








before they arrived at the PMI-1 hangar, and that |
surely would beat them there, 1 went to tie up the loose
ends associated with transferring the aircraft. Here’s
where my plan began to unravel. As | entered mainte-
nance control, a barrage of questions came in my direc-
tion. An aircrew inquired, “Is 602 ready to fly?” An
airman asked, “Chief, how do | get a GSE class?” My
quick five minutes of tying up loose ends turned into
10 to 15 minutes. Realizing the time, | finished what I
was doing, grabbed the logbooks, hopped in my car, and
drove down the perimeter road to the PMI hangar.

As soon as | got there, the PMI manager met me
with a handful of my crew. I scanned the area and imme-
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diately recognized | was missing one or two people. |
asked the plane captain, “Where’s the tractor driver?”
He nonchalantly replied that he had sent him back
because he didn't need him anymore. Immediately, |
flipped open my cellphone and called our maintenance
control. An AZ answered. “Put the maintenance master
chief on the phone right now,” I yelled. The MMCPO
requested the immediate return of the T-line follow-me
truck. However, | thought it might be too late. | just
prayed that nothing catastrophic had occurred.

I had a nightmarish image of a COD taking off en
route to a CVN off the coast, or worse, a “graceful” C-5
Galaxy taking off for, or landing after, a long, direct
flight from Iraqg, while my tractor driver was motoring
across the runway. To make things worse, | knew the
tractor driver would have his cranial on and goggles
down, which might prevent him from hearing an aircraft
as it rumbled down the runway toward him.

I was thankful none of the above scenarios occurred.
However, as sure as the sun rises, the airman drove the
tractor straight across the runway, with no follow-me
truck in sight. Luckily, no aircraft were landing or taking
off. When we notified the T-line about the runway
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incursion, they told us that the tower had not called
them regarding the incident and probably had not even
noticed.

I stood there with my plane captain in front of me,
and I gave him that “do you have any last words” look.

I emphatically demanded to know, “What part of ‘I'll
meet you guys over there’ did you not understand?”

He gave me a shoulder shrug and replied that he didn’t
know why, but he just wanted to get the tractor back as
soon as possible. He thought the follow-me truck was
required only when an aircraft was under tow.

With the knowledge that everybody was safe, |
momentarily pondered his answer, and | began to kick
myself. First and foremost, | was responsible for the
safe execution of the move. While I had had the best of
intentions, | had rushed the evolution because of the new
time constraints. | had conducted a verbal brief on the
move over to the PMI-1 hangar but had assumed they
would not depart without my approval. I had only told
them, “I’ll meet you over there,” because I had planned
to address the return trip when we were all together in
front of the PMI-1 hangar. | also had assumed the tow-
tractor driver and the plane captain both understood the
requirement for the follow-me truck.

With the best of intentions, I unwittingly had over-
looked two of the principles of ORM. First, | had not
anticipated and managed risk through planning. Second,
I inadvertently had accepted unnecessary risk. ORM
principles and processes help us preserve our Sailors and
our assets. The repercussions of ignoring them could
have been catastrophic.

With this in mind, | had options available to me
that could have prevented what occurred. | could have
emphasized that no one was to leave the PMI hangar
until 1 had arrived. | also could have advised the T-Line
that we weren’t prepared to move the aircraft earlier
than originally scheduled. This would have allowed me
to reschedule the move in the afternoon when they were
available. Also, this would have allowed me to coordinate
with the PMI-1 hangar for a later delivery time, and |
would have had more time to fully brief the evolution
and make sure that the move crew had no questions.

Before any major maintenance evolution, our squad-
ron uses a major-maintenance-evolution checklist that
incorporates ORM. We do not, however, use this check-
list for daily tasks, such as moving aircraft. Instead, we
rely on verbal briefs. As maintenance professionals, we
should apply a form of our maintenance checklist to jobs
that may seem routine. Minor differences introduce the
possibility of uncertainty and potentially increase risk.

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



Hazmat
Hazardous Material’s Unique Identifier

By AMCS(AW) James Litviak

Problem: Is your hazardous material uniquely
identified for reference and retrieval? OPNAVINST
5100.23G states that your command is responsible for
having a quick reference for retrieval.

My travels with the Naval Safety Center survey
teams have shown that 90 percent of the commands
didn’t have a quick reference incorporated with their
hazmat program. Most commands had their MSDS
in numerical order, as their AUL lists them. However,
that’s only two-thirds of the way toward completing the
unique identifier in this situation.

Solution: The hazardous material must have the
same numbering system as the actual container. For
example, if your AUL lists MIL-PRF-83282 hydraulic
fluid as the first item, your MSDS must have a number
“1” written on it. Additionally, it must be the first MSDS
in your MSDS binder. The next step is to place a

number “1” on each con-
tainer of hydraulic fluid.

Ask a shipmate if he or
she can retrieve an MSDS
for the hazmat you cur-
rently have checked out,
and see how long it takes
him or her to find it—if
at all. Next, incorporate
the unique identifier, and
again ask that shipmate
to get the MSDS for you. He or she will find it in 30 sec-
onds or less.

Best Practicing commands: VAW-124, VRC-40,
HSC-8.

Senior Chief Litviak is a maintenance analyst at the
Naval Safety Center.
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Logs and Records
NALCOMIS Errors Can Lead to a Mishap

By SSgt. David Jenkins-Jackson

Problem: Over the past year, | have noticed a
common trend across the fleet with the Technical Direc-
tive/Logs and Records portion of the NALCOMIS OMA/
OOMA database. Statistical information in NALCOMIS
does not always match the information in the aircraft
logbook.

What happens, quite often, is that once an aircraft
is received from a transferring organization, statistical
errors are generated by a problem within NALCOMIS,
or someone erroneously enters data from the logbook
in the system. The knowledge of these errors is 1 of 3
factors that ultimately can lead to a mishap.

This issue continues to surface because of a lack
of attention to detail in screening SRC data. The data
include critical-fatigue-time for many aircraft compo-
nents, and information about technical-directive compli-
ance. The data should be verified before being uploaded
into the system. Logs and Records/Maintenance Control
must understand that time-sensitive items that are not
properly tracked can lead to a mishap.

Solution: COMNAVFORINST 4790.2A, Chap 5,
para. 5.2.1.2.1 and 5.2.1.2.11, shows that improper
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documentation, lack of communication, and inaccurate
maintenance are the three, stand-alone causal factors
in maintenance-related aviation mishaps. Logs and
Records/Maintenance Control must pay close attention
in screening documentation in order to verify, record,
and maintain all maintenance information in the NAL-
COMIS database, as well as the logbook.

Overall, good communication and strict attention to
detail are keys to mitigate NALCOMIS problems. Com-
munication is the most essential tool for proper inven-
tory, accurate maintenance practices, and accurate
documentation.

Best Practice: VMX-22, from MCAS New River,
has an excellent Logs and Records/TD program. They
enforce a strict policy of verifying all safe-for-flight
information, which includes the base-line of all compo-
nent fatigue time, TD routing/compliance procedures,
and documentation of active and historical data for all
aeronautical equipment maintained in the NALCOMIS
database as well as in the logbook.

Staff Sergeant Jenkins-Jackson is a maintenance
analyst at the Naval Safety Center.
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Quality Assurance
Those Follow-Up QA Audits

By AMCS(AW) Robert Chenard

Problem: Half of
the squadrons surveyed
in fiscal year 2008 had
a weak audit follow-up
process. This issue also
was briefed by CNAF
AMMT as one of their top
10 discrepancies. Squad-
rons didn’t follow up, let
too much time pass, or
took inadequate correc-
tive actions. .

Solution: CNAF 4790.2A, para. 10.7.3.2.c, states
that the MO shall: “Ensure corrective action and QA
follow-up on discrepant areas are performed within a

reasonable time frame (normally 10 working days) and
that the corrective action is adequate.”

Best Practice: The best practice is to treat QA
audits like a MAF—with a discrepancy, a sign-off, and
a QA in-process. Each discrepancy needs to be under-
stood clearly. The corrective action (sign-off) should
not only address the issue but the root cause of the
problem, so it can be avoided in the future. The QA
follow-up (in-process) should clearly state the condi-
tion found; “verified”, “corrected”, and other one-word
answers are not adequate responses.

Commands already doing this include: VAW-

112, VMFA(AW)-242, VMFT-401, VR-55, VAQ-140 and
VRC-30.

Senior Chief Chenard is a maintenance analyst at

the Naval Safety Center.

Class C Mishap Summary

By ADCS(AW) Michael Tate

From June 9, 2008, to September 19, 2008, the Navy
and Marine Corps had 22 Class C mishaps involving
22 aircraft.

During this quarter, a single incident caught my eye.
It involved the accepted practice of using any available
plastic to cap lines, or to seal openings on components
to protect them from FOD. The mishap resulted from
an uncontrolled consumable ending up where it did not
belong: in a helicopter’s main transmission.

Night check, anticipating weekend liberty, had
removed an input module from a gear box and sealed
the opening with a plastic bag. The new module was
installed later that night. Somewhere in the chain of
events, the bag was sealed inside the gearbox. After the
engines were shut down on an attempted FCF, a huge
trouble-shooting event was initiated to fix an oil-pres-
sure discrepancy.

After maintainers changed the oil-pressure switch
and the aircrew returned to the bird, another engine
turn was attempted. The problem remained, and further
troubleshooting included changing the same pres-
sure switch again, a drain and flush on the oil system,
and replacement of two scavenge pumps. Ground
turn number four was unsuccessful but also added a
popped oil-pressure-differential indicator (PDI) to the
equation. This indicated an oil problem in the gear-
box and led to removal of the originally installed input
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module. Large amounts of plastic were found inside the
gearbox, clogging the ports.

Adhering to NAMP tool-control procedures, which
include accounting for all consumables, would have
prevented this chain of events. These mechanics and
technicians are true professionals, but it’'s human
nature to make mistakes sometimes. We always must
enforce our procedures and review lessons learned to
prevent mishaps. In many respects, the concept and
everyday merging of ORM into our environments will
help to eliminate this type of discrepancy. No one was
injured in this incident, but many unnecessary parts
were replaced, and a lot of man-hours were spent
because of a plastic bag.

NAMP specifies to cover holes on the main gear-
box if the input-module assembly does not need to be
replaced immediately, but it does not specify a method
to cover the holes. The NAVAIR Level | preservation
guidelines direct the transmission and gearboxes to be
sealed and all associated openings covered with a spe-
cific type and class of barrier paper and tape. However,
a lot of maintenance personnel seem to be unfamiliar
with the correct process for sealing the main-transmis-
sion gearbox after removing a transmission-module
assembly.

Senior Chief Tate is a maintenance analyst at the
Naval Safety Center and coordinator of the Crossfeed
section of Mech.
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Helping Sailors and Marines Help Themselves

Commander, Naval Safety Center would like to recognize the following aviation commands for their recent
participation in safety surveys, culture workshops, and maintenance malpractice resource management
(MRM) presentations for the months of June-September.

Safety Surveys

VX-23 CMO-10 HSC-8 VP-40
VX-20 VAQ-129 VX-1 VAQ-135
TPS VQ-1 HX-21 VQ-2 .
VP-8 FRCW Fallon SFDW  VPU-1 VFA-136 |
VR-62 VFA-37 VFA-106 ~ VMFA-314 |
VFA-211  MALS-39 VP-10 MALS-11
VAW-124  VMFAT-101 VRC-40 HSC-3
VAQ-140  HSC-21 VAQ-130 HS-6

— -

MRMs

FRC: NAS Corpus Christi, TX

MALS-12 and VMFA-212: MCAS Iwakuni, Japan

AMO Course: NAS Pensacola, FL

HSC-84: NS Norfolk, VA

VR-56: NAS Oceana, VA

VQ-3, VQ-4, VQ-7, and COMSTRATCOMWING ONE:
Tinker AFB, OK

VX-30 and VR-55: NAS Point Mugu, CA

Culture Workshops

HMLA-775 VFA-32 VFA-41
HMLA-267 VFA-86 VFA-204
VMFA(AW)-121  HSL-51 VT-21
HS-7 VFA-147 VT-22
VFA-105 VAQ-135

Navy photo by MC1 Michael Kenny

For more information or to get on the schedule, please contact: Safety Surveys: Maj. Anthony Frost, USMC at 757-444-3520 Ext.
7223, MRM: AMCS(AW) Robert Chenard at 757-444-3520 Ext. 7221, Culture Workshop: Cdr. Duke Dietz at 757-444-3520 Ext. 7212.
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