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Aim and Scope
The purpose of this Guidebook is to familiarise Defence Aviation personnel 
with the Defence Aviation Safety Reporting System. Within Defence, 
aviation safety reporting is managed through the corporate Defence 
Sentinel software application. However, the reporting system itself is more 
than just an IT platform—it comprises a structured framework of policy, 
processes, and tools that ensure a standardised and integrated approach 
to reporting, classification, investigation, codification, and management  
of aviation safety reports across Defence Aviation organisations.

Beyond basic familiarisation, this Guidebook is primarily intended for safety 
representatives fulfilling the role of Aviation Reviewer, as well as personnel 
responsible for conducting Aviation safety investigations as part of the 
organisation’s Safety Management System (SMS).

The Guidebook consists of four parts:
Part One provides general information on aviation safety reporting, including an overview 
of aviation events and issues, report categories and the aviation safety reporting Sentinel 
software application.

Part Two focuses on the role of the Aviation Reviewer and steps the user through the 
process for reviewing an Aviation Event that has been submitted via Sentinel, from 
confirming the event details to its classification and the decision on whether or not to 
conduct an investigation.

Part Three steps the user through the process for conducting an aviation safety 
investigation as part of the organisation’s SMS, including the input of investigation 
information, safety actions and recommendations into Sentinel.

Part Four outlines the roles of the Aviation Reviewer and the Approving Authority in 
Aviation Sentinel and the processing of an Aviation Safety Report.

This Guidebook should be read in conjunction with the Defence Aviation Safety Reporting 
and Investigation Manual (DASRIM)1 which contains additional explanation and guidance. 
The DASRIM (replacing the Defence Aviation Safety Manual) provides policy, procedures, 
and guidance for the reporting and investigation of Defence aviation safety events.

1	 DASRIM scheduled for release Q3 2025.
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PART ONE: 

Aviation Safety 
Reporting & Sentinel
What is the purpose of Aviation Safety 
Reporting?
Aviation safety reporting exists for the sole purpose of improving aviation safety through 
the identification of system vulnerabilities. It focuses on the risk to people arising from 
aircraft operations and encompasses both the manner in which aircraft are flown, and the 
tasks, activities and management systems that enable safe flight.

Collectively, everyone involved in Defence Aviation represents a critical source of 
safety information from which safety lessons can be learnt. Full, open, timely and 
accurate reporting of information related to aviation safety events and issues allows the 
organisation to respond to information received and apply corrections to the system.

Safety reporting is also essential in building a repository that facilitates information sharing 
and identification of systemic vulnerabilities.

The quality and quantity of Aviation Safety Reporting (ASR) facilitates 
analysis, which provides tangible evidence to inform improvement.  
It serves a secondary function of meeting regulatory requirements  
for reporting certain occurrences to the Defence Aviation Safety 
Authority as described in DASR.GR.40.

Why is it important to have a just culture?
Valuable safety reporting is possible when people are willing to report observations  
and errors because the organisation guarantees an objective, fair, accountable and 
learned response.

A just and fair safety culture must exist within an organisation that strives for,  
or displays, a generative safety culture. It is recognised that while the majority  
of individual or team actions should not incur remedial or punitive action, there  
will be some situations where such action is necessary. Importantly, the safety 
investigation and any disciplinary or administrative action are to be managed  
as separate organisational processes.

If you don’t
measure it, 
you can’t
manage it.

ATTRIBUTION: VARIOUS
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If, during an internal aviation safety investigation, it becomes apparent that a Defence  
or civilian offence is likely to have been committed, the investigation is to be immediately 
suspended and the chain-of-command advised prior to recommencing  
(when appropriate).

Aviation safety investigations are to focus on the performance of the aviation system. 
Accordingly, safety actions and recommendations are to focus on implementing or 
improving controls that will eliminate or minimise the safety hazard or risk and therefore 
prevent a recurrence of the event. Safety actions and recommendations must not 
recommend disciplinary or administrative action.

Separate to the safety investigation, commanders should use the Safety Behaviour 
Management Tool available on the DFSB website (DPN only) to determine acceptable  
and unacceptable behaviour outcomes and commensurate action.

Who can submit an Aviation Safety Report?
Anyone in Defence Aviation who is involved in, witnesses, or is notified of an aviation 
safety event or issue may initiate an ASR. Usually, the reporter of an ASR will be an 
involved individual or supervisor.

Aviation Safety Report (ASR) is the collective term to describe a report submitted  
via the Aviation Safety Report module in Sentinel that includes aviation safety  
events, aviation safety issues, fatigue and duty limit variation reports.

What must be reported?
Any person in Defence who is involved in, witnesses or is notified of an aviation safety 
event or issue, must ensure an ASR is raised in Sentinel. There is no prescribed list 
of specific occurrences that are required to be reported through the ASR system, 
however an Accountable Manager, Hazard Tracking Authority, or relevant commander 
may prescribe particular or specific occurrences that must be reported. AMC GR.40 
– Occurrence Reporting specifies ASR in Sentinel (IAW DASR.SMS) as the primary 
Occurrence Report format for organisations with access.

Defence organisations also need to be aware of, and satisfy, their reporting  
requirements outside of Defence, see DASRIM2.

What should be reported?
The Aviation Safety Reporting framework is based on a general requirement to report  
all aviation safety events and issues which have (or could have) an aviation safety 
implication. For practical purposes, individuals are encouraged to report safety-related 

2	 DASRIM scheduled for release Q3 2025.

http://drnet/raaf/AirForce/DFSB/Pages/Analysis-Help.aspx
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information which they perceive as having safety significance — an actual or potential 
hazard to aviation safety.

Note: 
If there is doubt as to whether an ASR is required, a report must be raised.

When should an Aviation Event report be raised?
The Aviation Event report is used to record any event where an aviation system (including 
the human element) fails to perform in the expected manner and adversely affects, or is 
perceived by an individual as having the potential to adversely affect, aviation safety.

Multiple organisations may be involved in a single safety-related event, each with its own 
responsibilities and reporting requirements. As part of their respective Safety Management 
Systems (SMS), regulated organisations3 may need to submit separate reports for the 
same event. This ensures that all hazards are identified and managed by the responsible 
organisation. While collaboration and information sharing are encouraged, each 
organisation must independently fulfil its reporting obligations in accordance with DASR 
and internal policies. 

Example: An aircraft suffers a bird strike and the aircrew raise a report (as a Flight 
Operations organisation type) to capture this safety event. When the responsible 
aerodrome operator (as an Aerodromes organisation type) is made aware of  
this event, it must also raise a report to capture the hazard (bird control)  
and manage this hazard accordingly.

Note:  
Multiple organisations may be involved in a single safety-related event, each with its 
own responsibilities and reporting requirements. As part of their respective Safety 
Management Systems (SMS), regulated organisations may need to submit separate 
reports for the same event.

When should an Aviation Issue report be raised?
The Aviation Issue report is used to provide an additional proactive mechanism for 
capturing safety information not necessarily associated with an aviation safety event. 
Aviation safety issues will usually refer to problems with an organisation’s risk controls,  
or a variety of internal and external organisational influences that impact on the 
effectiveness of its risk controls. They can also relate to a specific part of the safety 
system or a series of aviation safety events that suggest an area of vulnerability.

3	 Flight Operations, Aircraft Maintenance, Continuing Airworthiness Management, Aircraft Design, Production and Certification, Air Navigation Services, 
Aerodromes, Air Cargo Delivery and Air Battle Management organisations
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DRAFTER

AVIATION REVIEWER

INVESTIGATOR

 REVIEWER (S1 Review)

 APPROVING AUTHORITY 
(S2 Review)

HTA

Figure 1: Sentinel workflow

Aviation safety issues may be identified through many internal sources including safety 
data analysis, audits and inspections, safety meetings, data monitoring programs, 
and operational experience. Aviation safety issues can also be identified in the review 
of information from external sources such as the aircraft manufacturer, engineering 
organisations, external investigation reports, civil aviation and foreign militaries.

Note: 
The reporting of aviation events and issues are distinctly different, however the 
procedures for investigating and managing report workflow are largely similar.

What is Sentinel?
The Sentinel software application is the ADF’s mandated method of reporting all aviation 
safety events and issues. Sentinel provides a single mechanism to support the reporting, 
management and analysis of all aviation safety reporting activities. Sentinel is available 
to all Defence Aviation personnel with access to the Defence Protected Network. ASR is 
the overarching term to describe reports submitted via the Defence Aviation safety report 
functionality in Sentinel and includes the following report types: 

•	Aviation Event 

•	Aviation Issue 

•	Fatigue

•	Duty Limit Variation.

Refer to the Defence Aviation Fatigue Management Guidebook for information on 
Fatigue and Duty Limit Variation reporting, available on the DFSB website (DPN only).

Sentinel Workflow Overview
The Aviation Event and the Aviation Issue are processed using a common workflow ( 1). 
For each stage, the Sentinel user is guided with a checklist that lists  
the tasks to be completed to progress the ASR.

http://drnet/raaf/AirForce/DFSB/Pages/Analysis-Help.aspx
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The ‘ASR Support and Resources’ page on the DFSB website (DPN only), provides 
guidance and tools to assist users with completing each stage of the workflow.

Drafter — Reports the initial details of the Aviation Event  
or Aviation Issue via the Sentinel Defence Kiosk. This role  
can be performed by anyone with access to the Aviation  
module in Sentinel.

Aviation Reviewer — Reviews, updates and supplements  
the details entered by the Drafter. Includes completing  
the Event Risk Classification and nominating the Investigator(s) 
and Approving Authority. Conducts a review of what happened 
in the event and may seek to clarify information to inform 
the event classification and the decision whether to formally 
investigate or to bypass the investigation. A safety representative 
(e.g. Aviation Safety Officer (ASO) or Maintenance Aviation 
Safety Officer (MASO)) typically performs this role.

Investigator — Confirms the details, reviews and updates  
(if appropriate) the Assessment tile, conducts the investigation, 
logs the results of the investigation into the Analysis tile,  
and may also raise actions and recommendations. This role  
is typically performed by a safety representative (e.g. ASO  
or MASO).

Reviewer (S1 Review) — Reviews the event/issue details and 
the investigation and may also create actions/recommendations. 
Can re-open the investigation if required. This role is typically 
performed by a safety representative (e.g. ASO or MASO).

Approving Authority (AA) (S2 Review) — Reviews the 
event/issue details, including the investigation and actions and 
recommendations (if investigated). If satisfied, the AA releases 
the actions and recommendations and signs off the ASR. 
If required, the AA can send the ASR back to the Aviation 
Reviewer for further review or reopen the investigation  
if it is found unsatisfactory. This role is typically performed  
by the CO or delegate.

Hazard Tracking Authority (HTA) – Reviews all reports 
generated under the HTA, may create and release actions  
and recommendations, may reopen reports. Closes the report  
if satisfied with the outcomes and residual risk. The report 
cannot be closed until all actions and recommendations  
are completed in Sentinel.

DRAFTER
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INVESTIGATOR

 REVIEWER (S1 Review)

 APPROVING AUTHORITY 
(S2 Review)

HTA
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http://drnet/raaf/AirForce/DFSB/Pages/Analysis-Help.aspx


Aviation Safety Reporting System Guidebook14

PART TWO: 

Role of the  
Aviation Reviewer
This section steps the user through the role of the Aviation Reviewer in the 
processing of an Aviation Event and an Aviation Issue.  It is the role of Aviation 
Reviewer to oversee the initial review of the Aviation Event/Aviation Issue, 
and the initial processing of an Aviation Event/Aviation Issue in Sentinel. 
An Aviation Event must be submitted in Sentinel and progressed to the completion 
of First Release within seven calendar days. The review timeframe requirement 
starts from when the event took place or from the time the reporter becomes 
aware that an aviation safety event has occurred. The intent of this timeframe is 
to enable the timely communication of basic information of the safety event to be 
relayed to the aviation community and the preservation of perishable safety data.

There is no set timeframe for the processing of an Aviation Issue, 
however, an Aviation Issue Report should be raised as soon as practically 
possible after the discovery that an Aviation Issue exists.

The role of Aviation Reviewer is typically performed by a safety representative 
(e.g. Aviation Safety Officer (ASO) or Maintenance Aviation Safety Officer (MASO)). 
Alternatively, should an ASO-trained reviewer not be available, a member who  
is briefed and/or mentored by an ASO may be appointed. 
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Aviation Event – Aviation Reviewer Checklist
The Reviewer Checklist highlighted on the right hand side of Figure 2 lists the tasks  
to be completed to progress the report. Selection of a task from the checklist will direct 
the Reviewer automatically to the corresponding area of the Sentinel event. These areas 
of the checklist can also be accessed via the Sentinel tiles shown on the left hand side  
of Figure 2.

Sentinel Tiles   Checklist Items

Figure 2: Review Checklist and Sentinel Tiles (Aviation Event) 

Note: 
All mandatory tasks in the Aviation Reviewer checklist must be completed before  
the report can progress to the next stage of the report lifecycle. Tasks can be 
completed in any order.
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Confirm DETAILS (checklist item 1)
The Details page (Figure 3) contains factual information about the issue. This information 
should be as accurate as possible and must be updated if further information becomes 
available. The Aviation Reviewer should seek additional information if the issue details  
are inaccurate or lack clarity. The Aviation Reviewer is to ensure that the issue details  
are complete and up to date prior to classifying the issue.

Note: 
If the event does not qualify as an Aviation Issue, the report was raised in error, or is a 
duplicate of another report (e.g. two reports for the same issue), the Aviation Reviewer 
must reject the report (see Figure 23).

Figure 3: Details page (Aviation Event)

In order to effectively complete the checklist items, the Aviation Reviewer may need  
to seek additional information, including from involved persons, and/or discuss the 
event with others. This enables the Aviation Reviewer to confirm the event details  
and its classification. The Aviation Reviewer is then able to make an informed  
decision on whether or not a safety investigation is required.

Guidance

Title

Must be concise and accurate.

Description

Describes the when, the what, and the result.
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When

State when it happened to provide context (e.g. ‘During cruise en-route Richmond  
to Townsville …’)

What

Briefly describe what happened, including any individual actions or technical failure/
malfunction (e.g. ‘… a hydraulic system warning was displayed on #2 engine’).

Result

Briefly state the outcome (e.g. ‘The engine was shut down and the aircraft diverted  
to Amberley’).

The description may also include additional factual circumstances known at the time  
of raising the report (e.g. ‘After exiting the aircraft, hydraulic fluid was observed dripping 
from the #2 engine drain mast’).

The description must not contain:

•	speculation as to the root cause of the event

•	personal details of any involved person

•	sensitive operational information

•	emotive language

•	unnecessary text regarding happenings that did not occur (e.g. ‘The aircraft was  
not damaged’)

•	acronyms, unless they are commonly used terms,  
or spelled out initially (e.g. Environmental Control System (ECS)).

Immediate Action Taken

Description of any immediate action taken is clear, concise and accurate.

The description must not contain:

•	information not relevant to the immediate actions taken

•	personal details of any involved person.

Event Type

Ensure the correct Event Type is selected. (See When should an Aviation Event  
report be raised?) Note that changing the event type after report creation will  
result in the deletion of some related information.

Occurred (date/time)

The occurred date is the date that the event occurred (if known), the date when the event 
was discovered, or the date when the reporter becomes aware that an aviation safety 
event has occurred, whichever occurs first. Ensure date and time is accurate, and the 
correct time zone is selected (the default time zone is AEST, UTC +10).
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Reported (date/time)

The reported date is the date the report is entered into Sentinel. Ensure date and time is 
accurate, and the correct time zone is selected (the default time zone is AEST, UTC +10).

Business Unit

Ensure correct business unit is selected.

•	Check contractor & deployed units report their business unit correctly.

•	If raising an event on behalf of another unit, the default business unit  
should be changed to that unit.

For contractor organisations; consult with the Defence agency that has administrative 
control over contractors to determine which Sentinel business unit should be used.

For deployed units; use the business unit identifier of the unit, which is the designated 
Military Air Operator (MAO) for that aircraft type (e.g. an event raised for a C130J aircraft  
that is force-assigned to an operational task element would be raised under 37SQN,  
and not the operation designator).

Location

Select the ‘lowest’ level location that most appropriately indicates where  
the event occurred. 

At Sea. For events that occurred at sea (e.g. aircraft operating from a ship at sea,  
or a ship’s location at the time of the event). If the appropriate body of water cannot  
be found, or the at sea location is OPSEC restricted, select ‘At Sea’.

Australia. For events that occurred in Australia, select the lowest level location (e.g. select 
‘Amberley RAAF Base YAMB QLD’, rather than ‘QLD’ or ‘Australia’).

•	Australia includes the states and territories of mainland Australia and Australian external 
territories (Norfolk Island, Christmas Island, etc.).

•	The majority of Australian aerodromes can be searched for using the ICAO code.

In Flight. For events that occurred in transit between aerodromes (i.e. the event did  
not occur in the vicinity of the departure or destination aerodrome).

•	If the event occurs during flight and the location is unknown (e.g. evidence of bird strike 
discovered after flight), select ‘In Flight’.

Overseas. If the event occurred overseas, select the country and location if available.

•	If no suitable location selection is available, select applicable country.

•	If no suitable country selection is available, select ‘Overseas’.

•	Frequently used overseas aerodromes can be searched for using the ICAO code. 
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Add WHS Stream if required (checklist item 2)
The WHS aspects of an aviation safety event need to be considered and reported 
separately in accordance with the relevant Single Service WHS requirements. 
Any personnel injury including Minor Injury, Exposure, or Near Miss must be 
reported and investigated separately using a WHS Sentinel Report.

Note: 
The use of the WHS stream functionality is the preferred method of reporting an event 
that includes aviation safety and WHS aspects.

To add a WHS stream, 
select ‘Aviation’ in  
the top right corner of 
the page and click on  
‘WHS’ (Figure 4).

Appoint a workplace 
supervisor (entered  
in the Workplace 
Supervisor field)  
to investigate/review  
the WHS component  
of the event.

Note: 
A workplace supervisor must be entered for a dual stream event, otherwise you 
will not be able to progress the event (both Aviation and WHS streams) to the 
investigation phase.

If the Drafter has included a WHS stream when raising the report, you will be able to 
toggle between the Aviation and WHS streams when you select ‘Aviation’ or ‘WHS’ from 
the top right hand corner of the page (Figure 4).

Figure 4: Adding a WHS Stream
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Guidance
In the case where the Drafter has raised a separate WHS report, the WHS report must be 
linked to the Aviation Event via the Related Items tile Figure 5.

2

1

3

Figure 5: Relating an Item

Confirm EQUIPMENT (checklist item 3) 
Ensure all involved equipment has been added (Figure 6). If multiple aircraft are involved, 
ensure all involved aircraft types have been added.

Note: 
If there is no equipment involved (e.g. runway incursion by a person), ensure  
the following has been selected: ‘1. Aircraft Type N/A — Not Applicable; N/A’

Individually select each of the added equipment and ensure:

•	‘Damage Severity’ selection is correct

•	‘Supporting Information’ has been added where required and is correct.
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Figure 6: Involved Items page (Aviation Event)

Select ‘Finalise’ once the  
‘Supporting Information’  
has been verified  
complete and correct,  
refer Figure 7.

Guidance

Aircraft

Select from the ‘1. Aircraft Type’ list to access a list of aircraft types.

	– If a civilian aircraft or civilian UAS was involved, select the ‘Civil Aircraft’  
or ‘Civil UAS; Civil RPAS’ aircraft type.

	– If the aircraft type is unknown, select ‘2. Unknown Aircraft; Unknown.’

Explosive Ordnance (EO)

If the event involved EO, refer to EO/ASR report selection guidance to determine  
the following:

	– whether the event involving EO should be reported via an aviation stream  
or EO stream

	– how to use an aviation stream (Aviation Event) to satisfy EO Incident  
reporting requirements.

Figure 7: Finalise a page

https://objective/id:BP16803157
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Confirm GENERAL EVENT DETAILS  
(checklist item 4)

Note: 
Checklist item 4 and 5 can be completed together (both are confirmed  
via the ‘Aviation Event Additional Questions’ tile).

Select the ‘Aviation Event Additional Questions’ tile (Figure 8) and ensure all  
‘General Event Details’ selections are correct and any additional questions  
are complete and correct.

Figure 8: Supporting Info page (Aviation Event)

Select ‘Finalise’ once the  
‘Aviation Event Additional  
Questions’ has been  
verified complete and  
correct, refer Figure 9.

Guidance

Contractor Organisation

If the event involved a contractor organisation, ensure the correct contractor organisation 
is selected. If the organisation is not listed use the ‘Other Contractor Organisation’ option 
and specify in the resulting text field.

Military Exercise

If the event occurred during a military exercise, ensure the correct exercise is selected.  
If the military exercise is not listed use the ‘Other Military Exercise’ option and specify  
in the resulting text field.

Figure 9: Finalise a page
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Outside Australia

Indicate if the event occurred outside Australia or its territories. ‘Inside’ Australia includes 
the states and territories of Australia and Australia’s external territories4.

Domestic or Overseas Operation

If the event occurred during a domestic or overseas Operation, specify the operation in 
the text field, taking into account any OPSEC restrictions.

Embarked or Ship-based Activity

If the event occurred while embarked or during a ship-based activity, ensure the correct 
involved ship is selected. If the ship is not listed use the ‘Other Ship’ option and specify  
in the resulting text field.

Confirm Reporting Organisation Type  
and Keyword Type (checklist item 5)

Select the ‘Aviation Event Additional Questions’ tile (Figure 10) and ensure all  
‘Reporting Organisation Type’ and ‘Keyword Type’ selections are correct and any 
additional questions are complete and correct.

Note: 
Checklist item 4 and 5 can be completed together (both are confirmed  
via the ‘Aviation Event Additional Questions’ tile).

Figure 10: Supporting info page (Aviation Event)

4	 Australia’s external territories include Norfolk Island, Christmas Island, Cocos (Keeling) Islands, Coral Sea Islands, Australian Antarctic Territory, Ashmore 
and Cartier Islands, Heard Island and the McDonald Islands.
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Select ‘Finalise’ once the  
‘Aviation Event Additional  
Questions’ have been  
verified as complete and  
correct, refer Figure 11.

Guidance

Reporting Organisation Type

The organisations available to select reflect the range of aviation domains regulated  
by DASR. Ensure that the reporting organistion type selected best describes  
the type of organisation raising the report. In most cases, the organsiation raising  
the report is the organisation the reporter belongs to. For example, a pilot may select  
the ‘Flight Operations’ organisation type despite raising a report on a runway lighting  
fault (aerodrome issue). The aerodorme operator will then raise their own report  
as the ‘Aerodromes’ organsiation type to assess and manage the runway lighting fault.

Note: 
Selection of certain Reporting Organisation types will cause additional related 
questions to appear.

The following provides more detail about each reporting organisation type. 

OT01 Flight Operations

	– Includes MAO conducting crewed and un-crewed aircraft operations, air battle 
management and air cargo delivery.

OT02 Aircraft Maintenance

	– Includes DASR 145 Maintenance organisations.

OT03 Continuing Airworthiness Management

	– Includes DASR M Continuing Airworthiness Management organisations.

OT04 Aircraft Design, Production and Certification

	– Includes DASR 21 Design organisations.

OT05 Air Navigation Services 

	– Includes DASR Air Navigation Service Providers (ANSP) organisations (Air 
Traffic Services, Communication, Navigation, Surveillance Services and system 
maintenance, Aeronautical Information Service, Maritime Control Services, and 
Meteorological Services).

OT06 Aerodromes

	– Includes DASR 139 Aerodrome Operators and the provision of aerodrome 
ground services.

Figure 11: Finalise a page
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OT07 Air Cargo Delivery

	– Includes DASR Air Cargo Delivery (ACD) Service Providers. 

OT08 Air Battle Management

	– Includes DASR ABM Operators.

Organisation Type Additional Questions

Selection of the following Reporting Organisation types will cause additional  
questions to appear.

OT01 Flight Operations Additional Questions

Q1. In which phase of flight did the event occur?

•	‘Military Flying Profiles/Manoeuvring’ should be selected when the phase of flight is 
not reflected in the other options.

Q2. Did the event affect completion of planned flight or mission objectives?

Q3. Did the event occur during ‘student under training’ activity? 

•	Student under training is defined as aircrew Initial Employment Training.

Q4. Did the event occur during a flying display or flypast activity?

Q5. Did the event occur during a Flight Test activity?

•	Flight test activity is defined as test activity being performed under the authority of a 
recognised Flight Test Organisation.

•	Flight test activity does not include maintenance check flights.

Q6. Were Night Vision Imaging Systems (NVIS) in use during the event?

•	Select ‘Yes’ when NVIS were in use during the event (the use of NVIS need not 
have contributed to the event).

Q7. Was a Command Clearance in effect during the event?

•	Select ‘Yes’ when a Command Clearance was in effect during the event and is 
relevant to the event.

Q8. �Are Defence Long Range Operations (DLRO) relevant to the event  
(DLRO significant event)?

•	A DLRO significant event is where during Defence Long Range Operations, there 
is any system malfunction, degradation or other in-flight event, which requires the 
flight crew to make a decision to turn back, divert or continue at an increased level  
of alertness.

Q9. Did the event involve Non-Defence Registered Aircraft?

•	Select ‘Yes’ when the aircraft involved in the event is not recorded on the Defence 
Register and is operated by or on behalf of Defence.

Q10. Is the Latitude/Longitude of the event location relevant?

•	Select ‘Yes’ when Latitude and Longitude information is of value to the report (e.g. 
aids the investigation phase), or supports useful retrospective data analysis.

•	Latitude and Longitude data is required in decimal degrees format (DDD.DDDD).
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Q11. �Was a person(s) injured or exposed to a hazardous substance/material as a direct 
consequence of the Aviation Event?

•	If ‘Yes’ is selected, enter the number of personnel for each category in the table 
shown at Figure 12 (this information is used for data capture and trending 
purposes only).

Note: 
If an injury was sustained as a direct consequence of an aviation event, ensure  
the Sentinel WHS stream has also been activated.

 

Figure 12: Personnel Injury Table

OT02 Aircraft Maintenance Additional Questions

Note:  
The OT02 Aircraft Maintenance Additional Questions will not appear until a Keyword 
Type is also selected from the ‘MO Maintenance Operations’ category.

Q1. What category of maintenance task was being performed?

•	See DASR Glossary for definition of terms.

Q2. When was the maintenance issue identified?

Q3. What was the effect of the event on maintenance operations?

Q4. Did the event involve a Flight Safety Sensitive/Critical maintenance task?

•	See DASR M and DASR 145 for definition of terms.

Q5. Did the event involve aircrew conducting maintenance?

•	Excludes accompanied maintenance team members.

Q6. �Did the event involve the failure of an error capture method  
(i.e. design and testing barrier, locking method, testing method  
or independent inspection)?

•	See DASR M and DASR 145 for definition of terms.

Q7. Was activity being conducted on Aircraft Stores/Weapons/Ordnance?
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OT05 Air Navigation Services Additional Questions

Q1. Select the type of Air Navigation Service

•	Select ‘Communication, Navigation & Surveillance Services’ option for maintenance 
events on Air Navigation Service systems or related equipment.

Note:  
When ‘Air Traffic Services’ or ‘Maritime Control Services’ are selected, the following 
additional questions will appear:

Q2. Is the event attributable to an External Organisation?

•	 Select ‘Yes’ when the event is attributable to an External Organisation. External 
Organisation is defined as an organisation external to the reporting organisation.

Q3. Are controller position/duty hours information applicable to this event?

•	Selecting ’Yes’ for this question allows information about controller position and 
duty hours to be recorded (personal information that identifies individuals must not 
be recorded). Local procedure should dictate when the controller position/duty 
hours is required to be entered.

OT07 Air Cargo Delivery Additional Questions

Q1. What was the type of load?

•	The load options are defined on the right-hand side of the screen.

•	‘N/A’ may be selected when the standard options are not applicable (e.g. when 
reporting an airside breach event).

Keyword Type

Keywords are used to succinctly describe what happened in the aviation safety event. 
It is essential that events are coded consistently at data capture so that data analysis is 
accurate and consistent across Defence Aviation.

Keywords are selected from the Event Keyword Taxonomy (available as a pdf at 
Attachment 1 of this Guide and as an interactive database on the DFSB website).

Event Keyword Taxonomy

The Event Keyword Taxonomy standardises the codification of events and represents 
the range of Defence Aviation safety events that could occur. The taxonomy is derived 
from the event taxonomy used by the European Union Aviation Safety Agency (EASA) 
safety reporting system and is broadly aligned with the event taxonomy of the Australian 
Transport Safety Bureau (ATSB). Military specific keywords have been included where 
required to provide for Defence-specific aviation activity. The Event Keyword Taxonomy 
helps organisations systematically codify events based on their nature.

The Event Keyword Taxonomy has two levels of indenture, categorised by functional area,  
then by sub-function at level one, then by event descriptor (what happened) at level 
two. Each event descriptor is assigned a unique alpha-numeric code that depicts its 

http://drnet/raaf/AirForce/DFSB/Pages/Analysis-Help.aspx
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hierarchical relationship. For example, the alpha-numeric code breakdown assigned  
to keyword ‘AD.16.08 Aerodrome Lighting’ is shown at Figure 13.

Figure 13: Keyword Alpha-Numeric Breakdown

Functional Area Descriptions 

The functional area categories are described as follows:

AC: Air Cargo Delivery Services

•	Events related to the safe provision of air cargo delivery services. Includes 
preparation, loading (placement and restraint) and unloading of air cargo  
(e.g. personnel, freight, dangerous goods), and technical failure or malfunction  
of related equipment.

AD: Aerodrome Operations

•	Events related to the safe operation of an aerodrome. Includes aerodrome design, 
hazard control, vehicle or equipment operations, emergency or fire services, 
maintenance or construction, and technical failure or malfunction  
of related equipment.

AO: Aircraft Operations

•	Events related to the safe operation of an aircraft.

AS: Airspace Services

•	Events related to the safe provision of airspace services. Includes airspace 
management, information flow, coordination, equipment interaction, aeronautical 
information, meteorological services, and technical failure or malfunction  
of related equipment.

GS: Ground Services

•	Events related to the safe provision of ground services. Includes marshalling, 
parking, fuelling and technical failure or malfunction of related equipment.

MO: Maintenance Operations

•	Events related to the safe operation of maintenance. Principal use is aircraft 
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maintenance, however may also be used for events related to the safe operation of 
maintenance on any aviation support system.

•	TF: Aircraft Technical Failure/Malfunction

•	Events related to the technical failure or malfunction of aircraft system(s).

OE: Any Other Event

•	Any other event not listed elsewhere within the Event Keyword Taxonomy.

Note: 
The ‘OE Any Other Event’ keyword must only be used when no other suitable 
selection exists. The ‘OE Any Other Event’ keyword has no subordinate levels  
of indenture.

Primary and Secondary Keywords

Users should select more than one keyword when an event involves multiple distinct 
aspects that are relevant to safety analysis. For example, if an event includes aspects 
relating to flight operations and airspace services, keywords from both categories  
should be selected to provide a complete representation of the event (see Example 
3 below). Selecting multiple categories ensures a more accurate and comprehensive 
dataset, supporting data sharing and analysis efforts.

The primary keyword is used to code the most significant aspect of what happened 
in the event. A primary keyword must be coded and only one primary keyword can  
be coded.

Secondary keywords are used to codify other aspects of what happened in the event. 
Multiple secondary keywords can be selected.

Example 1: An aircraft hydraulic system failure in flight has resulted in a wheels  
up landing.

•	In this event, the most significant aspect of the event is the wheels up landing  
and the other aspect of the event is the hydraulic system failure.

•	A0.2.60 Wheels up landing is the primary keyword and TF.06.52  
Hydraulic System is the secondary keyword.

Example 2: Fuel exhaustion caused by data entry error.

•	In this event, the most significant aspect of the event is the fuel exhaustion  
and the other aspect of the event is the data entry error.

•	AO.26.04 Fuel exhaustion is the primary keyword and AO.28.04 Fuel planning 
and AO.20.02 Data entry error are the secondary keywords.
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Example 3: Loss of separation resulting from a breakdown in co-ordination and HO/
TO procedure was not followed.

•	In this event, the primary keyword is AO.10.12 Loss of separation (Aircraft 
Operations) and the secondary keywords are AS.06.06 Handover/takeover 
procedure (Airspace Services) and AS.06.02 Breakdown of coordination  
(Airspace Services).

Keyword Additional Questions

Note that some keywords contain additional questions in the Supporting Information 
Form (SIF). Changing the keyword will discard the answers provided for the additional 
questions attached to the previous keyword. Ensure any keyword additional questions  
in the SIF are complete and correct.

Ensure to finalise the SIF in order to progress the aviation event.

Keyword Quality Considerations

The following points ensure a consistent approach to correct keyword selection:

	– It is essential that events are coded correctly so that retrospective keyword data 
analysis is accurate. Poor coding from incorrect keyword selection compromises 
data quality and erodes confidence in the data analysis.

	– Primary keywords describe the most significant aspect of the event. 

	– Secondary keywords are to be used to code other aspects of what happened  
in the event.

	– Each keyword has a description that is accessed by clicking on the information 
symbol ( ) located to the left of each keyword in the Keyword selection pop-up 
screen. Use the description to assist in determining correct keyword selection.

Note: 
It is important to review, and if required, add or update the keyword(s) and additional 
questions once more information is known about the event (e.g. during or post 
investigation). This ensures that the report contains a comprehensive picture of what 
happened in the event.
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Complete Assessment Page (checklist item 6)
Complete the ‘Assessment’ page (Figure 14).

Figure 14: Assessment page (Aviation Event)

Select ‘Save’ once  
the ‘Assessment’  
page has been  
completed,  
refer Figure 15. Figure 15: Save a page

Guidance

Event Classification

The Event Classification classifies the severity of an aviation safety event, and is 
determined by assessment of the Personnel Injury Level (PIL), Aircraft Damage Level 
(ADL) and the Perceived Risk Level (PRL). PIL, ADL and PRL are individually assessed 
from the context of the selected Reporting Organisation Type, and assigned an 
alphabetical designation from Class A (most severe) to Class D (least severe). The 
Classification factsheets are available at Attachments 2 to 5 of this guide and on the 
DFSB website.

Note: 
The Classification of Aviation Event factsheets must be used to classify an event.

The Event Classification is automatically calculated based on the highest assessment 
made for PIL, ADL and PRL (Figure 16)

The Event Classification can be manually changed by turning off the ‘Auto Calculate’ 
feature (as seen in Figure 16).

http://drnet/raaf/AirForce/DFSB/Pages/Analysis-Help.aspx
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Note: 
This feature was developed for Specific or Open category UAS ADL classification 
ONLY (see ‘Classification of Aviation Safety Events – UAS Operations’, available at 
Attachments 3 of this guide and on the DFSB website). The automatic calculation 
of the Event Classification must not be changed for any other event without prior 
consultation with DFSB (email: asr.servicedesk@defence.gov.au). 

1

1

2

3

Figure 16: Auto Calculate Event Classification

Investigation / Analysis

The decision to investigate and the depth of an investigation should take a risk-based 
approach, where events with a high-risk potential should be investigated, and investigated 
in greater depth, than those with a lower risk potential. The Event Classification must be 
used to inform the decision to investigate (see Table 1).

http://drnet/raaf/AirForce/DFSB/Pages/Analysis-Help.aspx
mailto:asr.servicedesk%40defence.gov.au?subject=
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Note: 
If the investigation decision does not align with the guidance given in Table 1, then a 
comment must be added to the ‘Comments’ tile that explains why this decision was 
taken, see Add Aviation Reviewer Comments (checklist item 7).

Table 1: Classification vs. Investigation

Event Classification Default Investigation Decision

Class A
Investigate 
(see Note 1)

Class B
Investigate 
(see Note 2)

Class C
Investigate 
(Command led)

Class D 
(PRL: Low)

Data capture only 
(see Note 3)

Class D 
(PRL: Very Low)

Data capture only

Note 1: All Class A events are independently investigated by DFSB.

Note 2: The default investigation authority for all Class B events is DFSB. DFSB  
may choose to defer the investigation to the responsible Command. In this case,  
DFSB will determine the complexity of the investigation and the level of DFSB  
involvement during the SMS investigation process.

Note 3: A decision may be taken to investigate Class D events (with a PRL of Low)  
upon consideration of the following factors:

•	Safety value can be gained from investigation (which includes opportunity for safety 
actions or recommendations to be made).

•	Recent similar events have not been previously investigated (e.g. emerging trend).

•	Investigation contributes to a targeted safety program.

•	There is an investigation training or experience benefit  
(e.g. for a newly appointed ASO).Whil
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While the investigation of every safety report may provide an opportunity to learn,  
in reality the situation is more complicated — investigations require resources  
to collect and analyse information as well as to document, track and implement  
their outcomes. This is particularly challenging for organisations with mature reporting 
cultures generating a large number of reports. 

Remember…

•	Not all safety events require investigation.

•	Every event is reviewed by a higher safety authority, regardless of whether  
an investigation has occurred.

•	A cumulative trend of similar Class C or Class D events should be raised  
as an Aviation Issue report and investigated via that method.

Bypass Investigation

Events that are not investigated  
are recorded as ‘Data capture only’, 
allowing for the investigation workflow  
to be ‘Bypassed’.

Workflow. Figure 17 illustrates the 
workflow for an event that has been 
recorded as ‘Data capture only’/’Bypass 
Investigation’. Following selection of ‘Data 
capture only’/’Bypass Investigation’,  
the Aviation Event progresses to the 
Approving Authority (for S2 review)  
and the Aviation Event is considered  
to have passed ‘First Release’.

Investigation

Aviation Reviewer 
(S1 review)

Bypass

Approving Authority 
(S2 review)

Aviation Reviewer

Re-open to
investigate

Figure 17: Bypass Investigation Workflow

The Approving Authority then has the choice to either:

•	sign off the Aviation Event or

•	initiate an investigation (whereby the event will be redirected  
to the nominated investigator).

The investigation decision relies on the judgement of the Aviation Reviewer. If in 
doubt, discuss with your command chain and senior aviation safety representative,  
or contact DFSB for advice asr.servicedesk@defence.gov.au.

Monitoring of Bypassed Events

It is necessary to periodically assess bypassed (data capture only) events to identify 
emerging hazards that may warrant further investigation. The Aviation Issue report  
should be used to link associated bypassed events and record and investigate  
the emerging hazard.

mailto:asr.servicedesk%40defence.gov.au%29?subject=
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Note: 
The requirement into periodically assess bypassed (data capture only) events must be 
integrated into an organisation’s hazard review processes.

Add Aviation Reviewer Comments  
(checklist item 7)
If required, add a comment (Figure 18). Ensure the correct comment category is 
selected. Once complete, select the tick icon ( ) to save the comment.

1

4

2

3 Add comment

Figure 18: Add Comments page (Aviation Reviewer – Event)

Guidance
The addition of Aviation Reviewer comments is highly encouraged. It affords the 
opportunity to provide:

•	comment about the event

•	context to the event classification

•	guidance to the investigator as to the level of complexity required

•	comment on the quality of the report

•	any other information deemed important to record in relation to the event,  
not previously captured elsewhere in the report.

Note: 
A comment must be made that explains the reason why an investigation decision 
does not align with the guidance provided at Table 1.

The ‘Comment Category’ must align with the intent of the comment or the context to 
which the comment is being made. For example, a comment on the quality of the report 
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must have the comment category of ‘Quality Assessor’ selected; HTA comments must 
have the comment category of ‘HTA’ selected; etc.

Assign Investigator(s) and Approving Authority 
(checklist item 8)
Select the ‘Assign Investigator(s) and Approving Authority’ tile to access the Investigations 
page (Figure 19). Select appropriate people to perform the ‘Investigator’ and ‘Approving 
Authority’ roles. Additional investigators can be appointed via the ‘Investigation Team 
Members’ field, however this is not mandatory.

Figure 19: Investigation page (Aviation Event)

Select ‘Save’ once  
the ‘Investigation’  
page has been  
completed, refer  
Figure 20. 

A person that has previously received DFSB ASO training performs the Investigator 
role. If an ASO trained person is unavailable, an untrained person may perform 
the Investigator role providing they are pre-briefed on (or mentored through) the 
investigation process by an ASO-trained person. 
The CO (or delegate) performs the Approving Authority role.

Guidance
Both an Investigator and an Approving Authority must be selected and saved before  
the report workflow can be progressed.

An Investigator must be selected even if the event is not to be investigated. This allows 
the Approving Authority to open an investigation if deemed necessary during their  
review process.

Figure 20: Save a page



37

PA
R

T
 O

N
E

PA
R

T
 T

W
O

PA
R

T
 T

H
R

E
E

PA
R

T
 FO

U
R

Aviation Safety Reporting System Guidebook

If a WHS stream has been activated, an Investigator and Approving Authority in the WHS 
Investigation page must be selected. Failure to do so will prevent progression of the 
report workflow. The WHS stream is accessed by selection from the top right hand corner 
of the screen (Figure 4).

Progress the Event (checklist item 9)
This is the final checklist item for the Aviation Reviewer. Depending on the investigate 
decision made at checklist step 6, the Aviation Reviewer is presented with the selection of 
either the ‘Bypass Investigation’ button or ‘Start Investigation’ button (Figure 21).

Figure 21: Bypass and Investigation buttons

Upon making the selection, the ‘Send Mercury Message’ pop-up will appear (Figure 22).

Figure 22: Mercury Message pop-up
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Aviation Reviewers should consult with their senior aviation safety representative  
on the requirement to send the Mercury Message.

•	 If a message is not required to be sent, select ‘Don’t Send’.

•	If a message is required to be sent, populate the required fields  
and then select ‘Send’.

Note: 
Mercury Message addressees can be added or removed as needed.  
If an update to the Mercury Message addressee list options is required,  
the senior aviation safety representative should send a request for amendment  
to the ASR Service Desk (asr.servicedesk@defence.gov.au).

Once this step is completed, the report has passed ‘First Release’ and will  
now be viewable by all users of the ASR in Sentinel application.

Reject a Report
To reject a report, select the  
‘More’ ( ) button on the top  
right hand corner of the page,  
then select ‘Reject’ and follow  
the prompts (Figure 23).

Guidance
There are three reasons why a report is rejected:

•	The report was raised in error.

•	The report is duplicate with another report (two reports for the same event).

•	The event posed no actual or potential hazard to aviation safety.

Note: 
The ‘Reject’ option is not available in the ‘More’ menu after ‘First Release’  
has occurred (i.e. the report has been sent to the Investigator (for investigation),  
or sent to the Approving Authority (investigation has been bypassed).

Aviation Issue – Aviation Reviewer Checklist
The Reviewer Checklist highlighted on the right hand side of Figure 24 lists the tasks to 
be completed to progress the report. Selection of a task from the checklist will direct the 
Reviewer automatically to the corresponding area of the Sentinel event. These areas  

Figure 23: Reject a report

1

2

mailto:asr.servicedesk%40defence.gov.au?subject=
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of the checklist can also be accessed via the Sentinel tiles shown on the left hand side  
of Figure 24.

Sentinel Tiles   Checklist Items

Figure 24: Review Checklist and Sentinel Tiles (Aviation Issue)

Note: 
All mandatory tasks in the Aviation Reviewer checklist must be completed  
before the report can progress to the next stage of the report lifecycle.  
Tasks can be completed in any order.

Confirm DETAILS (checklist item 1)
The Details page (Figure 25) contains factual information about the issue. This 
information should be as accurate as possible and must be updated if further information 
becomes available. The Aviation Reviewer should seek additional information if the issue 
details are inaccurate or lack clarity. The Aviation Reviewer is to ensure that the issue 
details are complete and up to date prior to classifying the issue.

Note: 
If the event does not qualify as an Aviation Issue, the report was raised in error, or is a 
duplicate of another report (e.g. two reports for the same issue), the Aviation Reviewer 
must reject the report (see Figure 23).
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Figure 25: Details page (Aviation Issue)

The Aviation Reviewer may need to seek additional information in order to effectively 
complete the checklist items. This enables the Aviation Reviewer to confirm the issue 
details and its classification. The Aviation Reviewer is then able to make an informed 
decision on whether or not a safety investigation is required.

Guidance
An Aviation Issue report can be raised for a variety of reasons and provides a flexible 
mechanism to support the reporting, tracking and investigation (if required) of safety 
issues. The Aviation Issue report has the same workflow as the Aviation Event, however 
there are less data entry requirements since the issue is not recording a single event.

A WHS stream cannot be created from within the Aviation Issue report, thus the  
‘Workplace Supervisor’5 field must be left blank.

Title

Must be concise and accurate.

Description

Describes the what and the why.

What

Briefly describe what the aviation safety issue is (e.g. ‘The portable electronic  
device that hosts the aircraft maintenance manuals is inhibiting the safe conduct  
of aircraft maintenance’).

5	 A Workplace Supervisor is only applicable to a WHS event.
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Why

Briefly state why it constitutes being raised as an aviation safety issue (e.g. ‘Nine  
recent maintenance related Aviation Events have in some part been attributable  
to the maintenance manual portable electronic device malfunctioning (screen frozen)  
or shutting down un-commanded (overheating or poor battery life’).

The description must not contain:

•	speculation as to the root cause of the issue

•	personal details of any involved person

•	sensitive operational information

•	emotive language

•	unnecessary text regarding happenings that did not occur  
(e.g. ‘The aircraft was not damaged’)

•	acronyms, unless they are commonly used terms, or spelled out initially  
(e.g. Environmental Control System (ECS)).

Immediate Action Taken

Description of any immediate action taken is clear, concise and accurate.

The description must not contain:

•	information not relevant to the immediate actions taken

•	personal details of any involved person.

Event Type

Ensure the correct Event Type is selected. Changing the Event Type after the report  
is released will result in the deletion of related information.

Occurred (date/time)

The occurred date is the date that the reporter first becomes aware that an aviation  
safety issue exists. Ensure date and time is accurate, and the correct time zone  
is selected (the default time zone is AEST, UTC +10).

Reported (date/time)

The reported date is the date the report is entered into Sentinel. Ensure date and time are 
accurate, and the correct time zone is selected (the default time zone is AEST, UTC +10).
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Business Unit

Ensure correct business unit is selected.

•	Check contractor & deployed units report their business unit correctly.

•	If raising a report on behalf of another unit, the default business unit should be changed 
to that unit.

For Contractor Organisations

Consult with the Defence agency that has administrative control over contractor to 
determine which Sentinel business unit should be used.

Location

Ensure either of the first two options are not selected (World. Geographic). Location 
selection should reflect the location that best represents the issue (e.g. for an aviation 
safety issue that relates to unsafe aircraft operation from a particular aerodrome, select 
the applicable aerodrome ICAO code as the location).

At Sea

If the appropriate body of water cannot be found, or the at sea location is OPSEC 
restricted, select “At Sea”.

Australia

Select the lowest level location (e.g. Select ‘Amberley RAAF Base YAMB QLD, rather than 
‘QLD’ or ‘Australia’).

•	‘In Australia’ includes the states and territories of mainland Australia and Australian 
external territories (Norfolk Island, Christmas Island, etc.).

•	The majority of Australian aerodromes can be searched for using the ICAO code.

In Flight

Only to be used for issues that are only relevant during inflight transit between 
aerodromes (i.e. the issue is not relevant at any other time).

Overseas

If the issue relates to an overseas location, select the country and location if available.

•	 If no suitable location selection is available, select the applicable country.

•	 If no suitable country selection is available, select ‘Overseas’.

•	 Frequently used overseas aerodromes can be searched for using the ICAO code.
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Confirm EQUIPMENT (checklist item 2)
Ensure all involved equipment has been added (Figure 26).

Figure 26: Involved Items page (Aviation Issue)

Guidance
Confirm equipment using the Aviation Event process (see Confirm Equipment).

Confirm Reporting Organisation Type, Functional 
Area & Keyword Type (checklist item 3)
Ensure correct selection of Reporting Organisation Type, Functional Area & Keyword(s) 
(Figure 27).

Figure 27: Supporting Info page (Aviation Issue)
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Guidance

Reporting Organisation Type

Confirm Reporting Organisation Type using the Aviation Event process (see Reporting 
Organisation Type).

Note: 
The Aviation Issue report does not contain additional questions associated with 
Reporting Organisation Type.

Functional Area

The Functional Area identifies the primary area that the issue applies to.

Example: The taxiway lighting system is not functioning correctly at a Defence 
aerodrome. Initial attempts to repair the lighting system have been unsuccessful.

•	FA06 Aerodrome Operations is selected as the Functional Area.

Keyword(s)

Aviation Issue keyword selection is optional and should only be used where there is value 
in codifying coding that best characterises the issue. Multiple Aviation Issue keywords can 
be selected.

Example: The taxiway lighting system is not functioning correctly at a Defence 
aerodrome. Initial attempts to repair the lighting system have been unsuccessful.

•	The issue is best characterised as a taxiway lighting system problem.

•	The taxiway lighting system is part of the aerodrome lighting system.

•	AD.16.08 Aerodrome Lighting is selected as the keyword.

Note: 
The Aviation Issue report does not contain additional questions associated with 
Keyword Type.
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Complete Assessment Page (checklist item 4)
Complete the ‘Assessment’ page (Figure 28).

Figure 28: Assessment page (Aviation Issue)

Select ‘Save’ once  
the ‘Assessment’  
page has been  
completed, refer  
Figure 29.

Guidance

AVRM Risk Level

The Risk Management process must be used to classify an Aviation Issue  
(refer DASRIM6).

Investigation / Analysis

The decision to investigate takes a risk-based approach, where issues with high-risk 
potential should be investigated, and investigated in greater depth, than those with low 
risk potential. Aviation safety issues of a medium or higher risk should be investigated.

6	 DASRIM scheduled for release Q3 2025.

Figure 29: Save a page
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Add Aviation Reviewer Comments (checklist item 5)
If required, add a comment (Figure 30). Ensure the correct comment category is 
selected. Once complete, select the tick icon ( ) to save the comment.

1

4

2

3 Add comment

Figure 30: Add Comments page (Aviation Reviewer – Issue)

Guidance
The addition of Aviation Reviewer comments are highly encouraged. It affords the 
opportunity to provide:

•	comment about the issue

•	context to the issue classification

•	guidance to the investigator as to the level of complexity required

•	comment on the quality of the report

•	any other information deemed important to record in relation to the issue, not previously 
captured elsewhere in the report.

The ‘Comment Category’ must align with the intent of the comment or the context with 
which the comment is being made. For example, a comment on the quality of the report 
must have the comment category of ‘Quality Assessor’ selected; HTA comments must 
have the comment category of ‘HTA’ selected; etc. 

Assign Investigator(s) & Approving Authority  
(checklist item 6) 
Select Investigator(s) and Approving Authority using the Aviation Event process  
(see Assign Investigator(s) & Approving Authority). 

Progress the Event (checklist item 7) 
Progress the Aviation Issue using the Aviation Event process (see Assign Investigator(s) 
& Approving Authority). 

Reject a Report 
To reject a report use the Aviation Event process (see Reject a Report).
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PART THREE:  
Aviation Safety 
Investigations
Why investigate? 
At a basic level, aviation safety events and issues are investigated to identify and  
eliminate system deficiencies and to improve system controls in order to prevent 
recurrence (in the case of an aviation safety event) or to prevent a risk or hazard  
from being realised (in the case of an aviation safety issue).

How to determine the complexity  
of a Safety Investigation? 
The complexity of a safety investigation conducted as a part of an organisation’s SMS  
may vary considerably depending on the circumstances – from the conduct of a brief 
desktop investigation to a full in-depth investigation. 

The complexity of a safety investigation refers to the scope and depth with which the 
investigation is conducted. 

The scope of a safety investigation refers to the range of issues and factors that are 
examined during the investigation. It encompasses the boundaries of the investigation 
and the specific areas that will be covered (i.e. the number of lines of inquiry). 

The depth of a safety investigation refers to the extent to which the investigation 
delves into each issue and factors that are examined. It involves the level of detail that 
is pursued, the thoroughness of the examination, and the precision of the analysis. 
The depth of a safety investigation may also refer to the organisational span of the 
investigation. For example, a less complex investigation may limit its depth to areas within 
a single business unit. In contrast, a more complex investigation may examine the role 
and influence of higher-level and external organisations. 

The same factors that influence the decision to investigate also inform the complexity 
of the safety investigation. Generally speaking, the higher the safety risk or actual 
consequences of the safety event, the more complex the investigation will be. However, 
the expected safety value of an investigation, including the likelihood of furthering the 
understanding of the scope and impact of any safety system failures should also be 
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taken into account when determining the complexity of the investigation. Be mindful 
that the more complex the investigation, the more time and resources that need to be 
devoted to it. Refinements of the scope and depth of the investigation may occur as more 
information becomes available.

The actual and potential consequences

Safety value to be gained

Opportunity for safety action to be taken

Whether the event is novel  
(e.g. not seen before)

Whether similar events have been  
recently investigated

Contribution to targeted safety programs

Training benefit

Resource availability

What about Events or Issues that  
are not investigated?
Safety events and issues that are not investigated are said to be ‘Data capture only’  
and the investigation module is ‘Bypassed’ in Sentinel. This simply means that the safety 
report contains a short factual summary detailing the circumstances surrounding the 
safety event using the information gathered during the initial notification, and from any 
follow-up information with relevant parties.

Safety Investigations within an SMS
Where the organisation’s SMS process requires an investigation to be conducted,  
the results of the investigation are entered into the reporting system and submitted for 
consideration and action by an appropriate Appointing Authority. The Appointing  
Authority is the designated member authorised to convene and close an aviation  
safety investigation. The circumstances and classification of the event will determine  
the Appointing Authority (see Table 2).
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Table 2: Event Classification and Minimum Appointing Authority

Event Class Minimum Appointing Authority Required Consultation

Class A Environmental Commander 
(COMAUSFLT, COMD AVNCOMD, and 
ACAUST)

The Defence Aviation Authority and DFSB

Class B Hazard Tracking Authority (HTA) Environmental Commander (or delegate) and DFSB

Class C Unit commander or delegate HTA (as appropriate, dependent upon  
the circumstances)

Class D Unit commander or delegate Nil

Who can investigate?
Individuals conducting aviation safety investigations must have completed Aviation Safety 
Officer (ASO) training or remain under the supervision of the appointed ASO/Maintenance 
Aviation Safety Officer (MASO) in the conduct of aviation safety investigations.

Are Aviation Issue investigations different?
Although safety investigations are generally conducted in relation to a specific aviation 
safety event, the same principles may also be applied to the investigation of safety issues 
identified through Aviation Issue reports.

Principles of Aviation Safety Investigations
The principles that underpin aviation safety investigations have been developed over 
many years of aviation accident investigation. In order to achieve the best safety 
outcomes and ensure consistency of approach, standardisation of reports and facilitation 
of trend and statistical analysis, the following principles apply:

•	The intent of a safety investigation is to establish the contributing factors that increase 
safety risk, and to ascertain actions that can be taken to prevent recurrence  
(in the case of an aviation safety event) or to prevent a risk or hazard from  
being realised (in the case of an aviation safety issue).

•	The investigation should begin as soon as practicable to ensure all perishable 
information is collected and protected.

•	The size and scope of the investigation, and the resources expended,  
should be commensurate with the classification and scale of the event  
and the anticipated safety outcomes.

•	Safety actions and recommendations should be recorded in Sentinel,  
and their implementation and effectiveness monitored.
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•	The investigation follows a structured process.

•	The investigation should determine the systemic factors that contributed to the event  
to enable formulation of appropriate and effective action that can be taken to improve 
the safety system.

•	Contributing safety factors should be categorised in accordance with  
the Contributing Factors Taxonomy.

•	Safety actions and recommendations should be focused on implementing or improving 
controls that will eliminate or minimise the safety hazard or risk and therefore prevent 
a recurrence of the event. Safety actions and recommendations must not recommend 
punitive action.

•	Appropriate personnel de-identification measures are to be applied.

•	There should be no apportioning of blame or liability – the aim is to identify  
and remediate system deficiencies to eliminate or control risks so far  
as reasonably practicable (SFARP)

Investigation Powers and Protections
Investigating officers act under the authority of the Appointing Authority  
(see Safety Investigations within an SMS).

There is a general requirement for all Defence Aviation personnel to participate in safety 
investigations including the conduct of interviews and making available for inspection  
all documents, recordings, equipment, and anything else relevant to the determination  
of contributory factors of the investigation. If, during an investigation, it becomes  
apparent that an individual is not actively participating in the investigation process,  
the investigation is to be paused and the chain-of-command advised prior  
to recommencing (when appropriate).

An investigation conducted as a part of an organisation’s SMS is to be conducted  
in accordance with the principles of aviation safety investigations and is not to apportion 
blame or liability. If facts arise from an aviation safety investigation that a DFDA matter  
has been committed or administrative action is deemed warranted (and this does 
sometimes occur), then command will be required to initiate a separate administrative/
DFDA investigation in order to proceed. Information gathered as a part of a safety 
investigation cannot be used for internal Administrative or DFDA purposes. This is 
because individuals subject to Administrative or DFDA action must be afforded procedural 
fairness in accordance with the Defence Regulation 2016. Defence cannot guarantee  
the protection of information gathered as a part of a safety investigation from disclosure  
to external tribunals and courts (for example, an IGADF Inquiry).

Investigators are encouraged to use the DFSB endorsed introductory script when 
conducting interviews so that individuals are appropriately informed of the limits  
that apply to protecting safety information (see Pre-interview Introductory Script).
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Figure 31: The Investigation process

Standards of Proof in Aviation  
Safety Investigations
The sole purpose of a safety investigation is to improve the safety of the organisation, 
not to apportion blame or liability. As such, the legal standards of proof such as beyond 
reasonable doubt or on the balance of probabilities are neither necessary nor appropriate. 
An excessively high standard of proof may impose an unnecessary burden when 
establishing likely contributing factors or other circumstances relating to a safety event, 
and may impede organisational learning.

Findings, actions and recommendations resulting from the investigation of an aviation 
safety event are to be based upon the best judgement of the investigating team carrying 
out an impartial and objective analysis of the available information.

The Investigation Process
The conduct of an investigation follows a structured process (see Figure 31). 
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Figure 32: C-SHELL Model for gathering information
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The investigation is to be 
conducted outside of the 
reporting system (Sentinel)  
with the results of the 
investigation entered into 
the reporting system once 
finalised. The investigative 
process is applicable to 
investigating both safety 
events and safety issues.

Step 1: Gather 
information
There are many models 
that can help the 
investigator to determine 
what areas of a system 
may require investigation 
and where to look for 
information to inform  
the investigation.

The C-SHELL Model
The C-SHELL model (Figure 32) is a good place to start — it helps to identify sources  
of information, and may help the investigator appreciate the overall situation.

Culture
Individuals and groups develop shared beliefs, values and norms to make sense of the 
organisation in which they work. An organisation’s culture exerts a powerful influence  
on the way members think, feel and behave.

•	What is the safety culture in the unit, trade/mustering, crew, service?

•	How did the culture influence the task being performed?

•	Were there any undesirable group norms?

Software
This category includes documentation such as maps, charts, standard operating 
procedures, checklists, OIP, standing instructions (SIs) and aircraft flight manuals.

•	Was the documentation up to date, fit for purpose?

•	Was the information readily available to the personnel?

Hardware
All physical aspects of the aircraft and associated equipment.
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•	Was the equipment serviceable and suitable?

•	Were tools/spares available/authorised/appropriate for use?

•	Did the work place constrain access to, or operation of, the equipment?

Environment
How did aspects of the environment including weather, terrain, navigation aids, aircraft 
cockpit, lighting, noise, vibrations, temperature etc. affect the event?

Liveware (crew and other personnel)
The liveware components consist of the crew/team actions as well as their interaction 
with others, and include:

•	actions before, during  
and after the event

•	Non-Technical Skills within  
the crew and with each other

•	training, skills and experience, 
authorisations

•	attitudes and beliefs

•	medically fit for duty

•	types of information

•	recorded information.

There are several sources of recorded evidence that may be available to the investigator. 
Some of this is perishable and may be erased through normal maintenance or operational 
activities (maintenance downloads or simply removing aircraft power). Immediate steps 
must be taken to preserve this evidence. Sources include:

•	Flight Data Recorders (FDR) and Cockpit 
Voice Recorders (CVR), these sources  
of data are strictly controlled

•	Mission or maintenance data recorders

•	Head-Up Devices (HUD)/helmet/radar/
EW recordings

•	other recordings such as those made  
by personal devices

•	air traffic control voice and/or radar 
tapes/records (access approval required 
through 44WG)

•	access swipe cards log work start  
and finish times

•	GPS data

•	briefing boards/notes or partial 
procedures trainers

•	any photos or video taken  
by witnesses/bystanders.

Other information
Gathering information also includes collecting other relevant documentation, such as 
procedures, training records, risk management plans and hazard registers.

Conducting interviews
Interviews are an important part of safety investigations as they elicit information from 
those individuals who are directly or indirectly involved with the event. Additionally, 
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interviews provide an opportunity to gather relevant information to reconstruct an event 
and to understand why it happened. Effective interviewing is an essential skill that  
takes time, practice and motivation, to both develop and maintain. A poor interview  
may undermine the outcome of an investigation, but a good interview can reveal  
critical information.

People to consider when conducting interviews include:

•	those involved in the event

•	the peers of those involved in the event

•	those who saw the event

•	subject matter experts

•	commanders/managers.

Pre-interview Introductory Script

Investigators are encouraged to use the following introductory script when conducting 
interviews so that individuals are appropriately informed of the investigation process  
and the limits that apply to protecting safety information:

‘Thank you for coming today.

As you may be aware, the << CO/OC>>, << Rank Name>>, has appointed me  
as the investigating officer to conduct an aviation safety investigation into the aviation 
safety occurrence involving << event title>> that occurred on <<day, date>>.

The intent of an aviation safety investigation is to understand what happened,  
and why it happened, so that appropriate safety action can be taken to prevent 
recurrence, and improve safety outcomes. It is not to attribute blame or liability.  
In the interests of the Defence Aviation generative safety culture, you are required  
to participate openly in this investigation, including providing honest and open answers  
in this interview, and making available for inspection all documents, recordings, 
equipment, and anything else relevant to the determination of contributory factors.

You should be aware that the information you provide in this interview will be treated as 
confidential, and protected as far as possible by the investigation team within Defence.

You should also be aware that if the SMS investigation reveals facts that a disciplinary 
offence has been committed or highlights behaviour that necessitates administrative 
action, command may initiate a separate investigation and take such action as they  
deem appropriate. (While I can provide those assurances within Defence, I cannot  
fully guarantee the protection of this information from disclosure to external tribunals  
and courts (for example, an IGADF Inquiry).

Your information is a valued and important part of the safety investigation process.  
I intend to take notes, simply to ensure I capture your information correctly. If you  
would like to review the notes at the end of the session, please let me know.

Before we commence, do you have any questions?’
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For more information refer to the Interviewing Techniques factsheet for guidance on 
conducting a good interview. The factsheet is available at Attachment 6 to this Guide  
and on the DFSB website (DPN only).

Step 2: Organise information
Once you have collected all the information relevant to the investigation, it is important 
to put it into some sort of order so you can understand what happened and analyse the 
event. Organising the information assists in ensuring the investigation follows a logical 
path, identifying and resolving conflicting information, identifying missing data, and 
providing a visual display of the investigative process for chain of command and unit 
briefings. The recommended tool to organise information collected is the event timeline, 
supported by the concept of 5-whys.

Constructing the event timeline
One approach to organising information is to start with constructing an event timeline, 
which shows key details of the event sequence (what happened leading up to the event, 
the event itself, and what happened after the event until control was regained).

Event timelines are easy to construct and are an excellent way of depicting complex 
events in a logical manner. The timeline should include when the event started, what 
constituted the start, and include information on the activities prior to and after the 
incident, and any information that may be relevant. Refer to Figure 33 below  
for a simple event timeline example.

EVENT
Thing that happened

PRE-EVENT

Thing that happened

PRE-EVENT

Thing that happened

POST-EVENT

Thing that happened

POST-EVENT

Figure 33: Simple Event Timeline Example

At this stage, it is better to include too much detail to avoid the risk of leaving something 
out that could be relevant. For example, many events have multiple factors, each of which 
would not necessarily lead to an event, but together make an event very likely. Ideally, 
each part of the timeline should include the time it happened, but even a relative time in 
relation to other components may be useful. If more than one string of incidents occurred 
leading up to the event, draw separate event timelines, showing where the strings 
converged to create the event. Figure 34 below illustrates an event with two strings  
of incident leading to the event.

Thing that happened
PRE-EVENT

Thing that happened
PRE-EVENT Thing that happened

POST-EVENT

Thing that happened

POST-EVENT

Thing that happened

PRE-EVENT

Thing that happened

PRE-EVENT

EVENT

Figure 34: Example timeline with two event strings

http://drnet/raaf/AirForce/DFSB/Pages/Analysis-Help.aspx
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Some risk control  
questions to ask include:

•	What prevented the event  
from being worse?

•	Which controls were  
effective and why?

•	Which controls failed and why?
•	What should have  

stopped it but didn’t?
•	What was absent altogether?

Taxi — Tow Confliction
What happened?
Black Cat Maintenance was cleared 
to tow a P8 aircraft to the engine run 
facility by Controller A. A short time later, 
an AP3C aircraft was cleared to taxi from 
the main apron to holding point Charlie 
RWY 36 by Controller B. Upon turning  
onto TWY B, the P3 crew observed a 
P8 aircraft under tow proceeding in the 
opposite direction on TWY B. The AP3C 
came to a stop and advised surface 
movement control of the confliction. 

Interviews with air traffic controllers 
were conducted. It was found that HO/
TO procedures played a role in the event. 
See Figure 35 for an event timeline.

Example EventThe event timeline should only include 
components that had an immediate effect  
on the event. For example, poor organisational 
planning that occurred two months ago may 
be identified during the investigation as  
a contributing factor but not as a part  
of the timeline. At this stage, do not  
speculate on possible causes. Speculation 
could lead to inappropriate conclusions. 
A flowchart or Excel spreadsheet is 
recommended to record the event timeline.

The concept of 5-Whys
Fixing the problem by addressing the 
underlying safety issues is the ultimate aim 
of any investigation. The 5-Whys is a basic 
methodology or tool to discover the probable 
underlying factors that contributed to  
an event. More often than not, people fix 
a problem by dealing with issues that are 
immediately apparent. While it may provide  
a quick fix, the problem tends to rear its ugly 
head in the same form or with a different face 
later on. The concept of 5-whys is as follows:

•	Ask why an event happened  
or a condition was present.

•	Continue asking why until the  
question can no longer be answered.

•	When why can no longer  
be answered you have reached:

	– a control point (risk control)

	– a point that is beyond  
organisational control

	– a point where more data needs  
to be collected to answer why.

Note: 
It is not always necessary to ask ‘Why’ five times. While asking ‘Why’ five times is 
generally sufficient; it may be also more or less. The real key is to avoid making any 
assumptions and keep asking ‘Why’ until all the potential contributing factors and 
safety issues have been identified. 
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WHY DID THIS HAPPEN?

Timeline

Pre-event

Post event

EVENT

Controllers A+C
conduct HO/TO
Poor prioritisation
of HO/TO
w/ Controller B

Controller B
resumes controlling
without HO/TO

PB completes mx.
Controller A
provides PS tow
clearance

B RWY change
coordination

Controller B leaves
control station
for tea —
inadequate HO/TO 

Why?

Controller B
inadeqate lookout
prior to clearing P3
for taxi

No awareness
of tra�c 
disposition

• Controller B Complacency
 (token lookout)
•  Perceived pressure 
 to complete task 
 due to adverse 
 weather forecast

Continuation &
recurrent training
does not adequately
cover lookout

No formal HO/TO
conducted

Formal HO/TO 
routinely not 
completed for a
‘tea run”

Supervisors did not
enforce procedures

HO/TO with
Controller B
should have
been the priority

Controller A distracted 
by non-primary task 
(meeting w/supervisor)

No formal HO/TO
conducted (neither
given by C, nor
sought by B

Formal process 
routinely not 
completed for a 
‘tea run’

Supervisors did
not enforce 
procedures

No coordination
of TWY/RWY
change with other
controllers 

Controller B
complacency/
over-con�dence

Taxi Con�ict

Lookout prevents
collision

Figure 35: Event timeline used in conjunction with the 5-Whys: Taxi tow confliction

Finalising the organisation of information
Once the investigator(s) has agreed on the timeline and actions and conditions relating 
to the critical component(s), those personnel directly involved with the event should be 
consulted to verify that these are correct. This step is vital to ensure the later investigation 
findings are accurate and credible.

Using the 5-whys analysis along with the event timeline is the best way to organise the 
information collected. However, timelines alone do not identify the contributing factors of 
the events, and they should be used in conjunction with the analysis of information.



58 Aviation Safety Reporting System Guidebook

Step 3: Analyse information
The analysis of information is the most time consuming but worthwhile step in the 
investigation process as it answers the overall question, ‘Why did the event happen?’

The analysis stage uses the Contributing Factors Taxonomy – Defence Safety Analysis 
Model (SAM) to analyse the data from Step 1: Gather information and Step 2:  
Organise information. This technique is designed to ensure that the investigation  
does not only focus on the errors and violations of people. The SAM identifies  
the workplace factors that contributed to the event, the deficient risk controls  
and the organisational influences within the system that act as forerunners  
to an aviation safety event. In the process of applying the SAM, investigators  
also check the information that has been gathered and organised to determine  
whether there are any gaps in the investigation.

Background on SAM — the Reason Model

The SAM draws on the work of the organisational psychologist and human error expert 
Professor James Reason (Reason’s Organisational Accident Model) and the Australian 
Safety Transport Bureau (ATSB).

According to the Reason model, widely known as the ‘Swiss cheese model’, accidents 
rarely result solely from the actions of operational personnel (such as pilots, drivers, 
masters, engineers, or controllers). Rather, most accidents are due to a combination  
of problems originating at all levels of the organisation.

In simple terms, the accident sequence begins with the negative consequences  
of organisational processes (for example, management decisions associated  
with planning, scheduling, designing, specifying, communicating, and regulating). 
These organisational conditions are transmitted to the workplace in which the relevant 
operational tasks are performed. They can result in, or manifest through, local conditions 
(such as fatigue, high workload, lack of skills) that have a negative impact on an 
individual’s performance and set the conditions for ‘unsafe acts’ (errors and violations).

According to the Reason model, these unsafe acts can have consequences that  
are not identified or controlled by the defences or safety net built into the system  
(for example, warnings and emergency procedures).

Therefore, local conditions and inadequate defences can facilitate or fail to adequately 
control unsafe acts. Furthermore, these local conditions and inadequate defences can 
be symptoms of wider systemic issues or organisational conditions, such as poor risk 
management, poor supervision, and inadequate training systems. In other words,  
the system’s defences (barriers, safety guards or controls) can be absent or have 
limitations (i.e. they can have gaps or holes). These limitations can result from unsafe 
acts of operational personnel (sometimes termed active failures). Alternatively, they can 
originate from management decisions and organisational processes. These longer  
lasting gaps in the defences have been termed latent failures or latent conditions.
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In summary, the Reason model emphasises that unsafe acts have a key role to play  
in the development of accidents. However, the origins of unsafe acts often lie in 
management systems, not within the individuals who made the unsafe acts. In other 
words, the model emphasises a whole of system approach to improving safety rather 
than an approach focussing on the individuals who initiate or undertake unsafe acts.

Updating the Reason Model – the SAM
Reason’s Organisational Accident Model has been adopted as the model or investigation 
in many industries. In recent years, however, practitioners have become aware of its 
various limitations. The ATSB, for example, was concerned that the model did not deal 
with technical problems. An example of a technical problem would be a component  
that failed to perform according to its specifications. In order to provide a more generic 
model that would be more applicable to a wider range of investigations, and better fulfil 
the role of identifying potential safety factors, the ATSB modified some aspects of the 
Reason model. The SAM is based on the ATSB model and is illustrated in Figure 36.

Organisational
Influences

Risk Controls
(Preventative)

Local
Conditions

Individual 
actions

Technical 
Events

Capability

Feedback
Risk Controls

(Recovery)

Risk Controls
(Recovery)

SAFETY ANALYSIS

INVESTIGATIONS

Class B-D

Class A

Figure 36: Safety Analysis Model (SAM).

How to use the SAM
The SAM allows the investigator(s) to review the organised data and identify the individual/
team actions or technical failures that directly contributed to the event. From here, 
ask, ‘Why did this happen?’ to identify the subsequent factors according to the five 
‘contributing’ levels of the SAM:

•	absent, partially failed,  
or failed recovery  
risk controls

•	local conditions

•	individual/team actions 
and technical failure

•	organisational influences.

•	absent, partially failed,  
or failed preventative  
risk controls
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The Safety Analysis Worksheet helps investigators to apply the SAM and conduct  
their analysis.

At the end of the analysis, the investigator will have answered, ‘Why did the event 
happen?’ through the identification and classification of contributing factors using  
the SAM.

The Safety Analysis Worksheet is available at Attachment 7 to this Guide and on the 
DFSB website (DPN only).

The Contributing Factors Taxonomy – Defence Safety Analysis Model is available  
at Attachment 8 to this Guide and on the DFSB website (DPN only).

Individual/Team Actions and Technical Failure/Malfunction

Individual/Team Actions. Individual/team actions are always committed actively (i.e. 
someone did or did not do something) and have a direct relation with the event. They are 
observable behaviours performed by operational personnel. While individual actions can 
both reduce or increase risk, when the term is used in the context of the Contributing 
Factors Taxonomy, it is taken to refer to individual/team actions that increase risk.

It is important that the analysis phase of an investigation clearly identifies the individual/
team actions and uses them as a platform to identify any underlying safety issues 
that may exist. A fundamental principle of safety investigation and human factors is to 
encourage the organisation to look beyond the individuals and examine the system and 
the underlying reasons for the individual actions.

Some investigators may find it useful to consider that individual actions explain how 
rather than why some of the events happened. For example, problems associated with 
preparation and planning activities, including briefings conducted as part of planning for 
a particular task is considered an individual or team action. When considering the actions 
of individuals, it is useful to consider whether, if a similar situation arose again, it would be 
desirable for the individual’s actions to be different.

Table 3 contains coded contributing factor types for individual/team actions or technical 
failure/malfunction that investigators may wish to incorporate into their analysis as prompts. 
The codes are not designed to be used as checklists, but are particularly valuable for trend 
analysis and data entry (Step 6: Enter investigation results into Sentinel).

http://drnet/raaf/AirForce/DFSB/Pages/Analysis-Help.aspx
http://drnet/raaf/AirForce/DFSB/Pages/Analysis-Help.aspx
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Table 3: Contributing factors for Individual/Team Actions  
and Technical Failure/Malfunction

Individual/Team Actions Technical Failure/Malfunction

•	Planning/preparation

•	Equipment/information utilisation

•	 Internal communication

•	External communication

•	Monitoring

•	Coordination/teamwork

•	 Inspecting

•	Record keeping

•	Workload management

•	System/component  
failure or malfunction

Once the role of the individual or team action in the event is identified, consider whether 
the action (or inaction) was an error or a violation.

Errors are defined as an action or inaction that leads to deviations from organisational 
or the person‘s intentions or expectations. This includes errors resulting from perceiving 
something incorrectly or not understanding the situation correctly, inadvertently deviating 
from what was planned, and performing the wrong action for the situation.

Violations are defined as an action/inaction that represents an intentional deviation from 
procedures or standards or requirements associated with task completion.

The conceptual boundaries between errors and violations are not always clear as both 
involve a deviation of action from some required standard of performance. The question 
of ‘intention’ is what differentiates errors and violations and it is what makes violations 
more dangerous than errors.

The drivers behind an error or violation can be determined by looking at the local 
conditions and the underlying systemic issues uncovered during the investigation.  
For example, an operator followed the wrong checklist (error in individual action: 
equipment/information utilisation) because they were under pressure to complete  
the task (local condition: task completion pressure) and was unfamiliar with the task  
(local condition: experience/recency for task). In turn, the pressure to complete the  
task and lack of task familiarity was found to have been brought about by poor 
supervision (risk control: active supervision/control).

By looking past the type of error, the local conditions and risk controls provide a richer 
explanation for why the error occurred.
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Check:

Does this contributing 
factor describe something  
about the task demands, 
work environment, individual 
capabilities or human factors  
that promoted the individual 
team actions or technical  
failures or undermined  
the effectiveness of the 
system’s defences?

Note: 
A violation typically involves an intentional individual or team action that results in 
unanticipated adverse consequences. Most violations are well-intentioned, targeting 
desired outcomes such as task completion and simplification. Where a violation 
involves an act of serious carelessness (serious disregard of an obvious risk or 
profound failure of professional responsibility) or sabotage (intended harm  
to individual, asset, workplace or organisation) the investigation is to be immediately 
suspended and the chain-of-command advised. 

Separate to the aviation safety investigation, the DFSB Safety Behaviour 
Management Tool (SBMT) provides commanders with a method of determining 
acceptable and unacceptable safety behaviour and commensurate action.  
The SBMT is available on the DFSB website (DPN only).

Technical Failure/Malfunction. In many ways, technical failures can be considered 
as being similar to individual/team actions that increase safety risk, as they are both 
describing components that occur at an operational level. Similarly, they can both be 
influenced by a range of local conditions and risk controls. In addition, they are often 
considered at an earlier stage than individual/team actions in the investigation analysis 
process as more often than not, it is the technical problems that operational crew react  
to (sometimes triggering individual/team actions or inactions).

Local Conditions

Local conditions are those conditions 
that exist in the immediate context or 
environment in which individual/team 
actions or technical failures occur, and 
can have an influence on the individual/
team actions or technical failures. Local 
conditions include characteristics of the 
individuals (e.g. knowledge, skills of the 
individual or the team, team interactions, 
and personal factors), the equipment 
involved, as well as the nature of the task 
and the environment (e.g. the workspace, 
the physical environment, and weather).

Local conditions can increase the likelihood of individual/team actions that increase safety 
risk (for example, fatigue, insufficient knowledge, high workload). Local conditions can 
also increase the likelihood of technical failures, which increase safety risk (for example, 
local conditions that can be associated with an engine failure could include pre-existing 
material defects or high operating temperatures).

http://drnet/raaf/AirForce/DFSBRIR/Pages/Research-and-Human-Factors.aspx


PA
R

T
 O

N
E

PA
R

T
 T

W
O

PA
R

T
 T

H
R

E
E

63

PA
R

T
 FO

U
R

Aviation Safety Reporting System Guidebook

Check:

Does this contributing factor 
describe the equipment, work 
process, control measure, detection 
system, procedure, or attribute 
which normally prevents this safety 
event or limits the consequences?

Most local conditions also stem from deficient risk controls (preventative) or organisational 
influences, so it is important that the investigation also considers how the identified local 
conditions were influenced by these systemic factors.

Table 4 contains coded contributing factor types for local conditions that investigators 
may wish to incorporate into their analysis as prompts. The codes are not designed  
to be used as checklists, but are particularly valuable for trend analysis and data entry 
(Step 6: Enter investigation results into Sentinel).

Table 4: Contributing Factors for Local Conditions

Local Conditions Examples:

Knowledge, skills  
and experience

Knowledge/skills with task, reliance  
on undocumented knowledge

Personal factors Physical/mental limitations,  
fatigue/alertness, attention

Task/job factors Distractions, high workload, incorrect task information

Social/group factors Communication barriers, 
team interaction, group norms

Environmental conditions Weather, visibility

Workspace environment Lighting, noise, temperature, air quality 

Physical environment Infrastructures

Risk Controls

Risk controls are the measures  
put in place by an organisation to 
facilitate and assure safe performance 
of the operational components of the 
system (that is, operational personnel 
and equipment). They can be viewed 
as the outputs of the organisation’s 
safety management system. Risk 
controls can be either recovery  
or preventative:

•	Recovery risk controls are put in place to detect and correct or otherwise minimise  
the adverse effects of local conditions, individual/team actions and technical failures. 
They can be viewed as the outputs of the organisation’s safety management system. 
Such last-line controls include equipment or procedures for detection, warning, 
recovery, containment, escape and evacuation, as well as individual awareness  
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Questions to ask:
•	What risk controls  

were there?
•	What could have  

been there?
•	What made the risk 

controls ineffective?
•	Did the risk controls  

not work at all? (Failed?)
•	Did the risk control work 

only partially as intended? 
(Partially failed?)

•	What controls could have 
been in place to address 
source of risk (Absent?)

and protective equipment. On occasions, these recovery risk controls will be breached 
and a safety event will result, or the consequences associated with a safety event  
will become more severe.

•	Preventive risk controls are put in place to minimise the likelihood of undesirable  
local conditions, individual/team actions and/or technical failures. Preventative risk 
controls facilitate and guide performance at the operational level to ensure individual/
team actions and technical events are conducted effectively, efficiently and safely.  
Such controls include procedures, training, equipment design and work rosters.

Risk control effectiveness

At any particular time in any safety system, there 
will be weaknesses in some risk controls, and these 
weaknesses will change over time. These holes 
or weaknesses can occasionally align, leading to 
serious consequences.

Absent or failed preventative and recovery risk 
controls can be viewed as holes in an organisation’s 
safety management system. It is important that the 
investigation identifies an absent, partially failed, or 
failed risk control so that organisational deficiencies 
can also be identified.

Partially Failed. Controls are in place but may 
be partially documented or communicated, 
or inconsistently applied. Weaknesses in the 
controls are minor or moderate and tend to reflect 
opportunities for improvement rather than serious 
deficiencies in systems or practices.

Failed. Controls are not documented or communicated, or are inconsistently 
implemented in practice. The controls are not operating as intended and risk  
is not being managed.

Absent. Controls are not in place to address the source of the risk.

Table 5 contains coded contributing factor types for risk controls that investigators may 
wish to incorporate into their analysis as prompts. The codes are not designed to be used 
as checklists, but are particularly valuable for trend analysis and data entry 
(Step 6: Enter investigation results into Sentinel).
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Check:

Does this contributing factor 
identify an organisational 
influence present before the 
event and which undermined 
or removed the risk controls?

Table 5: Contributing Factors for Risk Controls

Risk Controls Examples:

Systems and equipment
Display/control systems, equipment, tools and 
materials, warning/detection systems

Facilities/infrastructure Design of building

Procedures/processes/ 
practices/data

Technical manuals/publications,  
workplace instructions/orders/procedures

Training/assessment
Initial Employment Training, Continuation/
Promotion/Recurrent Training

People management/supervision Active supervision/control, people management

Authorisation/categorisation
Management and/or process  
of authorisation/categorisation

Technical failure controls
Design/engineering, manufacture,  
maintenance, operation

Organisational Influences

Organisational influences are those  
conditions that establish, maintain  
or otherwise influence the effectiveness  
of an organisation’s risk controls.

There are two main types of organisational 
influences — organisational conditions  
and external influences.

Organisational conditions are the safety management processes and other 
characteristics of an organisation that influence the effectiveness of its risk controls. 
Safety management processes and organisational characteristics include hazard 
identification, risk assessment, safety assurance, organisational resources, planning  
and communication.

Organisational conditions can exist at all levels of the organisation – from the unit  
all the way through to the ADF. The higher the level of organisational conditions  
that are looked at, the more complex the investigation becomes.
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External influences are the processes and characteristics of external organisations  
that influence the effectiveness of an organisation’s risk controls and organisational 
conditions. These influences include the regulatory standards and assurance  
provided by regulatory agencies.

Table 6 below contains coded contributing factor types for organisational influences that 
investigators may wish to incorporate into their analysis as prompts. The codes are not 
designed to be used as checklists, but are particularly valuable for trend analysis and data 
entry (Step 6: Enter investigation results into Sentinel).

Table 6: Contributing Factors for Organisational Influences

Organisational Influences Examples:

Organisational characteristics Communication/consultation, organisational 
resources, organisational structure

Safety management processes Safety assurance, safety policy/objectives,  
safety risk management

Regulatory influences Issues with regulatory material  
and compliance monitoring

Step 4: Develop Findings
A safety investigation produces a series of findings. Findings can be thought  
of as the conclusions that are drawn from the analysis of the information gathered;  
findings succinctly summarise the outcomes of the investigation. There are three  
types of findings – contributing, positive, and indirect findings.

Contributing Finding
Contributing findings directly and negatively relate to the circumstances of the event. 
Specifically, each contributing finding targets an element of the event (such as individual 
actions, local conditions, risk controls, organisational influences), if it had not occurred  
or existed at the relevant time, then either:

•	the event would probably not have occurred; or

•	adverse consequences associated with the event would probably not have occurred  
or have been as serious; or

•	another contributing element would probably not have occurred or existed.

Contributing findings address the individual/team action(s) (or technical failure/
malfunction), the associated contributing local condition(s), risk control(s) 
and organisational influence(s) (if any). These separate findings can be written 
as components of the SAM entered into Sentinel as separate findings. 
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For example, findings 1-3 from the taxi-tow confliction example at Figure 35  
can be written separately:

•	Finding 1: Controller C and B did not conduct a HO/TO prior to controller B resuming 
control duties after leaving their control station (Individual/team actions).

•	Finding 2: Non-adherence to the published HO/TO procedures for tea runs at YPED 
has normalised over time (Local condition).

•	Finding 3: HO/TO requirements are defined in [XXX publication]; however, procedural 
compliance had not been routinely enforced by supervisors (Risk control).

Contributing findings can also be written as a single statement that address those 
relevant aspects of the SAM. An example of a finding taken from an event timeline  
is at Figure 37.

Controller B resumes 
controlling without 

HO/TO

No formal HO/TO 
conducted (neither 

given by C, nor sought 
by B)

Formal process 
routinely not 

completed for a ‘tea 
run’

Supervisors failed 
to enforce 
procedures

Figure 37: A finding from the event timeline

Using the example from Figure 37 the finding may be written and entered  
into Sentinel as:

•	Finding 1: Controller B resumes controlling without a HO/TO as Controller A did not 
provide one and Controller B did not seek one. Interviews revealed that formal HO/TO 
procedures were not routinely completed for tea runs and supervisors did not enforce 
these procedures.

Positive Finding
Positive findings directly and positively relate to the circumstances of the event. Positive 
findings can be the individual/team actions that played a substantial role in reducing risk, 
and were beyond normal expectations. Examples can include exceptional leadership  
or displays of Non-Technical Skills. Positive findings can also be any situation where  
the design or provision of equipment, systems or other risk controls has significantly 
reduced safety risk, and the reduction was beyond normal expectations or requirements. 
They can also include situations where the effective functioning of a recovery risk control 
is worth noting. Examples may include ACAS/TCAS resolution advisories and GPWS 
alerts that prevent collisions (that is, a collision was likely to have occurred if the alert  
had not been provided).

Put simply, positive findings are the actions or risk controls that ‘saved the day’  
or played an important role in reducing the risk associated with the event.

When considering positive findings, ask:

•	What actions or risk controls had a significant influence on reducing the risk associated 
with this occurrence?
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•	Were there any individual or team actions that detected or corrected a risky situation, 
and were beyond what was intended or could reasonably be expected?

•	What risk controls detected or corrected a risky situation?

Indirect Finding
There may be other findings that did not directly or negatively contribute to the event,  
but are worth noting. Indirect findings can also include those factors that have  
the potential to increase safety risk in the future. Additionally, an investigation 
may need to make findings that concern the credibility or relevance of the available 
information, whereas others deal with the content of the information. For example,  
the investigation may need to make findings to answer questions such as the following:

•	What was the aircraft configuration at the time of the event?

•	What was the speed?

•	Who was the handling pilot?

•	Was the maintainer appropriately qualified?

•	When was the last maintenance of the engine performed?

•	What was the workplace/environmental conditions at the time?

Other indirect findings that may be considered relevant to include in the findings include:

•	findings to resolve significant ambiguity or controversy that occurred during the 
investigation, which was not addressed by the contributory findings

•	findings about possible scenarios or safety factors when firm contributing findings  
were not able to be made.

Indirect findings are worth noting as collectively they provide a comprehensive picture of 
the event and assures Command that the key aspects of the investigation are considered.

For example, in the course of investigating the taxi tow conflict event, the aerodrome 
lighting was found to have failed on several occasions. While the lighting issue did not 
contribute to the event under investigation, it needs to be addressed to improve safety. 
Alternatively, consider raising an Aviation Issue to report an indirect finding that warrants 
separate investigation and management as an aviation safety issue.

A safety investigation is not a broad audit or examination of an organisation or safety 
system with unlimited resources. Although all safety issues that are identified during an 
investigation should be raised, regardless of whether they were contributory or indirect, 
the search for potential safety issues needs to be pragmatically focused in areas that are 
related to the circumstances of the event. In other words, to be efficient and timely, safety 
investigations should not stray too far from the path of contribution when searching  
for potential safety issues.
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Note: 
Findings must be derived from Steps 1, 2 and 3 of the investigation process.  
Findings should be supported by information collected during the investigation,  
such as interviews, log books and photographs. Each finding description  
should be substantiated with a rationale. The rationale provides a short summary  
of the investigation analysis relevant to the specific finding. The rationale gives  
readers the context and justification to support the finding.

Step 5: Determine effective Safety Actions  
and Recommendations
Once all safety issues have been identified (to a reasonable extent) and investigation 
findings have been formed, effective safety actions and recommendations should logically 
link to the investigation findings and are raised in order to prevent recurrence.

Safety actions are those activities assigned by the Approving Authority (AA) to an 
individual within the span of their command/management authority. For example, if the 
AA is the CO, safety actions are only to be assigned to personnel within the unit. Safety 
recommendations are safety outcomes that need to be completed by agencies outside 
the unit and should be assigned to the HTA. All safety actions and recommendations are 
required to be entered into Sentinel (Step 6: Enter investigation results into Sentinel). 
The principles of effective safety actions and recommendations are as follows:

•	Balanced and considered. Through team discussion and consultation with the 
organisation involved, can this safety action or recommendation be achieved?  
Is this realistic given the context, resourcing and culture of the organisation?  
Only the organisation involved can decide this.

•	Evidence based. The safety action or recommendation must be able to be traced 
back to the investigation findings.

•	Address safety issues. Not just the errors and violations (behaviours) that we see.  
We need to get to the causes of these behaviours.

•	Written and targeted carefully. The aim of an investigation is to identify the safety 
issues that contributed to the event, and to come up with effective safety actions and 
recommendations to prevent recurrence. Without well-written safety actions  
and recommendations to prevent recurrence, the investigation may be wasted.

How to write effective Safety Actions and Recommendations
The SMARTER concept ensures that actions and recommendations are achievable, 
traceable, relevant, have a deadline, and can be evaluated and revised (if necessary). 
Refer to Figure 38 for the outline of the SMARTER concept.
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S Specific What is it that you actually want to achieve?

M Measureable How will you show that the action or recommendation has been met?

A Achievable You may want to break the action or recommendation down into sizeable, 
achievable chunks

R Relevant How does the action or recommendation address the safety issue?

T Time-bound Provide a time to guide when the action or recommendation should be met

E valuate Evaluate the effect on existing safety issues/risk controls

R Review Review the effectiveness of actions and recommendations

Figure 38: SMARTER Safety Actions and Recommendations

Points to consider when formulating effective safety actions and recommendations:

•	Can the safety issue be eliminated – such as changing the time of day of the activity or 
using simulation to train in an aircraft manoeuvre?

•	If it can’t be eliminated, use the hierarchy of controls to identify more effective ways to 
minimise the risk.

•	Another procedure – additional procedures do not always work. Why did the existing 
procedure fail and will an additional procedure fix the problem?

•	Briefing a unit on an event can be useful but is not a solution in itself. Enduring solutions 
to prevent recurrence are required.

Units should consider risk management processes when implementing actions.



71Aviation Safety Reporting System Guidebook

Analysis

Figure 39:  
Investigation  
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Step 6: Enter investigation results into Sentinel
Step 6 is where the outputs from Steps 1 through to 5 are entered into Sentinel.  
Figure 39 illustrates how the investigation steps are recorded in the Sentinel  
Investigator checklist (Figure 40).
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Investigator Checklist
The investigator will be presented  
with a checklist which lists the  
tasks to be completed to progress  
the report to the next stage of the  
workflow. Each checklist item directs  
the investigator to the corresponding  
area of the Sentinel event, refer Figure 40.

Note: 
An error message will display if the 
investigator attempts to progress 
past the investigation stage and 
a mandatory task has not been 
completed.

Checklist items 1, 2 and 3 direct the 
investigator to review the description,  
time, location, involved aircraft, other 
equipment information and supporting 
information (eg event taxonomy  
keyword selection).

Note: 
Secondary keywords are to be added 
to codify aspects identified during 
investigation of the event.

Checklist items 8, 10 and 11 direct  
the investigator to review the assessment 
and confirm the Aviation Reviewer and AA.

Complete checklist items 1, 2, 3, 8, 10  
and 11 as per the instructions given in 
Aviation Event – Aviation  
Reviewer Checklist.

The following sections provide detailed 
information on completing checklist  
items 4 to 7, 9 and 12.

Figure 40: Investigator Checklist
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Investigation Information (AVIATION)  
(checklist item 4)
Select the Investigation Information (AVIATION) checklist item to access the  
‘Analysis’ page (Figure 41). The Analysis page is used to record information  
collected during the investigation process (Step 1: Gather information and Step 2:  
Organise information).

Figure 41: Analysis page

The information stored in this area should include any supporting material related  
to the investigation. The supporting material should help the reader understand  
the context of the investigation and may (or may not) be related to a finding or a set  
of findings. For example, the event timeline can be added to the Investigation Information 
as it supports the understanding of the investigation, but is not necessarily related to any 
finding. Select ‘Add’ to record investigation information, shown in Figure 42.

Figure 42: Add Investigation Information
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Other supporting material such as the Safety Analysis Worksheet, a summary of witness 
statements, photos, reference material, maps and material that supports the claims made 
in a finding or a set of findings etc. should also be included to support the investigation, 
refer to Figure 43.

Figure 43: Investigation Information overview

Attachments added to Investigation Information
Attachments (photos/documents etc.) can be added by the URL method  
or the File method.

Attach URL. For large file size attachments, or when it is necessary to restrict  
access to attachments (via Objective access permission):

•	save the attachment in Objective

•	add the Objective link to the report as a URL via the Attachments tab (Figure 44)

•	refer to the URL attachment in the Investigation Information.

1

3

2

Figure 44: Investigation Information – Attach a URL

Attach File. For small file size attachments and when restricted access to attachments  
is not necessary:
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•	add the attachment to the report as a File via the Attachments tab (Figure 45)

•	refer to the File attachment in the Investigation Information.

2

1

Figure 45: Investigation Information – Attach a File

Findings (AVIATION) (checklist item 5)
The Findings tab records the analysis of the information (Step 3: Analyse information) 
and records the findings developed as a result of the analysis (Step 4: Develop findings). 
Findings can be added by the Standard method or the Contributing Factors method.

Standard method. Add findings through the Analysis tab on the  
‘Analysis’ page (Figure 41):

•	Add a finding by selecting ‘Add New Finding’, or use the ‘Add’ button (Figure 46).

or

Figure 46: Add a finding (standard method)

Contributing Factors method. Only contributing findings can be entered through the 
Contributing Factors tab. For descriptions of contributory findings, positive findings, and 
indirect findings, refer to Step 4: Develop findings:

•	Select the Contributing Factors tab on the ‘Analysis’ page.

•	Add a finding by selecting ‘Add Finding’ (Figure 47).



76 Aviation Safety Reporting System Guidebook

Figure 47: Add a finding (Contributing Factors method)

Finding Title and Description
The title of the finding should be a short summary of the finding. To assist with  
the readability and formatting of the Sentinel report, the title for each finding should  
include a numerical reference (e.g. 01, 02, 03) as per the Title shown at Figure 48.

The finding description should describe the conclusions drawn from the analysis  
of the gathered information (Step 4: Develop findings).

Rationale
A hallmark of a thorough and robust investigation is that the finding or findings  
are supported by a rationale. The Rationale field (Figure 48) should provide a short 
summary of any relevant factual information and associated judgments or justification  
for the finding. The rationale can be thought of as the analysis of the information  
collected and gives the necessary context and justification to understand the finding. 
When providing a rationale, reference may be made to more detailed information 
that has been entered into the Investigation Information (AVIATION) section within  
the Analysis area of Sentinel or to the supporting material in Attachments  
(see Attachments added to Investigation Information).

Finding Category
Select whether the finding is a contributory finding, positive finding, or an indirect  
finding as described in Step 4: Develop findings.

Functional Area
Select which functional area the finding applies to. If the finding applies to more than one 
functional area, select the functional area with the greatest influence on the finding. The 
functional area is only available for contributing findings.
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Figure 48: Finding tab

Contributing Factors (checklist item 6)
The Contributing Factors tab is accessed from the ‘Analysis’ page (Figure 49). 
Contributing factors are to be coded once all the findings have been entered.  
Contributing factors are only available for contributory findings.

Figure 49: Contributing Factors tab

Code each contributory finding using the contributing factors in the SAM. The SAM  
is available at Attachment 8 to this Guide and on the DFSB website (DPN only).

http://drnet/raaf/AirForce/DFSB/Pages/Analysis-Help.aspx
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Key considerations when coding contributing factors include: 

•	Contributing factors must have a related contributory finding(s).

•	Identify key contributing factors and avoid selecting multiple similar factors  
which could lead to an unduly complex graphical view and the double counting  
of contributing factors. For example, there is no need to code ‘Active Supervision/
Control’ twice if it was found that the supervisor did not enforce HO/TO procedures 
in two instances. The contributing factors coding essentially describes the ‘gist’  
of the findings in a few key words.

•	Contributing factor identification enables formulation of appropriate  
and effective actions and recommendations to prevent recurrence.

The contributing factor can be entered by intelligent search by typing into the bar  
or manually selected via the search icon (Figure 50).

Figure 50: Search for Contributing Factor

Definitions for contributing factors can be accessed by selecting the info icon (Figure 51).

Figure 51: Contributing Factors definition via info icon
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For Individual/Team Action contributing factors, select the response that identifies  
it as an error or a violation (Figure 52).

Figure 52: Response field for Individual/Team Actions

For Technical Failure/Malfunction contributing factors, select the response  
‘Not Applicable’.

For Risk Control contributing factors, select the response that identifies it as being 
preventative or recovery and whether the risk control was absent, partially failed,  
or completely failed (Figure 53).

Figure 53: Response field risk controls
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Graphical Overview
Once all contributory factors for the event are coded, a graphical overview can be 
generated by selecting Contributing Factors tab from the ‘Analysis’ page (Figure 54).  
This overview displays contributory findings and the contributing factors. The overview 
can be printed by selecting the printer icon on the top right hand side of the screen.

Figure 54: Graphical overview of contributing factors

Aviation Safety Actions and Recommendations  
(checklist item 7)
Checklist item 7 navigates the user to the Action Items page (Figure 55).  
This is where the user can raise new aviation safety actions or recommendations  
and assign them to recipients as well as recording safety actions already completed.

Aviation safety actions and recommendations must be derived from the investigation 
findings (contributory or indirect findings only).

Aviation Safety Actions are those activities assigned by the AA to an individual within 
the span of their command/management authority. For example, if the AA is the CO, 
safety actions are only to be assigned to personnel within the unit.

Aviation Safety Recommendations are any activities that fall outside the  
responsibility/command authority of the event unit that are deemed appropriate to  
prevent a recurrence. All safety recommendations must be assigned to the Hazard 
Tracking Authority (HTA) representative — WASO for Air Force units; Navy and Army  
have dedicated administrators to carry out this process.
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Figure 55: Action Items page

Raising new Aviation Safety Actions or Recommendations
To raise a new Aviation Safety Action or Recommendation, select either an aviation safety 
action (‘ASR Action’) or aviation safety recommendation (‘ASR Recommendation’),  
see Figure 56. The search icon allows the selection of other ASR action types —  
ASR Recommendation and ASR Completed Action.

1

3

2

Figure 56: Create Aviation Safety Action or Recommendation
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The information icon provides a description of each of the ASR actions types (Figure 57). 

Figure 57: Action type description

Enter the recipient(s) of the action or recommendation. The recipient(s) of the ‘To’ fields 
are to complete the action or recommendation. For a recommendation, the ‘To’ recipient 
should be the HTA representative — WASO for Air Force units; Navy and Army have 
dedicated administrators to carry out this process.

Note: 
It is recommended that only a single recipient be used for actions or 
recommendations to prevent processing delays. If more than one ‘To’ recipient 
is added, the system will default to ‘All must complete’ — a state where all the 
recipients must mark the action as ‘Complete’ before the report can be progressed.  
It is recommended that the ‘All must complete’ button is unchecked (Figure 58)  
to avoid the scenario where the report is held up if one or more of the ‘To’ recipients 
has not marked the action as complete.

The recipients of the ‘CC’ field are not required to complete the action, but it is  
also strongly encouraged that the ‘All must complete’ button is also deactivated.  
This is because of a known glitch in the system where the ‘CC’ recipient(s)  
is also required to mark the action as complete before the report can progress.
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Recipients are added by selecting the ‘Add Recipient’ button. A recipient can  
be searched for in the search field (Figure 58). The information icon provides  
more details about the person (e.g. business unit) to assist with the selection.

1

2

Figure 58: Searching for a recipient

Add a title (topic) and a brief description (content) of the safety action or recommendation. 
When describing the action or recommendation, keep in mind the principles of effective 
safety actions and recommendations outlined in Step 5: Determine effective safety 
actions and recommendations.

For aviation safety actions, enter the number of days the recipient has to complete the 
action once the action is approved by the AA. The maximum number of days is 365.

For aviation safety recommendations, enter the number of days to accept or reject the 
recommendation. The maximum number of days is 999.

Leave the ‘Sign Off Required By’ and the ‘Days to Sign Off’ sections BLANK  
(Figure 59). Unless specified as part of a local business process, DO NOT add  
a Sign Off Authority as it may delay processing of the report through Sentinel.
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LEAVE SIGN OFF BLANK

Uncheck

 Figure 59: Raising Aviation Safety Action or Recommendation

Next, code the category of aviation action or recommendation in the Aviation Safety 
Category section. The coding of safety actions and recommendations will allow the later 
analysis of the types of actions or recommendations that are raised as a result of safety 
investigations, and the types of actions and recommendations related to event type 
keywords. The Actions and Recommendations Taxonomy and their definitions  
is available at Attachment 9 to this Guide and on the DFSB website (DPN only).

Attachments can be added at the bottom of the page. Attachments added here will  
not be visible via the Attachment tile but will only be available through the associated 
action or recommendation.

Click on ‘Submit For Release’ button on the top right of the page. The safety action  
or recommendation will be sent to the AA to progress. Actions and recommendations 
must be released by the AA, before they are sent to the recipients.

Recording ASR Completed Actions
To record an aviation action or recommendation already completed, select ‘Completed 
Action’ using the search icon (Figure 56). This allows the recording of the completed 
action as well as who it was actioned by.

Search for and select the actionee per Figure 58, then code the Aviation Safety Category 
for the Completed Action. The coding of safety actions will allow the later analysis of the 
types of actions that are raised or completed as a result of safety investigations, and 
the types of actions related event type keywords. The Actions and Recommendations 
Taxonomy and their definitions is available at Attachment 9 to this Guide and on the  
DFSB website (DPN only).

Attachments can be added at the bottom of the page. Attachments added here will not 
be visible via the Attachment tile and will only be available through the associated action 
or recommendation.

http://drnet/raaf/AirForce/DFSB/Pages/Analysis-Help.aspx
http://drnet/raaf/AirForce/DFSB/Pages/Analysis-Help.aspx
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Ensure the Sign off Required By and Days to Sign off are left BLANK, and click ‘Mark 
as Complete’ at the top right corner of the screen (Figure 60).

Figure 60: Recording ASR Completed Actions

Investigation Summary
If appropriate, enter a summary of the investigation. Click on the Investigation tile  
(Figure 61). A summary of the findings and the actions or recommendations raised may 
be useful to the reader/AA if the investigation was complex. The investigation summary 
area should only be used to summarise the investigation and should not be the only  
area where the findings and contributing factors are recorded. Ensure that all findings  
and contributing factors are recorded into the Analysis page.

Figure 61: Investigation summary
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Add Investigator Comments (checklist item 9)
The investigator(s) can add a comment about the investigation and any actions 
or recommendations. If required, add a comment (Figure 62). Ensure the correct 
comment category is selected. Once complete, select the tick icon ( ) to save  
the comment. Comments added here will be included in the full report (viewable  
via Sentinel and Salus).

1

4

2

3 Add comment

Figure 62: Add Comments page (Investigator)

Complete Investigation  
(checklist item 12)
Once all the checklist items are 
completed, select ‘Complete 
Investigation’. The report is then  
sent to the Aviation Reviewer for 
review. An error message will appear 
if all mandatory tasks have not been 
completed (Figure 63). Clicking  
on the error message will take  
the investigator to the section of the 
report that requires completion. Figure 63: Complete investigation
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PART FOUR: 

Aviation Reviewer 
(S1) and Approving 
Authority (S2)
Sequence 1 (S1) Review
When the investigation has been completed, 
the fields are locked (greyed out) and the 
report is sent to the Aviation Reviewer (for 
S1 Review), refer Figure 64. The Aviation 
Reviewer performs the following tasks:

•	reviews Actions/Recommendations (edits, 
or creates new Actions/Recommendations 
if needed)

•	enters comments via the Comments page

•	progresses the report (submits the report  
to the Approving Authority (AA) (for S2 
Review) or re-opens the investigation and 
sends the report back to the investigator).

Investigation

Aviation Reviewer 
(S1 review)

Approving Authority 
(S2 review)

Aviation Reviewer

Re-open to
investigate

Figure 64: S1 Review workflow
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Aviation Reviewer  
(S1) Checklist
The Aviation Reviewer will be presented 
with a checklist which lists the tasks  
to be completed to progress the report  
to the next stage of the workflow.  
Each checklist item directs the reviewer 
to the corresponding area of the Sentinel 
event, refer Figure 65.

Note: 
All mandatory tasks in the S1 Review 
checklist must be completed before 
the review can be marked as complete 
and progressed to the next stage  
of the workflow. An error message  
will display if the reviewer attempts  
to progress past the S1 Review stage 
and a mandatory task has not been 
completed. By clicking on the error 
message, the reviewer will be taken  
to the relevant area to be completed.

Checklist items 1, 2, 3, 4 and 5 direct the 
reviewer to review the description, time, 
location, involved aircraft, other equipment 
information, supporting information (eg 
event taxonomy keyword selection), 
investigation analysis, findings and 
contributing factors. Figure 65: S1 Review Checklist

Complete checklist items 1, 2 and 3, as per the instructions given in Aviation Event – 
Aviation Reviewer Checklist.

Complete checklist items 4 and 5, as per the instructions given in the  
Investigator Checklist.

Note: 
If changes are required to be made to locked (greyed out) fields, the investigation  
will need to be re-opened to incorporate a change. Alternatively, contact DFSB  
for edit support (asr.servicedesk@defence.gov.au).

The following sections provide detailed information on completing checklist items 6, 7 and 8.

mailto:asr.servicedesk%40defence.gov.au?subject=
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Review, Edit, Add Actions and Recommendations 
(checklist item 6)
Access the Investigation Actions and Recommendations via the checklist task #6  
or via the Action Items tile (Figure 66). The S1 Reviewer can edit or delete actions  
or recommendations previously raised from the investigation. All edits are recorded  
in the change history of the event.

To delete

Figure 66: Action Items page

The S1 Reviewer can add actions or recommendations. All actions/recommendations 
should conform to the SMARTER format and be derived from the investigation findings 
(refer Step 5: Determine effective safety actions and recommendations).

Note: 
Actions and recommendations will not be sent to the addressee(s) until after they  
are ‘Released’ by the AA.

Add Aviation Reviewer (S1) Comments  
(checklist item 7)
The S1 Reviewer is to review the existing comments and to add their own comments. 
The S1 Reviewer can also edit or delete existing comments to define the final record  
of the event.

If required, add a comment (Figure 67). Ensure the correct comment category  
is selected. Once complete, select the tick icon ( ) to save the comment.  
All edits are recorded in the change history of the event.
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4

2

3
Add comment

1

Figure 67: Add Comments page (S1 Review)

Submit Review (checklist item 8)
The final checklist task for the S1 Review is to ‘Submit Review’ (Figure 68). The Reviewer 
must enter a workflow comment and either ‘Send to Next’ or re-open the investigation. 
Workflow comments are comments for the next user in the workflow and are not included 
in the final report.

•	‘Send to Next’ sends the report to the AA for review and final Sign Off.

•	‘Reopen Investigation’ sends the report back to the Investigation stage.

The reviewer can also re-open the investigation via the ‘More’ button’ ( ).

Add workflow comment

2

1

Figure 68: Submit Review (S1)

Sequence 2 (S2) Review
The AA role is normally performed by the CO or equivalent. When the S1 Review  
is completed, or the investigation is bypassed, the fields are locked (greyed out)  
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and the report is sent to the AA (for S2 Review), refer Figure 69. The AA performs  
the following tasks:

Investigation

Aviation Reviewer 
(S1 review)

Bypass

Approving Authority 
(S2 review)

Aviation Reviewer

Re-open to
investigate

Figure 69: S2 Review workflow

•	reviews Actions/Recommendations (edits,  
or creates new Actions/Recommendations  
if needed)

•	releases Actions/Recommendations  
to the addressees

•	reviews previously entered comments

•	enters comments via the Comments page

•	progresses the report (Signs off the report  
or re-opens the investigation and sends  
the report back to the investigator).

Approving Authority  
(S2) Checklist
The AA will be presented with a checklist 
which lists the tasks to be completed to 
progress the report to the next stage of the 
workflow. Each checklist item directs the 
reviewer to the corresponding area of the 
Sentinel event, refer to Figure 70.

Checklist items 1, 2, 3, 4 and 5 direct the 
reviewer to review the description, time, 
location, involved aircraft, other equipment 
information, supporting information (eg 
event taxonomy keyword selection), 
investigation analysis, findings and 
contributing factors.

Note: 
All mandatory tasks in the S2 Review 
checklist must be completed before 
the review can be marked as complete  
and progressed to the next stage  
of the workflow. An error message  
will display if the reviewer attempts  
to progress past the S2 Review stage 
and a mandatory task has not been 
completed. By clicking on the error 
message, the reviewer will be taken to 
the relevant area to be completed.

Figure 70: S2 Review Checklist
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Complete checklist items 4 and 5, as per the instructions given in the  
Investigator Checklist.

Note: 
If changes are required to be made to locked (greyed out) fields, the investigation  
will need to be re-opened to incorporate a change. Alternatively, contact DFSB  
for edit support (asr.servicedesk@defence.gov.au).

The following sections provide detailed information on completing checklist items 6,  
7 and 8.

Release Actions and Recommendations  
(checklist item 6)
Open the additional menu options via the ‘More’ button ( ) and select ‘Release Actions’ 
(Figure 71).

Figure 71: Release Actions and Recommendations

Once released, the status of Actions and Recommendations changes from  
‘Awaiting Release’ to ‘Pending’ and the Actions and Recommendations  
are sent to the addressees (Figure 72).

Figure 72: Released Actions and Recommendations.

mailto:asr.servicedesk%40defence.gov.au?subject=
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Note: 
The AA must release the Actions and Recommendations to send them  
to the actionees.

Review Comments, add AA Comment  
(checklist item 7)
Review the existing comments and add AA comments as per the instructions  
for S1 Review, Add Aviation Reviewer (S1) comments (checklist item 7).

Submit Review (checklist item 8)
The final checklist task for the S2 Review is to ‘Submit Review’ (Figure 73). The Reviewer 
must enter a workflow comment and either ‘Sign Off’, ‘Send to Previous’ or re-open the 
investigation. Workflow comments are comments for the next user in the workflow and 
are not included in the final report.

•	Selecting ‘Sign Off’ locks all fields and the status of the report changes to ‘Signed Off’.

•	‘Send to Previous’ sends the report back to the S1 Review stage.

•	‘Reopen Investigation’ sends the report back to the investigation stage.

The Reviewer can also reopen the investigation via the ‘More’ button ( ).

2

1Add workflow comment

Figure 73: Submit Review (S2) 
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When ‘Sign Off’ is selected, the ‘Send Mercury Message’ pop-up will appear (Figure 74).

Figure 74: Mercury Message pop-up

The AA should consult with their senior aviation safety representative on the requirement 
to send the Mercury Message.

•	If a message is not required to be sent, select ‘Don’t Send’.

•	If a message is required to be sent, populate the required fields then select ‘Send’.

Note: 
Mercury Message addressees can be added or removed as needed. If an update  
to the Mercury Message is required, the senior aviation safety representative  
should send a request for amendment to the ASR Service Desk  
(asr.servicedesk@defence.gov.au).

mailto:asr.servicedesk%40defence.gov.au?subject=
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ANNEX A: 

List of Attachments
Attachment Title

Attachment 1 Event Keyword Taxonomy

Attachment 2 Classification of Aviation Safety Events – Flight Operations

Attachment 3 Classification of Aviation Safety Events – UAS Operations

Attachment 4 Classification of Aviation Safety Events – Airworthiness

Attachment 5 Classification of Aviation Safety Events – Aviation Services & Facilities

Attachment 6 Interviewing Techniques – Guide for Investigators

Attachment 7 Safety Analysis Worksheet

Attachment 8 Contributing Factors Taxonomy - Defence Safety Analysis Model (SAM)

Attachment 9 Actions and Recommendations Taxonomy

All attachments are embedded within the e-copy of this Guidebook. 
Use the keyboard shortcut F4 to view and open the attachments.  
The attachments may also be downloaded separately from the  
DFSB website (DPN only).

http://drnet/raaf/AirForce/DFSB/Pages/Analysis-Help.aspx
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SAFETY ALWAYS

DASA

Aviation Safety Reporting 
(ASR) Support

ASR.Servicedesk@defence.gov.au 
OR 

02 6128 7476
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Events related to the safe provision of air cargo delivery services. Includes preparation, loading (placement and restraint) and unloading of air cargo (e.g. 
personnel, freight,  dangerous goods), and technical failure or malfunction of related equipment.


AC Air Cargo Delivery Services Keywords


AC.02 Cargo Handling and Loading


An event involving the incorrect Load Construction / Item Packaging of aircraft cargo.AC.02.02   Cargo Load Construction/Item Packaging


An event involving the weighing of cargo prior to loading.AC.02.04   Cargo Load Weighing


An event where the labelling, marking or documentation of cargo is incorrect. Note: If labelling, marking or documentation issue 
involves dangerous goods, use different code: [DG Labelling/Marking/Documentation].


AC.02.06   Cargo 
Labelling/Marking/Documentation


An event involving the security checking of cargo. Note: If security check involves discovery of dangerous goods, use different code: 
[DG Security Check].


AC.02.08   Cargo Security Check


An event involving the movement of cargo around the airport or aerodrome - usually involving Air Cargo Loaders, Forklifts or other 
cargo support equipment.


AC.02.10   Cargo Ground Movement


An event related to the loading/unloading of cargo directly to or from the aircraft.AC.02.12   Cargo Loading/Unloading


An event involving the checking and verification of cargo with load documents or manifest.AC.02.14   Cargo Reconciliation/Verification


An event involving the storage of cargo at the airport, not in the aircraft.AC.02.16   Cargo Storage at Aerodrome


AC.04 External Load Handling and Loading


An event involving the weighing of an external load prior to loading.AC.04.02   External Load Weighing


An event where the labelling of an external load is incorrect. If labelling or marking issue involves dangerous goods, use different 
code: [DG Labelling/Marking/Documentation].


AC.04.04   External Load Labelling/Marking


An event related to the hook-up (loading) and release (unloading) of an external load directly to or from the aircraft.AC.04.06   External Load Hook-up/Release


An event where an external load was loaded to an aircraft but was not declared in the documentation (e.g. Load Inspection 
Certificate). Includes errors or omissions when conducting the load inspection process.


AC.04.08   External Load Inspection


AC.06 Dangerous Goods Handling and Loading


An event involving the incorrect Load Construction / Item Packaging of dangerous goods within aircraft cargo. Includes Air Cargo 
Delivery Equipment containing integral DG.


AC.06.02   DG Load Construction/Item Packaging


An event involving the weighing of dangerous goods prior to loading. Includes Air Cargo Delivery Equipment containing integral DG.AC.06.04   DG Load Weighing


An event where the labelling, marking or documentation of dangerous goods is incorrect. Includes Air Cargo Delivery Equipment 
containing integral DG.


AC.06.06   DG Labelling/Marking/Documentation


An event involving the security checking of dangerous goods, dangerous goods packaging (or shipping). Includes undeclared 
dangerous goods discovered post aircraft loading or post-flight. Includes Air Cargo Delivery Equipment containing integral DG.


AC.06.08   DG Security Check


An event involving the movement of dangerous goods around the airport or aerodrome - usually involving Air Cargo Loaders, Forklifts 
or other cargo support equipment. Includes Air Cargo Delivery Equipment containing integral DG.


AC.06.10   DG Ground Movement


An event involving the loading or unloading of dangerous goods directly to or from the aircraft. Includes Air Cargo Delivery Equipment 
containing integral DG.


AC.06.12   DG Loading/Unloading


An event involving the checking and verification of dangerous goods with load documents or manifest. Includes Air Cargo Delivery 
Equipment containing integral DG.


AC.06.14   DG Reconciliation/Verification


AC.08 Passenger Handling and Loading


An event involving passenger processing. Includes dangerous goods (DG) check/declaration, parachute parade, passenger 
documentation/manifest and briefings. Note: If issue involves discovery of DG post declaration, use secondary code: [DG Security 
Check].


AC.08.02   Passenger Processing


An event involving passenger embarking or disembarking the aircraft.AC.08.04   Passenger Embark/Disembark


An event involving the checking and verification of passenger numbers and details against the manifest.AC.08.06   Passenger Reconciliation/Verification


AC.10 Air Cargo Delivery Equipment


Failure/malfunction of a Type V Platform.  Type V Platform:  Aluminium platform constructed using 24 in panels configured in 8 ft - 32 
ft lengths.


AC.10.02   Type V Platform


Failure/malfunction of parachute equipment.  Includes parachutes for personnel and cargo.AC.10.04   Parachute Equipment


Failure/malfunction of free drop equipment. A method to airdrop certain small robust/non-fragile items without the use of 
parachutes or other retarding devices. Requires special preparation to prevent damage from landing shock. Includes Helibox.


AC.10.06   Free Drop Equipment


Failure/malfunction of a Marine Craft Aerial Delivery System (MCADS).  MCADS:  A purpose designed platform for aerial deployment 
of the Rigid Hull Inflatable Boat.


AC.10.08   Marine Craft Aerial Delivery System


Failure/malfunction of an ASRK. A hand-launched life saving system, capable of being deployed from the aft ramp or side door. The 
system delivers life rafts, complete with survival equipment inside, to survivors in the water.


AC.10.10   Air Sea Rescue Kit (ASRK)


Failure/malfunction of a CDS, an airdrop load contained by straps or webbing, up to 2200 lb. Includes door bundles, compacts, A22 
containers or Alternate CDS (ACDS), light equipment, specified loads and Low-Cost Aerial Delivery System (LCADS).


AC.10.12   Container Delivery System (CDS)


Failure/malfunction of a Metal Framed Platform (MFP).  MFP:  A disposable platform constructed from aluminium and plywood that is 
designed for marine operations. Includes 1/2 (half) MFP.


AC.10.14   Metal Framed Platform (MFP)


Failure/malfunction of JPADS (an airdrop system which uses the Global Positioning System (GPS), steerable parachutes, and an on-
board computer to steer loads to a designated point of impact on a drop zone).


AC.10.16   Joint Precision Air Drop System (JPADS)


Failure/malfunction of aircraft loading vehicles or equipment.  Includes Aircraft Cargo Loader (ACL) and forklift.AC.10.18   Cargo Loading Vehicles/Equipment


Failure/malfunction of equipment used for boarding passengers/crew into an aircraft. Includes powered and non-powered stairs and 
ladders.


AC.10.20   Aircraft Boarding Equipment
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Events related to the safe operation of an aerodrome. Includes aerodrome design, hazard control, vehicle or equipment operations, emergency or fire services, 
maintenance or  construction, and technical failure or malfunction of related equipment.


AD Aerodrome Operations Keywords


AD.02 Aerodrome Design


An event involving the aerodrome layout.AD.02.02   Aerodrome Layout


An event involving the functioning of the aerodrome.AD.02.04   Aerodrome Functioning


An event involving incorrect aerodrome operating procedures.AD.02.06   Aerodrome Operating Procedures 
Incorrect


AD.04 Aerodrome Hazard Control


An event related to the control/discovery/removal of FOD (foreign object debris) at the aerodrome. Note: For animal carcass related 
events (e.g. discovery of carcass on runway), use different code: [Bird Strike] -or- [Wildlife Strike].


AD.04.02   Aerodrome FOD Control


Entry to airside or attempts to enter airside, without authorisation. Includes any event at an aerodrome involving the incorrect 
presence of an aircraft, vehicle or person beyond the designated airside protected area. Excludes animals.


AD.04.04   Airside Breach


Passengers/Persons present on Apron without supervision.AD.04.06   Passengers/Persons Unsupervised on 
Apron


Events where personnel entered an engine, propeller, rotor or flight control hazard zone whilst the associated hazard was operating, 
or about to commence operation.


AD.04.08   Entered Hazard Zone - 
Eng/Prop/Rtr/Cntrls


Events where personnel entered a radiation hazard zone with radiation emitting systems operating, or about to commence operation.AD.04.10   Entered Hazard Zone - RADHAZ


An event involving the incorrect presence of an person within the Aircraft Arrestor System (AAS) Danger Area.AD.04.12   Entered Hazard Zone - AAS


An event related to the bird control at the aerodrome.AD.04.14   Bird Control


An event related to the animal control at the aerodrome (excluding bird control).AD.04.16   Animal Control


Event related to WHMP deficiency or procedures outlined in WHMP not being followed.AD.04.18   Wildlife Hazard Management Plan 
(WHMP)


AD.06 Aerodrome Vehicle/Equipment Operations


Collision of a vehicle or moveable ground equipment with an object or person.AD.06.02   Collision - Equipment & Object/Pers


Collision of a vehicle or moveable ground equipment with a stationary aircraft.  Includes collision with an aircraft stationary at a 
holding point or a taxiway intersection, or a parked aircraft.


AD.06.04   Collision - Equipment & Aircraft


An aircraft under tow collided with an object or person. Excludes aircraft colliding with an object or person when taxiing (using aircraft 
power), in the sense that the tow vehicle driver, not the aircraft crew, is in control of the motion.


AD.06.06   Collision - Towed Aircraft


Near collision of a vehicle or moveable ground equipment with an object or person.AD.06.08   Near Collision - Equipment & 
Object/Pers


Near collision of a vehicle or moveable ground equipment with a stationary aircraft.  Includes near collision with an aircraft stationary 
at a holding point or a taxiway intersection, or a parked aircraft.


AD.06.10   Near Collision - Equipment & Aircraft


An aircraft under tow nearly collided with an object or person. Excludes aircraft nearly colliding with an object or person when taxiing 
(using aircraft power), in the sense that the tow vehicle driver, not the aircraft crew, is in control of the motion.


AD.06.12   Near Collision - Towed Aircraft


An event related to a clearance non-adherence to exclusion zones, aircraft restricted zones, danger areas, clearance signals by a 
vehicle (e.g. entered controlled area without appropriate marshallers, clearance, non-responsive to movement signals etc.).


AD.06.14   Vehicle Clearance Non-adherence


An event related to a vehicle or moveable ground equipment obstructing aircraft operations on the aerodrome as a result of its 
location or proximity to an aircraft operating area (e.g. crane boom extension too high, parked vehicle blocking taxiway).


AD.06.16   Object Obstructing Aircraft Operations


AD.10 Aerodrome Emergency or Fire Service


An event where the aerodrome emergency or fire services were deployed. Note: Only to be used as a secondary keyword.AD.10.02   Emergency or Fire Services Deployed


An event involving the aerodrome emergency or fire services being insufficient for the requirements or not being available when 
required.


AD.10.04   Emergency or Fire Services Insufficient


AD.12 Aerodrome Maintenance & Construction


Deficient cleaning of the work area related to aerodrome construction and works in the airside, that could lead to presence of waste, 
FOD, etc.


AD.12.02   Construction and Works Cleaning


Deficient delineation of works area (incorrect shape/size/colour of markers/markings, incorrect location, obstructed, damaged, not 
illuminated when applicable, missing sign, etc.) related to aerodrome construction/maintenance in the airside area.


AD.12.04   Construction and Works Management


Poor behaviour/conduct not in accordance with procedures by persons involved in aerodrome maintenance or construction.AD.12.06   Maintenance/Construction Worker 
Behaviour


Events involving the inadequate planning or evaluation of AAS maintenance tasks. (Includes events involving the incorrect monitoring 
of the expiry of maintenance intervals, whereby the usage of the AAS component has exceeded the prescribed usage limits).


AD.12.08   Maintenance Tasks - AAS


An event involving the unplanned / unscheduled activation of the Aircraft Arrestor System (including either the Aircraft arresting cable 
and/or barrier).


AD.12.10   Unplanned Activation - AAS


AD.16 Aerodrome Equipment


Failure/malfunction of aerodrome communications equipment. Includes Aerodrome Emergency Alerting System and Ground/Ground 
Communications.  Note: For ATC communication equipment failure, use different code: [Airspace Communications Equipment].


AD.16.02   Aerodrome Communications


Deficiency with aerodrome signs, e.g. incorrect shape/size, incorrect location, obstructed, damaged, not illuminated (when 
applicable), missing signs (not placed or lost/damaged), etc. Includes Apron, Obstacle, Runway and Taxiway signs.


AD.16.04   Aerodrome Signs


Deficiency with aerodrome marking. Includes Apron, Obstacle, Runway and Taxiway marking.  Marking: A symbol or group of symbols 
displayed on the surface of the movement area in order to convey aeronautical information.


AD.16.06   Aerodrome Marking


Failure/malfunction of aerodrome lighting, e.g. broken/missing light, low brightness, nil operation (not as a result of incorrect 
selection on a control panel), obscured, etc.  Includes Approach, Apron, Obstacle, Runway and Taxiway lighting.


AD.16.08   Aerodrome Lighting
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Deficiency with the condition of aerodrome surfaces.  Includes Apron, Runway, Runway Strip and Taxiway surfaces.AD.16.10   Aerodrome Surfaces


Failure/malfunction of aerodrome power. Includes Main Power, Back-up Power, Battery, Electrical Power Circuit, Generator, Ground 
Power Alarm,  Power Control System and Uninterruptible Power Supply.


AD.16.12   Aerodrome Power


Failure/malfunction of Aerodrome Support Equipment. Includes EMS/Fire Services, Runway Maintenance, Weather Measurement and 
any other equipment/vehicle used by aerodrome services (buses, trucks, security services vehicles etc.).


AD.16.14   Aerodrome Support Equipment


Failure/malfunction of an Aircraft Arrestor System. Note: If failure/malfunction result in uncommanded activation of the AAS, use 
primary code: [Unplanned Activation - AAS].


AD.16.16   Aircraft Arrestor System (AAS)
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Events related to the safe operation of an aircraft.


AO Aircraft Operations Keywords


AO.02 Aircraft Handling


Situations where an aircraft failed to engage an arrestor system as intended.AO.02.02   Arresting System Missed


An event involving a buffet/stall by a fixed wing aircraft.AO.02.04   Buffet/Stall


The crew encounter minor aircraft control difficulties while airborne or on ground. Note: If flight safety was significantly 
compromised, use different code: [Loss of Control].


AO.02.06   Control Issues


An event in which the aircraft fails to achieve its published performance.AO.02.08   Degraded Performance


A controlled emergency landing on water as the result of previous events (e.g. was the best landing option to maximise safety of 
aircraft occupants, or was the only landing option). Note: Only to be used as a primary keyword.


AO.02.10   Ditching


The crew ejected from the aircraft. Note: Only to be used as a primary keyword.AO.02.12   Ejection


An unplanned descent as the result of previous events. Emergency Descent: An immediate high rate descent to ensure the continued 
safety of the aircraft/occupants. Precautionary Descent: A controlled descent to ensure the safety of the aircraft/occupants.


AO.02.14   Emergency/Precautionary Descent


The flight termination system is activated (Uncrewed Aircraft Systems).AO.02.16   Flight Termination System - UAS


An unplanned landing as the result of previous events (i.e. aircraft can no longer sustain normal flight and must land, or continued 
flight inadvisable due to system failure). Note: For forced landing on water, use different code: [Ditching].


AO.02.18   Forced/Precautionary Landing


Vertical acceleration or rate of descent limit for the aircraft on touchdown, set out in the aircraft flight manual, is exceeded, or 
damage occurs during the landing.


AO.02.20   Hard Landing


The aircraft sustains a structural failure or damage to the airframe, including rotors for rotary wing aircraft, to the extent that 
controlled flight is no longer possible.


AO.02.22   In-Flight Break-up


An engine was shutdown in flight. Note: If IFSD is propulsion system related, use secondary code from the [Aircraft Technical 
Failure/Malfunction]-[Power Plant/Propulsion] keyword group. If IFSD is fire related, use primary code: [Fire].


AO.02.24   In-Flight Shutdown (IFSD) - Engine


The aircraft landed on the runway but further along the runway than the intended touch-down zone. Touchdown zone: the portion of 
a runway, beyond the threshold, where it is intended landing aircraft first contact the runway.


AO.02.26   Long Landing


When the aircraft is upset and control of the aircraft is lost or there is significant difficulty controlling the aircraft either airborne or on 
the ground. Note: If occurrence relates to minor controllability issues, use different code: [Control Issues].


AO.02.28   Loss of Control


An aborted landing as the result of previous events. Missed Approach: Unsuccessful completion of an instrument approach procedure. 
Go-Around: A discontinued approach, requiring the pilot to climb and circle around for another approach.


AO.02.30   Missed Approach/Go-Around


An event involving an IFR approach for which the intermediate and final approach legs joining conditions do not comply with the 
prescription of the operational documentation.


AO.02.32   Non-Compliant Approach


An event involving flight beyond the parameters set out in the aircraft flight manual and not otherwise specified in another keyword.AO.02.34   Operation Outside Aircraft Limitations


The airspeed limit has been exceeded for the current aircraft configuration as published in the aircraft flight manual and includes 
exceeding general airframe limits such as VNE; extension speeds for flaps, slats, spoilers; undercarriage extension speed.


AO.02.36   Over Speed - Aircraft


The engine speed limit (gas-turbine and piston engines), propeller speed limit (turboprop engines) or rotor speed limit (rotary wing 
aircraft) has been exceeded for the current propulsion system operating parameters.


AO.02.38   Over Speed - Propulsion


The aircraft structural limits have been exceeded. Structural limits (also referred to as acceleration limits or limit load factors) are set 
to ensure that g loading induced flexure will not damage the airframe or shorten the aircraft design life.


AO.02.40   Over Stress


The engine temperature limit has been exceeded for the current engine operating parameters.AO.02.42   Over Temperature - Engine


A turboprop engine (fixed wing) or turboshaft engine (rotary wing) has exceeded the maximum allowable engine or gearbox torque 
for a given operating condition or time limit. Over torque can cause internal damage to an engine or a gearbox.


AO.02.44   Over Torque - Engine


Any circumstance by which the pilot discontinues the take-off after commencement of the take-off roll. A rejected take-off may be 
initiated by flight crew or ATC.


AO.02.46   Rejected Take-Off


The Return-to-Home (RTH) mode is activated (Uncrewed Aircraft Systems).AO.02.48   Return-to-Home - UAS


An aircraft veers off the side of the runway or overruns the runway threshold. Occurs during take-off or landing only, and may be 
either intentional or unintentional.


AO.02.50   Runway Excursion


When an aircraft touches down prior to the runway threshold during an approach to land.AO.02.52   Runway Undershoot


The aircraft landed on the runway but before the aim point (except if that is the runway threshold). Aim point: the portion of a 
runway, beyond the threshold, where it is intended the landing aircraft first contacts the runway.


AO.02.54   Short Landing


An event involving an overweight take-off or a take off with an incorrect centre of gravity (outside envelope).AO.02.56   Take-off Overweight/Incorrect CG


A crew continues to land from an approach where there is sufficient evidence of a significant deviation from the aircraft approach 
profile parameters stipulated in standard operating procedures.


AO.02.58   Unstable Approach


An aircraft contacts the intended landing area with the landing gear retracted. This could be intentional due to a mechanical issue or 
unintentional as the result of a distraction.


AO.02.60   Wheels Up Landing


AO.04 Aircraft Loads/Stores


An event related to the carriage of an internal load. Note: If event relates to the planned release of cargo or paratroops, use different 
code: [Internal Load Airdrop] -or- [Paratrooping]. For emergency load release, use primary code: [Cargo Jettisoned].


AO.04.02   Internal Load Carriage


An event that relates to the planned release of an internal cargo load in flight. Note: If event relates to the planned release of 
paratroops, use different code: [Paratrooping]. For emergency load release, use different code: [Cargo Jettisoned].


AO.04.04   Internal Cargo Airdrop


An event related to the carriage of an external cargo load. Includes events where an unintentional release of an external load 
occurred. Note: For emergency release of an external load, use primary code: [Cargo Jettisoned].


AO.04.06   External Load Carriage


An event that relates to the intended release of an external load. Note: for an unintentional release of an external load, use different 
code: [External Load Carriage]. For emergency release of an external load, use different code: [Cargo Jettisoned].


AO.04.08   External Load Release


An event related to the carriage of Dangerous Goods as an internal load or external load.AO.04.10   Dangerous Goods Load
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The intentional jettison (dropping/emergency release) of a cargo load from an aircraft that has been triggered by a preceding event. 
Includes internally and externally carried loads.


AO.04.12   Cargo Jettisoned


An event related to the release/exit of paratroopers from an aircraft in flight.AO.04.14   Paratrooping


An event that relates to the release of aircraft stores.AO.04.16   Stores Release


AO.06 Balloon Operations


Events when balloon rotation is excessive, insufficient or not functioning.AO.06.02   Balloon Rotation


When an obstacle catches the balloon envelope or basket.AO.06.04   Balloon or Basket Caught on Obstacle


Basket sliding/dragging.AO.06.06   Basket Sliding/Dragging


When the balloon conducts a lay-over landing or the basket is otherwise tipped over during flight operations.AO.06.08   Basket Tipped Over


Envelope panels burned.AO.06.10   Envelope Panels Burned


Envelope ripped.AO.06.12   Envelope Ripped


Envelope skirt or scoop burned.AO.06.14   Envelope Skirt/Scoop Burned


Events involving lifting or dragging of ground personnel.AO.06.16   Lift/Drag of Ground Personnel


Person fell or was ejected from basket.AO.06.18   Person Fell/Ejected from Basket


Events involving Balloon impact with or landing on crew member(s) or other person(s).AO.06.20   Basket Impact with Person


Events involving Balloon impact with, or landing on objects, either moving or stationary.AO.06.22   Basket Impact with Object


Exceeding the maximum temperature indicated or the balloon envelope over temperature indicator has activated.AO.06.24   Envelope Over Temperature


AO.08 Conflict on Ground


When an aircraft collides with another aircraft, terrain, person or obstacle during taxi. Note:  If a collision occurs whilst the aircraft is 
stationary, use different code: [Collision - Stationary].


AO.08.02   Collision - Taxiing


When an aircraft collides with another aircraft, obstacle, vehicle or person within the runway strip during the take-off or landing 
manoeuvre.


AO.08.04   Collision - Take-off or Landing


When an aircraft has a near collision with another aircraft, terrain, person or obstacle during taxi. Note:  If a near collision occurs 
whilst the aircraft is stationary, use different code: [Near Collision - Stationary].


AO.08.06   Near Collision - Taxiing


When an aircraft comes into such close proximity that immediate evasive action was required, or should have been taken to avoid 
collision with another aircraft, obstacle, vehicle or person within the runway strip during the take-off or landing manoeuvre.


AO.08.08   Near Collision - Take-off or Landing


AO.10 Conflict while Airborne


An aircraft collides with another aircraft when both aircraft are in flight.AO.10.02   Collision - Airborne Aircraft


An aircraft collides with an uncrewed aircraft system (UAS) when both aircraft are in flight. Includes UAS colliding with UAS.AO.10.04   Collision - Airborne UAS


Aircraft in such close proximity with another aircraft that immediate evasive action was required to avoid collision or should have 
been taken prior to the aircraft coming in to conflict.


AO.10.06   Near Collision - Airborne Aircraft


Aircraft in such close proximity with an uncrewed aircraft system (UAS) that immediate evasive action was required to avoid a collision 
or should have been taken prior to the aircraft coming in to conflict.


AO.10.08   Near Collision - Airborne UAS


Aircraft close proximity events during the conduct of basic fighter / air combat manoeuvres or formation flying. Excludes loss of 
separation between aircraft and airborne near collision events.


AO.10.10   Aircraft Close Proximity 
(BFM/ACM/Form)


The required separation between aircraft was infringed. Includes failure to maintain separation between aircraft: being provided with 
an ANSP separation service; in uncontrolled airspace; in VFR and IFR in class E airspace; in military airspace.


AO.10.12   Loss of Separation


Events where it is reported that an uncrewed aircraft was observed or detected and was not known to be operating in the area 
beforehand.


AO.10.14   Sighting/Detection - UAS


AO.12 Conflict with Terrain


When an aircraft capable of continued flight and under crew control, is inadvertently flown into terrain or obstacles without sufficient 
or timely awareness by the crew to prevent the collision.  Terrain includes water.


AO.12.02   Controlled Flight Into Terrain (CFIT)


Collision of an aircraft in flight with terrain, vegetation or an object on the surface, when the crew were aware of the terrain or 
obstacle prior to the collision. Terrain includes water. Note: For wire collision, use different code [Wire Strike].


AO.12.04   Collision - Terrain/Obstacle


An airborne aircraft comes into such close proximity with terrain, vegetation or an object on the surface, where immediate evasive 
action was required or should have been taken and the crew were prior aware of the terrain/obstacle. Terrain includes water.


AO.12.06   Near Collision - Terrain/Obstacle


When part of the aircraft drags on, or strikes the ground, vegetation, obstacle or water during take-off or landing. Includes an engine 
pod or underwing store, or a rotor, propeller, wingtip or tail, contacting the ground, vegetation, obstacle or water.


AO.12.08   Ground Strike (Take-off or Landing)


When an aircraft strikes a wire, e.g. a power line, or telephone or guy wire, during normal flight operations. Note: For wire strike 
during a forced landing, or striking a wire fence, use different code: [Collision - Terrain/Obstacle].


AO.12.10   Wire Strike


AO.14 Crew and Cabin Safety


When the aircraft cabin has not been appropriately prepared for the current phase of flight; e.g. incorrect arming/disarming of doors; 
oven or coffee brewers left on; cabin systems not secured after flight.


AO.14.02   Cabin Preparation


Where the actions of a passenger adversely or potentially affects the safety of the aircraft.AO.14.04   Passenger Related


When aircraft occupants or objects are not appropriately restrained for the flight operation or phase of flight; e.g. individuals not 
wearing seatbelts when required to do so; galley equipment not restrained when required.


AO.14.06   Unrestrained Occupants/Objects


FOD discovered inside the aircraft during flight operations. Note: For aerodrome FOD, use different code: [Aerodrome FOD Control]. 
For maintenance FOD, use different codes from the [Maintenance Operations]-[FOD Control during Maintenance] keyword group.


AO.14.08   FOD in Aircraft


Crew performed duties without correct currency, recency or proficiency.AO.14.10   Crew not Current/Recent/Proficient


Crew performed duties whilst being unfit for duty i.e. TMUFFAO.14.12   Crew Flew when Unfit for Duty


Interference with the aircraft. Includes foreign or domestic aircraft manoeuvring in an unsafe manner or close proximity, 
laser/spotlight, model aircraft, radio interference, weather balloons. Excludes collision or near collision with other aircraft/UAS.


AO.14.14   Interference with Aircraft
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An event involving the potential interference or actual interference of aircraft systems from a PED or other mobile device. Includes 
unauthorised usage of a PED or mobile device.


AO.14.16   Personal Electronic Device (PED)


AO.16 Crew ATC/ATM Deviation


Crew deviate from an ATC clearance.AO.16.02   ATC Clearance


Crew deviate from ATC instructions.AO.16.04   ATC Instructions


Crew deviate from ATC assigned level.AO.16.06   Assigned Level


Crew deviate from ATC assigned airspace.AO.16.08   Assigned Airspace


Crew deviate from an ATM procedure.AO.16.10   ATM Procedure


An unauthorised entry of an aircraft into airspace for which a clearance is required.AO.16.12   Airspace Infringement


AO.18 Crew Communications


The crew used an incorrect call sign, responded to an incorrect call sign, or experienced call sign confusion.AO.18.02   Crew Incorrect Call Sign


An event related to communication between the crew and external parties (e.g. ATC, ground services). Excludes technical issues 
related to the aircraft communication system. Note: For crew call sign error, use different code: [Crew Incorrect Call Sign].


AO.18.04   Crew External Communication


Relates specifically to a loss or breakdown of communication between flight crew, cabin crew or associated ground staff.  Note:  For 
aircraft communications system failure/malfunction use different code: [Communication System].


AO.18.06   Crew Internal Communication


An event related to the crew use of headsets. Note: For aircraft communications system technical failure/malfunction involving the 
headset, use different code: [Communication System].


AO.18.08   Crew Use of Headsets


An event related to the prolonged loss of communication between an aircraft and ANSP.AO.18.10   Prolonged Loss of Communication


An event involving the selection and usage of transponders.AO.18.12   Transponder Selection and Usage


AO.20 Crew Procedural Errors


An event involving errors when entering data into aircraft systems.AO.20.02   Data Entry Error


The crew did not complete the checklist required for a given event, activity or operation.AO.20.04   Did Not Complete Checklist


The crew did not complete the documentation required for flight.  Includes aircraft log, aircraft load, flight authorisation and life 
support/personal equipment documentation.


AO.20.06   Did Not Complete Documentation


The crew performed an incorrect checklist action required for a given event, activity or operation. Note: for incorrect response to a 
warning system, use different code: [Incorrect Response to Warning System].


AO.20.08   Incorrect Checklist Action


An aircraft system is incorrectly set for the current or intended phase of flight; e.g. fail to extend the landing gear before landing; 
inadvertently retract the landing gear after landing; incorrectly configure the flaps or slats.


AO.20.10   Incorrect Configuration


Safety events relating to transfer of control of the aircraftAO.20.12   Incorrect Handover/Takeover


An event involving the incorrect response of crew following the operation of an aircraft warning system.AO.20.14   Incorrect Response to Warning System


Incorrect interpretation of automation or instrumentation by the crew.AO.20.16   Interpretation of 
Automation/Instruments


AO.22 Fire/Smoke/Fumes


Any fire that has been detected and confirmed in relation to an aircraft operation.  Note: If smoke or fumes are associated with the 
fire, also use secondary code: [Smoke] -and/or- [Fumes].


AO.22.02   Fire


When a smoke alarm activates, smoke is observed inside the aircraft or from an external component of the aircraft. Note: If fumes are 
associated with the smoke, also use secondary code: [Fumes].


AO.22.04   Smoke


When abnormal fumes or smells are reported on board the aircraft. Note:  If smoke is associated with the fumes, use primary code: 
[Smoke].


AO.22.06   Fumes


AO.24 Flight Navigation


An event involving the confusion of the aircraft altitude or heading by the crew.AO.24.02   Altitude/Heading Confusion


When a pilot takes off from, conducts the departure procedures, lands or attempts to land from final approach on, or operates in the 
circuit to, an area other than that authorised or intended for landing or take-off.


AO.24.04   Wrong Runway


An aircraft is operated below the designated or planned Lowest Safe Altitude (LSALT) for the in-flight conditions and phase of flight.AO.24.06   Flight Below Minimum Altitude


When the pilot operating under the VFR enters IMC when the pilot was not intending to or unaware that the aircraft would, enter IMC.AO.24.08   Inadvertent IMC


When a pilot is operating in normal visibility conditions and encounters restricted visibility below the level which the pilot had 
expected. Note: When visual reference to the horizon or ground is also lost, use primary code: [Loss of Visual Reference].


AO.24.10   Inadvertent Restricted Visibility


An airborne UAS, flying in a controlled or uncontrolled manner, exits the specified or intended operational volume or defined risk 
buffer (as specified in the UAS CONOPS - Concept of Operations).


AO.24.12   Excursion out of Operational Volume - 
UAS


While operating the UAS it lands, whether under control or not under control, including crash landing, outside the intended safety 
zone. Excludes UAS operation where a safety zone is not defined.


AO.24.14   Landing Outside Safety Zone - UAS


An event related to significant holding or delays that were not anticipated to be experienced, or conveyed as an expected delay. Note: 
If significant holding results in a low fuel state, use primary code: [Low Fuel].


AO.24.16   Significant Holding


AO.26 Fuel Related


An event involving the management of the fuel system and usage during flight. Note: If fuel management results in starvation (e.g. 
selecting incorrect/empty fuel tank), use primary code: [Fuel Starvation].


AO.26.02   Fuel Management


When the aircraft has become completely devoid of useable fuel.AO.26.04   Fuel Exhaustion


Fuel supply to the engine is interrupted, but usable fuel is on board. Note: If starvation is the result of contamination, use primary 
code: [Contaminated Fuel Loaded].


AO.26.06   Fuel Starvation


The usable fuel quantity in the aircraft tanks becoming so low that the safety of the aircraft is compromised. Note: Secondary code to 
be selected to identify reason, e.g. [Significant Holding] -or- [Unforecast Weather] -or- [Fuel System] etc.


AO.26.08   Low Fuel
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Unplanned reduction of fuel quantity as the result of previous events. Dump: Intentional release of stored fuel from the aircraft tanks 
(for weight or quantity requirements) before landing. Burn Off: Intentional holding to consume fuel before landing.


AO.26.10   Fuel Dump/Burn Off


Operation issues with the airborne transfer of fuel from one aircraft to another. Note: If issues are the result of technical 
failure/malfunction of air to air fuel delivery or receiver systems, use different code: [Airborne Fuel Delivery/Receiver].


AO.26.12   Air To Air Refuelling


AO.28 Flight Planning/Preparation


An event involving incorrect flight planning sources during the preparation for a flight.AO.28.02   Flight Planning Information Sources


An event involving incorrect fuel planning during the preparation for a flight.AO.28.04   Fuel Planning


An event involving a take-off in violation of the minimum equipment requirements.AO.28.06   Minimum Equipment Violation


An event involving incorrect flight performance calculations.AO.28.08   Performance Calculations


An event involving incorrect, poor or insufficient pre-flight aircraft preparation.AO.28.10   Pre-Flight Aircraft Preparation


An event involving incorrect, poor or insufficient pre-flight briefing.AO.28.12   Pre-Flight Briefing


An incorrect flight plan or other route plan was used to prepare the flight.AO.28.14   Route Planning


An event involving incorrect, poor or insufficient weather planning.AO.28.16   Weather Planning


An event involving incorrect weight and balance calculations during flight planning or preparation.AO.28.18   Weight and Balance Calculations


AO.30 Glider/Towed Operations


Climb above the towing aircraft.AO.30.02   Climb above Towing Aircraft


Missing lift - thermal, slope or wave.AO.30.04   Missing Lift


Take-off interrupted. An interruption of the winch-launch.AO.30.06   Winch Take-off Interrupted


Failure/malfunction of equipment relating to aerotow operations.AO.30.08   Aerotow Equipment


Failure/malfunction of equipment relating to winch launching operations.AO.30.10   Winch Launch Equipment


AO.32 Ground/Ship Operations


The aircraft ran off the taxiway.AO.32.02   Taxiway Excursion


The aircraft ran off the apron.AO.32.04   Apron Excursion


Ship-Helicopter Operating Limits (SHOL), Ship-Uncrewed Aircraft System Operating Limits (SUOL) or Ship-Tilt Rotor Operating Limits 
(STROL) have been exceeded.


AO.32.06   SHOL/SUOL/STROL Exceedance


Any air disturbance from a ground-running aircraft propeller, rotor or jet engine that has caused, or has the potential to cause, injury 
or damage to property.


AO.32.08   Prop Wash/Rotor Wash/Jet Blast


The crew or passengers performed an emergency ground evacuation of the aircraft. Evacuation: the leaving of the aircraft through 
approved exits and using approved means IAW the aircraft emergency evacuation procedure.


AO.32.10   Evacuation


AO.34 Incorrect Use of Equipment


An event related to the crew calculation of the hold-over time (HOT) after anti-icing and/or de-icing, (maximum time available 
between anti-icing/de-icing and take-off). It includes calculation, availability of HOT tables, exceedance of HOT.


AO.34.02   Anti-Ice/De-Ice Hold-Over Time


An event involving the inadvertent or incorrect operation of engine controls.AO.34.04   Engine Controls


An event involving the incorrect use of emergency equipment.  Includes unintended/inadvertent activation of emergency equipment.AO.34.06   Incorrect Use of Emergency Equipment


An event involving the inadvertent or incorrect operation of flight controls.AO.34.08   Operation of Flight Controls


An event involving the incorrect setting of functions associated with altimeter instruments.AO.34.10   Incorrect Altimeter Setting


An event involving the incorrect or inadvertent operation of switches and other aircraft controls not otherwise listed.AO.34.12   Switch Operation


An event involving the incorrect or inadvertent operation of the undercarriage.AO.34.14   Undercarriage Operation


AO.36 Incursions


The incorrect presence of an aircraft, vehicle, equipment or person on the protected area of a surface designated for the landing and 
take-off of aircraft. Excludes animals.


AO.36.02   Runway Incursion


The incorrect presence of an aircraft, vehicle, equipment or person on the protected area of a surface designated for the Final 
Approach and Take Off Area (FATO). Excludes animals.


AO.36.04   FATO Incursion


The incorrect presence of an aircraft, vehicle, equipment or person on the protected area of a surface designated for the 
taxiing/ground movement of aircraft to/from the runway. Excludes animals.


AO.36.06   Taxiway Incursion


AO.38 Physiological/Sensory


Events where a pilot has lost visual reference to the horizon or ground.  Includes loss of artificial horizon and degraded visual 
environments (e.g. white-out, brown-out, artificial light leading to NVIS blooming). May result in spatial disorientation.


AO.38.02   Loss of Visual Reference


A failure to correctly sense the position, motion or attitude of the aircraft relative to the earth or other objects. May be due to 
vestibular error, loss of visual reference, illusions, or other physiological effect on orientation.


AO.38.04   Crew Spatial Disorientation/Illusion


Occurrence of unexpected/unusual symptoms or performance degrade causing impairment or incapacitation of a person during 
aircraft operation, or up to 6 hours after operation. Excludes spatial disorientation and illusions.


AO.38.06   Impairment and Incapacitation


A person required medical support for health assessment or treatment. Medical support may include AEHR, AVMO, ambulance or 
civilian or other emergency services.


AO.38.08   Medical Support


Includes any other event involving physiological, mental or emotional factors which can influence an individuals performance. May 
include factors such as dehydration, nutrition and mental/emotional states.


AO.38.99   Other Physiological/Sensory Events


AO.40 Warning System Triggered


Any airborne collision avoidance system, resolution advisory or equivalent type alert.AO.40.02   Airborne Collision Alert System Warning


Any ground proximity alert, resolution advisory or equivalent type alert.AO.40.04   Ground Proximity Alerts And Warnings


Any cockpit warning or alert that indicates the aircraft is approaching an aerodynamic stall.AO.40.06   Stall Warnings
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Situations in which an aural or visual aircraft warning device activates to alert the crew to a situation requiring immediate or prompt 
corrective action.


AO.40.08   Master Warnings/Class A Alarm


AO.42 Weather and Environment


An event involving the aircraft aquaplaning on the runway or other ground surface.AO.42.02   Aquaplaning


An event involving an aircraft encounter with a crosswind. Crosswind: a wind not parallel to the runway or the path of an aircraft.AO.42.04   Crosswind


An event involving an aircraft encounter with hail.AO.42.06   Hail


Events where icing adversely affects aircraft controllability and causes any of the following: induces a stall; renders navigation 
equipment unusable; changes operating characteristics of propellers or rotors; aircraft is unable to sustain level flight.


AO.42.08   Icing


The aircraft is struck by lightning.AO.42.10   Lightning Strike


An event involving the aircraft encountering snow or slush on the runway.AO.42.12   Snow/Slush


Aircraft performance or handling characteristics are affected by turbulence, windshear or a microburst.AO.42.14   Turbulence/Windshear/Microburst


Events related to weather conditions that were not forecast or not considered by the crew. Includes weather conditions not 
considered prior to flight or during the flight by crew.


AO.42.16   Unforecast Weather


An event involving an aircraft encounter with volcanic ash.AO.42.18   Volcanic Ash


AO.44 Wildlife and Bird Strikes


A collision between an aircraft and flying animal (bird, bat, flying fox etc.).  Includes bird strike to the aircraft in flight, taking off or 
landing and also when a bird carcass is found on a runway.


AO.44.02   Bird Strike


A collision between an aircraft and flightless wildlife. Note: For collision with a flightless bird (e.g. emu), use code: [Wildlife Strike]. For 
collision with a bat or flying fox, use different code: [Bird Strike].


AO.44.04   Wildlife Strike
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Events related to the safe provision of airspace services. Includes airspace management, information flow, coordination, equipment interaction, aeronautical 
information, meteorological services, and technical failure or malfunction of related equipment.


AS Airspace Services Keywords


AS.02 Airspace Management


An event involving the combining or splitting of airspace sectors.AS.02.02   Combining or Splitting of Sectors


An event involving the activation of a military airspace area.AS.02.04   Military Airspace Activation


An event involving military airspace activities.AS.02.06   Military Airspace Activities


An event involving the activation of a temporary airspace.AS.02.08   Temporary Airspace Activities


Airspace Services failed to provide traffic information to a pilot in relation to another aircraft, or provided inadequate traffic 
information to a pilot in relation to another aircraft, including information that was incomplete, incorrect or late.


AS.02.10   Traffic Information Provision


Where separation has been maintained but has not been planned, actioned or monitored appropriately. Includes inadequate ATC 
planning and where LoS was prevented through early detection, pilot reports, STCA activation or good luck.


AS.02.12   Loss of Separation Assurance


An event involving the effect of an airspace capacity reduction on Air Traffic Management operations.AS.02.14   Reduced Airspace Capacity


An event involving the effect of the closure of a civilian en route sector on military Air Traffic Management operations.AS.02.16   Closure of En Route Sector


An event involving the effect of the closure of a runway on Air Traffic Management operations. Runway: A defined rectangular area on 
a land aerodrome prepared for the landing and take-off of aircraft.


AS.02.18   Closure of Runway


An event requiring the closure of an aerodrome. Aerodrome: A defined area on land or water (including buildings, installations and 
equipment) intended to be used either wholly or in part for the arrival, departure and surface movement of aircraft.


AS.02.20   Closure of Aerodrome


AS.04 Information Flow


An event involving the unauthorised transmission of air/ground radio communication.AS.04.02   Air/Grnd Radio Unauthorised 
Transmission


An event involving ambiguous transmission of information by Airspace Services.AS.04.04   Ambiguous Transmission


An event related to airspace services personnel failing to spot incorrect information during hearback (listening) of a communication 
transmission.


AS.04.06   Hearback Error


An event related to airspace services personnel relaying incorrect information during readback (speaking) in a communication 
transmission. Note: For call sign readback error, use primary code: [Call Sign Confusion].


AS.04.08   Readback Error


When an aircraft acknowledges and responds to an instruction issued to another aircraft, or a Controller issues an instruction to the 
wrong aircraft, or there is potential for this to occur.


AS.04.10   Call Sign Confusion


An event involving frequency congestion that reduces the effectiveness of communications.AS.04.12   Frequency Congestion


An event involving frequency switching errors by AS personnel only.AS.04.14   Frequency Switching Error


An event involving an inappropriate frequency change.AS.04.16   Inappropriate Frequency Change


An event involving the provision of inappropriate information that led to an unsafe situation (to be used by AFIS and HFIS and helideck 
operators)


AS.04.18   Inappropriate Information Given


An event involving failure of radio communications in one direction.AS.04.20   Radio Communication Failure - One Way


An event involving failure of radio communications in two directions.AS.04.22   Radio Communication Failure - Two Way


An event involving the transfer of AS Communications.AS.04.24   Transfer of AS Communications


An event involving the quality of the airspace services communication transmission or reception.AS.04.26   Transmission/Reception Quality


AS.06 Coordination


Inadequate or absent coordination between AS personnel.  Relates to information exchange, agreement on clearances, transfer of 
control, or advice or information to be issued to aircraft as necessary for the safe and efficient conduct of flight.


AS.06.02   Breakdown of Coordination


An event involving the handling of an accident, incident or an emergency.AS.06.04   Emergency Handling


An event involving the handing over/taking over procedure.AS.06.06   Handover/Takeover Procedure


AS.08 Interaction with Equipment


An event involving the operation or interpretation of ADS-B equipment.AS.08.02   Interaction with ADS-B


An event involving the operation or interpretation of communications equipment.AS.08.04   Interaction with Communication 
Equipment


An event involving the operation or interpretation of Controller-Pilot Data Link Communications (CPDLC).AS.08.06   Interaction with CPDLC


An event involving the operation or interpretation of equipment warning devices.AS.08.08   Interaction with Equipment Warning 
Device


An event involving the operation or interpretation of Mode S.AS.08.10   Interaction with Mode S


An event involving the operation or interpretation of navigation equipment.AS.08.12   Interaction with Navigation Equipment


An event involving the operation or interpretation of surveillance equipment.AS.08.14   Interaction with Surveillance Equipment


An event involving the operation or interpretation of workstations or consoles.AS.08.16   Interaction with Workstation/Console


An event involving the operation or interpretation of equipment during a power outage or when using back up systems.AS.08.18   Interaction during Power Outage


AS.10 Operation Management


Airspace Services staff failed to follow a documented procedure.AS.10.02   Procedure Not Followed


Airspace Services staff performed duties without the correct currency, recency or proficiency.AS.10.04   Staff Not Current/Recent/Proficient


Airspace Services staff performed duties whilst being unfit for duty. Includes health/medical and fatigue.AS.10.06   Staff Unfit For Duty
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AS.12 Clearance Deviations


A clearance was cancelled, e.g. as the result of a runway incursion.AS.12.02   Clearance Cancelled


The clearance was given to the wrong aircraft.AS.12.04   Clearance Given to Wrong Aircraft


Clearances given were not suitable or achievable given the performance parameters of a specific aircraft type.AS.12.06   Clearance Not Suitable For Aircraft


The provision of a clearance that was unsafe for the circumstances.AS.12.08   Clearance Unsafe


The clearance was given for the wrong altitude.AS.12.10   Clearance Wrong Altitude


The clearance was given for the wrong heading.AS.12.12   Clearance Wrong Heading


The clearance was given for the wrong speed.AS.12.14   Clearance Wrong Speed


A clearance required for departure or arrival was not issued e.g. departure instructions.AS.12.16   Clearance Not Issued


AS.14 Aeronautical Information Services


An event involving erroneous data provided by the Aeronautical Information Service.AS.14.02   Aeronautical Info Inaccurate


An event involving out of date information provided by the Aeronautical Information Service.AS.14.04   Aeronautical Info Not Current


An event involving flight crew and Airspace Services using conflicting data sources, both different.AS.14.06   Aeronautical Info Conflicting Sources


An event involving incorrect aeronautical information data being used (i.e. wrong data).AS.14.08   Incorrect Aeronautical Info Data Used


AS.16 Meteorological Services


An event involving erroneous data provided by the Meteorological  Service.AS.16.02   Forecast Weather Inaccurate


An event involving out of date information provided by the Meteorological Service.AS.16.04   Forecast Weather Not Current


AS.18 Airspace Services Equipment


Failure/malfunction of Air Services communication equipment. Includes Air/Ground Radio, Backup Radio, Auto. Terminal Info. Service 
(ATIS), Adv. Technologies & Oceanic Procedures (ATOP), Controller Pilot Data Link Comm. (CPDLC), Telephone/Interphone.


AS.18.02   Airspace Communications Equipment


Failure/malfunction of approach aids. Includes DME, GLS, GS, ILS, LOC, marker beacon, MLS, NDB, PAPI, PAR, surface movement radar, 
TACAN, VASI and VOR.


AS.18.04   Approach Aids


Failure/malfunction of area navigation systems that provide for area navigation. Includes Global Navigation Satellite System (GNSS).AS.18.06   Area Navigation Systems


Failure/malfunction of flight data processing equipment. Includes FDPS airport and oceanic failures.AS.18.08   Flight Data Processing Equipment


Failure/malfunction of Human Machine Interface and support systems. Includes ATC Lighting Panel, Data Blocks, Electronic Flight 
Progress Strip (FPS) Display, Paper FPS, Support Information.


AS.18.10   HMI and Support Systems


Failure/malfunction of Air Traffic Management network systems.AS.18.12   Network Systems


Failure/malfunction of surveillance systems. Includes Airport Surface Det. Equip, Airport Mvmt. Area Safety System, Adv. Surface 
Mvmt. Guidance & Control System, Conflict Alert System, Terminal & en route Pri/Sec Radar, Mode A/C/S, Radar Data/Coverage.


AS.18.14   Surveillance Systems


Failure/malfunction of workstation/console positions. Includes Control and Monitoring Position, Situation Data Display, 
Workstation/Console.


AS.18.16   Workstation/Console Positions
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Events related to the safe provision of ground services. Includes marshalling, parking, fuelling and technical failure or malfunction of related equipment.


GS Ground Services Keywords


GS.01 Launch and Recovery


An event involving the non-adherence to launch and recovery procedures by a person performing launch and recovery actions. 
Excludes aircraft marshalling, parking and fuelling.


GS.01.02   Launch/Recovery Procedures Not 
Followed


An event involving communications issues between ground and flight crew during the conduct of launch and recovery procedures.GS.01.04   Launch/Recovery Communications


GS.02 Aircraft Marshalling


An event involving a marshaller giving an incorrect marshalling signal.GS.02.02   Incorrect Marshalling Signal Given


An event involving a marshaller giving an incorrect clearance signal (e.g. not enough clearance between aircraft and other object).GS.02.04   Incorrect Clearance Signal Given


An event involving the non-adherence to marshalling procedures by a person performing aircraft marshalling (e.g. marshaller actions 
not IAW procedures).


GS.02.06   Marshalling Procedures Not Followed


An event involving communications issues between ground and flight crew.GS.02.08   Marshalling Communications


An event involving the non adherence to pushback procedures.GS.02.10   Pushback Procedures Not Followed


An event involving a marshaller giving a late or delayed stop signal.GS.02.12   Late Stop Signal Given


GS.04 Aircraft Parking


An event where the parking procedures were not followedGS.04.02   Park Procedures Not Followed


An event where the parking position used was not suitable (size etc.) for the type or status of aircraft parked. Includes Ordnance 
Loading Area (OLA) parking events.


GS.04.04   Park Position not Suitable for Aircraft


An event where the incorrect or assigned parking position was used to park an aircraft. Includes Ordnance Loading Area (OLA) parking 
events.


GS.04.06   Incorrect Parking Position Used


GS.06 Aircraft Fuelling


An event involving the non-adherence to fuelling procedures.GS.06.02   Fuelling Procedures Not Followed


An event involving the incorrect quantity of fuel being loaded.GS.06.04   Incorrect Fuel Quantity Loaded


An event where the wrong grade or type of fuel was put into an aircraft.GS.06.06   Incorrect Fuel Type Loaded


An event involving contaminated fuel being loaded to an aircraft. Contaminated: The presence of a foreign substance in fuel (e.g. 
water, particulate matter, dissolvable or biological substances).


GS.06.08   Contaminated Fuel Loaded


An event involving the unplanned spillage of fuel during fuelling which contributes to an aviation safety hazard. All other fuel spills 
(i.e. non-aviation safety related) are to be reported via a Fuel Services Branch report.


GS.06.10   Fuel Spill During Fuelling


An event involving the contamination of a fuel vehicle. Contamination is the presence of a foreign substance in fuel such as water, 
particulate matter, dissolvable and biological substances.


GS.06.12   Fuel Vehicle Contaminated


An event involving error in the management of fuel vehicle management (e.g. dispatch of incorrect fuel vehicle configuration, 
serviceability or quality testing status).


GS.06.14   Fuel Vehicle Management


An event involving the non-adherence of fuel quality control procedures.GS.06.16   Fuel Quality Control


GS.08 Ground Services Equipment


Failure/malfunction of equipment used for servicing of aircraft with electrical power, water, catering, cleaning and waste disposal. 
Note: For aircraft maintenance equipment, use different code: [Maintenance Equipment].


GS.08.02   Aircraft Servicing Equipment


Failure/malfunction of aircraft fuelling equipment, like fuel vehicles/bowsers, stationary fuel distributors, fixed fuel distribution 
installations (underground systems).


GS.08.04   Fuelling Equipment


Failure/malfunction of a ground power unit (GPU). Applicable for both portable/mobile and fixed units.GS.08.06   Ground Power Unit (GPU)


Failure/malfunction of equipment used for aircraft towing, like tugs, tractors, and tow bars.GS.08.08   Towing Equipment
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Events related to the safe operation of maintenance. Principal use is aircraft maintenance, however may also be used for events related to the safe operation of 
maintenance on any aviation support system.


MO Maintenance Operations Keywords


MO.02 Maintenance Planning/Control


An anomaly was identified with a process or the operation/performance/availability of the MMIS used to record/document aircraft 
configuration and maintenance activity.


MO.02.02   Maintenance Management 
Information System


Inadequate planning for, or evaluation of, maintenance tasks. Includes unscheduled/corrective maintenance and scheduled 
maintenance (as identified in the aircraft maintenance programme to ensure component/system serviceability or expected service 
life).


MO.02.04   Maintenance Task Planning


Events involving the incorrect monitoring of the expiry of maintenance intervals, whereby the usage of the aircraft or component has 
exceeded the prescribed usage limits.


MO.02.06   Maintenance Task Interval Expired


Events involving incorrect/inadequate planning and/or evaluation for the implementation of repairs.  Repair:  A corrective 
maintenance task performed to restore an item to a specified condition.


MO.02.08   Repair Planning


The incorrect monitoring of the expiry of repair intervals, whereby the usage of the aircraft or component has exceeded the 
prescribed usage limits. Repair: A corrective maintenance task performed to restore an item to a specified condition.


MO.02.10   Repair Interval Expired


Inadequate planning for, or evaluation of airworthiness directives. A document mandating actions to be performed on an aircraft in a 
specific timeframe to restore an acceptable level of safety, when the level of safety level may otherwise be compromised.


MO.02.12   Airworthiness Directive Planning


Events involving the incorrect monitoring of the expiry of an Airworthiness Directive, whereby the usage of the aircraft or component 
has exceeded the prescribed usage limits.


MO.02.14   Airworthiness Directive Interval 
Expired


Inadequate planning for, or evaluation of service bulletins. A document recommending additional tasks, performed on a one-time or a 
short-term basis, to change configuration (modify), or ensure component/system serviceability or expected service life.


MO.02.16   Service Bulletin Planning


Events involving the incorrect monitoring of the expiry of Service Bulletin intervals, whereby the usage of the aircraft or component 
has exceeded the prescribed usage limits.


MO.02.18   Service Bulletin Interval Expired


Events involving the incorrect calculation or recording of weight and balance data, or levelling of the aircraft for any reason during the 
life of the aircraft. Includes maintenance practices necessary to prepare the aircraft for weighing.


MO.02.20   Weighing and Levelling


MO.04 Maintenance Inspections/Controls/Servicing


Events where defects or faults have been incorrectly assessed by maintenance personnel.MO.04.02   Incorrect Assessment of Defect or Fault


Events where inspections and controls were not performed when required.MO.04.04   Inspection Not Carried Out


Events where inspections and controls have been poorly executed.MO.04.06   Inspection Incorrectly Carried Out


Events where a servicing has not been carried out when it should have been. Servicing: All servicing tasks identified in the Aircraft 
Maintenance Programme (AMP).


MO.04.08   Servicing Not Carried Out


Events where a servicing has been incorrectly carried out. Servicing: All servicing tasks identified in the Aircraft Maintenance 
Programme (AMP).


MO.04.10   Servicing Incorrectly Carried Out


Events where a system was serviced or replenished using the wrong type of petroleum, oils and lubricants (POL) or gaseous products 
for the task (includes the use of contaminated POL or gas).


MO.04.12   Incorrect POL Used


Events where a system was serviced or replenished using expired petroleum, oils and lubricants (POL).MO.04.14   Expired POL Used


Events involving the failure to remove blanks, bungs, covers and other such devices.MO.04.16   Blanks or Covers Not Removed


Events where systems or access panels have not been secured after the inspection/control servicing during maintenance activities. 
Servicing: All servicing tasks identified in the Aircraft Maintenance Programme (AMP).


MO.04.18   Access Panels Not Secured (Servicing)


A fluid replenishment cap opened/removed during a maintenance activity/servicing was not or incorrectly closed or secured. 
Servicing: All servicing tasks identified in the Aircraft Maintenance Programme (AMP).


MO.04.20   Replenishment Cap Not/Incorrectly 
Fitted


MO.06 Installation/Removal/Repair/Test


Events where systems have not been correctly deactivated before the installation, removal, repair or testing during maintenance 
activities.


MO.06.02   Deactivation of System Before 
Maintenance


Events where parts or components have not been fully installed when they should have been during maintenance activities. Includes 
security of attaching/connecting hardware.


MO.06.04   Incomplete Installation


Events where parts or components have not been fully removed when they should have been during maintenance activities.MO.06.06   Incomplete Removal


Events where a part or component has been installed incorrectly, including installing components in the incorrect orientation, during 
maintenance activities. Includes security of attaching/connecting hardware.


MO.06.08   Incorrect Installation


Events where damage occurred to the aircraft during the installation or removal of a component.MO.06.10   Damage on Installation/Removal


Events where an unserviceable part or component has been installed.MO.06.12   Unserviceable Part Installed


Events where the wrong part or component has been installed, removed or repaired during maintenance activities.  Repair:  A 
corrective maintenance task performed to restore an item to a specified condition.


MO.06.14   Wrong Part 
Installed/Removed/Repaired


Events where a suspect or bogus part has been installed on an aircraft.MO.06.16   Suspect or Bogus Part Installed


Incorrect/incompatible software/firmware was installed in the aircraft or aeronautical product fitted to the aircraft.MO.06.18   Incorrect Software/Firmware Installed


Events where systems have not been correctly rigged during maintenance activities. Includes security of attaching/connecting 
hardware.


MO.06.20   Incorrect Rigging


An aircraft system was operated incorrectly, i.e. not IAW the maintenance data.MO.06.22   Incorrect System Operation


Events where operational or functional testing of systems have not been carried out when they should have been. Includes 
maintenance test flights.


MO.06.24   Functional Test Not Carried Out


Events where operational or functional testing of systems have been carried out incorrectly. Includes maintenance test flights.MO.06.26   Functional Test Incorrectly Carried Out


Events where systems have not been correctly reactivated after the installation, removal, repair or testing during maintenance 
activities.


MO.06.28   Activation of System After 
Maintenance
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Events where a repair has not been correctly carried out in accordance with the relevant procedures.  Repair:  A corrective 
maintenance task performed to restore an item to a specified condition.


MO.06.30   Repair Error


Events where damage occurred during the conduct of a repair.  Repair:  A corrective maintenance task performed to restore an item 
to a specified condition.


MO.06.32   Damage During Repair


Events where an unapproved modification has been carried out.MO.06.34   Unapproved Modification Carried Out


Events where systems or access panels have not been secured after the installation, removal, repair or testing during maintenance 
activities.


MO.06.36   Access Panels Not Secured 
(Maintenance)


MO.08 Fault Isolation/Troubleshoot


Events where systems have not been correctly deactivated before the testing of systems/components during maintenance activities.MO.08.02   Deactivation of System for 
Troubleshoot


Events where the isolation of faults/troubleshooting has not been not done or was incomplete during maintenance activities.MO.08.04   Fault Isolation Not Carried Out


Events where the isolation of faults/troubleshooting has been incorrectly carried out during maintenance activities.MO.08.06   Fault Isolation Incorrectly Carried Out


Events where systems have not been correctly reactivated after the testing of systems/components during maintenance activities.MO.08.08   Activation of System after 
Troubleshoot


MO.10 FOD Control During Maintenance


Foreign object check not performed when required, during the conduct of, or following completion of maintenance.MO.10.02   Foreign Object Check Not Carried Out


Foreign Object falling into an open system during the conduct of, or following completion of maintenance.  Foreign Objects include 
debris, material, tools or equipment.


MO.10.04   Foreign Object Falling into Open 
System


Foreign Object left in the aircraft following completion of maintenance.  Foreign Objects include debris, material, tools or equipment.MO.10.06   Foreign Object Left in Aircraft


Foreign Object left on tarmac or deck during the conduct of, or following completion of maintenance.  Foreign Objects include debris, 
material, tools or equipment.


MO.10.08   Foreign Object Left on Tarmac/Deck


Foreign Object is lost or missing during conduct of, or following completion of maintenance.  Foreign Objects include debris, material, 
tools or equipment.


MO.10.10   Foreign Object Lost or Missing


MO.12 Component Workshop Events


Incorrect repair of components during maintenance or overhaul.  Repair:  A corrective maintenance task performed to restore an item 
to a specified condition.


MO.12.02   Incorrect Repair of Component


Incorrect assembly of components during maintenance or overhaul. Includes assembly of components, sub-components and security 
of attaching/connecting hardware.


MO.12.04   Incorrect Assembly of Parts or 
Components


Incorrect testing of components during maintenance or overhaul.MO.12.06   Incorrect Testing of Component


MO.14 Use of Tools and Equipment


Events involving the use of the wrong tools or equipment for the maintenance task being performed.MO.14.02   Incorrect Tool/Equipment Used


Events involving the use of tools or equipment that is outside their calibration period.MO.14.04   Calibration Expired Tool Used


Events involving the use of defective tools or equipment to perform maintenance activities.MO.14.06   Defective Tools/Equipment Used


Events involving the inappropriate or improper use of tools to perform maintenance activities.MO.14.08   Inappropriate Use of Tool/Equipment


Failure/malfunction of equipment used to conduct aircraft maintenance. Includes general tooling/equipment and aircraft specific 
tooling/equipment. Note: For aircraft servicing equipment, use different code: [Aircraft Servicing Equipment].


MO.14.10   Maintenance Equipment


MO.16 Acceptance/Storage of Components/POL


Events involving the delivery of unserviceable parts to a maintenance organisation.MO.16.02   Delivery of Unserviceable Part


Events where unserviceable/quarantine components are accepted as serviceable genuine parts.MO.16.04   Unserv Component Accepted as Serv


Events where products, parts, appliances and materials of known suspect origin accepted as serviceable genuine parts.MO.16.06   Bogus Part Accepted as Serviceable


Events involving the storage of components or petroleum, oils and lubricants (POL) or gaseous products not in accordance with the 
Dangerous Goods storage requirements relevant to the Class of DG for the item.


MO.16.08   Storage of Components/POL (DG)


Events involving the storage of components or petroleum, oils and lubricants (POL) or gaseous products not in accordance with the 
relevant CMM or materiel storage requirements.  Excludes storage of Dangerous Goods.


MO.16.10   Storage of Components/POL (non DG)


MO.18 Maintenance Documentation/Certification


Events where the applicable maintenance data was misleading, incorrect or insufficient (design - data inaccuracy).MO.18.02   Insufficient Maintenance Data


Events where a maintenance task that has been performed has been incorrectly documented or not correctly certified.MO.18.04   Maintenance Not Matching 
Documentation


Events where a maintenance task has been registered and/or certified for, but not actually carried out (false maintenance record).MO.18.06   Documentation of Non-Executed 
Maintenance


Events where a maintenance task has been conducted or certified for by a person not authorised to conduct or certify the task.MO.18.08   Maintenance by Unauthorised 
Personnel


Events where an incorrect procedure/documentation was used for maintenance operation.MO.18.10   Incorrect Documentation Used


Events where the procedures or documentation used for a maintenance operation was out of date (expired/superseded).MO.18.12   Out of Date Documentation Used


Events where a maintenance task that has been performed has not been documented at all.MO.18.14   Undocumented Maintenance


Events where Certificate of Release to Service (CRS) documentation is missing or not correctly certified.MO.18.16   Certificate of Release to Service 


Events where component documentation provided for parts to be installed is missing or not correctly certified, does not have a DASR 
Form 1 (or equivalent), or accepted Alternate Artefact where required.


MO.18.18   Component Documentation Missing


Events where applicable additional maintenance requirements are insufficiently documented.MO.18.20   Insufficient Follow-on Documentation
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Any other event not listed elsewhere within the keyword taxonomy.  Note:  Selection of this keyword shall only be made when the user is sure that no other 
suitable keyword exists.


OE Any Other Event Keywords


N/A


Any other event not listed elsewhere within the keyword taxonomy.  Note:  Selection of this keyword shall only be made when the 
user is sure that no other suitable keyword exists.


N/A  
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Events related to the technical failure or malfunction of aircraft system(s).


TF Aircraft Technical Failure/Malfunction Keywords


TF.02 Airframe/Structure


Damage to the fuselage. Includes Rotorcraft Tail Boom.TF.02.02   Fuselage


Damage to the empennage.  Note: For flight control surface damage/malfunction (e.g. flaps, ailerons, rudder, etc.), use different code: 
[Flight Controls].


TF.02.04   Empennage


Damage to the wing. Note:  For flight control surface damage/malfunction (e.g. flaps, ailerons, rudder, etc.), use different code: [Flight 
Controls].


TF.02.06   Wing


Failure/malfunction/damage of a door (passenger, cargo, or emergency exit), or its component parts.TF.02.08   Doors/Exits


Failure/malfunction/damage of a window, windshield or canopy, or a related component part.TF.02.10   Window/Windshield/Canopy


Objects inadvertently falling from or detaching from an aircraft.TF.02.12   Objects Falling From Aircraft


TF.04 Power Plant/Propulsion


Failure/malfunction of a main rotor or associated components. Includes leakage and abnormal indications.TF.04.02   Rotorcraft - Main Rotor System


Failure/malfunction of a main rotor gearbox or associated component drives. Includes abnormal indications, leaks and 
cautions/warnings for chip detector, vibration, pressure, temperature.


TF.04.04   Rotorcraft - Main Rotor Drive System


Failure/malfunction of a tail rotor (anti-torque system) or associated components. Includes leakage and abnormal indications.TF.04.06   Rotorcraft - Tail Rotor System


Failure/malfunction of a tail rotor gearbox or associated component drives. Includes abnormal indications, leaks and 
cautions/warnings for chip detector, vibration, pressure, temperature.


TF.04.08   Rotorcraft - Tail Rotor Drive System


Failure/malfunction of a propeller or associated components. Includes leakage and abnormal indications.TF.04.10   Fixed Wing - Propeller System


Failure/malfunction of an engine. Includes leakage, abnormal indications and master caution/warning for power output, speed, 
vibration, pressure, temperature. Note: If engine was shutdown in flight, use primary code: [In-Flight Shutdown (IFSD) - Engine].


TF.04.12   Engine


Failure/malfunction of the engine reduction gearbox and/or associated component drives. Includes abnormal indications, leaks and 
cautions/warnings for chip detector, vibration, pressure, temperature.


TF.04.14   Engine - Reduction/Accessory Gearbox


Failure/malfunction of the engine fuel and control system. Includes leakage and abnormal indications. Note: for non-engine related 
fuel problems manifesting in flight, use different codes from the [Aircraft Operations]-[Fuel Related] keyword group.


TF.04.16   Engine - Fuel and Control


Failure/malfunction of the engine oil system. Includes leakage and abnormal indications.TF.04.18   Engine - Oil


Failure/malfunction of the engine bleed air (pneumatic) system. Includes pressure regulation, overheat events, leakage and abnormal 
indications. Note: For failure/malfunction of the aircraft bleed air system, use different code: [Aircraft Bleed Air].


TF.04.20   Engine - Bleed Air


Failure/malfunction of the thrust-reversing system, i.e. failing to operate as commanded. Includes leakage and abnormal indications. 
Note: For propeller reverse thrust failure/malfunction, use different code: [Propeller System].


TF.04.22   Engine - Thrust Reverser


TF.06 Systems


Failure/malfunction of aircraft air to air fuel delivery/receiver systems. Note: For air to air fuelling operation issues manifesting in 
flight, use primary code: [Air to Air Refuelling].


TF.06.02   Airborne Fuel Delivery/Receiver


Failure/malfunction of aircraft bleed air (pneumatic) system. Includes bleed air pressure regulation, bleed air overheat events and 
bleed air leakage. Note: For failure/malfunction of the engine bleed air system, use different code: [Engine - Bleed Air].


TF.06.04   Aircraft Bleed Air


Failure/malfunction of the aircraft anti-ice or de-ice system. Includes: pitot heat, de-ice boots, wing/leading edge anti-ice, carburettor 
heat, nacelle/engine anti-ice, window/windshield ice protection.


TF.06.06   Anti-Ice/De-Ice System


Failure/malfunction of the autoflight, autopilot, auto throttle, terrain following systems or its components. Includes hardware, 
firmware and software faults.  For automated landing system issues, use different code: [Automated Landing System].


TF.06.08   Autoflight


Failure/malfunction of the automated landing system or components.TF.06.10   Automated Landing System


Failure/malfunction of the APU. Excludes connecting systems (e.g. Environmental Control System). Note: For fuel management and 
supply issues affecting APU operation in flight, use primary code from the [Aircraft Operations]-[Fuel Related] keyword group.


TF.06.12   Auxiliary Power Unit (APU)


Failure/malfunction of the avionics system or components. Includes hardware, firmware and software faults.TF.06.14   Avionics


Failure/malfunction of the communication systems or components. Includes hardware, firmware and software faults.TF.06.16   Communication Systems


Failure/malfunction of transmission or reception of digital information from a UAS (loss of link).TF.06.18   Datalink - UAS


Failure/malfunction of aircraft egress systems (excluding ejection seats).TF.06.20   Egress System


Failure/malfunction of ejection seats or associated systems (ejection sequencing, system interfaces etc.).TF.06.22   Ejection Seat


Failure/malfunction of the aircraft electrical power generation or regulation system. Note: For failure/malfunction/damage of the 
electrical power, data or signals distribution system, use different code: [Electrical Wiring Interconnect System].


TF.06.24   Electrical Power


Failure/malfunction/damage of electrical power, data or signals distribution system (wires, cabling and associated connectors). 
Damage includes burning/melting, fluid contamination, mechanical or personnel induced, chafing, corrosion and overheating.


TF.06.26   Electrical Wiring Interconnect System


Failure/malfunction or corruption of data in an installed or portable EFB. Installed: Permanent part of the aircraft configuration. 
Portable: Laptops or handheld devices with or without installed hardware mounting/physical connections to the aircraft.


TF.06.28   Electronic Flight Bag (EFB)


Failure/malfunction of aircraft Electronic Warfare systems.  Includes offensive (e.g. jamming) and defensive (e.g. counter measures).TF.06.30   Electronic Warfare System


Failure/malfunction of the ELT.TF.06.32   Emergency Locator Transmitter


Failure/malfunction of any emergency or rescue system or equipment. Note: For failure/malfunction of CVR or FDR, use different 
code: [Recording Systems]. For failure/malfunction of ELT, use different code: [Emergency Locator Transmitter].


TF.06.34   Emergency Systems/Equipment


Failure/malfunction of the aircraft Enhanced Vision Imaging System (EVIS). EVIS can include colour camera, infrared camera, radar and 
a display. Note: For crew worn vision enhancing equipment, use different code: [Night Vision Devices].


TF.06.36   Enhanced Vision System


Failure/malfunction of the aircraft ECS. Includes abnormal air temperature control, cabin pressurisation and fume and smoke events 
where the aircraft ECS was identified as the source.


TF.06.38   Environmental Control System
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Failure/malfunction of the external load carrying system. Includes Winch, Hook/Strop, Sling, Cable/Wire. Hook/Strop: Combination of 
a hook and strop used for hoisting cargo or passengers from below, or securing cargo to the aircraft`s cargo hook.


TF.06.40   External/Slung Cargo System


Failure/malfunction of the fire protection system. Includes any fault relating to aircraft fire detection or suppression system, faults or 
failures of system components such as detection loops, indications/warnings, or extinguisher bottles.


TF.06.42   Fire Protection


Failure/malfunction of a primary or secondary flight control system. Includes any associated controls, switches, levers, or track 
mechanisms.


TF.06.44   Flight Controls


Failure/malfunction of the fuel system. Includes fuel leakage. Note: For fuel management and supply issues manifesting in flight, use 
primary code from the [Aircraft Operations]-[Fuel Related] keyword group.


TF.06.46   Fuel System


Failure/malfunction/damage of an internal aircraft furnishing or fitting, including component parts.TF.06.48   Furnishings and Fittings


Failure/malfunction of an uncrewed aircraft system (UAS) ground control station or mission control system.TF.06.50   Ground/Mission Control Station - UAS


Failure/malfunction of the hydraulic system. Includes leakage resulting in a fire hazard or contamination of aircraft structure, systems 
or equipment, or has endangered the aircraft, occupants or any other person.


TF.06.52   Hydraulic System


Failure/malfunction of Indicating systems or components. Includes hardware, firmware and software faults. Includes flight 
instruments, system Instruments and system monitoring.


TF.06.54   Indicating Systems


Failure/malfunction of Recording systems or components. Includes hardware, firmware and software faults. Includes CVR, FDR, HUMS, 
QAR.


TF.06.55   Recording Systems


Failure/malfunction/damage of the landing gear or component parts (including indicating component parts).TF.06.56   Landing Gear/Undercarriage


Failure/malfunction of UAS launcher systems.TF.06.58   Launcher - UAS


Failure/malfunction of the lighting system or components (i.e. internal and external, normal, night vision and infra red). Includes 
hardware, firmware and software faults.


TF.06.60   Lighting


Failure/malfunction of the mission planning system or components. Includes hardware, firmware and software faults.TF.06.62   Mission Planning System


Failure/malfunction of the navigation system or components. Includes hardware, firmware and software faults.TF.06.64   Navigation


Failure/malfunction of Night Vision Imaging System (NVIS) devices/goggles. Note: For aircraft night vision lighting or display, use 
different code: [Lighting] -or- [Indicating].


TF.06.66   Night Vision Devices


Failure/malfunction of on-board generation or stored gaseous or liquid oxygen systems. Includes leakage, possible contamination of 
aircraft structure, systems or equipment, or has endangered the aircraft, its occupants or any other person.


TF.06.68   Oxygen


Failure/malfunction of RTH mode (i.e. did not operate correctly). RTH: UAS are provided with a fly-home and auto-land mode. RTH 
may be manually activated (by operator), or activated automatically on low battery or signal loss.


TF.06.70   Return-to-Home Mode - UAS


Failure/malfunction of role equipment (e.g. winches, external tanks, additional portable oxy systems). Note: For failure/malfunction of 
weapon systems or electronic warfare systems, use different code: [Weapons/Ordnance] -or- [Electronic Warfare System].


TF.06.72   Role Equipment


Failure/malfunction of sonobuoy launcher.TF.06.74   Sonobuoy Launcher


Failure/malfunction of underwater sonar/locator beacon (The beacon intended to aid in the recovery of submerged flight data 
recorders and cockpit voice recorders).


TF.06.76   Underwater Sonar/Locator Beacon


Failure/malfunction of an aircraft drinking water or waste water system. Includes leakage which resulted in hazardous contamination 
of aircraft structure, systems or equipment, or has endangered the aircraft occupants or any other person.


TF.06.78   Water/Waste Water System


Failure/malfunction of aircraft weapons/ordnance systems.TF.06.80   Weapons/Ordnance


Failure/malfunction of crew worn items (helmet, gloves, aeronautical life support equipment, body armour, headsets, finger lights). 
Includes interference with cockpit controls. Note: For night vision equipment, use different code: [Night Vision Devices].


TF.06.82   Worn Equipment
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FIND THE OVERALL EVENT CLASSIFICATION REVIEW
Event classifications range from CLASS A to CLASS D. After establishing 
the event classification for the PIL, ADL and PRL, select the highest  
of the three values. This is the overall event classification. 


NOTE: If Class A or B, contact the DFSB Duty Officer  
on (02) 6144 9199 or DFSB.investigations@defence.gov.au


Changes should be made to the PIL, ADL and 
PRL (and subsequent event classification)  
if more information becomes available.  
This ensures that an accurate classification 
is recorded and key learnings are captured.


AIRCRAFT DAMAGE LEVEL (ADL)


OVERVIEW: 
The classification of an aviation event is a five-step process in which actual and potential 
consequences of the event are considered. Minimum classifications (from CLASS A  
to CLASS D) are assigned at steps 1 to 3 for the Personal Injury Level (1), Aircraft Damage  
Level (2) and Perceived Risk Level (3). Step 4 involves selecting the highest classification  
from steps 1-3. This is the overall classification for the event. Step 5 prompts users to review  
the event classification should additional information become available.


PERSONAL INJURY LEVEL (PIL)
PIL indicates the actual injuries that are the outcome of an aviation safety event. Using the 
descriptors below, identify the most severe injury sustained by an individual as a direct  
outcome of the aviation event.


FATAL SERIOUS MINOR* NO INJURY


PIL 
description


The highest 
level of injury 
was fatal.


The highest level of injury was 
a serious injury or illness as 
defined under the WHS Act.


The highest level 
of injury/exposure 
was minor.


No injuries 
were 
sustained.


Minimum 
event 
classification


CLASS A CLASS B CLASS C CLASS D


NOTE: 
If an injury was sustained as a direct consequence of an aviation event, ensure the Sentinel WHS stream within the ASR 
has been activated. 
*Minor injury/illness: As a direct result of the aviation safety event, a person(s) was injured or exposed to a hazardous 
substance/material, but does not meet the serious definition.


ADL indicates the actual damage that an aircraft experienced as an outcome of an aviation  
safety event. Using the descriptors below, identify the highest level of damage the aircraft  
sustained as a direct outcome of the aviation event.


NOTE:  
�	� Where multiple aircraft are assigned to a single event, ADL identifies the highest level of damage.


The PRL describes the potential consequences of an event by providing an indication of the risk that the event poses to aviation safety. The PRL  
is a subjective judgement determined by answering two questions in the provided matrix regarding the most negative credible consequence  
and the effectiveness of the remaining risk controls.


QUESTION 1:


If the aviation safety event had escalated, what would have been 
the most negative credible consequence?


NOTE: 


�	� Each event takes place in a unique context with various factors 
interacting to cause its outcome.


�	� Thoroughly consider the factors/circumstances that existed at the time 
of the event and how these could have interacted and escalated  
the consequence.


�	� The escalation could be due to actions by the people involved or how  
the event sequence could have developed in different ways.


�	� Determine the credible/plausible consequence(s) that could have 
happened if the event had escalated.


�	� Do not worry about the probability of the consequence(s) at this stage. 
Question 2 will take probability into account by considering  
the effectiveness of remaining risk controls.


�	� If you identify more than one negative credible consequence,  
select the one that is considered to be the most negative.


�	� If it was extremely unlikely that the event could have escalated  
into a negative consequence, then select ‘No Consequence’.


Select the corresponding row using the below descriptors.


PERCEIVED RISK LEVEL (PRL)


QUESTION 2:


How effective were the remaining risk controls in preventing the aviation 
safety event from escalating to the most negative credible consequence?


NOTE: 


�	� Some risk controls try to prevent an undesirable operational state and others try  
to recover the system into a safe state.


�	� Consider both the number and robustness of the remaining risk controls between  
this event and the most negative credible consequence identified in Question 1. 
Ignore risk controls which have already failed.


Select the corresponding column using the below descriptors.


DFSB — March 2025


Q1. MOST NEGATIVE CREDIBLE CONSEQUENCE


�	� Failure conditions that would prevent continued safe flight or safe landing. Flight-critical  
or safety-critical systems inoperative or unavailable.


�	� Total loss of flight controls, mid-air collision, collision with terrain, water or obstacle,  
or high speed surface movement collision.


�	 Complete incapacitation of crew, tasks cannot be performed.
�	 Fatality
�	 Aircraft destroyed (see ADL description).


CATASTROPHIC


�	� Significant reduction in safety margins or aircraft functional capabilities but continued safe 
flight or safe landing possible (for example requiring crew to follow emergency procedures 
as per Airplane Flight Manuals). Flight-critical or safety-critical systems affected.


�	� Near mid-air collision, near collision with terrain, water or obstacle requiring avoiding action.
�	� Physical distress or excessive workload of crew impairs ability to perform tasks accurately  


or completely.
�	� Serious injury or illness, or immediate or imminent exposure.
�	� Substantial aircraft damage (see ADL description).


MAJOR


�	� Slight reduction in safety margins or aircraft functional capabilities  
(for example requiring crew to follow abnormal procedures as per Airplane Flight Manuals). 
Flight-critical or safety-critical systems not affected.


�	�� Loss of separation not requiring avoiding action.
�	�� Physical discomfort of crew or a significant increase in crew workload or in conditions 


impairing crew efficiency.
�	� Minor injury or exposure.
�	� Moderate aircraft damage (see ADL description).


MINOR


�	� No effect on safety margins or aircraft functional capabilities. (for example normal  
procedures as per Airplane Flight Manuals).


�	 Negligible or no effect on air separation.
�	� Slight increase in crew workload which involve crew actions well within crew capabilities 


such as routine flight plan changes.
�	 No injury.
�	 No aircraft damage or minor aircraft damage (see ADL description).


NO  
CONSEQUENCE


CLASSIFICATION OF AVIATION EVENT – FLIGHT OPERATIONS


DESTROYED SUBSTANTIAL 
DAMAGE


MODERATE 
DAMAGE


NO DAMAGE 
OR MINOR 
DAMAGE


ADL 
description


Aircraft destroyed, 
missing, unrecoverable 
or sustained damage  
to such an extent  
that it is unrepairable 
or uneconomical  
to repair.


Aircraft sustained 
substantial damage 
or structural failure 
that requires 
extensive inspection 
but is economically 
repairable.


Aircraft sustained 
moderate damage 
that is repairable 
without extensive 
inspection, 
including  
engine change.


Aircraft sustained 
either:


1. no damage; or


2. minor damage 
that is repairable 
within two days.


Minimum 
event 
classification


CLASS A CLASS B CLASS C CLASS D


AVIATION SAFETY EVENT – FLIGHT OPERATIONS


Use this fact sheet to classify an aviation safety event that relates to Flight Operations. This includes:
�	 Air Operations General (DASR AO.Gen)
�	 Aircrew (DASR Aircrew)
�	 Organisation Requirements for Air Operations (DASR ORO)
�	 Uncrewed Aircraft System Operations – Certified Category (DASR UAS)
�	 Non-Defence Registered Aircraft Operations (DASR NDR)
�	 Flight Test Operations (DASR FT)
�	 Specific Purpose Approval (DASR SPA)
�	 Special Purpose Operations (DASR SPO).
NOTE: For aviation safety events that relate to Specific and Open Category UAS Operations, use the ‘Classification of Aviation Event  
– UAS Operations’ fact sheet.


Q2. EFFECTIVENESS OF REMAINING RISK CONTROLS


HIGHLY EFFECTIVE MOSTLY EFFECTIVE BARELY EFFECTIVE NOT EFFECTIVE


The remaining risk 
controls were highly 
effective typically 
consisting of several 
good safety barriers. 


The remaining risk controls 
were mostly effective with  
a considerable safety margin 
remaining. It is improbable 
that the event could have 
escalated into the most 
credible consequence.


Some risk controls were 
still in place, but their 
total effectiveness  
was minimal.


The only thing 
separating the event 
from the negative 
credible consequence 
was luck or exceptional 
skill, which is not 
trained or expected.


Class C
(Medium)


Class C
(Medium)


Class B
(High)


Class B
(Very High)


Class D
(Low)


Class C
(Medium)


Class C
(Medium)


Class B
(High)


Class D
(Very Low)


Class D
(Low)


Class C
(Medium)


Class C
(Medium)


Class D
(Very Low)


Class D
(Very Low)


Class D
(Low)


Class D
(Low)



mailto:DFSB.investigations%40defence.gov.au?subject=






1


2


4 5


3


FIND THE OVERALL EVENT CLASSIFICATION REVIEW
Event classifications range from CLASS A to CLASS D. After establishing 
the event classification for the PIL, ADL and PRL, select the highest  
of the three values. This is the overall event classification. 


NOTE: If Class A or B, contact the DFSB Duty Officer  
on (02) 6144 9199 or DFSB.investigations@defence.gov.au


Changes should be made to the PIL, ADL and 
PRL (and subsequent event classification)  
if more information becomes available.  
This ensures that an accurate classification 
is recorded and key learnings are captured.


* �Critical infrastructure: A facility that, if damaged by an uncrewed aircraft, may have an immediate and adverse effect on the health and safety of mission essential 
personnel or general public. Examples may include damage to chemical plants, armament storage and fuel storage facilities.


AIRCRAFT DAMAGE LEVEL (ADL) (if required, see Notes)


OVERVIEW: 
The classification of an aviation event is a five-step process in which actual and potential 
consequences of the event are considered. Minimum classifications (from CLASS A to CLASS D)  
are assigned at steps 1 to 3 for the Personal Injury Level (1), Aircraft Damage Level (2) and Perceived 
Risk Level (3). Step 4 involves selecting the highest classification from steps 1-3. This is the overall 
classification for the event. Step 5 prompts users to review the event classification should additional 
information become available.


PERSONAL INJURY LEVEL (PIL)
PIL indicates the actual injuries that are the outcome of an aviation safety event. Using the 
descriptors below, identify the most severe injury sustained by an individual as a direct  
outcome of the aviation event.


FATAL SERIOUS MINOR* NO INJURY


PIL 
description


The highest 
level of injury 
was fatal.


The highest level of injury was 
a serious injury or illness as 
defined under the WHS Act.


The highest level 
of injury/exposure 
was minor.


No injuries 
were 
sustained.


Minimum 
Event 
Classification


CLASS A CLASS B CLASS C CLASS D


NOTE: 
If an injury was sustained as a direct consequence of an aviation event, ensure the Sentinel WHS stream within the ASR  
has been activated. 
*Minor injury/illness: As a direct result of the aviation safety event, a person(s) was injured or exposed to a hazardous  
substance/material, but does not meet the serious definition.


ADL indicates the actual damage that an aircraft experienced as an outcome of an aviation  
safety event. Using the descriptors below, identify the highest level of damage the aircraft  
sustained as a direct outcome of the aviation event.


NOTE:  
�	� Unless explicitly specified in the individual UAS Operating Permit, ADL is not a required consideration for Specific or Open 


category UAS event classification.	
	 —� In the case where Specific Type A category UAS is DESTROYED and requires ADL assessment, turn off the Sentinel Event 


Classification ‘Auto Calculate’ feature and manually select Class B.
	 —� If the Specific or Open category UAS does not require ADL assessment, use Sentinel ADL selection ‘Unknown - Class D’.
�	� Where multiple aircraft are assigned to a single event, ADL identifies the highest level of damage.
�	 �In the case where Specific or Open category UAS operation damages crewed aircraft, Certified category uncrewed aircraft 


or critical infrastructure*, contact DFSB for ADL determination – (02) 6144 9199 or DFSB.investigations@defence.gov.au


The PRL describes the potential consequences of an event by providing an indication of the risk that the event poses to aviation safety. The PRL  
is a subjective judgement determined by answering two questions in the provided matrix regarding the most negative credible consequence  
and the effectiveness of the remaining risk controls.


Q1. MOST NEGATIVE CREDIBLE CONSEQUENCE


�	� Collision with crewed aircraft or Certified Category uncrewed aircraft.
�	� Collision with ground or water based personnel.
�	� Fatality.
�	� Critical infrastructure* destroyed.


CATASTROPHIC


�	� Incapacitation to UAS crew.
�	� Near collision with crewed aircraft or Certified category uncrewed aircraft 


requiring avoiding actions.
�	� Serious injury or illness, or immediate or imminent exposure.
�	� Uncrewed aircraft destroyed, or substantial damage (see ADL description).
�	� Substantial damage sustained to critical infrastructure*.


MAJOR


�	� A reduced ability of the UAS crew to cope with adverse operating conditions  
to the extent that there would be a significant reduction in safety margins.


�	� Loss of separation with crewed aircraft or Certified category uncrewed  
aircraft not requiring avoiding action.


�	� Minor injury or exposure.
�	� Moderate aircraft damage (see ADL description).
�	� Minor to moderate damage sustained to critical infrastructure*


MINOR


�	� Negligible or no effect on ability of the UAS crew to cope with adverse  
operating conditions.


�	� Negligible or no effect on air separation.
�	� No injury.
�	� No aircraft damage or minor damage (see ADL description).
�	� No damage sustained to critical infrastructure*


NO  
CONSEQUENCE


QUESTION 1:


If the aviation safety event had escalated, what would have been 
the most negative credible consequence?


NOTE: 


�	� Each event takes place in a unique context with various factors 
interacting to cause its outcome.


�	� Thoroughly consider the factors/circumstances that existed at the time 
of the event and how these could have interacted and escalated  
the consequence.


�	� The escalation could be due to actions by the people involved or how  
the event sequence could have developed in different ways.


�	� Determine the credible/plausible consequence(s) that could have 
happened if the event had escalated.


�	� Do not worry about the probability of the consequence(s) at this stage. 
Question 2 will take probability into account by considering  
the effectiveness of remaining risk controls.


�	� If you identify more than one negative credible consequence,  
select the one that is considered to be the most negative.


�	� If it was extremely unlikely that the event could have escalated  
into a negative consequence, then select ‘No Consequence’.


Select the corresponding row using the below descriptors.


PERCEIVED RISK LEVEL (PRL)


QUESTION 2:


How effective were the remaining risk controls in preventing the aviation 
safety event from escalating to the most negative credible consequence?


NOTE: 


�	� Some risk controls try to prevent an undesirable operational state and others try  
to recover the system into a safe state.


�	� Consider both the number and robustness of the remaining risk controls between  
this event and the most negative credible consequence identified in Question 1. 
Ignore risk controls which have already failed.


Select the corresponding column using the below descriptors.
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CLASSIFICATION OF AVIATION EVENT – UNCREWED AIRCRAFT SYSTEM (UAS) OPERATIONS


Q2. EFFECTIVENESS OF REMAINING RISK CONTROLS


HIGHLY EFFECTIVE MOSTLY EFFECTIVE BARELY EFFECTIVE NOT EFFECTIVE


The remaining risk 
controls were highly 
effective typically 
consisting of several 
good safety barriers. 


The remaining risk controls 
were mostly effective with  
a considerable safety margin 
remaining. It is improbable 
that the event could have 
escalated into the most 
credible consequence.


Some risk controls were 
still in place, but their 
total effectiveness  
was minimal.


The only thing 
separating the event 
from the negative 
credible consequence 
was luck or exceptional 
skill, which is not trained 
or expected.


Class C
(Medium)


Class C
(Medium)


Class B
(High)


Class B
(Very High)


Class D
(Low)


Class C
(Medium)


Class C
(Medium)


Class B
(High)


Class D
(Very Low)


Class D
(Low)


Class C
(Medium)


Class C
(Medium)


Class D
(Very Low)


Class D
(Very Low)


Class D
(Low)


Class D
(Low)


DESTROYED SUBSTANTIAL 
DAMAGE


MODERATE 
DAMAGE


NO DAMAGE  
OR MINOR 
DAMAGE


ADL 
description


Aircraft destroyed, 
missing, unrecoverable 
or sustained damage  
to such an extent  
that it is unrepairable  
or uneconomical  
to repair.


Aircraft sustained 
substantial damage 
or structural failure 
that requires 
extensive inspection 
but is economically 
repairable.


Aircraft sustained 
moderate damage 
that is repairable 
without extensive 
inspection, 
including  
engine change.


Aircraft sustained 
either:


1. no damage; or


2. minor damage 
that is repairable 
within two days.


Minimum 
event 
classification


CLASS B CLASS B CLASS C CLASS D


AVIATION SAFETY EVENT – UNCREWED AIRCRAFT SYSTEM OPERATIONS
Use this fact sheet to classify an aviation safety event that relates to Specific Category  
and Open Category Uncrewed Aircraft System Operations. This includes:
�	 Uncrewed Aircraft System Operations – Specific Type A Category (DASR UAS)
�	 Uncrewed Aircraft System Operations – Specific Type B Category (DASR UAS)
�	 Uncrewed Aircraft System Operations – Open Category (DASR UAS). 
NOTE: 	 ➢	  
�	� The classification of Specific or Open category UAS aviation safety events is to be principally based on PIL and PRL  


— ADL is not a required consideration. 
�	� For aviation safety events that relate to Certified Category UAS Operations, use the ‘Classification of Aviation Event  


– Flight Operations’ factsheet.
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FIND THE OVERALL EVENT CLASSIFICATION REVIEW
Event classifications range from CLASS A to CLASS D. After establishing 
the event classification for the PIL, ADL and PRL, select the highest  
of the three values. This is the overall event classification. 


NOTE: If Class A or B, contact the DFSB Duty Officer  
on (02) 6144 9199 or DFSB.investigations@defence.gov.au


Changes should be made to the PIL, ADL and 
PRL (and subsequent event classification)  
if more information becomes available.  
This ensures that an accurate classification 
is recorded and key learnings are captured.


STEP 2:  AIRCRAFT DAMAGE LEVEL (ADL)


OVERVIEW: 
The classification of an aviation event is a five-step process in which actual and potential 
consequences of the event are considered. Minimum classifications (from CLASS A  
to CLASS D) are assigned at steps 1 to 3 for the Personal Injury Level (1), Aircraft Damage  
Level (2) and Perceived Risk Level (3). Step 4 involves selecting the highest classification  
from steps 1-3. This is the overall classification for the event. Step 5 prompts users to review  
the event classification should additional information become available.


PERSONAL INJURY LEVEL (PIL)
PIL indicates the actual injuries that are the outcome of an aviation safety event. Using the 
descriptors below, identify the most severe injury sustained by an individual as a direct  
outcome of the aviation event.


FATAL SERIOUS MINOR* NO INJURY


PIL 
description


The highest 
level of injury 
was fatal.


The highest level of injury was 
a serious injury or illness as 
defined under the WHS Act .


The highest level 
of injury/exposure 
was minor.


No injuries 
were 
sustained.


Minimum 
event 
classification


CLASS A CLASS B CLASS C CLASS D


NOTE: 
If an injury was sustained as a direct consequence of an aviation event, ensure the Sentinel WHS stream within the ASR  
has been activated. 
*Minor injury/illness: As a direct result of the aviation safety event, a person(s) was injured or exposed to a hazardous 
substance/material, but does not meet the serious definition.


ADL indicates the actual damage that an aircraft experienced as an outcome of an aviation 
safety event. Using the descriptors below, identify the highest level of damage the aircraft 
sustained as a direct outcome of the aviation event.


NOTE:  
�	� Where multiple aircraft are assigned to a single event, ADL identifies the highest level of damage.
�	� For ADL determination of Certified Category Uncrewed Aircraft, use the ‘Classification of Aviation Event  


– Flight Operations’ fact sheet.
�	� For ADL determination of Specific and Open Category Uncrewed Aircraft, use the ‘Classification of Aviation Event  


– UAS Operations’ factsheet.


The PRL describes the potential consequences of an event by providing an indication of the risk that the event poses to aviation safety. The PRL  
is a subjective judgement determined by answering two questions in the provided matrix regarding the most negative credible consequence  
and the effectiveness of the remaining risk controls.


Q1. MOST NEGATIVE CREDIBLE CONSEQUENCE


�	� Deviation from approved standards which rendered the aircraft  
unairworthy or uncrashworthy.


�	� Aircraft destroyed (see ADL description).


CATASTROPHIC


�	� Deviation from approved standards having a significant effect  
on the airworthiness or crashworthiness of the aircraft.


�	� Substantial aircraft damage (see ADL description).


MAJOR


�	� Minor deviation from approved standards having a limited effect  
on the airworthiness or crashworthiness of the aircraft.


�	� Moderate aircraft damage (see ADL description).


MINOR


�	� Negligible or no effect on airworthiness or crashworthiness  
of the aircraft.


�	� No aircraft damage or minor aircraft damage to aircraft  
(see ADL description).


NO  
CONSEQUENCE


QUESTION 1:


If the aviation safety event had escalated, what would have been 
the most negative credible consequence?


NOTE: 


�	� Each event takes place in a unique context with various factors 
interacting to cause its outcome.


�	� Thoroughly consider the factors/circumstances that existed at the time 
of the event and how these could have interacted and escalated  
the consequence.


�	� The escalation could be due to actions by the people involved or how  
the event sequence could have developed in different ways.


�	� Determine the credible/plausible consequence(s) that could have 
happened if the event had escalated.


�	� Do not worry about the probability of the consequence(s) at this stage. 
Question 2 will take probability into account by considering 
the effectiveness of remaining risk controls.


�	� If you identify more than one negative credible consequence,  
select the one that is considered to be the most negative.


�	� If it was extremely unlikely that the event could have escalated  
into a negative consequence, then select ‘No Consequence’.


Select the corresponding row using the below descriptors.


PERCEIVED RISK LEVEL (PRL)


QUESTION 2:


How effective were the remaining risk controls in preventing the aviation 
safety event from escalating to the most negative credible consequence?


NOTE: 


�	� Some risk controls try to prevent an undesirable operational state and others try  
to recover the system into a safe state.


�	� Consider both the number and robustness of the remaining risk controls between  
this event and the most negative credible consequence identified in Question 1. 
Ignore risk controls that have already failed.


Select the corresponding column using the below descriptors.
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CLASSIFICATION OF AVIATION EVENT – AIRWORTHINESS


Q2. EFFECTIVENESS OF REMAINING RISK CONTROLS


HIGHLY EFFECTIVE MOSTLY EFFECTIVE BARELY EFFECTIVE NOT EFFECTIVE


The remaining risk 
controls were highly 
effective typically 
consisting of several 
good safety barriers.  


The remaining risk controls 
were mostly effective with  
a considerable safety margin 
remaining. It is improbable 
that the event could have 
escalated into the most 
credible consequence.


Some risk controls were 
still in place, but their 
total effectiveness  
was minimal.


The only thing 
separating the event 
from the negative 
credible consequence 
was luck or exceptional 
skill, which is not trained 
or expected.


Class C
(Medium)


Class C
(Medium)


Class B
(High)


Class B
(Very High)


Class D
(Low)


Class C
(Medium)


Class C
(Medium)


Class B
(High)


Class D
(Very Low)


Class D
(Low)


Class C
(Medium)


Class C
(Medium)


Class D
(Very Low)


Class D
(Very Low)


Class D
(Low)


Class D
(Low)


DESTROYED SUBSTANTIAL 
DAMAGE


MODERATE 
DAMAGE


NO DAMAGE 
OR MINOR 
DAMAGE


ADL 
description


Aircraft destroyed, 
missing, unrecoverable 
or sustained damage  
to such an extent 
that it is unrepairable 
or uneconomical  
to repair.


Aircraft sustained 
substantial damage 
or structural failure 
that requires 
extensive inspection 
but is economically 
repairable.


Aircraft sustained 
moderate damage 
that is repairable 
without extensive 
inspection, 
including  
engine change.


Aircraft sustained 
either:


1. no damage; or


2. minor damage 
that is repairable 
within two days.


Minimum 
event 
classification


CLASS A CLASS B CLASS C CLASS D


AVIATION SAFETY EVENT – AIRWORTHINESS


Use this fact sheet to classify an aviation safety event that relates to airworthiness. This includes:


�	 Maintenance Organisations (DASR 145)
�	 Continuing Airworthiness Management Organisations (DASR M)
�	 Aircraft Design, Production and Certification Organisations (DASR 21).
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FIND THE OVERALL EVENT CLASSIFICATION REVIEW
Event classifications range from CLASS A to CLASS D. After establishing 
the event classification for the PIL, ADL and PRL, select the highest  
of the three values. This is the overall event classification.


NOTE: If Class A or B, contact the DFSB Duty Officer  
on (02) 6144 9199 or DFSB.investigations@defence.gov.au


Changes should be made to the PIL, ADL and 
PRL (and subsequent event classification)  
if more information becomes available.  
This ensures that an accurate classification 
is recorded and key learnings are captured.


AIRCRAFT DAMAGE LEVEL (ADL)


OVERVIEW: 
The classification of an aviation event is a five-step process in which actual and potential 
consequences of the event are considered. Minimum classifications (from CLASS A  
to CLASS D) are assigned at steps 1 to 3 for the Personal Injury Level (1), Aircraft Damage  
Level (2) and Perceived Risk Level (3). Step 4 involves selecting the highest classification  
from steps 1-3. This is the overall classification for the event. Step 5 prompts users to review  
the event classification should additional information become available.


PERSONAL INJURY LEVEL (PIL)
PIL indicates the actual injuries that are the outcome of an aviation safety event. Using the 
descriptors below, identify the most severe injury sustained by an individual as a direct  
outcome of the aviation event.


FATAL SERIOUS MINOR* NO INJURY


PIL 
description


The highest 
level of injury 
was fatal.


The highest level of injury was 
a serious injury or illness as 
defined under the WHS Act.


The highest level 
of injury/exposure 
was minor.


No injuries 
were 
sustained.


Minimum 
event 
classification


CLASS A CLASS B CLASS C CLASS D


NOTE: 
If an injury was sustained as a direct consequence of an aviation event, ensure the Sentinel WHS stream within the ASR 
has been activated. 
*Minor injury/illness: As a direct result of the aviation safety event, a person(s) was injured or exposed to a hazardous 
substance/material, but does not meet the serious definition.


ADL indicates the actual damage that an aircraft experienced as an outcome of an aviation 
safety event. Using the descriptors below, identify the highest level of damage the aircraft 
sustained as a direct outcome of the aviation event.


NOTE:  
�	� Where multiple aircraft are assigned to a single event, ADL identifies the highest level of damage.
�	� For ADL determination of Certified Category Uncrewed Aircraft, use the ‘Classification of Aviation Event  


– Flight Operations’ fact sheet.
�	 �For ADL determination of Specific and Open Category Uncrewed Aircraft, use the ‘Classification of Aviation Event  


– UAS Operations’ fact sheet.


The PRL describes the potential consequences of an event by providing an indication of the risk that the event poses to aviation safety. The PRL  
is a subjective judgement determined by answering two questions in the provided matrix regarding the most negative credible consequence  
and the effectiveness of the remaining risk controls.


Q1. MOST NEGATIVE CREDIBLE CONSEQUENCE


�	� An airspace services attributable accident. For example: collision between aircraft; collision between aircraft and 
obstacles; Controlled Flight Into Terrain; loss of control in flight due to meteorological conditions and VORTEX  
(ANSP & ABM only).


�	� Total inability to provide safe ATM service (ANSP & ABM only).
�	� A runway incursion that results in a collision or near collision.
�	� Complete unplanned aerodrome closure (Aerodromes only).
�	� Incident having a significant effect on aviation safety (for example incident manifests  


on aircraft during take-off, flight or landing) (ACD only).


CATASTROPHIC


�	� An airspace services attributable incident involving circumstances indicating that an accident nearly occurred.  
Note: the difference between an accident and a serious incident lies only in the result. For example: critical near 
collision between aircraft; critical near collision between aircraft and obstacles; critical near Controlled Flight Into 
Terrain; critical near loss of control in flight due to meteorological conditions and VORTEX (ANSP & ABM only).


�	� Serious inability to provide safe ATM service, where the ability to provide ATM services is severely compromised  
and has the potential to impact many aircraft safe operations over a significant period of time (ANSP & ABM only).


�	� A runway incursion in which separation decreases and there is a significant potential for collision, which may  
result in a time-critical corrective/evasive response to avoid a collision.


�	� Major unplanned disruption to aerodrome operations, or, major unplanned aerodrome operations limitations  
(for example runway closure) (Aerodromes only).


�	� Reduction on the aerodrome's ability to deal with adverse conditions (Aerodromes only).
�	� Incident having a major effect on aviation safety (for example incident manifests on aircraft during loading  


or prior to take-off) (ACD only).


MAJOR


�	� An airspace services attributable incident associated with the operation of an aircraft, in which safety of aircraft  
may have been compromised, having led to a near collision between aircraft, with ground or obstacles.  
For example: near collision between aircraft; near collision between aircraft and obstacles and near Controlled  
Flight Into Terrain (ANSP & ABM only).


�	� Partial inability to provide safe ATM service (ANSP & ABM only).
�	� A runway incursion where there is ample time and/or distance to avoid a collision.
�	� Minor unplanned aerodrome operations limitations (for example taxiway closure) (Aerodromes only).
�	� Minor incident involving the use of aerodrome emergency procedures (Aerodromes only).
�	� Incident having a limited effect on aviation safety. (for example incident manifests prior to aircraft loading) (ACD only).


MINOR


�	� An airspace services attributable incident involving circumstances indicating that an accident, a serious or major 
incident could have occurred, if the risk had not been managed within safety margins, or if another aircraft had  
been in the vicinity. For example: situations where collision/near collision could have occurred in other conditions  
(ANSP & ABM only).


�	� Ability to provide safe but degraded ATM service (ANSP & ABM only).
�	� A runway incursion with no immediate safety consequences.
�	� Negligible or no effect on aviation safety (Aerodromes & ACD only).


NO  
CONSEQUENCE


QUESTION 1:


If the aviation safety event had escalated, what would have been  
the most negative credible consequence?


NOTE: 


�	� Each event takes place in a unique context with various factors  
interacting to cause its outcome.


�	� Thoroughly consider the factors/circumstances that existed at the time  
of the event and how these could have interacted and escalated 
the consequence.


�	� The escalation could be due to actions by the people involved or how  
the event sequence could have developed in different ways.


�	� Determine the credible/plausible consequence(s) that could have happened  
if the event had escalated.


�	� Do not worry about the probability of the consequence(s) at this stage. 
Question 2 will take probability into account by considering  
the effectiveness of remaining risk controls.


�	� If you identify more than one negative credible consequence,  
select the one that is considered to be the most negative.


�	� If it was extremely unlikely that the event could have escalated  
into a negative consequence, then select ‘No Consequence’.


Select the corresponding row using the below descriptors.


PERCEIVED RISK LEVEL (PRL)


QUESTION 2:


How effective were the remaining risk controls in preventing the aviation  
safety event from escalating to the most negative credible consequence?


NOTE: 
�	� Some risk controls try to prevent an undesirable operational state and others try  


to recover the system into a safe state.


�	� Consider both the number and robustness of the remaining risk controls between  
this event and the most negative credible consequence identified in Question 1.  
Ignore risk controls that have already failed.


Select the corresponding column using the below descriptors.
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CLASSIFICATION OF AVIATION EVENT – AVIATION SERVICES & FACILITIES


Q2. EFFECTIVENESS OF REMAINING RISK CONTROLS


HIGHLY EFFECTIVE MOSTLY EFFECTIVE BARELY EFFECTIVE NOT EFFECTIVE


The remaining risk 
controls were highly 
effective typically 
consisting of several 
good safety barriers.  


The remaining risk controls 
were mostly effective with  
a considerable safety 
margin remaining. It is 
improbable that the  
event could have  
escalated into the most  
credible consequence.


Some risk controls were 
still in place, but their 
total effectiveness  
was minimal.


The only thing 
separating the event 
from the negative 
credible consequence 
was luck or exceptional 
skill, which is not 
trained or expected.


Class C
(Medium)


Class C
(Medium)


Class B
(High)


Class B
(Very High)


Class D
(Low)


Class C
(Medium)


Class C
(Medium)


Class B
(High)


Class D
(Very Low)


Class D
(Low)


Class C
(Medium)


Class C
(Medium)


Class D
(Very Low)


Class D
(Very Low)


Class D
(Low)


Class D
(Low)


DESTROYED SUBSTANTIAL 
DAMAGE


MODERATE 
DAMAGE


NO DAMAGE 
OR MINOR 
DAMAGE


ADL 
description


Aircraft destroyed, 
missing, unrecoverable 
or sustained damage 
to such an extent  
that it is unrepairable 
or uneconomical  
to repair.


Aircraft sustained 
substantial damage 
or structural failure 
that requires 
extensive inspection 
but is economically 
repairable.


Aircraft sustained 
moderate damage 
that is repairable 
without extensive 
inspection, 
including  
engine change.


Aircraft sustained 
either:


1. no damage; or


2. minor damage 
that is repairable 
within two days


Minimum 
event 
classification


CLASS A CLASS B CLASS C CLASS D


AVIATION SAFETY EVENT – AVIATION SERVICES & FACILITIES


Use this fact sheet to classify an aviation safety event that relates to Aviation Services & Facilities. 
This includes:
�	 Air Navigation Service Providers (DASR ANSP)
�	 Air Battle Management (DASR ABM)
�	 Aerodromes (DASR 139) 
�	 Air Cargo Delivery (DASR ACD).
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Introduction 


Interviews are an important part of safety investigations. They provide an opportunity to gather 
relevant and accurate information to reconstruct an event and to better understand how and why it 
happened.  


Effective interviewing is an essential skill that takes time, practice and motivation to develop and 
maintain. A poor interview may undermine the outcomes of an investigation, but a good interview 
can reveal critical details and information that may be a turning point.  


This guide aims to bring together information from a number of sources to produce a consolidated 
tool about effective interviewing techniques for safety investigators. 


What is the purpose of Safety Investigation Interviews? 


An interview is an important tool that investigators can utilise to gather relevant and accurate 
information. As such, safety investigation interviews often aim to collect reliable information from 
interviewees to determine what happened, why it happened and corroborate other pieces of 
information. This collected information also assists in accepting and rejecting investigative hypotheses 
about how and why an event happened.  


Interviews also provide an opportunity to identify other interviewees that may possess relevant 
information to the event as well as identifying other relevant investigative actions, such as collecting 
new information or reviewing existing information.  
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Who should be interviewed? 


Deciding who to interview, and at what point in the investigation to conduct the interview, depends 
on the event as well as the interview itself.  


Interviews may be conducted with the following types of personnel: 


 


 


 


 


 


 


 


 


 


What are the objectives of my interview? 


It is important to consider what the overarching objectives of each interview are before you begin 
interviewing. A simple way of beginning this process is by thinking about an interview in the context 
of “At the end of this interview, I want the know the following; Issue 1, Issue 2, etc…” When creating 
interview objectives one should consider: 


 What ‘obviously’ needs to be included (such as the event timeline); 
 What should be included based on your own experiences; and 
 Using a structured thinking approach to developing interviewing objectives. 1 


Two common structured thinking approaches to interview objectives include mind maps and grids. 


Mind Map. A mind map places the key event at the centre and begins to expand outwards as you 
identify topics you want to know more about. As you categorise these topics you can begin to identify 
more specific aspects within each topic that you want to explore (see Figure 2). 


                                                           
1 A structured thinking approach is the process of creating or putting a framework to an unstructured problem 
to look at things at a macro level as well as identifying areas which required deeper understanding.  


Direct


• Directly involved. Should be interviewed as soon as possible to avoid degradation of
memories of the event. May include aircrew, air traffic controllers, engineers,
maintenance support, contractors and witnesses.


Indirect


• Indirectly involved. May be able to provide significant information about the
situational, organisational or technical factors that may have contributed to the event.
May include supervisors, safety officers or peers of those involved.


Experts


• Subject Matter Experts. May have specialist knowledge that can be useful to an
investigation. For example, they may be able to provide information about how
something should work, as compared to how it did work.
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Figure 1. Mind Maps can be used to identify and set out interview objectives. 


 


Grid. Grids can be used to chart out key topic areas that you want to know more about. Similar to 
mind maps, as you categorise these topics you can begin to identify more specific aspects within each 
topic that you want to explore (see Figure 3).  


Figure 2. Grids can be used to identify and set out interview objectives. 


Topic 1 - Weather Topic 2 - Fatigue Topic 3 - Noise 


 Visibility 
 Wind 
 Temperature 
 Etc. 


 Sleep schedule 
 Sleep quality 
 Fatigue Management 
 Etc. 


 Aircraft Noise 
 Communication 
 Etc.  


 


As a variety of different structured thinking approaches for identifying interview objectives exist, 
there is no one optimal approach that should be used. Instead it is recommended that an 
interviewer use whatever approach they feel most comfortable with. This also includes more 
tailored approaches using individualised models. 


What information can be obtained from interviews? 


The amount and variety of relevant and available information will vary depending on the 
circumstances, complexity and severity of the event.  


The C-SHELL model (Figure 1) is a useful tool that can be used to consider the types of information 
that can be focused on during an interview. It is a model that analyses how an individual interacts with 
equipment or systems, the environment around them and other individuals. By asking about each 
aspect of the C-SHELL model, the investigator may start to appreciate why an event happened.  


Crash
Weather


Fatigue


Visibility 


Wind 
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Figure 3. C-SHELL Model can be used to identify areas to explore during an investigation.  


 


Culture. Culture covers all aspects of human culture such as organisational culture, team interactions, 
leadership and communication styles. Example questions include: 


“Describe the safety culture of the unit.”  (Question to ask individual directly or indirectly 
involved) 


“How does the unit manage fatigue?” (Question to ask individual directly or indirectly 
involved) 


Software. Software may include written items such as maps, charts, standard operating procedures, 
checklists, standing instructions, and aircraft flight manuals. Example questions include: 


“Was a checklist used to complete the task?” (Question to ask individual directly involved) 


“Are there processes/procedures that could have prevented the event?” (Question to ask 
subject matter expert) 


Hardware. Hardware includes all physical aspects of the equipment such as instruments, radios, 
navigation equipment, flight control systems, etc. Example questions include: 


“Describe what was displayed on the flight control system.” (Question to ask individual directly 
involved) 


“When was the last time the instruments were tested?” (Question to ask individual directly or 
indirectly involved) 
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Environment. Aspects of the environment include weather, terrain, navigation aids, aircraft cockpit, 
lighting, noise, vibrations, temperature, etc. Example questions include: 


“Describe the weather leading up to and during the event.” (Question to ask individual directly 
or indirectly involved) 


“What was the temperature like inside of the workshop?” (Question to ask individual directly 
or indirectly involved) 


Liveware (Operator). Assessment of the operator in terms of their actions, training, experience, 
knowledge, attitudes, stress level, etc. Example questions include: 


“What actions did you take during the event?” (Question to ask individual directly involved) 


“Describe how the operator was acting leading up to the event.” (Question to ask individual 
indirectly involved) 


“What types of training have you undertaken?” (Question to ask individual directly involved) 


Liveware (Other People). People who interact with the operator have the opportunity to influence 
them and their levels of stress. Example questions include: 


“Describe how the operator was interacting with other crew members at the time of the 
event.” (Question to ask individual indirectly involved) 


“How would you describe optimal team interactions during a similar situation?”  (Question to 
ask directly and indirectly involved parties and subject matter experts) 


Types of Interviews  


There are a number of different ways to conduct an interview. The most appropriate types of interview 
to conduct will depend on the nature of the event and the type of person being interviewed (e.g. 
person directly involved vs. subject matter experts).  


Types of interviews are as follows: 


 Structured Interview. In a structured interview, the interviewer asks a set of pre-planned 
questions about specific areas of interest. This type of interview is typically briefer than free 
recall and is most appropriate for individuals who are not directly involved or for subject 
matter experts.  


 Free Recall. In this type of interview, the interviewee is asked to recount the event at their 
own pace and with the freedom to discuss the event as they recall it. The interviewer prompts 
the interviewee with open-ended questions as necessary and listens for ‘hooks’ – areas where 
more focused recall might be worthy of exploration in subsequent parts of the interview. This 
type of unstructured interview is appropriate for individuals directly involved in the event or 
any witnesses of the event.  


 Cognitive Interview. This type of interview is a systematic approach used to increase the 
amount of information elicited about a particular event that the interviewee was either 
involved in or witnessed. This kind of interview is appropriate for individuals directly involved 
in more serious events [More information about this technique can be found in Advanced 
Interview Techniques – Cognitive Interviewing on page 11]. 
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Interview Micro-Skills 


A variety of techniques (i.e. micro-skills) can be 
utilised that contribute to the overall 
effectiveness of an interview. These techniques 
generally aim to maximise the amount of 
valuable information that can be captured 
within an interview by enhancing the 
interviewer-interviewee relationship. This 
enhancement is achieved through improved 
communication, reduced cognitive bias and 
increased information accuracy. These 
techniques are as follows.  


Building Rapport. It is recommended that an interviewer should invest time at the outset of the 
interview to develop personal rapport with the interviewee. This can be achieved through the initial 
greeting with the interviewee as well as making small talk and asking them to provide detailed 
descriptions of their personal experiences (e.g. professional background, role, etc.). Establishing this 
rapport helps an interviewee feel more psychologically comfortable in sharing information. 


Transferring Control. Transferring control to the interviewee involves the interviewer clarifying the 
interview process from the outset and encouraging the interviewee to play an active role in the 
process. Specifically, the interviewer should aim to openly acknowledge that they were not at the 
scene and as such are not the ones with the information.  


Active Listening. Active listening is considered to be an extension of ‘generic’ communication skills 
and emphasises the use of both verbal and nonverbal communication. Its overarching purpose is to 
exhibit to others you are listening to them. As such, this technique requires a listener to not only hear 
a person but to also accurately understand the meaning behind their words. The use of active listening 
has been found to encourage people to share information as well as increasing a listener’s likeability. 
This is achieved through: 


 Attending behaviours such as maintaining eye contact, adopting an open posture, awareness 
of facial expressions and vocal tone and leaning in to the conversation; 


 Providing subtle feedback while the speaker is talking to indicate that you are listening and 
understanding. This can be achieve through nodding and providing minimal verbal 
encouragers such as “uh-huh”, “mmm-hmm” and “okay”. 


 Conveying your understanding by paraphrasing, summarising or clarifying what the speaker 
has said to you to confirm they have been accurately understood.  


Silence. Pauses in the conversation can be used where appropriate to prompt the interviewee to speak 
or to elicit more information following a response to a question. Interviewees typically interpret 
silence as a cue that it is their turn to speak. As such, this can be used tactfully to encourage an 
interviewee to expand further.  


Concentration. While the interviewee is talking it is important to concentrate on what they are saying, 
rather than thinking about the next questions to ask or being overly focused on note taking. 
Concentrating more on the information the interviewee is eliciting will enable you to more easily pick 
up on ‘hooks’ in the interviewee’s recall. It is also important for interviewers to be aware of their 
physical presence (i.e. body language, facial expression, etc.).  
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Note Taking. Note taking is an essential part of the interview process as it allows you record the 
information, actions and general presence of the interviewee. It is important to ask the interviewee if 
they mind you taking notes and explaining their purpose is purely to ensure you accurately record the 
information they are sharing with you. The following techniques can be used to help interviewers 
maintain a balance between taking effective notes and focusing on the interviewee:  


 Develop your own form of shorthand (using abbreviations, acronyms, symbols etc.) to quickly 
note information to be expanded later;  


 Record both the question/topic of interest and the interviewee’s response. Noting the 
question is an effective way to put notes into context;  


 Focus on noting key phrases, main points and memory joggers; and  
 Ask the interviewee to repeat information if required. This will ensure important information 


is captured and shows that you are treating what they say as important. 


Figure 4. Example of how the grid approach used for identifying interview objectives can be 
transformed for note taking.  


Topic Interviewee Account Follow-Up 


Weather 
 Visibility 
 Wind 
 Temperature 
 Etc. 


 Heavy rainfall made it 
difficult to see runway 


   


 


It is also recommended that an interviewer reviews their notes as soon as possible after the 
interview to ensure their coherency and clarity as well as adding any additional information.  


Impartiality. A good interviewer puts aside personal perceptions or prejudice towards the subject 
matter or interviewee and listens to the whole recall of the event without making assumptions or 
drawing early conclusions. This also applies to the phrasing and types of questions an interviewer 
should utilise as to not bias interviewee responses [More information about this can be found in 
Interview Questioning Techniques below].  


Use of Props. The accuracy of interviewee accounts can be improved through the use of non-verbal 
outputs such as models of equipment, sketches, placement of model objects and enacting actions. 
Some examples of how this could accomplished is as follows: 


 Interviewee using model of an aircraft for them to refer to  and point at when describing 
aircraft parts; 


 Interviewee using a model of an aircraft to describe its position (e.g. bank angles) or relative 
position; 


 Allowing the interviewee to draw a picture of the physical environment that was around them 
(e.g. machine interfaces); and 


 Having the interviewee show you how they interacted with the cockpit interface rather than 
describe it. 







Interviewing Techniques: A Guide for Investigators 


Page 9 of 16 
 


Interview Questioning Techniques 


The types of questions used in an interview determine the accuracy, completeness and reliability of 
the information collected. Moreover, a good interviewer should utilise questions that are void of their 
own perceptions and prejudices towards the interviewee or event as to not bias the information they 
collect. As such, the table below provides a guide as to what types of questions are appropriate to use 
in an investigative interview.  


Table 1. Appropriate and Inappropriate Interview Question Types.  


Question Type Overview Examples 
Appropriate 


Open 


Encourages the interviewee to give a 
detailed account of the event in their own 
words. Open questions should be used 
often within an interview. 


 “Tell me what happened…” 
 “Explain how the aircraft 


responded…” 
 “Describe what you saw…” 


Probing 
Useful to explore any ‘hooks’ or areas of 
interest that arise during the interviewee’s 
open account of the event. 


 “You mentioned before…” 
 “I’d Like to explore what you 


said about …” 


Closed 


A purposeful and specific closed question 
can be used to clarify, seek specific 
information or fill in detail. It is used only 
after open and probing questioning 
techniques have been used 


 “What was the position of 
the landing gear?” 


 “What colour was the 
indicator light?” 


Inappropriate 


Leading 
Suggests there is a correct answer and can 
distort the interviewee’s memory. 


 “How loud was the engine?” 
 “How unprepared were you 


for the flight?” 


Forced Choice 
Leads an interviewee to choose between a 
small number of alternatives that may or 
may not include the correct option. 


 “Did you do action A or 
action B?” 


 “Was the car blue or black?” 


Loaded 


Uses terminology that can influence how 
the interviewee remembers the incident. 


 “How fast was the truck 
going when it smashed into 
the aircraft?” 


 “How badly was the pilot 
flying?” 


Double-Barrelled 


Can lead to confusion about which 
question the interviewee is answering, 
leading to questions being unanswered as 
well as potentially leading the interviewee.  


 “Did you see the display? 
Was it flashing? Was the 
alert tone sounding?” 


 “How much sleep did you 
have the night before? 
Were you feeling tired?” 


Answered 
Does not allow the interviewee to give 
their account and potentially provides 
information they were unaware of.  


 “Where were you when this 
occurred? You were seen in 
the engine test area.” 


 


Whilst it may be tempting to write a list of specific questions you would like to ask to interviewee, this 
can often be counterintuitive and limit the amount of information you can collect. Instead, it is 
recommended that interviewers establish the objectives of the interview and utilise an interview 
structure to help guide them. 
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Useful Interview Structure (PEACE Model) 


The PEACE model is a tool that can be used to help plan and conduct an interview that 
combines free recall and structured questioning. This interview structure has five stages: planning 
and preparation, engaging and explaining, account, closure and evaluation. This tool should be 
adapted depending on the type of person being interviewed. For example, a subject matter expert 
interview will be more focused on investigator topics as they will not be asked to provide an account 
of the event.  


It is important to recognise that the interview is not a linear process (see Figure 4). The ‘account’ phase 
in particular can be a cyclical process where general information about an issue is obtained, followed 
by more specific information on that issue, followed by general information about a separate issue. 
Sometimes, new information can also be revealed in the ‘closure’ stage, which can move the interview 
back into the ‘account’ stage. You should progress through the stages of the interview as many times 
as is necessary to gain a complete account of the event and any relevant information.  


Figure 5. The PEACE model investigative interview structure. 


 
 


Planning and Preparation. When planning the interview: 
 You should become familiar with the event by determining the initial facts; 
 You should be clear on what you aim to achieve in the interview; 
 Prepare your main topics of focus, subjects of focus and expected interview structure in 


advance (but be flexible during the interview); and 
 The location of the interview should be private, free from distraction/interruptions and 


comfortable.  
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Engage and Explain. Once the interview starts: 
 Engage the interviewee by establishing rapport. This can be achieved by smiling, a 


handshake, small talk, offering a drink, open body language, etc.; 
 Introduce yourself and anyone else in the room; 
 Explain the aim of the investigation and what you are trying to achieve with the interview; 
 Explain the use of notes taken during the interview and how the notes will be used. If any 


recording devices are to be used, ensure permission is obtained from the interviewee; and  
 Ask the interviewee if they have any questions or concerns 


Example introductory script;  


“Thank you for coming today.  


As you may be aware, the << CO / OC >>, << Rank Name >>, has appointed me as the 
investigating officer to conduct a safety investigation into the aviation safety event involving 
<< incident title >> that occurred on << day date month year >>.  


The sole intent of this safety investigation is to work out what happened and why it 
happened so that the appropriate safety action can be implemented to stop such an event 
from happening again. In other words, it is all about improving aviation safety – it is not 
about determining fault or blame or liability. Accordingly, you should feel confident in 
helping me with this investigation noting that Defence aviation strives for a generative safety 
culture that values and respects open and honest reporting and in the context of a culture 
that is just and fair.  


Your interview today is a valued and very important part of the safety investigation process, 
of which I intend to take notes, simply to help me in writing the report. Once the report is 
complete, I will destroy my notes.  


Before we commence, do you have any questions?”  


Account. This phase is where the bulk of the information is obtained: 
 Begin by asking the interviewee to give their account in as much detail as possible, 


uninterrupted. Note any points of interest to follow up on later; 
 Initially use general, open questions. Start questions with phrases like “explain…” or 


“describe…”;  
 Follow up on any ‘hooks’ or areas of interest raised in the account. Probe these topics with 


phrases like “I’d like to explore what you said about…” to obtain more detail; 
 Ask questions about any information not covered in the interviewee’s account of the event; 
 Ensure micro-skills are used to ensure information obtained is as accurate, detailed and 


complete as possible; and 
 Ask any background questions. This may include personal information, medical information 


or operational experience of the persons involved. It may also include organisational 
conditions.  


Closure. When closing the interview: 
 Summarise the information obtained to clarify your understanding; 
 Check that all important questions have been answered and that the aims of the interview 


have been met; 
 Provide information on what happens next in the investigation process and ask the 


interviewee if they have any questions; and  
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 End the interview on a positive note and exchange contact details with the interviewee. You 
may need to contact the interviewee again and it is important to ensure that they are open 
to further contact from you.  


Evaluation. On the completion of the interview: 
 Write up the notes or transcript of the interview as soon as possible; 
 Determine if any areas require further clarification; 
 Corroborate any information with existing information if necessary; and  
 Reflect on the interaction. Consider your performance as an interviewer and reflect on what 


went well and how you could improve your approach. Effective interviewing is like any other 
skill that needs to be reflected upon and practised.  


General Challenges of Interviewing  


Safety investigations have a number of unique challenges that should be managed by the interviewer. 
These challenges are as follows: 


 Fear of Reprisal. Interviewees may have concerns that their account will either lead them to 
being found responsible or implicate someone else. You should offer a clear understanding of 
the aims of the interview and arrangements for the management of notes or recordings of the 
interview (e.g. any ‘privilege’‐equivalent information will not be included in the investigation 
report and the recording will be returned to the interviewee on completion). 


 Embarrassment. The interview may highlight perceived gaps in the witness’ skills or 
knowledge. You should ensure that they do not feel judged should this become apparent and 
do not correct a witness on simple errors (e.g. pronunciation of specific aircraft items) if you 
understand what they are saying. 


 Group Interviews. Interviews conducted with more than one interviewee can lead ‘memory 
conformity’ (i.e. group think) or suppress the testimony of some individuals. These situations 
should be avoided and individuals should be interviewed one at a time. 


 Intimidation. It is important to make the interviewee feel comfortable and not as if they being 
‘ganged upon’. At most, have only two interviewers present, the principle role of one being to 
take notes. You might also consider not conducting the interview across a desk or table as 
physical barriers can make the process seem more formalised and intimidating. 


 Third Parties. Interviewees may wish to have third parties with them when the interview is 
conducted, such as their peers or supervisor etc. This need not be an issue and the interviewer 
should clearly articulate to all parties why the interview is being conducted and what it aims 
to achieve.  


Limitations of Interviews – Memory Recall  


While interviews are an important aspect of a safety investigation, they can be limited in a number of 
ways. One of the key limitations of interviews is the reliance on an interviewee’s memory of the event. 
Whilst human memory is made up of various types, safety investigation interviews generally focus on 
working memory and the different aspects of long-term memory (see Figure 5).  
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Figure 6. Model of human memory.  


  


It is important to remember that whilst we have all these different types of memories, human memory 
still has a limited capacity to store and process information and our ability to recall this information 
diminishes as cognitive load increases. In addition to this, these different types of memory also share 
the general concept that memory is “constructive”. What we mean by constructive is that an 
individual’s memory is based on event information and non-event information.  


Non-Event Information. Non-event information includes post-event information that an individual 
may acquire through means such as the news, and breakroom conversations. In addition to this, 
non-event information also includes our own mental models. Mental models are relied upon by 
humans for information processing as they provide a general framework for how we understand 
the world around us. As such, these models can unintentionally influence our memory as it tries to 
“fill in the blanks” or make sense of how an event occurred.  
 
For example, an interviewee may remember what they ‘normally’ do in a situation rather than what 
actually happened. Additionally, an interviewee may remember details of events based on their 
own models (e.g. It was a firetruck, so it must have been red).  


It is important to be aware of these limitations and that because of them interviewees: 


 May not be able to provide all the information you require or expected them to be able to 
provide; 


 Memory may be influenced by the interviewee themselves, others and what happens around 
them; and 


 Memory can lose details and accuracy over time.  


As such, it is essential to try and conduct an interview with those directly involved as soon as possible 
after the event. Additionally, in particularly serious events an interviewer should look to utilise 
cognitive interviewing techniques as these limitations of memory are likely to be more prevalent. This 
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increased prevalence is due to cognitive load likely being higher in more serious incidents as well as a 
greater likelihood of emotional factors (e.g. stress, anxiety, shock, etc.) being present.  


Advanced Interview Techniques – Cognitive Interviewing 


Cognitive interviewing techniques are commonly used by investigators from various professional 
backgrounds (e.g. safety, law enforcement) as a means to maximise the utility of information obtained 
from an interview. It is considered to be one of the most successful developments in psychology and 
law research in the last 35 years. Utilising psychology principles related to memory encoding and 
retrieval, cognitive interviewing aims to enhance the memory of the interviewee by using a 
combination of free recall, focused recall and effective communication. Utilising these different 
techniques assists the interviewee in using their cognitive resources more effectively and attempts to 
have the interviewee explore multiple retrieval routes related to the encoded memory.  


Research relating to cognitive interviewing has found that it increases the amount of information 
obtained from interviewees and can lead to 25 to 40% more correct statements than a standard 
interview. Other benefits of cognitive interviewing is that it has been found to be generalisable 
across cultures, types of witnesses, recall intervals and different kinds of events.  


Cognitive interviewing utilises the following advanced techniques: 


Contextual Reinstatement. The interviewer is asked to try and mentally reinstate the environment 
and personal context of the event. This can be achieved through physical means, such as taking the 
interviewee to the site of the event or providing them with a model of the equipment involved. It may 
also be achieved through mental strategies such as asking the interviewee to mentally recreate the 
external factors (e.g. weather), emotional factors (e.g. mood, fear, anxious) and cognitive factors (e.g. 
thoughts) that existed at the time of the original event. Interviewees are also often encouraged to 
recall the sights, sounds, feelings and smells at the time of the incident.  


Examples of how to lead the interview to reinstate the context include: 


“I would like you to take a few moments to picture in your mind what you could see, hear and 
smell before, during and after the incident.” 


“Thinking about the event before sharing your memories will help you remember more 
details.” 


Repeated Free Recall. The interviewee is asked to narrate the event in as much detail as possible. It is 
important for the interviewer to emphasise the importance of the interviewee reporting everything 
they recall, even if they think it may not be important. However, this is not an invitation for them to 
guess. They are then asked to re-tell their account, which provides the interviewer the opportunity to 
become more involved and ask questions to probe areas of interest.  


Examples of how to begin this free recall include: 


“Tell me in your own words what happened, in detail, from beginning to end.”2 


“Tell me everything that you can remember from before, during and after the incident.” 


                                                           
2 It is important to think about where you want this ‘beginning’ to be; Do you want the interviewee to begin 
from the start of the day, start of the pre-flight brief, engine start, hand-over, etc. This will be dependent on 
the event itself as well as who you are interviewing.  
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Varying Perspectives. The interviewee is asked to report the event from different perspectives, 
describing what they think another individual might have seen during the event. For example, if there 
were two witnesses to the event, ask the interviewee what the other witness may have seen from his/ 
her perspective.  


Retrieval Order.  The interviewee is asked to recount the event in different orders, such as working 
backwards from the end to the beginning or again from specific time points of the event.  


Whilst these different techniques are utilised to help improve interviewee recall through different 
cognitive techniques, cognitive interviewing can be even further enhanced with the inclusion of social 
dynamics and communication techniques.  


Figure 7. Enhanced Cognitive Interviewing diagram. 


 


Social Dynamics 


The social dynamic components of enhanced cognitive interviewing are broken down into two basic 
elements: building rapport and transferring control. These elements are considered to be useful in 
establishing the initial interviewer-interviewee relationship and create a more psychological 
comfortable environment. Moreover, also establishing expectations for the interviewee as to what 
will be involved in the interview process [More information about this technique can be found in the 
previous section Interview Micro-Skills on page 5] 


Communication 


The communication components of enhanced cognitive interviewing are considered an important 
aspect that can maximise the amount of valuable information captured from an interviewee. An 
interviewer can achieve this by utilising active listening skills [More information about this technique 
can be found in the previous section Interview Micro-Skills on page 5]. 


Self-Administered Interviewing Form 


Another tool that can be utilised by interviewers is the self-administered interviewing form. This 
interviewing form utilises cognitive interviewing techniques and can be used in conjunction with 
interviews. Additionally, this interviewing form can also be a useful way to collect interviewee 


Communication 
Social  


Dynamics 


Cognition 


Enhanced 
Cognitive 


Interviewing 
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information if you are unable to immediately interview them after the event. This form is available on 
the DFSB website https://objective/id:BI1510272.  
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Event timeline component 	Individual / Team Action or Technical Failure / Malfunction		What action or inaction performed by personnel? What actions should not be reproduced in the future? 	What was the technical failure?	Local Condition			What aspects of the local environment may have influenced the personnel’s actions or technical failures?	Risk Control (Recovery / Preventative; Absent / Partially Failed / Failed)		What made the risk controls ineffective?	Did the risk controls not work at all? (Failed?) 	Did the risk control work only partially as intended? (Partially failed?)	What controls could have been in place to (Absent?)			Organisational Influence				What made the risk controls ineffective / absent?	Error / Violation				Was the individual / team action a result of an error or a violation?





[bookmark: _GoBack]Safety Analysis Worksheet

This worksheet is designed to assist the investigator with the analysis stage of the investigation. The analysis stage involves analysing the data gathered and organised using the Defence aviation Safety Analysis Model (SAM). This technique is designed to ensure that the investigation is not restricted to the errors and violations of people. SAM identifies the workplace factors that contributed to the event, the deficient risk controls and the organisational influences within the system that act as forerunners to an aviation safety event. In the processes of applying the SAM, investigators also check the information that has been gathered and organised to determine whether there are any gaps in the investigation.

By the end of this worksheet, the investigator should be able to answer the question ‘why did the event happen?’ The worksheet will also assist in the development of findings and the coding of the contributing factors for inputting into Sentinel. The contributing factors can be found in the Safety Analysis Model – Contributing Factors Chart (https://objective/id:AB34289436).

How to use the Safety Analysis worksheet

1. From the Event timeline, select the critical event component to analyse.

2. Then identify the individual/ team actions (or technical failure) that directly increased safety risk (i.e. had a negative contributory effect* on the event). This is the starting factor from which analysis will follow. The identification of individual/ team action or technical failures answers the question of ‘how did this happen?’

3. From the individual / team action, ask ‘why did this happen?’ to identify the local conditions that contributed to the action.

4. From the local condition, ask ‘why did this happen?’ to identify the risk control(s) that was either absent, failed, or partially failed. These risk controls may be a recovery or a preventative in nature.

5. From the deficient risk control, ask ‘why did this happen?’ to identify the organisational influences that contributed to the deficient risk control. Note that unless the information collected supports the contribution of organisational influences, this last step will be harder or not possible to identify in investigations that are less in depth.

6. From this individual / team action, local condition, and organisational influences, ask ‘why did this happen?’ to identify the error or violation associated with the action. If the starting factor is a technical failure, consider how this may have had an effect on individual /team actions, etc. Also consider the local conditions that influenced the technical failure.

7. If possible, the contributing factors (CF) in the Safety Analysis Model (SAM) can be identified at this stage. If so, you may want to note the contributing factors next to the “why did this happen?” description. This will aid entry of contributing factors into Sentinel. See Aviation Safety Investigation Guidebook (step 6) for more guidance on the investigation process and entering findings into Sentinel.

Note:

* Contributing factor coding into Sentinel is not required for findings that did not have a negative contributory effect on the event.

* The contributing factors can be identified here using Safety Analysis Model (SAM) – Contributing Factors Chart. See Aviation Safety Investigation Guidebook (Step 4 – Analyse Information and Step 5 – Develop Findings) for more information.
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ERRORS: an action or inaction that leads to deviations 
from organisational or the operational person‘s 
intentions or expectations. This includes errors 
resulting from perceiving something incorrectly or not 
understanding the situation correctly, inadvertently 
deviating from what was planned, and performing the 
wrong action for the situation.


VIOLATION: Action/inaction that represent an 
intentional deviation from procedures or standards or 
requirements associated with task completion.


INDIVIDUAL/TEAM ACTION LOCAL CONDITIONS RISK CONTROLS ORGANISATIONAL INFLUENCES


ITA01 Planning/Preparation


ITA02 Equipment/Information Utilisation


ITA03 Internal Communication


ITA04 External Communication


ITA05 Monitoring


ITA06 Coordination/Teamwork


ITA07 Inspecting


ITA08 Record Keeping


ITA09 Workload Management


LC1 KNOWLEDGE, SKILLS AND EXPERIENCE


LC1.01 Knowledge/Skills with Equipment 


LC1.02 Knowledge/Skills with Task


LC1.03 Experience/Recency for Task


LC1.04 Reliance on Undocumented Knowledge


LC1.05 Knowledge, Skills, Experience Factors — Other


LC2 PERSONAL FACTORS


LC2.01 Physical/Mental Limitations


LC2.02 Fatigue/Alertness


LC2.03 Attention


LC2.04 Motivation/Attitude


LC2.05 Spatial Disorientation/Illusion


LC2.06 Impairment/Incapacitation


LC2.07 Situation Awareness


LC2.08 Mental/Emotion State


LC2.09 Health/Fitness


LC2.10 Personal Factors — Other 


LC3 TASK/JOB FACTORS


LC3.01 Distractions


LC3.02 High Workload


LC3.03 Incorrect Task Information


LC3.04 Task Completion Pressure


LC3.05 Task Demand Factors — Other


LC4 SOCIAL/GROUP FACTORS


LC4.01 Communication Barriers


LC4.02 Team Interaction 


LC4.03 Group Norms


LC4.04 Social/Group Factors — Other


LC5 ENVIRONMENTAL CONDITIONS


LC6 WORKSPACE ENVIRONMENT


LC7 PHYSICAL ENVIRONMENT


RC1 SYSTEMS AND EQUIPMENT


RC1.01 Display/Control Systems


RC1.02 Individual Workspace Design


RC1.03 Equipment, Tools and Materials


RC1.04 Warning/Detection Systems


RC1.05 Protection/Rescue Systems


RC1.06 Automated Systems


RC1.07 Support Systems


RC1.08 Systems/Equipment — Other


RC2 FACILITIES/INFRASTRUCTURE


RC3 �PROCEDURES/PROCESSES/ 
PRACTICES/DATA


RC3.01 Technical Manuals/Publications


RC3.02 Workplace Instructions/Orders/Procedures


RC3.03 Procedures — Other


RC4 TRAINING/ASSESSMENT


RC4.01 Initial Employment Training


RC4.02 Continuation/Promotion/Recurrent Training


RC4.03 Training/Assessment — Other


RC5 PEOPLE MANAGEMENT/SUPERVISION


RC5.01 Active Supervision/Control


RC5.02 People Management


RC5.03 Management/Supervision — Other


RC6 AUTHORISATION/CATEGORISATION


RC7 TECHNICAL FAILURE CONTROLS


RC7.01 Design/Engineering


RC7.02 Manufacture


RC7.03 Maintenance


RC7.04 Operation


RC7.05 Technical Failure Controls — Other


OI1 ORGANISATIONAL CHARACTERISTICS


OI1.01 Communication/Consultation


OI1.02 Management Training/Experience


OI1.03 Organisational Culture


OI1.04 Organisational Planning


OI1.05 Organisational Resources


OI1.06 Organisational Structure


OI1.07 Organisational Learning


OI1.08 Organisational Change Management 


OI1.09 Organisational Characteristics — Other


OI2 SAFETY MANAGEMENT PROCESSES


OI2.01 Safety Assurance


OI2.02 Safety Policy/Objectives


OI2.03 Safety Promotion


OI2.04 Safety Risk Management


OI2.05 Safety Management Processes — Other


OI3 REGULATORY INFLUENCES


OI4 OTHER EXTERNAL INFLUENCES


Conditions (eg. equipment, task, physical environment) 
which exist in the immediate context or environment 
in which individual /team actions or technical events 
occur, & which can have an adverse influence on the 
individual actions or technical events. 


Observable behaviours performed by 
operational personnel that increase risk. 
The term ‘operational personnel’ refers 
to any person that can have a relatively 
direct impact on aviation safety.   


Problems with the control measures put in place 
by an organisation to facilitate & ensure safe 
performance of the operational components of 
the system. Risk controls can have preventative 
or recovery functions. Deficient risk controls can 
be described as absent, partially failed, and failed.


Problems with the conditions that establish, 
maintain or otherwise influence the 
effectiveness of an organisation’s risk 
controls. 


SAFETY ANALYSIS MODEL 


(CODE NUMBER FULL DISCRIPTION ON PAGE 2)


TECHNICAL FAILURE/ 
MALFUNCTION


ITA10 �System/Component Failure or 
Malfunction


Use to code a technical problem during flight. 
Consider individual actions which may have 
adversely influenced theperformance of equipment 
or technical components and consider how technical 
problems influenced individual / team actions.


(CONTRIBUTING FACTORS TAXONOMY)


OTHER INDIVIDUAL/TEAM 
ACTION OR TECHNICAL 


FAILURE / MALFUNCTION


ITA11 �Other — Individual/Team Actions or 
Technical Failure/Malfunction







SAFETY ANALYSIS MODEL — CONTRIBUTING FACTORS TAXONOMY (CODE DESCRIPTION) 


CODE DESCRIPTION


INDIVIDUAL/TEAM ACTION


ITA01 Factors related to the planning or preparation of operational tasks. 


ITA02


Factors related to the utilisation, configuration, or interaction with a 
system/component, including maintenance, handling and control, use of 
automation, use of equipment and systems, use of manuals, checklists, 
charts, policy and procedures, and use of available resources.


ITA03
Factors associated with communicating relevant information or with 
immediate team. 


ITA04
Factors associated with communicating relevant information to personnel 
external to the immediate team. 


ITA05
Factors associated with the systematic monitoring of the operational 
environment, including the monitoring of tasks, equipment/instruments, 
system states, other person(s) and the environment.


ITA06
Factors related to the coordination between team members, including 
task/duty change-overs and ability of individuals to work as a team.


ITA07
Factors related to inspection procedures, including pre-task, post-task, 
scheduled and routine inspections.


ITA08
Factors related to record keeping, including the completion or use of task-
related paperwork and logs.


ITA09
Factors related to the management of workload/tasks, including task 
scheduling, task load shedding and task allocation. 


ITA10
Factors related to the failure or malfunction of a technical system or 
component. 


ITA11
This factor should be used if a suitable option is not specifically 
referenced in the other list options.


LOCAL CONDITIONS


LC1.01
Situations where the individual does not have the required knowledge 
and/or skills to effectively use a piece of equipment. 


LC1.02
Situations where the individual does not have the required knowledge 
and/or skills to effectively conduct the task(s). 


LC1.03


Individual does not have sufficient total experience or recent experience 
to conduct tasks appropriately. May include concepts such as task 
unfamiliarity or applying previous experience to a new and similar task 
that differs in some critical way. 


LC1.04
Situations where the individual relies on undocumented/informal 
knowledge of the equipment/task. 


LC1.05
Includes any other aspect of an individual's knowledge, skills or 
experience which can influence task performance. May include factors 
such as language skills.


LC2.01
All issues related to a person’s physical and mental/sensory abilities and 
limitations, not including psychological or visual/vestibular illusions.


LC2.02
All issues related to both mental and physical fatigue that leads to 
diminished productivity, alertness, or efficiency.


LC2.03
Situations where lapses in maintaining attention interferes with effective 
performance.


LC2.04


Characteristic of a person related to their motivations or attitudes, 
including issues of self-confidence, reliance on equipment, complacency, 
response to pressures, and personality issues such as being aggressive, 
assertive, or lacking assertiveness.


LC2.05
All issues related to a person’s perception of the orientation relative to 
the earth or other significant objects including, but not limited to, the 
false perception of one’s vestibular or visual cues.


LC2.06
All issues contributing to the impairment or incapacitation of a person’s 
performance due to medical, physiological or substance-induced 
conditions. This excludes spatial disorientation and illusions.


CODE DESCRIPTION


LC2.07


Situations where a person(s) awareness of issues in their surroundings, 
understanding of what that means, and/or subsequent actions based on 
predicted outcomes is lacking. Usually a result of other factors, eg high 
workload, poor communication, etc.


LC2.08
All issues related to an individual's mental/emotional state including, but 
is not limited to, personal stress, anxiety, boredom and denial.


LC2.09 All issues related to a person’s general health, fitness, and lifestyle.


LC2.10
Includes any other physiological, mental or emotional factors which 
can influence an individual's performance. May include factors such as 
dehydration, nutrition, motion sickness.


LC3.01
Situations where specific interruptions, distractions, problems or other 
events, which are not of primary task importance, interfere with the 
ability of the individual to perform effectively.


LC3.02


Situations where the number or complexity of task demands exceeds 
the ability of the individual to perform effectively. Generally refers to 
mental workload, but also includes situations where the physical workload 
influences performance.


LC3.03


Situations where relevant information is not available or provided to 
the individual/team, or contains omissions or inaccuracies. Includes 
procedural information, weather-related information, and information 
regarding aircraft or facilities status.


LC3.04
Situations where there is pressure to conduct a particular task. Pressure 
can be self-imposed or it can come from others. 


LC3.05


Includes any other situation where the properties of the individual/
team’s task demands have an influence on performance. May include 
low workload, task inconvenience (i.e. significant or unnecessary 
inconvenience in terms of time, effort or comfort).


LC4.01


Situations where communication is adversely affected by the 
environment, fatigue, stress, time pressure, separation, peer pressure, 
conflict, workplace (status, rank or experience) gradients or adverse 
personalities/attitudes/behaviours.


LC4.02


Any situation where an individual/team’s behaviour is adversely 
influenced by the behaviour of other people in the immediate work 
environment. Includes peer pressure, interpersonal conflict, diffusion of 
responsibility and the effects of rank or position.


LC4.03
Situations where group norms/social pressures adversely affect the 
performance of an individual/team.


LC4.04
Includes any other issues that adversely impacts the group’s behaviours 
and performance.


LC5
All issues related to the environmental conditions, weather, or other 
environmental phenomena.


LC6


Workspace environment refers to the immediate physical environment 
in which an individual is working and includes issues related to lighting, 
noise, temperature, air quality, or other workspace limitations which could 
influence individual performance. 


LC7
Characteristics of the physical environment or features of the 
infrastructure. 


RISK CONTROLS


RC1.01


Problems with the design or availability of displays and controls which 
lead to difficulties in the detection or processing of information, or the 
execution of control actions. Includes factors such as location, shape, 
labelling, use of symbols, etc


RC1.02
Problems with the design or availability of seating, layout, access, 
visibility obstructions and other aspects of an individual's workstation or 
immediate work area.


RC1.03


Problems with the design, condition, or availability of equipment 
(including vehicles), tools or materials, leading to personnel not being 
able to perform their tasks safely or effectively. Most relevant to 
maintenance and other support activities.


CODE DESCRIPTION


RC1.04
Problems with the design or availability of appropriate systems which 
detects and/or provides cautions, advisory messages, alerts, or warnings 
of abnormal system states.


RC1.05


Problems with the design or availability of systems which minimises the 
consequences of unsafe system states or release of harmful energy. 
Eg: barriers, seatbelts, personal protective equipment, exits, fire 
extinguishers, etc.


RC1.06
Problems with the design of automated systems. Includes function, use 
guidance, symbology, logic or other aspects of automated systems.


RC1.07
Problems with support systems, including mission planning, maintenance 
management, logistics management and other support systems.


RC1.08
Any other problems with the design or availability of systems and 
equipment. 


RC2
Problems with the design or availability of facilities/infrastructure beyond 
an individual's immediate work area.


RC3
Problems associated with the design, availability, consistency or accuracy 
of procedures, processes, practices, checklists, work instructions or data, 
including drawings, diagrams, charts, maps and other resource material.


RC3.01
Problems associated with procedures, checklists, instructions and 
processes, including operating manuals, maintenance publications, 
modification orders and technical instructions.


RC3.02
Problems associated with the design, availability, consistency or accuracy 
of local procedures, processes, practices, checklists, instructions and data, 
including standing instructions, orders and other local directives.


RC3.03
Any problems with the design, availability, consistency or accuracy of 
other procedures, processes, practices or data.


RC4


Problems with the design, delivery, availability or quality of training and 
training materials. Also includes problems with the way performance or 
competency is checked or evaluated and authorisation/categorisation is 
managed.


RC4.01
Problems associated with the design, delivery and quality of initial trade/
category employment training and associated training materials.


RC4.02
Problems associated with the design, delivery, availability and quality of 
continuation or recurrent training and associated training materials. 


RC4.03
Any problems with the design, delivery availability or quality of other 
training, excluding professional military education and training.


RC5.01
Situations where active supervision and control of a task is absent or 
inadequate, including deficient planning or monitoring, failing to identify 
or correct a problem, or inadequate oversight.


RC5.02


Problems with the design, admin or effectiveness of HR mgmt controls. 
Includes problems with rostering and scheduling of work tasks, team 
selection/staff mix, selecting appropriate ppl for jobs, monitoring 
qualifications and monitoring fitness for work.


RC5.03
Situations where other management and supervision is absent or 
inadequate.


RC6
Problems associated with an individual's authorisation or categorisation, 
the process to assess an individual's performance or competency, or the 
management of authorisation and categorisation schemes. 


RC7.01


Situations where the design of a component increases proneness 
for technical failure or incorrect installation. Includes design which 
limits access (maintainability), as well as the design of inspection and 
maintenance regimes (MRD).


RC7.02


Situations where a component has not been appropriately manufactured 
or properly finished, increasing proneness for technical failure. Includes 
problems with the manufacturing of the material or the assembly of 
components.


RC7.03
Situations where there were problems with the maintenance, inspection, 
storage or repair of equipment after manufacture, increasing proneness 
for technical failure. Includes use of inappropriate parts. 


CODE DESCRIPTION


RC7.04


Situations where there were problems with the way equipment was 
operated, increasing proneness for technical failure. Eg: use of the 
equipment in inappropriate physical environments, or outside of its 
design envelope. 


ORGANISATIONAL INFLUENCES


OI1


Deficiencies associated with the characteristics of an organisation that 
can influence the safety of an organisation. Includes organisational 
structure, management training/experience, organisational resources, 
communication, planning & culture.


OI1.01
Deficiencies in the way in which the organisation communicates and 
consults in relation to organisational and operational activities.


OI1.02
Deficiencies in the selection, training, education, skills, experience, 
competency or currency of key command/leadership/management 
personnel.


OI1.03
Deficiencies in organisational culture, including processes to establish, 
develop, monitor and improve organisational culture.


OI1.04


Deficiencies in operational planning, including operational tempo 
vs. resources, deployments, exercises, capability transitions, deeper 
maintenance programs and major capability modification/upgrade 
programs.


OI1.05
Deficiencies in the organisational resources allocated to the safe, 
effective and efficient delivery of capability, including financial, personnel 
and materiel resources.


OI1.06


Deficiencies in the design, effectiveness, review and continuous 
improvement of an organisation’s structure, including responsibilities, 
authorities and accountabilities of key command/leadership/management 
personnel.


OI1.07
Deficiencies in the strategies in place for ensuring lessons are learnt 
from occurrence investigations, corrective action implementation, audit 
findings, risk management processes and reviews. 


OI1.08
Factors associated with the planning, testing, implementation and review 
of significant modifications to organisational structure or equipment, or 
major transition from one organisational process or system to another.


OI1.09 Other deficiencies associated with the characteristics of the organisation.


OI2


Deficiencies with processes an organisation uses to establish, maintain 
and ensure the effectiveness of its safety management system, including 
safety policy and objectives, safety risk management, safety assurance, 
and safety promotion.


OI2.01
Deficiencies with processes an organisation uses to establish, maintain 
and ensure the effectiveness of it's safety management system.


OI2.02
Deficiencies with processes associated with management commitment 
and responsibility to safety, safety accountabilities, appointment of key 
safety personnel, emergency response and SMS documentation.


OI2.03
Deficiencies with processes associated with safety training and education, 
and safety communication.


OI2.04
Deficiencies with processes associated with hazard identification, and 
safety risk assessment and mitigation.


OI2.05 Other deficiencies associated with safety management processes.


OI3


Problems associated with the regulatory material (regulations and 
associated advisory material) and compliance monitoring (include 
accreditation, audit, inspection, intelligence gathering and enforcement) 
activities of regulatory agencies.


OI4
Other external influences, including influences from external to Defence 
organisations. Excludes problems associated with products from 
equipment designers/manufacturers/suppliers — refer to risk controls.
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Action and Recommendation  
Keyword Definition 


01. Engineering   


1.1 Inspect Safety actions or recommendations where inspections of equipment or parts are 
conducted. 


1.2 Replace Safety actions or recommendations where equipment or parts are replaced. 


1.3 Repair / Modify Safety actions or recommendations where equipment or parts are repaired or 
modified. 


1.4 New / Install Safety actions or recommendations where new equipment or parts are installed or 
added. 


1.5 Design / Redesign Safety actions or recommendations which involve the design or redesign of equipment, 
parts, or workspace. 


1.6 Review / Amendment Of 
Maintenance Mgmt System 


Safety actions or recommendations where systems such as CAMM2, ePSS, TMP are 
reviewed and/or amended. 


02. Policy   


2.1 Policy -Amend Safety actions or recommendations where there is a change to policy (including 
changes to the SMS) affecting the organisation. 


2.2 Policy - Create New Safety actions or recommendations where there is an addition to policy affecting the 
organisation. 


2.3 Policy - Review Safety actions or recommendations where there is only a commitment to a review of 
policy affecting the organisation. 


2.4 Policy Review Of Qualifications/ 
Authorisation 


Safety actions or recommendations related to the review of qualifications and 
authorisations. 


03. Procedures   


3.1 Procedures - Amend 


Safety actions or recommendations where procedures affecting line operators are 
amended. It is assumed that any amendments to procedures are reflected in 
documentation as a matter of course. Therefore, do not count documentation as a 
safety action or recommendation. 


3.2 Procedures - Create New 


Safety actions or recommendations where new procedures affecting line operators are 
added. It is assumed that any additional procedures are reflected in documentation as 
a matter of course. Therefore, do not count documentation as a safety action or 
recommendation. 


3.3 Procedures - Review Safety actions or recommendations where there is only a commitment to review 
procedures affecting line operators. 


04. Training   


4.1 Training - New / Amend Safety actions or recommendations where new or additional training is provided or 
conducted (does not include re-training of involved personnel). 


4.2 Training - Review Safety actions or recommendations where training (eg. modules or curriculum) is 
reviewed. 


4.3 Re-Training Safety actions or recommendations where re-training of involved personnel is 
conducted or provided. 


05. Communication / Education   


                                                           
1 See configuration definitions at end of document. 
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Action and Recommendation  
Keyword Definition 


5.1 Awareness 
Safety actions or recommendations where communication / education is provided to 
raise awareness of safety issues to the organisation or crew. This may involve 
presentations, newsletters, articles in magazines etc. 


5.2 Documentation (Not Procedure 
/ Policy Related) 


Safety actions or recommendations where a change in documentation is made or 
additional documentation is created. Does not include changes or additions to policy or 
procedures - assumes any changes in procedure or policy would involve a change in 
documentation. 


5.3 Service Bulletins, Advisories, 
Circulars 


Safety actions or recommendations where non-mandatory actions that should be taken 
are communicated to an organisation or organisations. Examples of these Safety 
actions or recommendations include issuing a service bulletin, or safety advisories to 
organisations. 


5.4 Communication – Briefing 
(Individual / Group)  


06. Mandatory Requirements   


6.1 Directives 


Safety actions or recommendations where directives are provided and it is mandatory 
that organisations follow these directives. These directives may come from the 
manufacturer or the regulator. Some examples of these directives include worthiness 
directives and orders. 


6.2 Regulations Safety actions or recommendations that involve a change or addition of regulations. 


6.3 Review Of Requirements Safety actions or recommendations where regulators or manufacturers have 
committed only to review the adequacy of current requirements. 


6.4 Mandatory Requirements - Ext 
Investigation 


SPO-led technical investigations, OEM investigations, 3rd party (DDAAFS) 
investigations. 


6.5 Mandatory Requirements -3rd 
Party Review 


Currently a mandated requirement for Army to review Navy MRH-90 ASORs due to the 
MAO / CAMO being Army for this aircraft type. 


07. Organisational Surveillance   


7.1 QA, Audits, Monitoring 


Safety actions or recommendations which involve the internal monitoring, quality 
assurance, or auditing of an organisation's policies and processes. These surveillance 
actions are conducted by the organisation and not by an external party (see External 
Surveillance). 


7.2 Risk Assessment Safety actions or recommendations where risks are assessed - at any level of the 
organisation, by crew, managers etc. 


7.3 Further Research / Study Safety actions or recommendations that involve further research / study into safety 
issues and associated projects etc. 


08. External Organisational 
Surveillance   


8.1 External - QA, Audits, 
Monitoring 


Safety actions or recommendations conducted by external parties (eg. regulator and 
government agencies) to monitor or audit an organisation or industry. 


09. Infrastructure   
9.1 Infrastructure - Inspect Infrastructure – Inspect 
9.2 Infrastructure - Replace / Repair Infrastructure – Replace or Repair  
9.3 Infrastructure - New / Modify Infrastructure – New / Modify 


10. Risk Management   


 10.1 Risk Management - Amend Safety actions or recommendations where existing risk management plans are 
amended.  


10.2 1 Risk Management - Create 
New 


Safety actions or recommendations where new risk management plans affecting 
operations are to be created.  
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Action and Recommendation  
Keyword Definition 


10.3 1 Risk Management - Review Safety actions or recommendations where Risk Management needs to be reviewed 
with respect the adequacy of current plan.  


11. Other - Action And 
Recommendation 


Safety actions or recommendations that do not belong in any of the above safety 
action categories. 


12. No Action  Applicable only when there was no safety action or recommendation required in 
response to a safety issue. 


 


Configuration Description  
Type Version No Description 


Minor change  
 


0.X • Minor change to definition/s, clarification, correction. 
• Document layout change  


Major change 
 


X.0 • Fundamental change to definition/s 
• Removal and / or addition of keywords and definitions 
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