/MCAS Yuma  CNI/Occptl. Safety Pax River 
CNATRA Wing One/Meridian  COMBAT SUPPORT ASEMICAP
CSCWL/NAS JAX EARLY WARNING HSC-3/NAS North Island NADEP/North Island
CVWP NAS Whidbey Island VAW-117/NAS Pt. Mugu HCS-4/NAS Norfolk NAS Whidbey Island SAR
CPRW-2/MCAS Kaneohe Bay VAW-123/NAS Norfolk HSC-25/NAS Guam Wyle Lab/Virginia Beach
CPRW-5/NAS Brunswick VAW-124/NAS Norfolk HSC-26/NS Norfolk Boeing Integrated/Seattle
1st MAW MWHS-1/Futema VQ-4/Oklahoma City HSC-28/NAS Norfolk  
2nd MAW/MCAS Cherry Point  HSC-85/NAS North Island  
3rd MAW ALMAT/Miramar SEA CONTROL    
4th  MAW/New Orleans VS-31/NAS Jacksonville MEDIUM/HEAVY LIFT  

VS-33/NAS North Island HMM-265/MCAS Okinawa
MALS  HMH-769/Edwards AFB, CA
MALS-14/Cherry Point ELECTRONIC WARFARE HMM-774/NAS Norfolk
MALS-26/Cherry Point VAQ-129/NAS Whidbey Island HMT-303/Camp Pendleton
MALS-29/MCAS New River VAQ-138/NAS Whidbey Island
MALS-31/MCAS Beaufort VAQ-132/MCAS Iwakuni LIGHT ATTACK  
MALS 36/Okinawa  HMLA-773/NAS Atlanta  
MALS-39/MCAS Miramar PATROL  

VPU-1/NAS Brunswick LAMPS  
AIMD VP-10/NAS Brunswick HSL-43/Nas North Island  
AIMD Oceana VP-69/NAS Whidbey Island HSL-37/MCAS Kaneohe Bay  
AIMD Pax River  HSL-44/NAS Mayport  
AIMD Fallon LOGISTICS HSL-45/NAS North Island  
AIMD North Island VR-1/NAF Washington DC HSL-49/NAS North Island  
AIMD Whidbey Island VR-46/NAS Atlanta HSL-51/NAF Atsugi  
AIMD Willow Grove VR-54/NAS New Orleans  
AIMD Fort Worth VR-55/NAS Pt. Mugu CARGO/REFUELING  
AIMD New Orleans VR-58/NAS Jacksonville HC-2/NAS Norfolk  
AIMD Jacksonville VR-61/NAS Whidbey Island HS-6/NAS North Island  
AIMD Brunswick VR-62/NAS Brunswick VMGR-452/Stewart ANGB NY  

 

Commands Represented at the
Fourth Annual Aviation Maintenance Safety Conference  
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Send BZs to: SAFE-Mech@navy.mil

AM2 Daniel Dominguez
HM-15

After a hydraulic line for the main-rotor-blade fold on an MH-
53E ruptured, Petty Officer Dominguez was called to clean up the 
massive hydraulic leak. While cleaning the pylon section of the 
helicopter, he found two cracks in the skin of the aircraft.  

Petty Officer Dominguez immediately notified maintenance 
control and quality assurance, and the cracks were “stop drilled,” 
allowing the aircraft to continue its mission and preventing a cata-
strophic failure.

AD3 Jacoby and AD2 Jarvis
HSC-2

Petty Officer Jacoby was flying as the crew chief on 
Redhawk 732. While in straight and level flight, he heard 
a strange noise coming from the transmission area. He 
immediately investigated the noise and called for a check 
of the gauges. No one else heard the noise, and no other 
indications were noted. After 732 safely landed, Petty Offi-
cer Jacoby inspected the transmission and tail drive-shaft 
areas, discussed what he had heard with maintenance 
control, and convinced them to investigate further.

With little information to help, Petty Officer Jarvis 
meticulously inspected the transmission and tail drive-shaft 
areas. He found the transmission oil cooler had rotated, 
the belts were loose, and an  oil line was rubbing on the 
airframe.

ADAN Misha McMath
HSC-28

While doing a routine maintenance inspec-
tion on Ghostrider 41, Airman McMath found a 
cracked inner race on the bifilar assembly for the 
main rotor head. She immediately reported the 
downing discrepancy to maintenance control.

Her keen attention to detail resulted in her 
finding a problem that was not clearly obvious, 
could have been missed easily, and would have 
had potentially catastrophic results. 
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PR2(AW) Gary Vaughn
AIMD, NAS Jacksonville

Petty Officer Vaughn was 
tasked to fix a loss-of-vacuum 
discrepancy on a thin-pack 
parachute. Upon pulling the 
ripcord, the pilot chute did 
not deploy. Taking a closer 
look, Vaughn found the top 
and bottom container flaps 
had been tacked together, 
keeping the parachute con-
tainer from opening. At this 
time, he advised QA of this 
life-threatening maintenance 
malpractice and completed 
a hazardous-material report, 
making sure the fleet was 
aware of this serious prob-
lem. 

Ordnance Mechanic-Artisan John Collandra
Naval Air Depot, Jacksonville

While inspecting and overhauling a BRU-14A, Mr. 
Collandra had to replace an auxiliary-unlock-switch 
assembly. After removing the replacement part from the 
shipping package, he did a pre-installation inspection of 
the component, even though that step was not part of 
written procedures. Looking inside the threaded M55 CAD 
hole for the unlock spring, he didn’t see it. 

The part was disassembled, uncovering a factory 
defect. Because the assembly uses a shear wire, no 
mechanical check of the unlock assembly is done once the 
BRU is assembled. Had this discrepancy gone unnoticed, 
the spring position would have locked the store to the rack, 
preventing release of a loaded weapon. His actions led to 
Aviation Armament Bulletin (AAB) No. 709.

AMAN John Thaves
HSL-42          

Airman Thaves 
discovered a missing 
cotter pin on the yaw 
channel of the mixing 
unit of Proud Warrior 
430 during a 56-day 
inspection. A closer 
inspection showed the 
bolt had broken torque 
standards.  

Had this discrep-
ancy gone unnoticed, 
it could have resulted 
in catastrophic failure 
of the tail-rotor, flight-
control system. 

AD3 Mark Fronda
VAW-113

Petty Officer Fronda found a 
crack on the propeller of Black 
Eagle 600 that, if left undetected, 
could have led to the loss of the 
aircraft. 

He discovered the problem 
while doing a corrosion inspec-
tion on the No. 3 blade of the 
port propeller assembly. He first 
noticed what appeared to be a 
hairline crack in the fiberglass 
on the camber-side inspec-
tion window. But a closer look 
revealed that the crack ran 
beyond the length of the front 
propeller inspection window 
and along the spar line. 
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PRAN Elizabeth Holmes
VAQ-139

During a 14-day special inspec-
tion on the ejection seats of a recently 
received aircraft, Airman Holmes 
noticed the tacking on the parachute 
ripcords was incorrect on all four seats. 
Knowing the jet needed to be flown the 
following morning, she coordinated 
with AIMD to elevate the work request 
to a priority-one status. The para-
chutes were repaired and reinstalled 
in the aircraft in time for the next day’s 
flight schedule. Had this mistake not 
been caught, the parachutes inadver-
tently could have deployed inside the 
cockpit, restricting the pilot’s ability to 
control the aircraft and making a safe 
ejection impossible.

AMEAN William Hoye
VAQ-139

Airman Hoye found the hand 
wheel for the top-latch mechanism 
still installed on the pilot’s ejection 
seat on an aircraft loaned from 
another squadron. Knowing this 
condition was unsafe, he quickly 
alerted the night-check supervisor 
and maintenance control. Had this 
problem not been caught and had 
the aircraft performed a negative-G 
maneuver, the pilot’s seat could have 
risen up the seat rails, triggering the 
command ejection sequence for the 
other three crewmen. While the rest 
of the crew would have completed 
the ejection sequence, the pilot 
would have been left only partly 
ejected.

AME1(AW) Diane Laraby
VAQ-139

While preflighting Warcat 
503 during a squadron detach-
ment to NAS Fallon, Nev., Petty 
Officer Laraby discovered the 
cross-shaft retaining nut from 
the ECMO-3 ejection seat was 
missing. She quickly notified 
maintenance control and initi-
ated a FOD inspection. Only 
after pulling the seat did she 
find the nut. The seat then was 
repaired and reinstalled in mini-
mum time, allowing the squad-
ron to complete all scheduled 
sorties. If this discrepancy had 
gone undiscovered, it could 
have caused catastrophic failure 
of the seat.

ATAN Rouving Kongsima
VFA-143

Airman Kongsima was preparing Dog 
101 for the day’s flight schedule and keying 
confidential codes into the aircraft. Once 
given the signal that the cockpit switches 
had been checked, he applied shipboard 
power. Upon applying the power, he imme-
diately noticed the aircraft’s wings began to 
spread. Two aircraft were parked adjacent to 
and within less than a foot of DOG 101.

Realizing that damage would have 
been inevitable for all three aircraft, Airman 
Kongsima quickly responded, removing 
power and preventing more than $1 million 
of damage.
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AMEAN Matthew Hamilton
VQ-4, Detachment NAS Patuxent River, Md.

Airman Hamilton was doing his final inspection on 
the alert launch of Shadow 409 when he noticed the “T” 
handle still was installed in the nose landing gear. He 
immediately notified the aircrew to resolve the situation. 

With the “T” handle installed, the aircrew would not 
have been able to retract the nose landing gear. 

AOAN Mark Kirchner
VFA-136

While assigned to the CVW-1 arm/de-arm team, Airman 
Kirchner successfully identified two improperly loaded 
CATM-9X missiles on aircraft seconds before launch. These 
discoveries prevented possible injuries and loss of valuable 
training assets valued at more than $316,000. He displayed 
the professional behavior and characteristics found in more 
senior ordnancemen.

AM1(AW) Chad Beck and AW3 Timothy Hollis
HM-15

During a routine phase inspection on an MH-53E, 
Petty Officers Beck and Hollis were inspecting the 
tail rotor pylon when they found a bullet located on a 
pylon rib and an entry point in the top of the tail gear-
box cowling. They immediately notified maintenance 
control and QA of this situation. 

Their keen attention to detail led to the discovery 
of FOD and a damaged gearbox, preventing serious 
injury to personnel or potential loss of aircraft.

AM1(AW) Travis O’Dell
VP-45

While operating at Al Udeid Air Base, Qatar with VP-45, Petty 
Officer O’Dell watched as a Royal Air Force Tornado developed a 
hydraulic fire on its main undercarriage shortly after landing. The 
rapidly developing fire was not immediately apparent to the crew in 
the cockpit. Petty Officer O’Dell, who was driving along an adjacent 
perimeter road at the time, quickly realized the severity of the situation 
and jumped into action. Locating the nearest fire bottle, he dragged it 
a considerable distance to the burning aircraft. With the assistance of 
the crew, whom he since had alerted to the emergency, Petty Officer 
O’Dell managed to extinguish the fire before it had time to destroy 
the aircraft.
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AM1(AW/NAC) Kenneth Jay
VR-56

Petty Officer Jay began a normal 
preflight of a C-9B Skytrain. During 
his inspection, he checked the crew 
oxygen system for proper quantity and 
flow through the installed masks. He 
discovered that the flow from all three 
flight-crew positions was weak at best. He 
also noticed that the LOX quantity gauge 
for the crew side indicated 8 liters, which 
would reflect a sufficient amount for the 
assigned mission. 

After some troubleshooting, Petty 
Officer Jay found that the preceding 
nine “A-sheets” reflected the identical 
amount. This situation raised a flag, war-
ranting further investigation. Petty Officer 
Jay immediately notified maintenance 
control and work center 130. 

The 130 shop found the LOX bottles 
empty, and the gauge was stuck on the 
8-liter mark. 

AT2 Jacob M. Dobbs
VAQ-139

While doing a routine 
maintenance on aircraft 
500 at NAS Fallon, Nevada, 
Petty Officer Dobbs noticed 
smoke coming from the 
station No. 1 jamming pod. 
It started after ground elec-
trical power was applied. 

Petty Officer Dobbs 
immediately removed 
electrical power, exposed 
the internal hardback 
wiring, and extinguished 
the fire. 

AE2(AW) Larry Lowry & AM2(AW) Jamie Cain
VFA-143 

Petty Officers Lowery and Cain were trouble-
shooting a rudder-pedal binding discrepancy on 
Dog 105. During the inspection of the cockpit, 
Petty Officer Lowery saw something sticking out 
of the bulkhead in the port rudder-pedal area. 

As he moved the pedals, he immediately 
noticed that there was only about one-eighth-
inch of movement. Upon further inspection, they 
noticed that an avionics cooling-fan filter caused 
the binding situation on the port rudder pedal. 
Petty Officer Cain also found one of the mounting 
tabs on the filter housing was bent because of 
excessive contact with the rudder pedal, causing 
extensive wear marks. 

AME3 Chad Petersen
VAQ-139

During a pre-launch 
inspection of aircraft 501, 
Pet ty Of f icer Petersen 
noticed an anomaly with 
the main landing-gear 
doors. Despite being well 
beyond his normal area of 
responsibility and training, 
he discovered a broken 
aft lock-attachment lug on 
the port, forward main-gear 
door. 

Had this discrepancy 
gone undiscovered, it could 
have caused catastrophic 
failure of aircraft 501’s land-
ing gear.
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AN Brandon Crysell
VAQ-133

During a pre-flight inspection 
of aircraft 532, Airman Crysell dis-
covered a rivet stem laying on the 
outboard speed-brake fairing. Had 
this rivet been missed, it could have 
lodged in the speed brake, result-
ing in aircraft asymmetry and loss of 
flight control endangering aircrew.

AD1(AW) Ronald James
VAQ-133

Petty Officer James 
noticed a British Tornado 
with hot brakes was being 
directed to park next to 
one of his EA-6Bs. He 
immediately directed the 
aircraft be sent to the hot-
brake area and relayed 
this information to Main-
tenance Control, so the 
NAS Whidbey Island Fire 
Department could be 
notified.

 

AA Claude Gibbs, AA Omar Redd, AA Michael Mordecai, AA Christopher 
Cox, AA Daniel Garcia, and AN Nicholas Hebdo (not pictured: AN Ryan 
Clayton and AR Paulo Adela)
VAW-113

VAW-116 called VAW-113’s maintenance control to warn them that a wells 
unit was on fire. Airmen Clayton and Nicholas; Airman Apprentices Hebdo, 
Garcia, Redd, Cox, Mordecai, and Gibbs; and Airman Recruit Paulo Adela 
responded immediately. They quickly moved Black Eagle 602 out of harm’s 
way and then helped the fire-fighting crew put out the fire. 
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CROSSFEED
Support Equipment

By ASCS(AW) Phil LeCroy

Recent events relating to MHE have highlighted 
inconsistencies in training and licensing pro-
cedures, specifically with forklift operators at 

intermediate-level activities.
MHE is a broad field that covers everything 

from forklifts to pallet jacks. This equipment 
shouldn’t be confused with weight-handling equip-
ment, which applies to cranes. In this article, I want 
to address forklifts.

These MHE actually are a NAVSEA asset and 
are not support equipment (SE). This fact is part 
of the problem. The NAMP in Chapter 17 provides 
extensive policy and procedures for training and 
licensing SE. It also, unfortunately, provides erro-
neous information about forklifts.

NAVSUP PUB 538, Appendixes A and B, 
provides an extensive list on the course track that 
covers training and licensing of MHE. This manual 
and the SW023-AH-WHM-010 comprise the defini-
tive guides for the management of general cargo-
handling and ammunition-and-explosive-handling 
licensing. Yet, the NAMP does not list the NAVSUP  
PUB 538 as an MHE reference.

Chapter 17 of the NAMP does require the main-
tenance officer to sign the motor-vehicle operator’s 
card (OF-346) for forklift operators. However, 
that card is a motor-vehicle license and does not 
apply to forklifts, which are considered industrial 
fork trucks. The actual licensing form is the MHE 
operators’ license, which is found in NAVSUP 538 
(Chapter 4, page 4-6).

The NAMP in Chapter 17 also lists the comple-

tion of the SE forklift-operators course (C-600-
3283) as a minimum licensing requirement. But is 
it a requirement in the definitive publications for 
management and licensing of forklifts (P-538 and 
SW023)?  Does a genuine need for the C-600-3283 
exist?

An additional training consideration is found in 
the Naval Ordnance Safety and Security Activity 
(N545).

In making a case to use the training and licens-
ing requirements found in the P-538 and SW023 in 
lieu of a CNET course, it should be stressed that 
the NAVSEA courses require ashore and afloat 
activities to tailor the classroom and proficiency 
demonstration parts of their course to address the 
types of MHE being used, the types of loads to be 
handled (general cargo, ammunition, etc.), and the 
operational conditions where the MHE will be used 
(e.g. shipboard magazine, trailer at a loading dock, 
railcar, rough terrain, pier side, cargo aircraft, and 
others). Training provided in this manner meets 
the minimum OSHA requirements for MHE opera-
tors and is considered the most effective training 
as it relates to the operator’s job. It’s doubtful that 
training can be provided centrally (a classroom) 
and address the myriad processes, equipment and 
conditions that operators encounter.

It’s very likely that more than a few person-
nel in the fleet are not trained properly or licensed 
correctly to operate forklifts. Solving this problem 
isn’t as hard as it might seem. According to the 
NAVSUP P-538, the CO/OinC shall authorize in 

Inconsistencies in Material Handling Equipment 
(MHE) Management
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writing those instructors actually responsible for 
MHE training and licensing. That authorization 
should address three things:

• Completion of a course providing train-
ing to become proficient as an instructor. The 
Catalog of Navy Training Courses, CIN A-012-
0023—Shipboard/Workspace Trainer—meets this 
requirement. The CO/OinC also may accept other 
equivalent training or prior instructor experience as 
meeting this requirement.

• Possession of the appropriate MHE opera-
tors’ license.

• Identification of the persons with the neces-
sary knowledge, training and experience to train 
industrial MHE operators and to evaluate their 
competence.

Afloat maintenance officers should screen their 
personnel for instructors who meet this criteria, 
and licensing activities shall use NAVSUP P-538 
and SW023-AH-WHM-010 for all their MHE training 
and licensing requirements.

It’s clear that the NAMP must be changed to 
address the real requirements and procedures 
mentioned in this article. The bottom line is that 
MHE are NAVSEA assets and NAVSEA has devel-
oped extensive operator and instructor courses 
and the required training and licensing policies 
and procedures.

It’s time for the fleet to get on board and to get 
our people correctly trained and licensed to pre-
vent someone from getting hurt.

Senior Chief LeCroy is a maintenance analyst at 
the Naval Safety Center.

Avionics

By CWO4 Ron Stebbins

Are you tired of chasing electronic ghosts in 
your aircraft systems? It has been proven that 
spurious emissions, inadvertent exposure to 

transmitted energy, and system incompatibility can 
cause false indications in electronic components, 
and it can affect the safety of flight and mission 
readiness. The Naval Air Systems Command [AIR-
4.9.5 Electromagnetic Environmental Effects (E3) 
Division] has been tracking down these aircraft 
issues and many other related problems. The 
sleuths in AIR-4.9.5 have determined that signifi-
cant savings in operating costs can be garnered 
from eliminating Electromagnetic Interference 
(EMI), as well as, significant increases in the safety 
of flight profiles and mission accomplishment.

The AIR-4.9.5 team was crucial to resolving 
false chip-light indications in H-60 gearboxes. The 
transmission chip light had more than 50 docu-
mented false indications that required mission 
aborts, chip-detector inspections, and gearbox 
changes. After a thorough investigation, the team 
initiated a RAMEC to filter the chip detector from 
spurious emissions from other sources that cause 
a false signal through EMI. The team also investi-
gated FA-18C/D gear-down indications in-flight and 
AN/ARC-210 UHF radio degradation. The culprit 

was the Large Area Training Range (LATR) internal 
package for both systems. LATR interference of a 
landing-gear proxy switch caused the gear-down 
indication, while LATR emissions degraded AN/
ARC-210 communications. The proxy-switch issue 
was addressed directly to the fleet for removal and 
replacement and through the logistics pipeline 
for spares. However, some old switches could be 
hiding in pre-ex bins because an occasional report 
about this problem still comes in. ECP No. N-L-
E03001 was initiated to solve the problem with the 
AN/ARC-210. These examples are just a few items 
that AIR-4.9.5 is tracking and resolving.

Fleet technicians frequently are the first people 
to suspect EMI problems. One sign is when they 
troubleshoot failures that occur in-flight, but the 
gripes cannot be duplicated on the ground. Thor-
ough debriefs of aircrew are critical in identifying 
EMI sources. Does the failure only occur when 
flying around an aircraft carrier? Does the carrier 
have a new radar or other transmitting system? 
Does the failure occur only on a training range 
with aircraft-tracking systems? Does the aircraft 
have a new system installed that could be a source 
of EMI? Think about all the possibilities to help 
identify the root cause of the problem. The Navy 

Chasing Ghosts
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has great tools to help fleet technicians, including 
the Engineering Investigation, Quality Deficiency 
Report, Hazard Report, and AIR-4.9.5. For more 
information on EMI issues for a particular platform, 
visit www.asemicap.net on the Internet or contact 
AIR-4.9.5 fleet-support specialists:

Wayne Blanks, Norfolk/East Coast, 757-880-
4922, wblanks@sentel.com

Ron Eisenhower, San Diego, 858-735-0327, 
reisenhower@sentel.com

Gary Cooper, Whidbey Island, 360-257-1252, 
gary.e.cooper@navy.mil

Dave Willis, New Orleans/Reserves, 504-678-
5873, dave.willis@navy.mil

CWO4 Stebbins is head of the avionics/ALSS 
branch at the Naval Safety Center. He just reported 
from VF-31, where he served as the AMO.

Ejection Seat Safety

By AMEC(AW/SW/NAC) Ellen Darby

One nice thing about being in the Navy is 
change. Another is knowing the longest you’ll 
ever have to put up with someone is about 

three years. The bad thing is that you make good 
friends and then have to say goodbye. That is the 
situation with AMEC(AW) Edgar Cintron, who is 
retiring at the end of June—before this issue hits 
the street. Ed has been an outstanding chief and 
an AME, and I have big shoes to fill.

One of the things I know I must do is to share 
the events I’ve seen, learned about, or picked up 
on surveys. For my first story, I want to share a 
story about an AME who survived an in-hangar 
ejection, and one I was privileged to serve with. 
I say privileged, but fortunate might be a better 
word, especially since he had screwed up severely 
but lived to tell about it.

He was finishing the arming sequence on an 
EA-6B pilot’s seat and couldn’t get the banana 
links to line up with the sear on the primary firing 
mechanism. He then pulled out the safety pin from 
the sear. A lance corporal on the ECMO 1 seat next 
to him told him he wasn’t supposed to do that, 
but the sergeant. told the younger Marine that he 
knew what he was doing. The younger Marine, wise 
beyond his years, left the aircraft, but the sergeant. 
continued to push the sear aft, so he could attach 
the banana links.

Anyone who has heard the ratcheting of the 
primary firing mechanism knows what is about to 
happen. The sergeant had 1.2 seconds to get out 
of the aircraft, and the canopy was installed.

The sergeant ducked below the canopy and 
jumped, getting everything out of the way, except 

his left leg. It was crushed 
against the canopy, but 
he was lucky to get away 
with a left leg that is an 
inch shorter than his 
right one. He had a pro-
nounced “Martin Baker 
Limp” but lived to tell 
others about his ordeal 
and the lesson learned 
because of his mistake.

I challenge each of 
you to look at the legacy 
you will leave at a squad-
ron. Will it be one of 

always doing maintenance by the book, or will you 
be one to pencil whip training or records? If you’re 
a true leader, the answer to this question is easy. 
Raising our junior mechanics and showing them 
the right way will have a lasting impact on the way 
they will do business in the future. Don’t short-
change your people; give them the benefit of your 
experience, and make sure they develop good, 
solid habit patterns and follow the book every time.

We read messages all the time at the Naval 
Safety Center that deal with mishaps around the 
fleet. Equipment is damaged, and people get hurt 
almost every day because they simply didn’t follow 
the book. We must do better and must lead our 
people, making sure they use checklists and other 
resources. I think it’s critical to remember that the 
most important lessons we learn are the ones we 
learn after we think we know it all.

Chief Darby is a maintenance analyst at the 
Naval Safety Center.

Changing of the Guard

Photo by Matthew J. Thomas
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Tool Control

By AEC(AW/SW) Matthew Cooper

It always amazes me that, during safety surveys, 
we still find several tools not accounted for, either 
in a tool container, tool room, or on the master 

inventories. 
We have seen myriad discrepancies, ranging 

from multi-piece tools not being inventoried to 
tool serial numbers being used as the inventory 
number. Volume V, Chapter 13 of COMNAVAIRFO-
RINST 4790.2 clearly defines how toolboxes and 
tool rooms are supposed to be set up and man-
aged.

Multi-piece tools always are a problem. The 
general rule of thumb is this: If the tool has pieces 
that can be removed, then it must be accounted 
for as a multi-piece tool. Tool containers have a 
standard arrangement, and items in that container 
should have their own item number from No. 1 
through the last tool in the drawer. Don’t use the 

serial number as the item number.
We still find broken tools in toolboxes. Apex 

tips are notorious for cracking and having small 
pieces fall off. Is it now a broken or missing tool? 
If you can’t find the piece, the status sounds like a 
missing tool to me.

Toolboxes must be inventoried at regular 
intervals, and it will help keep the broken or miss-
ing status clear. Checking boxes or pouches for 
broken tools, removing them from the box, and 
completing a broken-tool report will make it easier 
to keep the paperwork straight and prevent the 
problem of missing tools.

Pay attention to tool control, comply with the 
NAMP, and find an active tool program manager to 
prevent shortcomings in your program.

Chief Cooper is a maintenance analyst at the 
Naval Safety Center.

Tools! What Tools?

Maintenance Management

By AMCS(AW/SW) Cheryl Poirier

Sex, sex, sex! Now that I have your undivided 
attention, hang on because we’re going to 
deviate from the norm in the Crossfeed section. 

Why? Well, the Navy and Marine Corps has a PMV 
problem, and I have creative license.

Maintainers always figure out problems, and 
this one has many of us frustrated. I want to relate 
the traffic-safety problem to our main business: air-
craft maintenance, safety equipment, and lessons 
learned.

We all know that some aircraft have ejection 
seats, and they are used to safely eject aircrew. 
Have you ever known a pilot who didn’t strap in? 
Some might be thinking, “Duh, Senior, that would 
be stupid!” Well we just lost an E-1 the other night 

because he ran off the road and was ejected from 
his vehicle. My point? Being ejected from an unre-
coverable aircraft…good. Being ejected from an 
automobile…bad.

Traveling around the country, I see Sailors and 
Marines driving down the road without seatbelts. 
Newton’s first law of motion states, “Every object 
in a state of uniform motion tends to remain in that 
state of motion, unless an external force is applied 
to it.” Folks, your car is not equipped with an ejection 
seat to get you out a nanosecond before a crash.

Following that first law and traveling 65 mph 
without a seatbelt, the car will stop when an exter-
nal force is applied to it. However, your body will 
keep going until something brings it to a perma-

Things That Make You Go “Duh!”
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nent state of rest. Unfortunately, that item tends to 
be a windshield, tree, ground, or any other object.

Research has shown that lap and shoulder 
safety belts reduce the risk of fatal injuries 45 
percent to front-seat occupants. That NHTSA stat 
from January 2006 also says safety belts reduce 
moderate-to-critical injuries 50 percent. As Buffy 
the Vampire Slayer would say, “Things that make 
you go ‘Duh!’”

Don’t wear your seatbelt for me or because it’s 
a requirement, wear it for:

• The motorist who can’t bear to live because 
he or she ran over your body after it was ejected.

• Passing motorists who can’t sleep at night 
because they witnessed your death in their arms.

• Your mother, father, sister, brother, shipmate, 
or other loved one whom you just talked with, 
kissed, hugged, e-mailed, or greeted and thought 
you’d see again. Their lives now are devastated.

No doubt you believe you’re the safest driver in 
the world, that crashes happen to the other person, 
and you never will be in an accident. That state-
ment might be true, but remember, a lot of other 
idiots are out there and ready to ruin your day. Do 
your family and friends a favor, wear a seatbelt, be 
safe, and drive safe.

Senior Chief Poirier is a maintenance analyst at 
the Naval Safety Center. She recently transferred to 
VAW-126.

By AMC(AW) Paul Hofstad

From Jan. 01, 2006 to Mar. 31, 2006, the Navy 
and Marine Corps had 36 Class C mishaps, 
involving 33 aircraft. The damage total was 

$1,803,743.
Every mishap from this period still is under 

investigation, so no specific reports can be refer-
enced at this time, but I will tell you that a major-
ity of the mishaps involved the movement of 
aircraft. Those mishaps involved aircraft moving 
under the control of aircrew—taxiing—and those 
being towed. In both cases, the damage was 
significant. The sad part is that we continue to 
see Class C mishaps, like these, all the time. 
In many cases, the only injury suffered is to a 
person’s pride or backside. However, we still 
pay a hefty price whenever an aircraft ground 
mishap occurs.

Composite materials are adding to the high 
price tags, especially when a stabilizer or an air-
craft wing accidentally is towed into a building, 
NAV pole, hangar-bay door, or another aircraft. 
The equipment always loses in events like this. 
The other losers are the commands involved 
because they have to forfeit OPTAR dollars to fix 
damaged components. I-level commands also 
feel the pain, too, because they now have their 
composite technicians working on damage that 
was preventable.

The big loser is the Navy and Marine Corps 
because we lose readiness when a valuable 
asset is non-mission capable. The aircraft or 

equipment is unavailable while the damage is 
repaired. Those assets are an integral part of 
the Global War on Terror and can’t be used until 
repaired.

Accidents will continue to happen, but 
we need to stop using the term “accidents” 
for events and mishaps that are preventable. 
No one goes to work in the morning think-
ing, “Today, I’ll tow an aircraft into the side of a 
hangar.” It does take a team effort, though, to 
prevent those types of events from happening. If 
you’re a director on an aircraft move, be asser-
tive and make sure each member of the team 
is doing his or her job correctly. In other words, 
take ownership of the process and help reduce 
mishaps.

Chief Hofstad is a maintenance analyst at the 
Naval Safety Center.

Class C Mishap Summary

An example of the damage from a bad move
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Commander, Naval Safety Center would like to thank the following aviation commands for their recent 
participation in safety surveys, culture workshops, and maintenance malpractice (MMP)/khaki risk
management (KRM) presentations for the months of February-April.

Safety Surveys

Culture Workshops

MMPs/KRMs

HS-7 HMM-764 VAW-112 VXS-1
HSL-46 HSL-60 VX-9 VX-1
HSL-40 VFC-12 VX-31 VX-23
VP-45 VFA-106 VAW-117 VC-6
VP-5 VR-56 VS-31 USNTPS
HMH-769 AIMD Norfolk VAW-123 VX-23
VAW-126 AIMD Pt. Mugu

VS-22 VFC-13 HSL-21 VAW-123
HS-7 VMFA-21 HS-4 VMGR-252
VT-21 VAW-112 VMAQ-4 USNTPS
VT-22 VFA-147 VMU-2

VP-30 VX-9 VAW-117 
VRC-40 AIMD Jax VP-5 
VMGR-452 USNTPS MAG-46 
VFA-83 Edwards AFB HSL-48 
HSL-42 VFA-I06 CNATTU Oceana 
HSL-44 HCS-4 HMH-769 
VAW-112 HS-10 MAG-41 
AIMD Pt. Mugu  VP-45 AMO School 
MAWTS-1  

For more information or to get on the schedule, please contact:
Safety Surveys: Lt. Angela Domingos at 757-444-3520 Ext. 7274
MMP/KRM: ADC Gary Eldridge at 757-444-3520 Ext. 7218
Culture Workshop: Cdr. John Morrison at 757-444-3520 Ext. 7213




