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ENGDAHL TAKES COMMAND OF NAVSAFECOM

The Naval Safety Command (NAVSAFECOM) 
held a change of command ceremony at 
Naval Air Station Oceana, Norfolk, July 22, 
where Rear Adm. Christopher M. Engdahl 
relieved Rear Adm. F.R. “Lucky” Luchtman as 
the 58th commander of the Navy’s top safety 
organization.

Immediately following the change of 
command, a retirement ceremony took place 
for Luchtman, recognizing his 33 years of 
naval service.

Commander, U.S. Fleet Forces Command, 
Adm. Daryl Caudle, presided over both 
ceremonies and delivered remarks as the 
keynote speaker. Caudle remarked on the 
importance of the two ceremony traditions.

“Commanders have a unique responsibility 
to ensure that our naval forces are fully 
prepared to compete and deter, as well as 
fight and win decisively in defense of our 
nation and our nation’s interests,” Caudle 
said. “That responsibility extends not only to 
our nation’s citizens, but more importantly, 
directly to our Sailors.”

Following the reading of orders and 
assumption of command was Engdahl’s flag break.

Caudle expressed his confidence in Engdahl’s selection as 
NAVSAFECOM’s newest commander and his ability to propel the 
organization and its achievements to even greater heights.

“Your previous assignments as Commander of Expeditionary Strike 
Group 7, Amphibious Force 7th Fleet, Chief of Staff to Commander, 
Naval Surface Forces Pacific, and as the 68th President of the Board of 
Inspection and Survey have supremely prepared you for the challenges 
you will face as the next Commander of Naval Safety Command,” said 
Caudle.

Caudle gave Engdahl closing advice he provides every commander he 
has led, words of advice that could resonate with many in attendance 
and throughout the naval enterprise.

“Take charge. Lead boldly with grit, tenacity and innovation. View all 
missions through the lens of warfighting. Be ready and if called to arms, 
ensure we’re ready to fight to win!” said Caudle. “You will encounter 
challenging problems, but you’re never a victim. You’re a solution-
provider. And, when you need help – ask. I look forward to following 
Safety Command’s continued successes.”

The NAVSAFECOM serves as the naval enterprise lead for non-nuclear 
safety standards, expertise and oversight of the Navy and Marine Corps 
Safety Management System. The command’s mission is to preserve 
warfighting capability, combat lethality and readiness by working with 
its stakeholders to identify, mitigate or eliminate hazards to reduce 
unnecessary risk to people and resources.

For more information or resources from NAVSAFECOM, visit the 
command website at https://navalsafetycommand.navy.mil.

BY LESLIE  TOMAINO,  NAVAL SAFETY COMMAND
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U.S. Navy photo by Mass Communication 
Specialist 1st Class Weston A. Mohr
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EQUIPMENT

   ENSURING 

SAFETYSUPPORT
By Senior Chief Aviation Support Equipment Technician Joseph Hippolyte

Each year, numerous mishaps are reported 
to the Naval Safety Command and many 
of these reports depict personnel injury 
and damage to equipment or aircraft. 

These accounts continue to raise concerns 
about the use of proper risk management 
while planning and executing daily evolutions. 
It is important that maintenance leaders, 
maintainers and civilian contractors ensure 
only the safest support equipment is used to 
conduct aviation maintenance. Not using the 
safest support equipment increases the chance 
of personnel injury and damage to equipment 
or aircraft. In this article, I will describe 
instances where unsafe equipment was used by 
maintainers or made readily available for use, 
based on a review of recent safety assessment 
results. I will also highlight the impact of 
maintainers using unsafe aviation support 
equipment.

The first incident involves the discovery of a 
B-1 maintenance stand with a missing ground 
support stabilizer at a squadron. When a line 
division representative was asked why the stand 
wasn’t turned in for repair, the representative 
said it was still safe for use because it still had 
three stabilizers.

On another occasion, a maintainer was using a 
jack that was overdue for periodic maintenance. 
The jack was being positioned under the aircraft 
to raise the aircraft and facilitate maintenance; 
however, further investigation revealed the 
maintainer did not conduct the required pre-
operational inspection of the jack.

U.S. Navy photo by Catalina Magee

MAKING PROPER RISK 
MANAGEMENT DECISIONS 
IS KEY TO ENSURING 
PERSONAL SAFETY.
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In another instance, several slings with missing proof load tags were 
discovered in a tool room. A verification of the slings’ maintenance history 
record provided no documentation to support the completion of proof load 
and nondestructive inspection. The tool room representative said he was not 
aware of the requirement to have proof of completion of the required proof 
load and nondestructive inspections.

Additional reports noted squadrons keeping and operating tow tractors with 
sticking throttles or spongy brakes, hydraulic test stands with only one or two 
latches holding on the unit cover, maintenance stands that were still in use 
missing safety gates or pins -- and the list goes on and on. We constantly 
find these issues when we are out on assessments. There are severe impacts 
from using unsafe gear or gear that will not pass pre-operational inspection 
requirements.

The maintenance stand mentioned above was considered safe because it had 
three of the four required stabilizers, but this is far from true. The absence of 
the fourth stabilizer in conjunction with weight moving around on the 20-foot 
stand actually increases the chances of it tipping over, which could cause 
serious injury to personnel or damage to equipment or aircraft.

Let’s move on to the jack that was going to be used even though it was 
overdue for periodic maintenance. In 2020, a mishap report was submitted 
describing an aircraft that suffered $85,000 worth of damage because a jack 
collapsed while the landing gear was being serviced. It was later discovered 
the mishap occurred because the jack was unsafe. The jack’s condition could 
have easily been identified if the required pre-operational inspection was 
conducted.

Another commonly used, but widely overlooked, support equipment item is the 
lifting sling. Maintainers are often unaware that slings must undergo a proof 
load test before the sling is put into service and regularly thereafter as well. An 
indication of a completed proof load test is usually a tag attached to the sling, 
commonly called a proof load tag. A sling that does not have a proof load tag, 
copies of the tag or supporting proof load documentation in its maintenance 
history record should be immediately taken out of service to prevent risk of 
injury to personnel and damage to equipment or aircraft. 

The nondestructive inspection and proof load 
requirement were adopted on aviation support 
equipment because there were enough documented 
incidents where slings broke, resulting in injuries and 
damage to equipment and aircraft.

This article described some of the many instances 
where unsafe support equipment was either used or 
made available for use to conduct aircraft maintenance 
or support flight operations and highlighted the impacts 
of using unsafe equipment. Maintenance leaders, 
maintainers and civilian contractors should ensure 
only the safest support equipment is used to conduct 
aviation maintenance, which will lower the chances 
of personnel injury and damage to equipment or 
aircraft. We are all aware of our duty to meet mission 
requirements, but it is also our duty to maintain our 
own personal safety. Making proper risk management 
decisions is key to ensuring personal safety.
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Throughout our careers as aviation 
maintenance technicians and aircraft 
maintainers, we are repeatedly told to be 
well-rounded and fluid maintainers. We 
are advised to know our rate or military 

occupational specialty, obtain the required 
qualifications or certifications, knock out 
some outside education, such as a degree, 
and volunteer – to do what we can to better 
ourselves and go “above and beyond.” 

By Senior Chief Aviation Machinist’s Mate 
Andrew S. Van Norman

Maintainers: Training is Critical
‘OUT-OF-PLATFORM’

U.S. Navy photo by Mass Communication 
Specialist Seaman Aleksandr Freutel



Within the aviation field, some are also advised to change 
aircraft platforms periodically and obtain multiple Navy 
enlisted classifications to show diversity. However, 
some are not given the option to choose their preferred 
platform or location, and instead end up opening that 
email from the detailer stating, “You have been selected 
to your next duty station,” and hoping they are not only 
going to the desired platform, but to the area they had 
requested. Often, maintainers are sent to a new platform 
to start over again – even senior maintainers who have 
been subject matter experts on their platform for years. 

How beneficial and efficient is that for the maintainer and 
the command?   

Within naval aviation, many of us have either worked 
with or have been the maintainer who checks in to 
their second or third duty station and starts over 
with a new aircraft platform. In some instances, the 
transition is easy for the maintainer and the work 
center. For others, it becomes the downward spiral 
of negative experiences for the maintainer and 
the turning point for either an end to a career or a 
roadblock that slows potential advancement. 

In the first scenario, maintainers were able to adapt 
effectively with a new type aircraft. They took the 
basic experience and knowledge from their previous 
platform and applied it to the new platform. They 
may have realized basic troubleshooting principles 
were similar to their previous aircraft or used past 

experiences overcoming aircraft discrepancies that 
may help with current discrepancies. 

This knowledge and experience may have not only 
made the maintainers better, but may also benefit 
the work center and improve the knowledge levels 
of even the most experienced maintainers in the 
platform. Sometimes, even for the most experienced 
technician, the out-of-the-box thinking was invaluable 
in overcoming a new maintenance obstacle. 

On the other hand, some maintainers may find 
themselves on an exceedingly more difficult road. 
They may have excelled in the previous platform, and 
later found themselves starting over on a platform 
they did not understand. Their previous experience 
may have hindered them from learning new systems 
and processes, unable to see beyond the way things 
were. They may find themselves frustrated, lost and 
continually comparing the old and new platforms, 
taking the majority of time at their new duty station 
trying to grasp new concepts. Shop personnel may 
treat these maintainers as the weak link, and instead 
of helping, they may assign maintainers jobs unrelated 
to aircraft, as not to slow down production. These 
maintainers might eventually give up attempting to 
learn the platform and rate as they decide whether to 
separate or switch platforms yet again. 

As much as the first example is preferable and can 
have great benefits for the maintainer’s career and 

work center production, the other, unfortunately, 
continues to become a reality. The question is: How do 
we avoid the negative experience of an out-of-platform 
maintainer? 

Some would say the detailing needs to improve, and 
experience should stay within the platform to ensure 
the training and knowledge is retained within the 
commands, hence less mishaps due to inexperience.  

While this may be true, the bottom line is that 
versatility and training are critical. Throughout 
our military careers, we learned to adapt to many 
changes, duties and difficulties. We “grew up” under 
many different types of leadership and learned 
flexibility. We learned to adapt and overcome 
through training, the main building block of our 
foundation. Without proper training and guidance, 
there is a greater risk of failure. Just as we adapt 
and overcome as maintainers, we must do the same 
as leaders. 

It is up to all of us to train our reliefs and ensure 
those who are new to our platform can conform, 
and if not, we need to adapt to learn how to best 
help others. As much as there needs to be better 
consistency between detailing and experience when 
assigning new duty stations, we need to step up 
our game so we can better train and prepare new 
leaders. This training needs to be a priority because 
the only way we succeed is if we work together.
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After being at the Naval Safety 
Command for a short period, 
my experience performing 
assessments and evaluating 

different squadrons has shown me 
there’s a common trend across various 
platforms regarding support equipment. 
Sailors and Marines are performing 
pre-operational (pre-op) inspections on 
the equipment; however, they are not 
documenting the pre-ops properly. When 
I ask why a pre-op wasn’t performed, 
most of the time the answer is, “Senior 
chief, we completed the pre-ops, but we 
haven’t signed for them yet.” 

Most aviation maintenance technicians 
who have been in the service for a little 
while have heard the saying, “The work 
isn’t done until the paperwork is done.” 
Failing to adhere to proper documentation 
procedures can cause numerous problems 
down the road.

One of the most troubling concerns is all 
the information we gather when trying 
to figure out if the pre-op was performed 
and who should have signed for it. Almost 
every time the initial question is asked, 
the personnel in the work center at the 
time don’t know who performed the pre-
operational checks that morning. What 
is even more troubling is sometimes the 
work center supervisor doesn’t even know. 
The lack of initial contacts who know 
who performed the pre-ops, demands we 

track down other members of the work 
center and ask them who performed 
pre-ops that morning to ensure they 
were done. Keep in mind, this typically 
takes place after the flight schedule has 
already started and after all the support 
equipment needed for the man-up is 
already checked out. This means the 
worker and supervisor who signed out 
that piece of support equipment didn’t 
verify the gear was ready for use because 
if they did, they would have seen the pre-
op inspection hadn’t been signed for. 

The other possibility is the worker 
and supervisor looked at the card and 
assumed the inspection was done and 
that the person had just failed to sign 
for it. This kind of practice inherently 
increases the chance that support 
equipment that hasn’t been properly 
checked will be used on an aircraft, and 
even worse, that the equipment is not 
ready and could potentially damage 
or contaminate the aircraft – or hurt 
someone.  

Since we don’t want to damage aircraft or 
hurt people, what are some things we can 
do to ensure we start the maintenance 
day off with success? 

First and foremost, work center personnel 
must show up early enough to perform the 
pre-operational inspections properly on 
the equipment the work center requires 

that day. Second, supervisors must assign 
pre-operational inspections to specific 
personnel in the work center and write it 
on a board in the work center for everyone 
to see. This process will quickly allow 
anyone in the work center to answer 
questions that may arise concerning a 
certain piece of gear. Third, train your 
replacement by assigning a trainee to 
perform pre-operational inspections 
using the applicable pre-operational 
card and inspect it line by line with a 
qualified person. Lastly, once everything 
has been completed – including all 
documentation, mark the task complete 
- whether it’s up or down, on the board 
and include any important notes so 
everyone in the work center has a visual 
status of the work center’s support 
equipment. More importantly, always 
follow proper procedures for checking out 
gear to alleviate unnecessary risk, and 
communicate with maintenance control to 
ensure they know of anything that could 
possibly impact maintenance efforts or 
mission requirements for the day.  

All too often, we hear of technicians 
taking excessive time to call or to drive 
around to other squadrons to borrow 
ready-for-use support equipment and 
individual material readiness list gear. 
This is often because someone did not 
take care of their own gear when it started 
to degrade, or because someone failed 
to perform pre-operational inspections 
properly and another person came behind 
them, performed a proper pre-op and 
found an issue.

We also often find that junior technicians 
aren’t telling work center supervisors - or 
supervisors aren’t telling maintenance 
leadership, that personnel are having 
to go to other squadrons to borrow a 
good, ready-for-use piece of support 
equipment, special test set or special 
tool. It is extremely important to inform 
maintenance control leaders of these 
types of constraints and barriers as 
they often add additional risks by 
taking needed personnel away from the 
work center and place added pressure 
in the form of time constraints to 
complete certain maintenance tasks and 
requirements.

U.S. Navy photo by Reggie Jarret 

DON’T FORGET THE 
DOCUMENTATION By Senior Chief 

Aviation Structural 
Mechanic Todd Brown
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IMPLEMENTING THE  

BARCODE  
SYSTEM  
FOR THE TOOL PROGRAM
By Staff Sgt. Michael Kelly

How much time is wasted 
when it comes to tool checkout 

procedures? 

MECH 11

U.S. Navy photo by Mass Communication Specialist 3rd Class Bryan Valek

In the time it takes to determine the tools 
required to address an issue or concern, locate 
them and record them on a checkout log, 
progress could have been made toward making 
that aircraft flight-ready.

With the current age of technology and data 
analytics, we are behind the power curve when 
it comes to tool management. Time is wasted 
daily by following procedures and protocols that 
hinder progression and add man-hours. 

What if there was a system that allowed you to 
scan barcodes for the required tools and the 
checkout procedure was automatically uploaded 
to the system? Fortunately, this type of system 
already exists and is widely used throughout the 
aviation community in the private sector. 

With the barcode system implemented, the 
margin for error decreases, while accountability 
increases for the tools and the individual who 
checks them out. A barcode system can give the 
unit insight into the usage statistics for each 
tool and can play a major role when it comes 
to redefining the 10% bin. The tools located in 
these bins are usually the most popular tools, 
and oftentimes they are vital to completing 
numerous jobs. 

By implementing the barcode system, a unit 
can see precisely what tools are used the 
most and build the 10% bin from there. This 
approach would minimize the occurrence of 
underused tools, which are only required for 
the occasional odd job, taking precedence in 
the priority bin.

The benefits of the barcode system not only 
improve the process for the mechanics, 
but also for the higher echelon regarding 
planning, inventory, audits and inspections. 
For instance, consider the process for a tool 
room inspection: How long does it take to 
complete a wall-to-wall inspection of an entire 
tool room? 

Such an inspection would require a complete 
vetting of every drawer and shelf in the room, 
as well as all of the associated paperwork 
required for the inspection, which may include 
completing multiple Tool Control Manual 
Change/Deviation requests for every minor 
inventory change. 

With the current process, the full inspection 
may, at a minimum, take up to a week to 
complete. This is time that could be spent 
completing tasks that have a direct impact 
on the mission. Implementing a system 
that automates the monitoring of inventory 
movement down to a specific drawer, can 

easily cut inspection time in half. With this 
system, each tool is itemized, and anyone with 
access to the system can see exactly what is 
missing, what is on order and how much is in 
stock. 

When it comes to audit time, users have the 
ability to access the check-out history of each 
tool by the click of a button. That means no 
more flipping through pages covered in hydraulic 
fluid or fuel with half-ripped ring holes that are 
taped together, just to see if the right material 
control number was used. 

This system can also aid inspectors in seeing 
where the trends are across the fleet, giving 
them the ability to compare performance across 
each squadron. This capability allows for 
effective practices to be put in place and shared 
across squadrons. 

Many in the fleet may think the barcode system 
is just a new tool program they will be required 
to implement, upkeep and manage before it 
inevitably becomes obsolete, and ultimately 
proves to be a waste of money. That notion, 
however, could not be further from the truth. A 
program like the barcode system will create a 
process that is more efficient, and in the long run, 
will save money. 

Each command strives for efficiency, safe 
practices and correct procedures to ensure we 
produce mission-capable aircraft for the pilots. 
Why not equip the maintainers who turn the 
wrenches with every tool possible to create a less 
stressful and more efficient process? 

Programs like this will help us continue to adapt 
with new technologies and remain competitive 
with the private sector when it comes to effective 
and efficient practices.
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In naval aviation, there is inherent danger 
all around you. Danger is everywhere, from 
the flight line at your home duty station, 
to different areas where you may operate 
ashore across the globe, to the decks of 
ships that we operate wherever we are 
called to be. Aside from environmental 
dangers, aircraft maintainers deal with 
hazards that come with the maintenance we 
perform on the specific type/model/series 
of aircraft we maintain. Specific hazards 
include moving flight controls, electrical 
circuits, heavy objects and potential falls 
from high surfaces. One particular hazard 
seen over and over in the fighter community 
is damaged aircraft canopies from foreign 
object damage (FOD) left on the canopy 
rails, unsecured electrical connectors, 

maintainer and aircrew equipment and even 
squadron personnel themselves! 

In the fighter community, most everyone 
is familiar with the gut-wrenching feeling 
of lowering a canopy and hearing a loud 
pop or crunch only to realize that you 
are missing a tool in your tool pouch, or 
if you are aircrew, realizing your oxygen 
hose or other equipment is stuck under 
the canopy. You raise the canopy and see 
bent hardware, damaged canopy seals or 
even external canopy panels. Incidents like 
this can easily be avoided if we stick to 
the basics we were taught since day one 
in naval aviation. Every person working 

in naval aviation is familiar with the 
requirement to account for tools before 
leaving your work center, when you arrive at 
your task, upon completing your task and 
finally, when you return to your work center. 

Following each line, cautions and warnings 
in publications are equally important 
because they will warn you what to look 
for around aircraft moving surfaces. When 
performing maintenance involving canopy 
operations, maintenance directives state to 
verbalize “rails clear” and look to confirm 
canopy rails are clear of debris and FOD 
before lowering. We can greatly decrease 
the probability of mishaps if we stick to the 
basics of proper tool control and by doing 
maintenance by the book – every time!  

In the past 10 years, there have been over 
60 incidents of aircraft canopy damage due 
to unsecured electrical connectors, tools or 
even personnel obscuring the canopy rails 
and seal. When you look at mishaps dealing 
with obstructed canopy rails, it breaks 
down to obstruction by personnel, aircrew 
equipment, FOD or unaccounted tools. 

There were three cases involving personnel 
injuries. One case involved a maintainer 
who was working with their head over the 
canopy rail on a partially raised canopy. 
When one of the ground crew lowered 
the canopy, the maintainer was unable 
to clear the rail before the canopy came 
into contact, pinning the maintainer down. 
Once alerted to the incident, the ground 
crew raised the canopy, but not before the 
maintainer received a severe laceration 
and second degree burns due to the 
temperature of the canopy rail from sitting 
in the sun. While there was no monetary 
damage to equipment, the maintainer 
received stitches and 48 hours sick in 
quarters for recovery.  

By following the proper procedures taught 
from day one, we can ensure we maintain 
the proper material condition and readiness 
of our aircraft More importantly, we can 
maintain the safety and well-being of our 
personnel. This will ensure we remain a 
deadly and well-prepared fighting force 
when called to the front lines. 

AIRCRAFT CANOPY

By Senior Chief Aviation Electrician’s Mate Russell Gross

CRUNCHES

U.S. Navy photos by Senior Chief Aviation 
Electrician’s Mate Russell Gross
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We just started work-ups on USS Carl Vinson 
in the dead of winter and had very few flight 
deck qualified people in the shop. The night 
shift supervisor and I were the only people 
in the shop who had several years of flight 
deck experience. We were doing cyclic ops, 
so the flight deck was super busy and really 
dangerous for unqualified people. As the 
lead petty officer, I tried to capitalize on 
the time we had on work-ups to maximize 
my maintainers’ training and get them 
the experience and qualifications for our 
deployment. Not only were we trying to get 
all of the Sailors flight deck qualified, we 
were also trying to get them final checker 
and shooter qualified. I wanted to have a 
completely self-sufficient shop before we 
came back out to the ship. I had everyone’s 
buy-in within the shop, and things were well 
on their way toward that goal. I had a few 
who were getting close to their collateral 
duty inspector qualification and being turn-
qualified. We just needed to get the ship 
qualifications knocked out, and we would 
be solid. 

As the tempo ramped up toward the end of 
the detachment, all of the people who were 
trying to get their qualifications were getting 
close. Everyone was doing really well and on 
track before fly-off. I got comfortable with 
letting them do final checks on their own 
without having their qualification completely 
signed off. Everyone in the shop was pretty 
sharp, so I wasn’t worried letting them 
out there on their own. There were other 
qualified people out on the flight deck to 
guide them when they had questions, so I 
felt it was safe for me not to be on the deck 
with them, as I had other tasks to take care 
of. 

It was getting close to the end of the 
detachment, and we still had down aircraft in 
the hangar bay that needed lots of attention 
so they could fly off on schedule. We had to 
replace an axle lever because one particular 
airplane had a hard landing the night before. 

We had to get it downstairs, jack it and strip 
the landing gear to have a non-destructive 
inspection performed. Well, of course one 
of the axle levers failed, so it had to be 
replaced. We still needed to finish up the 
wiring and lines before we could do landing 
gear swings on this jet. We were trying to 
make it quickly because fly off was the 
next day. As I inspected the work night 
shift did the night before, I heard “MEDICAL 
EMERGENCY, MEDICAL EMERGENCY ON 

THE FLIGHT DECK” over the 1MC. I was just 
hoping it wasn’t anything serious or one of 
my guys up there who got hurt. Just then, I 
saw one of the airman in my shop running 
toward the jet. I knew something was wrong. 
He said that the aviation structural mechanic 
third class (AM3) was slot-checking an 
aircraft on the cats, and he was caught 
between the tail hook and the fuselage. I 
wondered how that could happen, but I had 
no time to ask questions.  

I ran up to maintenance control and 
explained to them AM3 was the medical 
emergency on the flight deck but had no 
other details, and I would let them know 
when I found out. I ran to flight deck 
medical, hoping he would be in there. I 
found him there with a crushed left hand 
and a really sore upper chest area. I asked 
him what happened, and he told me he was 
slot-checking an aircraft pulling up to the 
cats. He wanted the plane director to drop 
the tail hook so they could check it before it 
took off. 

As the tail hook was being raised, he put 
his left hand on top of the hook shank and 
leaned over the top of the hook to check the 
pressure gauge on the other side. What the 
AM3 didn’t realize -- or failed to remember 
is that the tail hook gauge doesn’t show the 
correct pressure unless the hook is up and 
locked, and unfortunately, a qualified Sailor 
was not there to supervise. They took him 
downstairs to medical and X-rayed his hand 
and chest for broken bones. 

Luckily, he only sustained bruising to his 
hand, chest and ego. I quickly realized that 
I was probably needed on the flight deck 
with all the untrained maintainers I had. Or, 
I should have asked other qualified Sailors 
to keep an eye on those who weren’t yet 
qualified. This was completely my fault, 
and it could have been mitigated if I had 
communicated with others who were 
qualified.

A HOOK AND A HARD PLACE
By Senior 

Chief Aviation 
Structural 
Mechanic 

Thomas Fain 

TAKEAWAYS FROM THIS LESSON: 
1.  Don’t let unqualified people conduct 

tasks unsupervised.

2.  Don’t get so comfortable with your 
younger or junior maintainers that you 
let them do maintenance on things they 
shouldn’t do alone. 

3.  Inform your Sailors about the dangers of 
the flight deck.

4.  Don’t forget to communicate with 
qualified leaders for their situational 
awareness of the unqualified 
personnel on deck. It takes all hands.
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I once heard a gunner refer to aviation 
structural mechanics (Equipment) and 
aircrew survival equipmentmen as “Green 
Jersey Ordnancemen.” As with all Navy 
rates, I am understandably proud of mine. 
For that reason, I was not particularly 
fond of being called a different rate. 
However, the gunner’s comments were not 
completely out of left field. Both AME/PR 
and U.S. Marine Corps equivalent military 
occupational specialties handle, store and 
transport a significant amount of ordnance 
in support of the gear we maintain. Just like 
aviation ordnancemen, before handling any 
ordnance, we must be qualified and certified 
under the Conventional Ammunition and 
Explosives Handling Qualification and 
Certification Program.   

Due to the inherent danger of handling 
ordnance, all informal and formal training is 
meticulously documented. Technicians are 
expected to demonstrate their proficiency 
before advancing through the various 
qualification and certification levels from 
team member (TM) to safety observer (SO). 
Documented training and demonstrated 
proficiency via on-the-job training (OJT) 
alone is not sufficient to advance to the 
next level. Each candidate must present 
themselves before a Qualification and 
Certification Board (Qual/Cert) and pass an 
oral knowledge assessment.   

I still remember my first TM Qual/Cert 
board as if it was yesterday, and I did not 
know what questions the board would ask. 
While I waited to meet the board, I could 
feel my cold, clammy hands shaking as I 
stood at parade rest in the passageway in a 
freshly pressed set of utilities. Yes, I did say 
utilities; it has been quite some time since 
then. Nonetheless, the board was not as 
brutal as anticipated. It was mostly a one-
way conversation from my gunner on ethics, 
morals and explosive handling safety. 

Although the board did not challenge my 
knowledge, my immediate supervisor 
had adequately trained me for TM 
responsibilities, ensuring I would be able to 
answer any questions the board presented. 
The lectures and OJT leading to my TM 
Qual/Cert covered basic explosives safety 
principles and practices. The training 
environment dynamics were different 
from my recent work center observations. 
The entire work center was immersed in 
a training culture where we constantly 

challenged each other with technical 
questions. At first, being challenged felt as 
if my peers were picking on the new guy. 
But that sentiment changed once I went 
on my first training detachment where I 
performed my duties with limited support. 
My peers’ challenges definitely enhanced 
my technical expertise. 

The same training culture continued into my 
second and third command then gradually 
began to taper off. In recent years, as I walk 
through different shops, I no longer see 
that same type of training culture. It’s as 
if it vanished over the years. Fast-forward 
to present day — since the beginning of my 
tour at the Naval Safety Command, I have 
had the opportunity to perform various 
site visits on Navy and Marine Corps 
squadrons across the country. In all these 
safety assessments, I noticed a common 
discrepancy among squadrons related to 
ordnance storage. Specifically, ordnance 
hazard symbol posting requirements. On 
many occasions, the posted symbol was 
incorrect for the most hazardous material 
present or a symbol was posted when all 
hazardous materials were removed from 
the space. These common discrepancies 
prompted me to question technicians 
from apprentice to journeyman level about 
posting requirements and the difference 
between class and divisions (C/D) 1.3 and 
1.4, but only a few were able to answer 
correctly.   

Posting accurate symbols depicting the 
most hazardous material content aids 
risk management by alerting firefighting 
agencies of the contents upon their arrival. 
Knowledge of the contents will enable 
firefighting agencies to apply the proper 
firefighting procedures for the identified 
hazard to mitigate risk and prevent possible 
escalation of the emergency, which could 
result in additional property damage, 
personal injuries or loss of life. 

These occurrences were not isolated to a 
single squadron; they happened from East 
Coast to West Coast. At this point, I began 
questioning how my actions or inactions 
contributed to the limited knowledge 
in explosive handling safety across the 
Naval Aviation Enterprise (NAE). After all, 
explosive safety is the responsibility of all 
who store, handle or transport ammunition 
and explosives (AE). When I was an AME 
“C” school instructor, neither the initial 

or career curriculum covered ordnance 
storage in detail. Since I did not cover the 
topic in detail 15 years ago, I wondered 
if it was covered in detail anywhere in 
the training pipeline of AMEs or PRs. In 
search of the answer, I reached out to my 
colleagues at the AME and PR “A” schools 
as well as two other AME “C” schools 
and asked if their curriculum covers 
ordnance storage in detail. In all cases, the 
response was no, the curriculum covers 
how to calculate cartridge-actuated and 
propellant-actuated device service life, but 
that was the extent of the details.   

Fortunately, even if this topic is not covered 
in detail in the rate training pipeline, per the 
Conventional Ammunition and Explosives 
Handling Qual/Cert Program, all personnel 
must complete an online course on AE 

safety fundamentals before they handle any 
ordnance. The web-based course AMMO-
18-DL, Basics of Naval Explosives Hazard 
Control (4E-F29/645-F13 (DL), is available 
at http://www.dactces.org. This course is 
designated for entry-level personnel with 
limited or no background in explosive 
safety. The course objective is to acquaint 
new personnel with basic explosives 
safety principles and practices, including 
ordnance hazard posting requirements.   

Although the learning opportunity 
is provided – and required – for the 
Conventional Ammunition and Explosives 
Handling Qual/Cert Program, some 
personnel are not retaining and applying 
the information. In my opinion, this could 
be attributed to the fact that it’s an online 
course, and some technicians might just 
click through the course vice actually 
learning the material.  EX
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(Safety Equipment)  

Renzo Nunez
U.S. Marine Corps photo by Cpl. Andrew King
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The following is a reference to the symbols used in explosive 
handling, storage and transportation. For more information, 
refer to NAVSEA OP 5. 

The Department of Defense Explosive Safety Board uses the 
United Nations Organization (UNO) classification system for 
dangerous materials to identify the hazardous characteristics 
of ammunition and explosives. The UNO classification 
system contains nine hazard categories:

🔥 Class 1: Explosives   

🔥 Class 2: Gases   

🔥 Class 3: Flammable Liquids   

🔥 Class 4: Flammable Solids   

🔥 Class 5:  Oxidizing Substances and Organic Peroxides   

🔥 Class 6: Toxic and Infectious Substances   

🔥 Class 7: Radioactive Materials  

🔥 Class 8: Corrosive Materials  
🔥 Class 9:  Miscellaneous Hazardous Materials

For the purpose of this article, let’s focus on Class 1 
Explosives, which is further separated into Divisions 1-6, 
which indicate the primary characteristic and associated 
hazard. The type of hazards associated to each division is 
as follows:  

Division 1     Mass Explosion  
Division 2     Fragment-Producing, Non-Mass Explosion

Division 3     Mass Fire, Minor Blast and/or Minor   
Fragment; Non-Mass Explosion 

Division 4     Moderate Fire, No Significant Blast or 
Fragment; Non-mass Explosion 

Division 5     Very Insensitive Explosive Substance with a 
Mass Explosion Hazard 

Division 6      Extremely Insensitive Explosive Article; Non-
mass Explosion 

For example, A Class 1, Division 1, is designated as C/D 1.1. 
Placards that identify the C/D are used to identify materials 
during storage, handling and transportation. If an accident 
or fire occurs, personnel who respond to the emergency will 
know what type of material is involved.   

Ammunition and explosives may not be stored together with 
dissimilar materials or items that present a hazard to the 
munitions. Thus, they cannot be stored with flammables, 
combustibles, acids or corrosives unless they have been 
assessed to be compatible. Mixed storage of different C/D 
is authorized only when they are compatible. Each Class 1 
division is assigned a Storage Comparability Group (SCG). 
There are 13 SCGs:  A, B, C, D, E, F, G, H, J, K, L, N and S.  

A classification code is the combination of class, division, 
and a SCG code; for example: 1.3C, 1.4E or 1.4S. From 
one class, 6 divisions and 13 SCGs, there are a total of 
35 possible explosive classification codes. For a detailed 
description of each SCG, classification table and storage 
comparability chart, refer to NAVSEA OP 5, Chapter 3. Never 
assume you can mix any type of classification code in 
storage; always refer to the storage comparability chart.   

Wherever ordnance is stored, it must be identified as a 
firefighting hazard to firefighting agencies. This identification 
is accomplished via the display of fire divisions. There 
are only four fire division symbols used to identify six fire 
divisions that correspond to the explosive C/D 1.1 through 
1.6 previously described. Due to similar firefighting hazards; 
C/D 1.1 Fire Division Symbol is also used for C/D 1.5 and C/D 
1.2 Fire Division Symbol is used for C/D 1.6.    

All fire division symbols are colored orange with a black fire 
division number at the center. Each of the four fire division 
symbols have a distinctive shape so they can be easily 
recognized by firefighting personnel approaching the scene.   

Fire Division Symbol 1  octagon shape 

Fire Division Symbol 2  cross shape 

Fire Division Symbol 3  inverted triangle 

Fire Division Symbol 4  diamond shape 

Chemical agent and ammunition hazard symbols are another 
posting requirement for any facility that stores or processes 
pyrotechnics, chemical munitions/agents or other hazardous 
materials. These hazard symbols represent the type of agent 
being stored or processed and advise firefighting agencies on 
required personal protective equipment (PPE) and firefighting 
procedures specific to the chemical agent. These symbols 
can be used by themselves or in conjunction with fire 
division symbols as appropriate. Chemical hazard symbols 
alert firefighting agencies on required PPE for a specific 
chemical hazard. For example, wear breathing apparatus or 
full protective clothing including breathing apparatus. A fire 
direction symbol will direct what type of fire extinguisher 
to use, i.e., Class A, B, C or D. For a detailed description of 
four possible chemical hazard symbols and a fire direction 
symbol refer to NAVSEA OP 5, Chapter 4.   

Fire division symbols and chemical hazard symbols may be 
procured through normal Navy supply channels using the 
national stock numbers listed on NAVSEA OP 5.   

Symbols that represent the most hazardous material present 
shall be posted outside the hazardous material storage sites 
and be visible from 500 feet in daylight. If material is stored 
inside interior rooms of buildings, a fire or hazard symbol will 
be posted on the outside interior doors. Empty or inert signs 
will be posted and fire division and hazard symbols removed 
or covered on storage sites where all hazardous content 
has been removed. I hope you have found this information 
helpful. Time has proven that lecture training sessions are 
far more effective than web-based training. Today, I would 
like to challenge every Sailor and Marine to create an active 
learning environment in your own work center by challenging 
each other’s technical knowledge. A continued effort from all 
will ensure professional growth for all involved and ultimately 
enhance the technical capabilities of the NAE.  

U.S. Air National Guard photo by Tech. Sgt. Amy M. Lovgren
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TUG OF WAR
TUGS CAN TURN RAMPS INTO 

BATTLEGROUNDS.
GROUND CREWS -

DO NOT BECOME WRECKING 
CREWS.



U.S. Navy photo by Mass Communication Specialist 
3rd Class Andrew Langholf

REPORT IT:
OVERCOMING TRAINING 

HAZARDS

By Senior Chief Naval Air Crewman (Helicopter) Aaron Hutchinson  

U.S. Navy photo by Petty Officer 3rd 
Class Richard Cho

“Weapon dual-verified, clear and safe.” This is the statement every 
flight crew should hear before returning to base and checking off range 
when conducting a crew-served weapons live-fire event. Unfortunately, 
incidents such as leaving the range with a loaded weapon, improper 
weapon handling, negligent discharges and weapon-related 
things falling off aircraft (TFOA) continue to plague the rotary wing 
community. These examples of common training hazards are a result 

of weapon malfunctions, complacency and training shortfalls. 
Considering these trends, how should flight crews continue to 
overcome hazards faced during training? At the most basic level, 
the answer is to simply communicate.     

Focusing on aircraft weapon systems and weapons training 
events between January and December 2021, the rotary wing 
community had significant training-related deficiencies.   

Summary of top-reported incidents, according to the Risk 
Management Information system:   
• Thirty-four TFOA reports, including multiple night vision 

devices (NVDs), NVD mounts, laser excited phosphor (LEP), 
flashlights, infrared zoom laser illuminator designators 
(IZLIDs), IZLID cover caps, ammunition cans, ammunition, 
feed chutes, fuel card and predominantly, weapon system 
parts.   

• Nineteen weapon system component failures.   
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Weapon 
dual-verified, 
clear and  
safe.

• Three cases of aircraft damage.   
• Three unsafe weapon conditions where the 

crew-served weapon was not clear and 
safe before leaving the range, returning to 
the airfield with a round in the chamber.   

• Three negligent discharges.   
• Two injury mishaps.   

Naval aviation is known for its thorough 
debriefs and lessons learned. This process 
allows the community to learn and grow so 
crews do not repeat mistakes, thus striving 
to prevent future mishaps. If this process is 
foregone, the community becomes susceptible 
to unnecessary risks and avoidable hazards. 
These incidents occurred across two services, 
at various commands and in multiple 
platforms during 2021, yet many issues are 
recurring problems routinely seen in training. 

This raises the question, why are repeat 
incidents occurring? And what is being 
done to correct these incidents? To be 
more effective, lessons learned need to 
be communicated beyond the affected 
squadrons so the entire community can 
learn from them.  

When we hear about these instances, 
it can be easy to dwell on the 
accountability piece, which is a 
reasonable concern. However, as a 
community, we should let the commands 
handle the repercussions of the affected 
crews and shift the focus on how to 
learn from and not repeat the incidents. 
When it comes to lessons learned, it is 
not about placing blame, but identifying 
a safety hazard and correcting the 
deficiency. Unfortunately, this can often 
become a barrier, as it can be viewed as 
controversial to “air your dirty laundry.” 
This is where the potential for failure 
exists and commands should not be 
afraid to report it.   

The efficient flow of information is a 
critical step in the process of learning; 
however, information is only as 
useful as it is available and properly 
disseminated. There are a variety of 
ways to report information and in many 
cases, Risk Management Information, 
Aviation Safety Awareness Program 
(ASAP) and All Weapons Information 
System databases have mandatory 
requirements for mishap reporting to 
ensure incidents are communicated 
outside the command. However, not all 
cases call for external reporting.
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The commanding officer’s suggestion box, the Anymouse 
Box, command safety assessments, maintenance climate 
assessment surveys, the safety department and quality 
assurance representatives are great resources to report 
internal issues to your command. With this said, the 
responsibility falls on leadership throughout the chain 
of command to use all data gained from these available 
resources to empower their Sailors and Marines with the 
information they need to learn and succeed.   

While materiel failure and complacency most certainly come 
into play in these specific events, additional factors should 
be considered and can be linked to various hazard and ASAP 
reports across the community. In a time where commands 
struggle with limited resources, including manning challenges, 
limited training time and equipment, the recurring question is 
are crews being trained properly and what is being sacrificed 
through these shortfalls? When we fall short on any of these 
common challenges that commands routinely face, how do we 
overcome them without opening ourselves up to increased risk? 
Some points of focus include but are not limited to adequate 
ground training, realistic training events, crews being 
proficient versus current, having enough qualified personnel 
so crews do not get burned out, having the right equipment 
to perform the job effectively and adequate and available 
ordnance to meet the intent of currency requirements, 
which could be argued as being proficient. Ultimately, by 
accepting reduced standards, command leadership should 
be assessing the safety and quality of training and if they are 
driving complacency when training and operating in dynamic 
environments.   

Whether operating in theater or training during the workup 
cycle, the daily grind can quickly put crews in the complacency 
zone. Complacency is a significant hazard and a dangerous 
threat that will sneak up and bite you if you are not careful. 
As aviation personnel, we must be aware and actively fight 
what may seem routine, remembering that no flight is ever 
the same. The use of the Plan, Brief, Execute, Debrief model 
is a great tool to assist in combating complacency, along 
with properly using risk management processes. These tools, 
used as intended, offer an open forum for all crew members 
to provide feedback. All aircraft commanders should be 
holding themselves and their crew accountable for this 
process, remembering that a simple conversation could help 
prevent a potential mishap. The same could be stated for the 
maintenance people who support squadron operations.

Data collection is a critical step for analysis and creating 
learning opportunities. Although some data is reported, a 
lot of hazard information goes unreported. With this gap in 
information, it can be challenging to track trends, identify risk 
and implement change. 

As a community, we can all learn from each other, 
acknowledging that safety is indeed an all-hands effort. 
Naval aviation is an inherently risky business and capturing 
these lessons learned and properly disseminating them allows 
the opportunity to mitigate risks and operate in a safe and 
efficient manner. 

U.S. Navy photo by Mass Communication 
Specialist 2nd Class Sara Eshleman
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By Senior Chief Aviation Electronics Technician  
Cristie Link

Effective  Maintenance shift

   Change  briefs

U.S. Navy photo by USS George H.W. Bush (CVN77) Public Affairs

U.S. Navy photo by Mass Communication Specialist 3rd Class Brandon Roberson

Pass down is a fundamental concept taught to all branches of the 
military starting the first day of boot camp or officer candidate 
school. General Order Six states the following: to receive, obey 
and pass on to the sentry who relieves me all orders from the 
commanding officer, command duty officer, officer of the deck 
and officers and petty officers of the watch only. For those of us 
in naval aviation, pass down occurs multiple times each workday. 
From squadron or operations duty officer briefs for aircrew to 
maintenance meetings or quarters, critical information is passed 
to provide tasking, priorities and situational awareness. Even the 
smallest details are important to mission success.

In aviation maintenance, whether at fleet readiness centers 
(FRC), aircraft intermediate maintenance departments (AIMD) 
or flying squadrons, production or maintenance meetings occur 
multiple times a day depending on the number of assigned shifts. 
Workcenter shift change briefs are synchronized with maintenance 
or production meetings to ensure they are accurate, integrated and 
provide information on the status of equipment, tools, people and 
parts. This coordination is essential to ensure workcenters are 
capable and ready to carry out necessary maintenance tasks for 
each shift.  

The workload or backlog usually determines the priorities for the 
upcoming shift and information can be printed in multiple media 
or formats. For example, at an FRC or AIMD, production control 
is responsible for ensuring the Buffer Management Tool (BMT) is 
updated daily, which allows each workcenter to bring their own 
updated BMT. Using a color code system based on the number 
of days an item has been on backlog helps workcenters prioritize 

requisitions to keep the shelves stocked for the needs of the 
squadrons.

The Naval Aviation Enterprise has standardized these meetings 
across the fleet within the organizational-level Navy squadrons. 
There is a script called the Maintenance Meeting Flow 
maintenance supervisors should follow to keep meetings on 
track and comprehensive. The script includes everything from 
the meeting kickoff and flight schedule brief, to discussing 
maintenance needs for each aircraft and priorities for crew leads 
and supervisors. Administrative notes pertaining to the flow of 
maintenance are the only items to be covered at these meetings. 
Required inspections and maintenance for Aviation Life Support 
System and support equipment are often left out of these briefs, 
but are also important to conducting safe, effective and efficient 
maintenance. As per the Organizational Level Maintenance 
Management instruction, squadron workcenters should use a 
shared shift pass down log in Microsoft OneNote format that 
maintenance leaders, maintenance control, quality assurance and 
work center personnel can review at any time. This format provides 
a common picture of maintenance actions across the squadron 
and minimizes confusion or inefficiency.   
  
Whether the shift change briefs are done at the intermediate or 
organizational level, it is important there is a standardized method 
to ensure pass down is accurate and easily understood. Senior 
leadership and quality assurance representatives should attend 
these meetings and spot-check the items are being passed down 
as required by current instructions.

Keeping all personnel informed of the goals, priorities and 
departmental constraints creates an environment of understanding 
that promotes teamwork and positivity while also increasing 
overall productivity.  

U.S. Navy photo by Mass Communication Specialist 2nd Class Austin G. Collins



and responsible for maintaining PEMA 
SF-86 forms. PEMAs fall under the foreign 
object damage (FOD) program due to 
the high usage of these assets. Parts, 
such as doors, stylus pens and screens, 
can fall off and go unnoticed, which can 
potentially cause a FOD issue affecting not 
only maintenance, but the overall mission 
within a department and could even lead 
to a loss of life. Proper handling, tracking 
and all-tools-accounted-for procedures 
would help in identifying issues before 
they become catastrophic. PEMAs must 
be stored in a locked, secure area when 
not in use to maintain accountability. All 
maintainers and supervisors must check 
for missing parts before and after each 
use. Sailors and Marines don’t hesitate 
to check other tools or equipment use on 
the aircraft, so why not make it a habit to 
check all PEMA parts as well?  

Training in properly using PEMA and the 
steps taken in the evidence of damage, 
broken or missing parts, or software 
updates will help increase mission 
readiness. All units are issued a certain 
number of PEMAs per aircraft, but not all 
units are effective in keeping up with the 
software updates and changes that can 
occur. When this happens, the PEMAs are 
not used, resulting in a strain on the unit’s 
maintenance department, which is not 
cost efficient. 

It is the responsibility of all hands to 
support the fleet in maintaining, managing 
and sustaining these PEMA assets. No 
one ever said the job would be easy. The 
challenges and barriers are real, and 
sometimes difficult to overcome, but 
it is worth the effort to create a safe 
environment for all.

The Portable Electronic Maintenance Aid (PEMA) is an asset used in the 
military to increase the efficiency of maintenance on aircraft and equipment. 
PEMAs are used to support maintenance only and it is the only authorized 
hardware device to install technical manuals. PEMAs were traditionally known 
as Toughbooks because they were designed to withstand accidental damage 
and daily wear and tear. Many would think about the efficiency of having 
publications and manuals at their fingertips to perform a job on the go, but 
they sometimes lose focus of the accountability of these assets. These assets 
are as important as any other tools used on the aircraft. 

Accountability starts with the Support Equipment Controlling Authority 
(SECA) and the PEMA fleet support team (FST), who monitor and control all 
PEMA assets. All software imaging and updates, hardware replacement and 
warranty repairs are submitted to PEMA FST. Navy and Marine Corps units are 
not allowed to transfer or loan PEMAs between units without prior approval 
from SECA and concurrence from FST. PEMAs that are not properly configured 
with the necessary technical data for each particular platform can cause 
serious risks to safety for flight. That’s why it’s critical to go through the 
proper channels before transferring or loaning PEMAs. 

PEMAs are managed as common support equipment, therefore custody 
forms, or SF-86s are required. The Individual Material Readiness List asset 
manager and the Central Technical Publications Librarian are accountable 

U.S. Navy photo by Mass Communication Seaman Specialist Dana Legg

PEMA 
ACCOUNTABILITY
By Master Chief Aviation Maintenance Administrationman Arlene Williams
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WORN-OUT 
SOLE?

By Al Budaszewski

We hear it all the time:  
“Don’t forget your PPE.”

Goggles, cranials, hearing protection and gloves all do their part 
to protect us from the harsh environment when working on the 
flight deck or flight line, but when was the last time you took a 
good look at those flight deck or safety boots for wear and tear? 
We put ourselves, our equipment and especially our boots through 
a lot. Unsafe boots can cause personnel to slip, trip or fall when 
operating around machinery, aircraft, weapons systems and 
boats, which is a recipe for disaster. 

Now we’ve all seen the “flapper,” where the front of the sole 
is separating from the boot, or the slick soles worn down from 
contact with nonskid. Sailors and Marines subject their boots 
to a number of surfaces determined to destroy their soles. 
Ladder treads, steel decks, catwalks, concrete, nonskid, vertical 
ladders, harsh chemicals, fuels and petroleum products all take 
a heavy toll on your safety boots. Perhaps no one has considered 
the hazard that exists from excessively worn boots. Safety is 
everyone’s responsibility, and ensuring replacement safety boots 

are ordered when signs of wear are evident will help keep 
personnel safe. 

It’s imperative supervisors regularly check the 
condition of their Sailors’ and Marines’ boots and 
get replacements for those who need them. Training 
personnel on the importance of maintaining adequate 
tread to prevent slips and falls and requesting new 
flight deck or safety boots should be a simple process 
to keep Sailors safe and maintain readiness.    

Please take a few minutes and think about the environment 
your Sailors and Marines work in. Ask yourself what could 
potentially happen if the condition of their safety boots 
is so bad that the lack of tread causes them to slip or 
fall. Do they work around elevator shafts, escape scuttles 
or magazine trunks where a fall could be fatal? Do they 
routinely go aloft or work over the side? Are they working 
around operating aircraft where a slip could get them 
crushed, struck by a propeller, rotor or sucked into an 
intake? Are they near aircraft catapults or arresting gear? 
The possibilities go on and on, but the consequences are 
the same. 

Our Sailors and Marines work in some of the most 
demanding and dangerous environments in the world. The 
safety gear we provide must prevent serious injury or death 
within a fraction of a second where mere inches make all 
the difference. Our safety boots are no exception and must 
not slip when we need to avoid an aircraft or arresting wire, 
transit a slippery ladder, go aloft, or operate a small boat 
in heavy seas.     

Here’s the good news: In most cases, safety boots or flight 
deck boots can be issued and replaced as needed to 
support operations. If you work on the flight deck, NAVAIR 
00-80T-120 assigns issuance of these items to the supply 
officer. These costs are budgeted in and replacements 
are readily available, so it’s merely a paperwork drill that 
can save your personnel from a horrific mishap, lost work 
hours or worse.   

Hopefully the next time you get together with your division, 
you can do some training and prevention at the same time 
from the bottom up by checking what your crew is standing 
on – because it could potentially save their lives.
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For many Sailors and aircrew, time at sea is a strenuous 
and challenging experience. It is an opportunity to 
take the skills they learned on shore and apply them 
to real-world missions out in the fleet. Most Sailors 
refine and hone their skills through on-shore training, 
and the transition to life at sea can make even some of 
the more basic tasks new and challenging. 

For our detachment, deployment was in full swing 
with almost a month down already. The detachment, 
onboard the USS Jason Dunham, was scheduled to 
pull into port the next day for a holiday port call and 
Sailors were wrapping up the last bits of required 
maintenance on the flight deck. Everything had been 
routine maintenance work, and the team was ready to 
finish up and return the aircraft to the hangar.

The last step was for the team to fold the main rotor 
blades and tail pylon and then traverse the helicopter 

forward into the hangar. This procedure is considered 
routine, and the maintenance team had completed it 
dozens of times in the past month. The maintenance 
crew had the full complement of personnel required 
to conduct this evolution, and the team did not have 
any previous incidents with this procedure. On the 
surface, this scenario seemed routine, but in reality, 
there were many aspects that were different and 

unique from previous folding evolutions. For one, the 
ship was experiencing higher seas than normal with 
strong winds across the deck. This was also the last 
time the crew would conduct maintenance before 
heading into port for their first port visit since leaving 
for deployment, and some may have been distracted, 
thinking ahead to what they would do in port.

In contrast to their checklist step, the maintenance 
team did not install the tail rotor bootstrap prior to the 
fold, a crucial safety feature designed to prevent tail 
rotor movement during folds. Additionally, the crew 
forgot to turn on the battery switch prior to folding the 
tail, which would have allowed the tail rotor indexer 
to prevent windmilling of the tail rotor. As the crew 
began to fold the tail pylon, they quickly noticed they 
had not turned on the battery and quickly directed one 
of the maintainers to turn the switch on. This coupled 
with the tail rotor beginning to windmill in the strong 

winds resulted in the indexer, 
commonly referred to as the 
monkey fist, protracting into the 
spinning tail rotor, damaging the 
indexer. Eventually, the fist portion 
of the indexer snapped off, and the 
remainder of the indexer lodged 
into the tail rotor, preventing the 
tail rotor from further windmilling. 
After a quick regroup, the crew 
secured the tail and collected the 
indexer off of the flight deck.

In recent history, the Navy has 
begun to experience more and 
more of these preventable ground 

mishaps. This case, as with many others, stresses 
the need for procedural compliance as well as a well-
thought-out plan and clear delineation of tasks. In 
reflection, the crew noticed two major errors during 
their evolution. One, the failure to comply with the initial 
step of placing the tail rotor bootstrap on the tail rotor. 
This error goes back to the standard of procedural 
compliance and highlights the need for Sailors to 

establish good practices in the training environment at 
home so when they get out to sea, they are prepared 
for the multitude of challenges they may face. While 
Sailors may not need to perform some steps due to the 
conditions of land-based maintenance, it’s still prudent 
to teach young maintainers the procedures they will 
need to be successful out at sea. The maintenance 
crew mentioned they had never experienced winds 
strong enough to cause the tail rotor to windmill 
beforehand, and this lack of experience contributed to 
them forgoing the initial step. The second major error 
was the failure to delineate who was responsible for 
turning on and off battery power. The Navy is making 
an effort to conduct one-minute risk management 
(RM) pre-briefs before every maintenance evolution. 
These short briefs may seem needless for basic 
procedures, but as shown by this case, even seemingly 
routine evolutions can lead to mishaps. A quick brief 
that delineates the procedure and everyone’s roles 
and responsibilities can go a long way in preventing 
mishaps like this in the future. 

In the end, the tail rotor indexer was replaced with minimal 
impact to the detachment’s operational tempo, and the 
event was classified as a Class E mishap. Mishaps like 
this serve as a good reminder of why a deliberate RM 
brief is critical in preventing mishaps in the air and on 
the ground. All Sailors should discuss what factors 
are different today and how they can mitigate those 
factors. A solid game plan, even for seemingly benign 
procedures, can help minimize the risks and decrease 
ground mishaps within the Navy. 

While the Navy may never completely eliminate 
on-duty mishaps, we can minimize their impact to 
operations by following a few simple guidelines. First, 
instill good values into all Sailors on the importance of 
RM, and two, focus on sustaining a safety-first mindset 
throughout the fleet. Each event should be approached 
with the same attention to detail and focus you would 
devote if it was your first evolution. Throughout all of 
this, it is absolutely vital to remember in our line of 
work, there are no routine evolutions.  

NO ROUTINE
EVOLUTIONS

By Lt. Eric Nord

U.S. Navy photo by Mass Communication Specialist 3rd Class Theoplis Stewart II 

HSM-48 Detachment 6 “The Silverbacks”

U.S. Navy photo by Mass Communication Specialist 2nd Class Indra Beaufort



On an aircraft carrier, military aircraft are 
constantly being shuffled around. Whether 
it is to be re-spotted for future operational 
events or so they can be relocated for 
squadron maintenance, these combat 
assets are constantly on the move. To 
facilitate repositions, aircraft elevators 
(ACE) are used to safely move aircraft 
between the hangar bay and the flight 
deck. While operating these elevators 
may not seem difficult, missing a single 
step can cause major problems. On this 
particular day, missing that single step 
was all it took to cause major damage.

We had accomplished a full day of flying, 
but all of the aircraft were safe on the 
flight deck, including one parked just 
forward of ACE 1. That evening, we were 
required to complete several elevator runs 
to prepare for the following day’s events. 
I took it upon myself to do eight runs so 
the move crews could continue to re-spot 
other aircraft. 

I finished the 
movements on the 
other elevators and 
then proceeded to ACE 
1. Before I operate 

an elevator, I normally do a safety walk-
around. This walk-around consists of 
checking the overall condition of any 
aircraft or equipment in the vicinity, 
making sure safety chains are in place, 
and ensuring nothing is fouling the area 
around the safety stanchions. These 
safety stanchions, which are normally 
flush with the flight deck, rise out of the 
deck several feet with a cable connecting 
them to prevent personnel from falling 
100 feet once an aircraft elevator 
has been lowered to the hangar bay. 
Unbeknownst to me, the aircraft that was 
parked just forward of ACE 1 had a fuel 
drop tank on the port wing sitting above 
one of the flight deck safety stanchions to 
the elevator.   

After performing the previous elevator 
runs, complacency took over. Just 

prior to running ACE 1 to go from 
the flight deck to the hangar bay, I 
haphazardly did my safety walk around 
and checked everything except the 
stanchions, a required procedure. I gave 
my elevator operator the signal to raise 
the stanchions, and the one resting right 
below the drop tank rose up from the 
deck, striking the fuel tank and rendering 
it unserviceable. 

Something as simple as not walking 
around the elevator to check the 
stanchions caused irreparable damage 
to a squadron fighter and temporarily 
removed my credentials to move and taxi 
aircraft. For a brief moment, I made the 
mistake of assuming the simplest part 
of the procedure was not worth the extra 
time, and it would cost the Navy over 
$165,000 and many man-hours to replace 
the damaged fuel tank. There are days 
a service member will always remember 
because of the lessons they learn. This 
particular night, I definitely learned that 
the small things make a big difference.  
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Big
small things

make a

Difference


By Aviation Boatswain’s Mate (Handling) 1st Class Anthony Riley
USS Harry S Truman (CVN 75) Air Department, V-1 Division>>>

U.S. Navy photos by Mass Communication Specialist Seaman Jarrod A. Schad



On a cold night somewhere in the Adriatic 
Sea, just over three months into a long Sixth 
Fleet deployment, I was charged with running 
an aircraft elevator (ACE) to prepare the 
flight deck for flight operations the following 
day. I was a qualified elevator operator and 
was sent to ACE 1 to bring aircraft from the 
flight deck down to the hangar bay. 

I grabbed my gear and met my supervisor 
outside the ship’s island. I then walked to the 
starboard catwalk to set up my station as he 
performed his supervisor responsibilities. 
I plugged in my headset and performed my 
audio checks with the other operators. 

After a few minutes, I looked up and saw my 
supervisor signaling me to raise the safety 
stanchions. It was the middle of the night and 
very dark, so I had to bend down and adjust 
my eyes to find the stanchion knob. At that 
point, I began to raise the safety stanchions. 
Within seconds, I heard a crunching noise, 
lifted my head up, and stopped the stanchions 
from rising any further. I saw that one of the 
stanchions, specifically a stanchion that was 
located only a couple feet away, had hit the 
fuel tank of an F/A- 18 Super Hornet. 

I called my supervisor over to my station and 
showed him what happened. He called the 

incident into flight deck control. 
The investigation later confirmed 
the stanchion had punctured 
one of the external fuel tanks. 
The damage was beyond repair 
– it would cost the Navy almost 
$200,000 and cost the safety 
supervisor his qualifications. The 
failure to perform a simple safety 
walkthrough prior to giving the 
signal to raise the stanchions and 
lower the elevator was a clear 
procedural violation.      

It is natural to trust that those 
senior to you will always identify 
all obstructions and obstacles 
for the task at hand. To save 
a few minutes, we trust that 
a step we have performed 
repeatedly and safely in the past 
has been taken, or at the very 
least that someone else would 
have recognized a potential hazard. 
Regardless of pay grade or qualifications, 
good communication is imperative to 
confirm the completion of safety checks 
in compliance with written procedures, 
particularly in high-risk evolutions. 
Whether you are a plane handler, elevator 

operator, tractor driver or even a yellow 
shirt, complacency is a risk often realized 
too late, especially working day after day 
on a deployment. As a team, we should 
trust each other. But in order to really 
be a team, we should watch out for each 
other by verifying all checks. Trust but 
verify.

By Aviation Boatswain’s Mate (Handling) Airman Sloan Tomblin
USS Harry S Truman (CVN 75) Air Department, V-1 Division

Trust ...
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but Verify
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It was the darkest part of the morning, 
at about 4 a.m. on the second 
week of a 30-day underway period 
to get the ship and its crew ready 
for deployment. Night check was 
conducting a re-spot of an aircraft; 
a normal evolution, ensuring day 
check was set up for success. My 
move crew and I, who were seasoned 
operators for conducting flight deck 
operations for the ship, were called to 
move an F/A-18 from the fourth spot 
of the one row to the bottom spot of 
the point. 

As we approached, squadron 
maintainers were still conducting 
maintenance on the jet. I politely 
asked if either of them could 
ride the brakes to be more time 
efficient. One of the Sailors, a 
qualified brake rider, agreed. 
He also asked if he could 
place his toolbox, about the 
size of a large briefcase, 
on top of the tractor since 
he could not carry it in 
the cockpit with him. In 
the moment, I allowed 
the maintainer to do 
so. 

The movement 
of the aircraft 
carried on as 
normal following 
all procedures. 

I directed the 
aircraft down the 

flight deck and into a 
position where I could 

start spinning the jet back 
into its spot. At this point, 

I instructed the tractor driver 
to turn the tractor. Putting the 

tow bar at an angle that would 
back the jet into its final position, 

the tractor slid underneath the nose 
of the jet. Suddenly, the aircraft came 
to a halting stop! I looked at the 
tractor and immediately knew what 
had happened. The toolbox, that I 
had authorized the maintainer to rest 
on the vehicle, now made the tractor 
another 18 inches taller, causing it to 
strike the underside of the nose of the 
jet and become wedged between the 
tractor and the radome. 

The crew chocked and tied down the 
aircraft to prevent further damage and 
assess the situation. I went straight to 
flight deck control with my crew, and 
each person wrote down a statement. 
The aircraft handling officer and flight 
deck officer were woken up to attend 
to the incident. The toolbox had put a 
4-inch gash in the nose, downing the 
aircraft. 

There is a zero tolerance for 
complacency on board an aircraft 
carrier, especially on the flight deck, 
where there are so many moving 
parts. All it took was one toolbox 
on a tractor to be the catalyst for 
a $600,000 mistake, which ended 
up downing a jet for almost a week 
during an exercise designed for 
continuous flight ops. Every move on 
the flight deck is different from the 
next, with many variables changing 
the dynamic of each reposition. As 
move crew supervisors, it is vital that 
we understand and acknowledge the 
things that make aircraft movements 
different so we can recognize those 
differences as possible incidents 
unless corrected. Fortunately, in this 
case, there were no injuries, and the 
aircraft was able to be repaired. 

The primary takeaway from this 
mishap is reinforcement of the 
importance of procedural compliance. 
In this scenario, command policy 
dictates objects, aside from chocks 
and chains, are not permitted on top 
of tow tractors for exactly this reason. 
Second, scan the environment. Time-
critical operational risk management 
(TCORM) should be used prior to every 
move. The four TCORM steps, assess, 
balance resources, communicate and 
do or debrief, may have prevented 
this mishap if the crew had taken the 
time to complete step one and scan 
the surroundings. Perhaps someone 
may have noticed the hazard that was 
created once the toolbox was brought 
into the equation. The members of this 
crew will use this experience as real-
world instruction for future evolutions. 
In the meantime, use these lessons as 
a tool for your metaphorical toolbox 
and leave all the other boxes out of 
the way.

Zero
Tolerance for
Complacency

By Aviation Boatswain’s Mate (Handling) 3rd Class Austin Colby
USS Harry S Truman (CVN 75) Air Department, V-1 Division
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BRAVO ZULU

SAILORS AND 
 MARINES 

PREVENTING 
MISHAPS

BRAVO ZULU
Bravo Zulu is a naval signal originally sent by semaphore 
flags and in English, simply means “Well done.” 

Aviation Support Equipment Technician 
3rd Class Jeremy Santiago

Aviation Support Equipment Technician 3rd Class Jeremy 
Santiago responded to a forklift trouble call in Hangar 
Bay 3. Upon arrival, he noticed smoke coming from the 
forklift. He opened the engine compartment cover and 
noticed excessive white smoke coming from the parking 
brake solenoid and immediately disconnected the battery, 
securing the power source. He directed another Sailor to 
report the Class C fire to damage control (DC) central. 
While the Sailor notified DC central, he had another Sailor 
stand watch while he retrieved a carbon dioxide bottle and 
extinguished the fire. His actions prevented the possibility 
of a larger casualty due to the forklift being in the vicinity 
of the supply mountain and the hazardous material 
storage and issuing office. Santiago’s superb initiative 
and dedication has proven instrumental in keeping his 
shipmates’ safety a No. 1 priority, earning his selection as 
USS Ronald Reagan’s (CVN 76) Safety Pro of the Month.

BRAVO ZULU
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U.S. Navy photo by Mass Communication Specialist Seaman George Cardenas

Naval Air Crewman (Operator) 3rd Class Aerron Blackmon 
proved to be a critical member of the crew as the observer 
on a pilot proficiency training event. As the observer 
aboard the P-8A, Blackmon was responsible for monitoring 
all systems aft of the flight deck. When Blackmon heard 
an audible rattling and banging sound, he did not hesitate 
to alert the patrol plane commander. The pilots decided 
to return to base, and upon inspection, the maintenance 
department determined that a weapons bay heater fault 
caused a vibration in the mounting support structure. 
Blackmon’s vigilance, assertiveness and communication as 
part of the crew prevented further damage to the aircraft 
weapons bay.

Naval Air Crewman (Operator) 3rd Class 
Aerron Blackmon

U.S. Navy photo by Mass Communications Specialist 2nd Class Juan Sua



DID YOU FIND THE WRENCH?

Aircrew Survival Equipmentman 1st 
Class George Noah and  
Aviation Machinist’s Mate 1st Class 
Efren Cosioflores
During a quality assurance foreign object damage-
free inspection of the bleed air manifold on C-130T 
aircraft, Aircrew Survival Equipmentman 1st Class 
George Noah and Aviation Machinist’s Mate 1st Class 
Efren Cosioflores observed the glint of bare metal 
from their flashlights. Further investigation inside 
the fairing of the aircraft where the wing and fuselage 
meet revealed a 3-inch-long crack running across and 
down the starboard former assembly support bracket. 
Their research into the maintenance publications 
determined this was a depot-level repair requiring 
fabrication of a sheet metal splint and repairs by fleet 
support team artisans. Their keen eyes, maintenance 
acumen and dedication to safety prevented additional 
structural damage to the aircraft and possibly 
prevented a serious mishap. Bravo Zulu, gentlemen!

SUBMISSION GUIDELINES

Please use the following guidelines 
when submitting articles.

1. If you have already written your 
article and are familiar with our 
magazines, simply email to the address 
below:

SAFE-MECH@navy.mil

Length

Short story: 800-1,500 words
Feature story: 2,500-3,000 words
News briefs: 500 words.

Fact-checking

We ask that writers research 
reference materials, such as 
manuals and books used in their 
articles. Please verify your sources 
before attributing quotes to them. If 
you need us to perform additional 
fact-checking, please make a note 
of it when submitting your article.

Photos

All photos must be high resolution 
(300 dpi) in JPEG or JPG format. 

When you email your article, use 
the author’s name as the file name. 
Example: CatalinaMagee.doc.

We look forward to receiving your 
great articles!

Our cover features a hidden wrench. The tradition says to go find it before anyone else.

While flying from the back seat of a 
T-45C during a basic fighter maneuvers 
student training sortie, Maj. Brian 
Goss lost communications with his 
student when Goss’ aircraft oxygen 
warning light illuminated. He smoothly 
initiated an immediate descent and 
increased aircraft rpm in accordance 
with the Naval Training and Operating 
Procedures Standardization program. 
Goss returned to base for an uneventful 
recovery, and the post-flight inspection 
revealed a failed oxygen concentrator. 
Without Goss’ timely execution of a 
new emergency procedure, the crew 
would likely have experienced hypoxia, 
further jeopardizing themselves and 
the aircraft. Bravo Zulu to Maj. Brian 
Goss for executing textbook procedures, 
demonstrating expert decision-making 
and displaying superb airmanship, 
resulting in the safe recovery of his 
aircraft.

Maj. Brian Goss
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U.S. Navy photo by Mass Communication 
Specialist 1st Class Travis S. Alston

We had just finished our sixth week of 
deployment and were reenergized after 
four days of liberty in Greece. It was the 
middle of the afternoon on a day just 
like any other, and we were preparing 
to move a helicopter into the hangar 
for maintenance. We got our move crew 
together, which encompassed a team of 
qualified personnel except for one Sailor 
who would be under instruction (U/I). Even 
though I had only been qualified for two 
weeks, I assumed I was up to the task of 
ensuring he performed the job correctly. 

We hooked the helo up to a dolly, a 
tractor that connects to the tail end 
of a helicopter and tows it around 
the hangar, and prepared to move an 
embarked squadron’s MH-60R. As we 
began, I was standing on the port side 
of the dolly so I could stay out of the 
director’s way, who was responsible for 
the entire move evolution.  

The move proceeded as normal, and we 
started to spin the helo to put it on its 
final spot. In an aircraft carrier’s hangar 
bay, the volume of aircraft and equipment 
located around you is very high. Our 
MH-60R was getting very close to other 
aircraft, so I stood where I would not 
obstruct anyone’s view. Unbeknownst 
to me, my position created a blind spot 
where I could not see certain aspects of 
the Sailor U/I. While we were holding our 
positions to confirm the aircraft’s final 
location, the Sailor U/I inadvertently 

repositioned his arm on a button, causing 
the dolly to lift the aircraft’s tail. The dolly 
is very loud, and the lifting arms move 
slowly. Without direct attention, this went 
unnoticed. Due to where I was standing, I 
never saw the error. 

We continued the evolution, and as 
we started to move again, the base of 
the front part of the helicopter began 
scratching the hangar bay deck. At 
this point, we all blew our whistles and 
tied down the aircraft to assess the 
situation. The Sailor U/I had raised the 
tail end of the aircraft enough for the 
helicopter’s nose to drag against the 
hangar bay deck. 

Luckily, the damage was minor, but after 
the incident, I took stock of what I could 
have done differently. I should have put 
myself in a position to see everything the 
Sailor U/I was doing. Before attempting to 
teach, I could have watched and learned 
from a more senior operator instructing 
the person U/I. Above all, this incident 
has given me more situational awareness 
regarding trainees’ knowledge of the 
hazards of what they are doing.

While I could have helped prevent the 
mishap, mistakes allow us to better 
ourselves and prevent future accidents. 
These lessons have taught me what it 
means to shadow a Sailor U/I, and I will 
use them to provide better training and 
increase my skills as a leader.

A  
Teacher 

Becomes 
the 

Student

By Aviation Boatswain’s Mate  
(Handling) Airman Joshua Carpenter

USS Harry S Truman (CVN 75) 
Air Department, V-3 Division
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THE LEADING CAUSE OF
AVIATION GROUND

MISHAPS
OVER THE LAST DECADE
HAS BEEN THE FAILURE

TO FOLLOW
PROCEDURES.
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