ing an excep-
is year, you’ve
A-18 safety record hasn’t
Through the halfway
[0 Class A
ch were flight mishaps, and
ind mishap. At this rate (7.26),
 the worst year in the history of the
year so different?
f the recent
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= 06 Jan 03, VFA-97, FA-18C. Aircraft
landed right of runway, struck arresting gear in
one-sixteenth-mile visibility in fog.

= 17 Jan 03, VFA-25, FA-18C. Aircraft
departed end of runway after aborted go-around.

= 17 Jan 03, VMFA-225, FA-18D. Material
failure during FCF, with one engine shut down.

= 18 Feb 03, VFA-147, FA-18C. OCF during
BFM.

So what do all of these mishaps have
in common?

Preliminary data suggests all but one mishap
involved human error. Considering, on average,

80 percent of Class A mishaps involve human

ng ‘ rselves this year—shoot-
yercent. Some people might say
> mishaps are the “cost of doing business.”
> in the safety world, and that includes
you, those four words are what we’re fighting
against. If we accept mishaps as an expected
result of our job, we harbor a bias toward allow-
ing those mishaps to occur. The data suggests all
but one of this aps could have been
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The first ever T/M/S ORM conference was
held at NAS Lemoore, Calif. on 3-4 March.
Fleet operators and safety experts met to discuss
how to identify, prevent and manage risks in the
FA-18 community. The meeting was successful
and will be a semiannual event.

The FA-18 safety system has problems; many
people perceive the system is solely reactionary.
People only show their safety colors after a spike
like we’re currently seeing. It’s ironic that when
the fleet sees safety the most is when the system
is not working. Safety has the impossible task
of justifying itself by proving a negative. If the
system works, nothing seems out of the ordinary.
If the system doesn’t work, as now.
becomes visible. Here is some i

ystem and, spe
Cen oking out fo
200-pound heads an

Safety officers look for ite

fleet aviators every six
top-10 list.
' wide top-10 lis
; 1t’s called the S

roup

Items three and four are less desirable
because they include the human element, which
is prone to error. The SSWG has tackled
numerous problems in the Hornet, including
hydraulic pumps, aileron hinges, MLG failures,
and engine-bay-fire issues. Solutions to these
problems result in seamless operations in the
fleet. The statistics indicate the SSWG has
been unusually effective, considering this year’s
material-failure rate versus the human-e
rate.

Human error—the software

What’s the best way to avoid problems?
Awareness. If you know the danger, avoidance is

ier. The Safety Center has compiled data from
e Horne i base has
s informa-
and try to

d cause a mishap?
‘Mk-1, Mod-0, brain-
gest risk o re is you.
bulletpro shaps
)
Ot be as
en you read SIRs of
ve said, “How could some-
‘be that stupid?”
J ortunately, pilots thought each of their
ons before the mishap was logical and cor-
‘rect. Can you put yourself in their shoes and
y ame conclusion? Of course not,

-your hindsight is 20/20. You’ve had
o PR e,
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A right now to continue

aining
o or just
shers, solid training
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youre a skipper

pilot or airframe to airframe, were more accident prone
than the “Hornet baby.” Using mishap-rate data from
years past, you can see this evidence is abundantly clear.
We face a major risk when transitioning to the Hornet.
example, if an aviator transitions to the Hornet with
ess than 1,000 total hours and has less than 500 hours in
the Hornet, he is 2.6 times more likely to have a mishap,

" versus a non-transition pilot, until he has over 500 hours.

A transition pilot with less than 2,000 total hours is 11
times more likely, and an aviator with over 2,000 hours,
1s 16 times more likely to have a Class A mishap with an
aircrew factor (human error).
ursed?
1ggests aviators with at least one previous
ion toward a second
vo decades ago compared
th those who did not to see
ishap rate among the former. If
vithin his first 1,000 total hours,
was 1.53 times more likely to have another mishap,
s his peers who previously never had a mishap.
A1l of this data can be added to your toolkit, whether
hedule or someone
one of th Assess the risks you face

you can confront in the d

or years, the fleet I anec-

"dotal evidence that transition pilot 0
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