The USAF Flight Surgeon’s Role 

in Safety and Mishap Investigation
POC: Lt Col Tom Luna, AF Safety Center Surgeon, Thomas.luna@kafb.saia.af.mil, DSN 246-0830

· Best references: AFI 91-204 (formal guidance), AFPAM 91-211 (best “how to”). Also: Aircraft Mishap Investigation Handbook published by the Society of USAF Flight Surgeons. Air Force Safety Center website: http://safety.kirtland.af.mil

· Highly encouraged to attend Aircraft Mishap Investigation & Prevention (AMIP) 2 wk elective course

· Most important items from this block of instruction:

· Know ISB from SIB from AIB – flight surgeon’s role in each

· Understand the concept of privilege

· Know how and where FSs get help

· Understand FS’s role in the base-level flight safety program

· Other Air Force Safety Center POCs: LtCol White (physiologist) x0880; Capt McKnight (life siupport) x0853

· AFSC/SEFL will help you when you investigate a mishap, when you develop your base-level safety program, and provide general safety data and life science consultation assistance.

· USAF flight mishap rates are better than air taxi and general aviation rates and almost as good as the airlines

· Consistently, about 2/3 of all Class A mishaps are due to human factors (HF)(and you are the HF expert!). Over 90% of all fatal flight mishaps are due to HF
· Most common HFs rated as major or causal FY 96-01:

· Operations factors
·  Crew Coordination

·  Subordinate style

·  Written procedures – inadequate

·  Vision restricted by weather/haze/darkness

·  Physiologic factors

·  Misperception of distance/altitude/separation

·  Spatial disorientation (type 1) – unrecognized
·  Psychological Factors
·  Event proficiency

·  Limited total experience

·  Channelized attention

·  Cognitive task oversaturation

·  Inattention

·  In-Flight analysis

·  Risk Assessment

·  Course of action selected

·  Task misprioritization

·  Complacency

·  Response set

·  Judgment and Decision Making
·  Selected wrong course of action

·  Failure to use accepted procedures

·  Risk assessment

·  Violation of flight discipline

·  Operation / Supervision factors

·  Cognitive task oversaturation

·  Inadequate briefing

·  Directives

· Only rarely is there a single cause; generally there are a series of events which coalesce in the mishap

· Safety mishap investigations (SIB) are done to gather data to develop programs to prevent future mishaps. Legal mishap investigations (AIB) are done to gather releasable info for the next of kin and the public and to determine culpability.

· Class A mishaps are those with a fatality, over $1 million damage, or destroyed aircraft. Classes B-E are lesser classes. 

· Physiologic incidents are usually a type of Class E event. Reports are required for things like decompression sickness, trapped gas disorders, spatial disorientation, hypoxia, GLOC, traumatic injuries in flight, etc.

· Safety Investigation Board (SIB) and Interim Safety Board (ISB) are governed by the legal concept of privilege: testimony, analysis, findings, causes, recommendations are not releasable outside of safety channels and cannot be used for disciplinary, punitive or civil litigation. Witnesses are usually given a promise of confidentiality. 

· Class A SIBs work directly for the 4 star MAJCOM commander – referred to as the convening authority. Lower level commanders are convening authorities for lesser classes of mishap.

· Accident Investigation Boards (AIB) are the legal investigation boards. AIBs usually follow the SIB but for fatal mishaps often run concurrently. The AIB receives Part 1 – the nonprivileged part – of the SIB report. Flight surgeons often serve as medical members. They get all their medical data from original sources. Since the AIB report is releasable, no medical private info can go into the AIB report. The AIB is governed by AFI 51-503.

· Emergency response plans must include clarification of jurisdiction issues with local coroner/medical examiners and should include plans for medical care for security forces etc at the mishap site – generally by Independent Duty Medical Technicians (IDMTs). 

· Crash response: stay safe, treat the injured, keep aircrew separate (prevents contamination of memory of events), protect mishap site and human remains, preserve personal/life support gear.

· The Interim Safety Board (ISB) is formed locally in response to a mishap to preserve evidence until the SIB is formed about 72 hours later. It is not an investigative board. FSs also serve on ISBs.

· ISB FS ensures safety of ISB members, coordinates tox testing & other labs, autopsy, physical exams, imaging studies, collects 72 hr and 14 day histories, performs initial interviews, ensures sequestration of medical, dental, mental health, fam advocacy, and substance abuse charts and preserves the personal/life support equipment.

· All crew injuries must be documented during a head to toe examination on a SF 88. Note: this is nonprivileged and will be turned over to the AIB. Full spinal radiographs are required for all ejections, bailouts and crash landings.

· FS works with Mortuary Affairs to ensure that all human remains are photographed (before moving), preserved and documented. Call AFIP immediately for all fatalities (DSN 662-2100)

Tox testing must follow strict chain of custody. Blood is preferred over urine; can quantify effects. Use betadine to clean the skin before the venipuncture – not alcohol. AFIP tox specimen guidance can be found at: http://www.afip.org/Departments/oafme/tox/tox.html
· For initial interviews use open ended questions only. First read the appropriate confidentiality statement and have them sign the appropriate statement. Record it if possible and read the statement into the recorder.
· The 72 hr and 14 day histories are very important. See AFPAM 91-211, A4.7.10. This data needs to be collected very early by the ISB FS; it will be near impossible for the SIB FS to reconstruct it.
Ensure that the Search and Recovery and Mortuary Affairs teams are included in your Bloodborne Pathogens Program. Beware of crash site hazards including composite materials, pressure vessels, explosives, fuel, radiologic hazards. Consult your local BEE. The aircraft hazardous material inventory can be found at: http://137.244.215.33/ti/tilta/documents/to00-105E-9.htm.
· Ensure a Critical Incident Stress Team is formed and available. Surviving aircrew participating in CISM should receive it individually. 

· Mishap forensic autopsies are best performed by AFIP but the local coroner/medical examiner frequently has jurisdiction. In such cases, if jurisdiction isn’t relinquished, try to have them allow the AFIP pathologist to do an over the shoulder. The FS should also attend the autopsy to provide the operational context to the pathologists.

· FSs are typically on the family notification team but those FSs should not be those assigned to the ISB or SIB.

· The ISB doc must meet with the SIB doc and provide the status of the autopsies, tox testing, remains collection, chart sequestration/review and handover all photos/film, physicals, 72h and 14d hxs.

· SIB FSs should ensure that a life support member is assigned to the SIB. If human factors appear to be involved consider requesting a human factors consultant. HF consultants are usually aviation psychologists, aerospace physiologists or pilot/physicians. 

· Call SEFL (DSN 246-0830) to help determine the type of HF consultant which would be most helpful given your mishaps specific circumstances, then make a formal request for that consultant through your BP to the convening MAJCOM’s safety office.

· The SIB is an investigative board. The FS works for the Board President (BP) and is responsible for human factors, egress and life support equipment. It is a 30+ day TDY with 12+ hour days 6.5 days a week, usually.

· The SIB FS should call SEFL (DSN 246-0830) and the ISB doc before leaving home station and then call SEFL again upon arrival.

· SIB FS helps determine WHAT happened; WHY did it happen; was WHAT the human did the WHY of the mishap? Why did the human do what they did?

· The HF sequence often goes beyond the aircrew to include maintenance, supervision and air traffic control. The FS documents the HF by drafting the tab U of the formal report for the SIB; this will be summarized in the tab W. All data will also be logged into AvSAS. Tab U’s part 1 discusses HFs found to be significant; part 2 of tab U discusses factors ruled out. Tab U also contains your consultant reports, AvSAS summaries, physicals, labs, histories etc.

· Personal and life support equipment are sent to the Life Sciences Equipment Laboratory at Brooks AFB for forensic analysis (DSN 240-4722/3796). This lab is most useful for determining state of consciousness, head and limb position, source of injuries and evaluating for potential life sciences equipment failure.

· All HF definitions can be found in Atch 8 of AFPAM 91-211 as well as in AvSAS. The SIB (not you alone) must determine which factors were present and rate the importance of those factors: 4 – causal factor; 3 – major contributing factor; 2 – minor contributing factor; 1 – minimal contributing factor; 0 – present in the mishap but not a part of the mishap sequence. Avoid using 2 HF terms to describe the same thing. Describe how the HFs interacted.  HF ratings must be listed in both tab U and in tab W.
· When drafting tab U remember that you are writing for the SIB. You may disagree with the rest of the SIB; in that case you are entitled to submit a minority report. Be sure you’re right! If you submit a minority report you will brief the 4 star MAJCOM commander right after the BP.

· Remember that mishap information can only be shared within safety channels and the BP generally limits it to the SIB and the AF Safety Center. Don’t discuss with media, family of aircrew, your family, or colleagues not used as consultants – either during or after the SIB.

· Most common pitfalls

· HF description and ratings must match in four places: AvSAS; tab U; tab W; tab X “Findings”

· Jumping to conclusions

· Not asking for help

· Maintenance HF ignored

· Life support covered superficially

· Not getting involved with the rest of the SIB – even afterhours

· Forgetting that cause does not = fault

· Few people in the MDG have the foggiest idea of what you do as a flight surgeon and why it is important; this includes many medical commanders. You need support from all of them, so you need to educate them. Get them tours of the flight line and industrial shops, give them briefings, etc. Ultimately you may need to ask the line commanders to intervene with your MDG/CC; the line commanders often have a much greater appreciation for what you do since much of it is not visible within the MTF and is not focused an individual patients. Your primary “patient” is now your aircrew population.
· Aerospace medicine is a preventive medicine specialty (under ABPM), not a primary care specialty. Primary care of aircrew is provided in the interest of ensuring they are safe to fly; primary care to aircrew families is provided to better understand the aircrew and their social stressors and to provide those aircrew with peace of mind that their families are well taken care of. There are nonflight surgeon providers who can provide primary care to your aircrew and families but only flight surgeons can provide operational medicine support; that operational medicine support must be your priority – if you don’t do it it doesn’t happen. Only half a flight surgeon’s day should be spent seeing patients; the other half should be spent on non-clinical activities including operational support activities. [reference: Brig Gen Murray (AFMOA/CC); 25 Apr 01; Primary Care Optimization (PCO) in Flight Medicine (FSO) and Physical Examinations and Standards Section (PES); paragraph 1.b. under “Flight Medicine Group Practice”]

· You are a rated aircrew member – live up to that! You are not a passenger.

· You are a very important advisor to the line commander; attend their staff meetings and speak up; brief at their commander’s calls and safety meetings.

· The only way you will be successful is by building your credibility and developing a sense of trust with your fellow aircrew. You need to spend time at the flying squadron – frequently! You need to fly frequently and all mission profiles and be an active member of the crew. You need to be involved socially with your flying squadron and go TDY with them. You need to play small town doc, get to know their families and taking care of them; you need to take ownership of them so they’ll take ownership of you.

· Don’t forget about air traffic control, maintainers, life support, etc – they are yours also

· Your job is to know the job and the environment and the people so you can take action to maximize their performance and prevent bad things from happening. You need to be hands on.

· You need to be on a first name basis with your wing and squadron flight safety officers and life support personnel. Make sure you receive the flight doc safety newsletter with mishap summaries via your MAJCOM SGPA from SEFL; read it and discuss it as flight surgeons but remember that it is privileged.

· You need to know and work closely with your aerospace physiologists and aviation psychology consultants (do you know if you have one?)

· Bottomline: know the MISSION, know the EQUIPMENT, know the PEOPLE
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