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ABSTRACT
Accident reports often find that workers did not follow the procedures and all-too-frequently
conclude that had the worker followed the procedure, the accident would not have occurred.
There is a belief that following the procedures assures safety. However, in the workplace workers
safely and successfully accomplish work by following procedures while judging them and
adapting them according to the context of the work. This differing perspective advocates that
adaptation is normal and necessary given the local context of work. This thesis explored the
question: Do team leaders mainly blame not following procedures on features of the work and its
environment or on the features of the worker?
The results demonstrate that team leaders understand that a variety of factors contribute to how
aircraft maintenance work is accomplished. Team leaders perceive the tension between
management and workers that results from the gap between procedure and practice in different
ways. They employ different strategies to manage the gap depending on features of the situation.
Professionalism, explained as knowledge and experience with respect to aircraft maintenance
work, is extremely important for creating safety in this domain. The creation of safety in a pursuit
like aircraft maintenance depends on both standardization and maintaining a certain degree of
flexibility and capacity to adapt to the work context. From the team leaders’ perspective, people
close and bridge the gap. The findings from this study provide a starting point for future research
and practical projects to focus on improving the context of work and further equipping AMEs
and team leaders to manage the gap when it is present.
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INTRODUCTION
On June 10, 1990, a BAC 1-11, Flight 528 was enroute to Spain from Birmingham International
Airport. The accident happened when the aircraft was climbing through 17,300 feet on departure
from Birmingham. The left windscreen, which had been replaced prior to the flight, was blown out
under effects of the cabin pressure when it overcame the retention of the securing bolts, 84 of
which, out of a total of 90, were of smaller than specified diameter. The commander was sucked
halfway out of the windscreen aperture and was restrained by cabin crew while the co-pilot flew the
aircraft to a safe landing at Southampton Airport.
The Aircraft Accident Investigation Branch found the following factors contributed to the loss of
the windscreen (AAIB, 1992):
1. A safety critical task, not identified as a 'Vital Point', was undertaken by one individual who
also carried total responsibility for the quality achieved and the installation was not tested
until the aircraft was airborne on a passenger carrying flight.
2. The Shift Maintenance Manager's potential to achieve quality in the windscreen fitting
process was eroded by his inadequate care, poor trade practices, failure to adhere to
company standards and use of unsuitable equipment, which were judged symptomatic of a
longer term failure by him to observe the promulgated procedures.
3. The British Airways local management, Product Samples and Quality Audits had not
detected the existence of inadequate standards employed by the Shift Maintenance Manager
because they did not monitor directly the working practices of Shift Maintenance Managers.
In a book, published shortly after the final accident report was released, Maurino, Reason, Johnston
& Lee (1995), offered a different analysis of the underlying factors that contributed to this accident.
They explained “one of the paradoxical features of this accident was that many of the contributing
factors were rooted in what, under other circumstances, would be regarded as valuable strengths”
(Maurino, et al., 1990, p. 87). Their explanation includes a Shift Maintenance Manager, who being
concientious, replaced the bolts because the old bolts looked too old, a close-knit establishment of
maintenance engineers with high morale and lots of pride who routinely competed between shifts to
achieve the most work, and an excellent relationship between the flight crew and the maintenance
engineers that saw the maintenance engineers responding flexibly to the rapidliy changing demands
on their skills.
The Gap between Procedures and Work
Work is a complex undertaking that workers manage everyday. For over a century managers and
regulators have specified procedures to minimize performance variability and maximize output
(Wright & McCarthy, 2003). Work is designed and planned to coordinate performance on tasks that
require people to interact (Degani & Wiener, 1990). In safety-critical systems, procedures also
provide a documented and approved description of work, auditable by the operator and the
regulator (McDonald, 2006). However, recent research with complex, dynamic safety-critical systems
(e.g. transportation systems, healthcare, process industries) has shown that strictly following
procedures does not guarantee safety (e.g. Dekker, 2005; Hollnagel, 2003; Rasmussen, 1997; Snook,
2000; Wright & McCarthy, 2003). (Procedure herein is used operationally and generally to include
regulations, standards, processes, and other documented work descriptions. Procedure is defined as
normative work; how work is prescribed to be done).
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A procedure, by design, does not completely document all the details associated with its use in an
operational environment. Procedures are frequently under-specified. Procedures often under-specify
human action because they are developed without worker input and without consideration of the
local context of work (McDonald, Daly, Corrigan, & Cromie, 1997; Rasmussen, 1997). Formal
documentation cannot always be relied on, nor is it normally available in a way that supports a close
relationship to the task (McDonald et al., 1997; Rasmussen, 1997; Wright & McCarthy, 2003). In
many cases, procedures are designed to be contextually independent to fulfill regulatory and
certification requirements. Procedures then, have to be interpreted and applied within the context in
which they are used (Suchman, 1987).
Procedures can also be over-specified. Degani & Wiener (1990), while strongly advocating that
procedures must be followed, explain that management must recognize the danger of overspecification because it fails to exploit one of the most valuable assets in the system, the intelligent
worker who is ‘on the scene’. There cannot be a procedure for everything, and the time will come in
which the workers will face a novel situation for which there is no written procedure (Vicente,
1999). Pre-specified guidance is especially inadequate in the face of novelty and uncertainty (Carley,
1999; Woods & Shattuck, 2000).
Procedures are often written for the certifying authority, the auditor, the novice and the expert; a
diverse set of users. This can make procedures insufficient to all who use them (Vicente, 1999,
Wright & McCarthy, 2003). Procedures, whether executed by humans or machines, have their place,
but so too, does human cognition (Dekker, 2005). There are many examples of workers adapting to
situations for which there were no adequate procedures (e.g. Clapham Junction rail collision in
England December 12, 1988, American Airlines Flight 232 which lost all hydraulics just outside of
Sioux City, Iowa in 1989, and Apollo 13 in 1970).
Hence, the literature has shown that despite the attempts to cope with human variability in complex
domains by increasing standardization of work, procedures are not a guarantee of safety. Procedures
neither completely specify the details of a certain task nor are they sufficient to achieve the task.
Procedures can also be under or over specified. In this sense, a gap between how the work is
decomposed into procedures and steps and how it is really done creates opportunities for human
adaptation when reconciling multiple goals (e.g. safety, production, compliance). However, the
traditional view that safety is guaranteed by following the procedure in order to reduce human
variability and system complexity creates a myth about how work is done.
The Myth about How Work is Done
Given strong evidence that a gap exists between procedures and work, research also suggests a
discrepancy exists between work as it is done and work as managers believe it is done (Dekker, 2005;
Hollnagel, Woods, & Leveson, 2006; Snook, 2000; Vaughan, 1996; Vicente, 1999). Research has
shown that management thinks work is accomplished safely and successfully by workers following
the procedures (Degani & Wiener, 1990; Dekker, 2003; Rasmussen, 1997; Snook, 2000). Yet,
workers safely and successfully accomplish work by judging, applying and adapting procedures
according to the local context of the work (Cook & Nemeth, 2006; Daly, Corrigan & McDonald,
1997; Snook, 2000; vander Lely, 2009; Wright & McCarthy, 2003). Management believes the work is
successfully accomplished by adhering to the procedures while in practice this is not always how
work is performed.
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Some aviation safety enthusiasts and specialists see individuals not following procedures as the result
of complacency or a lack of motivation. However as explained by Dekker and Hollnagel (2004),
these studies violate a scientific principle as cases are selected on the dependent variable (failed
performance) which generates an unverifiable conclusion. Research conducted this way is not
accepted by other applied and pure disciplines in the way that it is accepted in the study of failed
human performance.
Complacency has been defined as a feeling of quiet pleasure or security, often while unaware of
some potential danger, defect, or the like, however it is a construct often taken for granted and used
to explain the lack of action in many cases. The proliferation of complacency as a cause factor might
have resulted from the accident investigation method employed (Hollnagel, 2003; McDonald,
Corrigan, & Ward, 2002.). Complacency is an individual factor listed in many accident classification
taxonomies, (e.g. Wiegman & Shappell, 2003), most of which are based on sequential accident
models. However, much human factors research has demonstrated that the tools, tasks and
environment of the work shape human behaviour much more than the individual’s internal
motivation (e.g. Dekker, 2005; Hawkins, 1993; Rasmussen, 1997; Reason, 1990). Complacency is
often an incomplete or unhelpful cause factor, as it does not help us mitigate the problem because it
is an unspecific label.
Research has also shown that some managers and management specialists see people who do not
follow procedures as choosing of their own free will to perform outside of the prescribed method
(Wright & McCarthy, 2003). This explanation also does not account for the context specific aspects
of the work that shape human behaviour. Managers and management specialists view the gap as
routine non-conformity on the part of individual workers (Wright & McCarthy, 2003). Some
traditional organizational sociologists see not following procedures as a political lever applied on
management by the workers, overriding, out smarting, hierarchically controlling and compensating
for higher level organizational deficiencies (Wright & McCarthy, 2003).
Traditional human factors practitioners and work designers coming from a Scientific Management
background assume order and stability in operational systems. Research has shown that these
specialists believe work achieved rationally and mechanistically. Control of work is implemented
vertically using formal task analysis methods (Vicente, 1999, Wickens & Hollands, 2000; Wright &
McCarthy, 2003) founded in simple linear systems (Heylighen, Cilliers, & Gershenson, 2007).
It seems the real world is a little more complicated than this research would suggest. In fact, how
management perceives work is done seems unimportant until something tragic happens. Research
has demonstrated that work is not always done the way managers believe it is done (e.g. Flight Safety
Foundation, 1999; Hidden, 1989; Vicente, 1999). Sequential accident models often point to
procedural deviations as having caused the accident. However, due to the accident model and
investigation protocol, these accident investigations rarely delve into understanding why the
procedures were not followed and they counterfactually reason that had people followed the rules,
the accident would have been prevented (Hollnagel, 2003). The investigation stops at ‘they didn’t
follow the procedures’. Investigators and organizations sacrifice learning for an efficient
investigation that points to a simple countermeasure, which is, follow the procedure (Dekker, 2005).
Despite research and experience that demonstrates there exists a gap between procedure and
practice resulting largely from contextual factors of work (e.g. procedure under or over specification,
time constraints, scarce resources), a tendency to blame the individual characteristics of the worker
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for not following procedures exists. The human failed to perform the task according to the
procedure therefore the human is to blame. It remains difficult for some to see that the features of
the work affect the ability to comply with procedures.
New View of Work in Complex Systems: Aircraft Maintenance Domain
The distance between formal procedures and actual work is bridged with the help of experts; those
who have learned how to get the job done and who are proud to share their professional experience
with others (van der Lely, 2009). In situations of over-specification, workers adapt to manage
conflicting goals (Daly et al., 1997). In situations of under-specification, workers adapt creatively to
get the job done (Daly, et al., 1997). Recent research into the adaptive capabilities of humans at work
has shown that workers adapt to the local context. Cook and Nemeth (2006) observed workers who
adapted their work practices to match the resources available (e.g. individual experience levels) and
to manage multiple goal conflicts (e.g. production and protection goals), to complete work
successfully.
The professional culture in aircraft maintenance includes a strong sense of responsibility for the
overall safety of the system, going beyond performing a technical task to a set standard (Daly et al.,
1997; Maurino et al., 1995). In the aircraft maintenance domain, the demand to meet technical
requirements conflicts routinely with constraints such as time, resources and the functional work
environment (Daly et al., 199; McDonald, 2006). Maintenance is a cost from all perspectives
including downtime, personnel, parts and tools, and facilities.
Part of the role of the aircraft maintenance engineer (AME) is to use his/her professional judgement
based on experience, knowledge and skill in carrying out the work, rather than blindly following a set
of procedures (McDonald, Corrigan, & Ward, 2002). Behaviour is compliant with the emerging local
norms to accommodate multiple goals (maximizing capacity utilization but doing so safely, meeting
technical requirements and deadlines) (Dekker, 2005). AMEs have to reconcile technical
requirements with production demands. Sometimes this requires compromise, and it is up to the
AME and front line supervisors to compensate for the deficiencies in the physical and organizational
system in delivering what is necessary to do the job well and safely.
Those who manage the compromise well are highly valued and AMEs are often rewarded for
successful outcomes (McDonald, 2006). However, the nature of the compromise is never explicit or
acknowledged because the compromise is not acceptable legally or socially. Management expects
that workers will be professional. In some situations, professionalism means getting the job done
and in other situations, it means exactly following the procedures (McDonald, et al., 2002). Often
the worker is expected to do both. Outsiders (e.g. investigators or auditors) see the vast internal
collection of routines, illegal documentation (e.g. books detailing personal procedural notes that
elaborate or correct procedures) and short cuts as an affront to prescribed procedures (McDonald,
2006; McDonald, et al., 2002). However, workers see these practices as a necessary compromise to
reconcile daily goal conflicts (McDonald, 2006).
Frontline Supervisors and the Gap between Procedure and Work
Aircraft maintenance is a complex domain for considering the gap between procedures and work,
because of the legal implications associated with not following procedures (Daly, et al., 1997). Civil
aviation regulations legally require aircraft maintenance engineers (AMEs) to strictly adhere to
company and manufacturer procedures in all work tasks.
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Daly, et al. (1997) conducted a study that explored the use of task procedures in aircraft
maintenance. Two hundred and eighty-six maintenance engineers completed questionnaires after
they had completed a work task. The questionnaire sought primarily to discover the normative level
of deviation from task procedures, and inquire into the reasons behind this non-conformance. Daly,
et al. (1997) found 34% of respondents reported not following the official procedure for the task.
The most common reasons given was that there was an easier way than the official method (45%)
followed by 43% saying there was a quicker way (Daly, et al., 1997).
Daly, et al.’s (1997) research provides evidence for the gap between procedure and work, but this
study did not elaborate formally on management’s perspective of this gap. They did discuss the
relationship of the gap to performance outcome with respect to their findings. Daly, et al. (1997)
reviewed accident investigations and identified a number of cases where procedural nonconformance was a causal or contributing factor. They argue that in light of their findings,
approximately one third of AMEs perform the task by another method, that the results of accident
investigations are hardly surprising. They state: “Causality is then usually assumed, or the existence
of non-conformance used as evidence of poor control within the organization. The association of
causality would seem now to be questionable and similarly the accusation of inadequate control
could also be re-examined” (Daly, et al., 1997, p.48). Their findings point to the need to better
understand how performance outcome is related to the attribution of behaviour around following
procedures and its implication as an accident finding.
It was outlined in Daly, et al.’s (1997) research that accident reports often find that workers did not
follow the procedures and all-too-frequently conclude that had the worker followed the procedure,
the accident would not have occurred. This simple explanation perpetuates the belief that the system
is safe when workers follow procedures. However, many safety-critical systems today, such as
aircraft maintenance, are complex, dynamic and adaptive systems where small actions and reactions
in one part of the operation can produce large, and in some cases, catastrophic interactions in
another in an unanticipated way. The traditional view that strict procedure following guarantees
safety perpetuates the myth about how work is accomplished. This view of human error is not
sufficient, and, in some cases counterproductive to enhancing safety in today’s complex, dynamic
systems.
To make progress, safety specialists need to understand why an individual’s performance made sense
at the time given the condition that existed at the time. This is the principle of local rationality:
humans act in ways that make sense given the conditions and circumstances present at the time
(Dekker, 2006). The new view of human error explains that human error, in this specific case not
following procedures, is a symptom of trouble deeper inside the system:
• Safety is not inherent in systems.
• The systems themselves are contradictions between multiple goals that people must pursue
simultaneously.
• People (have to) create safety.
• Not following procedures then is systematically connected to features of people’s tools, tasks
and operating environment.
The new view aims to see how people interpreted the world from their position on the inside; why it
made sense for them to continue certain practices given their knowledge, focus of attention and
competing goals. New view accident investigations aim to study the actions and assessments of
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those involved in the context that brought them forth and that accompanied them. In this sense, this
thesis explored if team leaders mainly blame not following procedures on features of the work and
its environment or on the features of the worker? The literature regarding not following procedures
and natural, intelligent adaptation of work in practice is presented as a dichotomy between workers
and management.
In many aircraft maintenance organizations, AMEs perform their own quality control. They ensure
their own work is done in conformance with procedures. The team leader is the frontline supervisor
whose role is to oversee and ultimately ensure the safety and serviceability of the aircraft. By signing
out an aircraft when maintenance work is completed, the team leader legally states the aircraft is safe
and serviceable. The team leader’s role requires a substantial amount of paperwork. The team leader
also has regular supervisory responsibilities such as planning, coordination of AMEs and work tasks,
problem-solving, sharing expertise with AMEs, and assisting whenever necessary. Team leaders
typically report to middle mangers. Middle managers, in Canada known as the Chief, Aircraft
Maintenance, are typically responsible for a fleet of aircraft or a specialty like avionics or mechanical
workshops. Middle managers typically report to the Person Responsible for Maintenance (Canadian
terminology). This person is ultimately responsible for the conduct and safety of all aircraft
maintenance operations.
It was hypothesized that team leaders form a bridge between workers and management. It was
expected that team leaders reconcile the tension between having to close the gap between procedure
and work and understanding that gap, by regularly evaluating the situation in front of them and
actively managing the tension. Performance outcome should constantly sway the tendency to close
the gap and understand the gap, resulting in a highly dynamic and context-dependent supervisory
job. Despite expecting a collection of factors to affect these relationships, it is expected that the
following factors will be involved:
• features of the worker;
• features of the work;
• outcome of performance;
• quality and type of procedures (e.g. good procedures, under-specified procedures, overspecified procedures, and safety net procedures); and
• goal conflicts.
The thesis is organized to facilitate the exploration of the thesis question. Chapter 2 outlines the
research design and method selected. Chapters 3-6 combine the results and discussion for each part
of the thesis question. Lastly chapter 7 summarizes the conclusions of the study, identifies the
limitations of the study and offers areas for future work in practice and in research.
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METHOD
Research Design
A qualitative research method was selected for this research. Qualitative methods allow for the study
of participants in their natural settings. It consists of a set of interpretive practices that make the
world visible to others. A process-tracing approach, outlined by Woods (1993), was specifically used.
This approach aims to externalize cognitive processes or produce external signs that support
inferences about internal workings. Woods (1993) recommends the following approach:
1. define the psychological issue being studied;
2. connect the test situation to the natural context;
3. collect data;
4. document and interpret raw data into a data format that can be analysed;
5. document and interpret refined data to construct a concept-dependent description or
explanation of each main theme or phenomenon;
6. analyse these concept-dependent analyses with respect to cognitive questions of interest.
Participants
Twelve team leaders volunteered to participate in the study. The participating team leaders were
licensed an average of 26 years and were team leaders for an average of 12 years.
Team leaders who participated in the study were drawn from an aircraft maintenance organization
that is an air operator with an approved maintenance organization. The organization performs
aircraft maintenance on 71 aircraft; 39 fixed-wing and 32 rotary-wing and operates from 16 widely
dispersed facilities in Canada. The organization’s flight operations consist of commuter operations,
air taxi operations and aerial work. The aircraft maintenance organization supports these activites
and in addition, performs aircraft maintenance on a Department of National Defence aircraft fleet.
There are many similar organizations in Canada and it is therefore felt that the results and
conclusions explained here are representative of other similar organizations. It is also felt that the
results and conclusions are also applicable to team leaders that work in similar settings.
Protocol for Data Collection and Analysis
Aircraft maintenance work is a complex behavioural situation. The aim of this study was to explore
how team leaders view the gap between procedure and practice and how they manage any tension
that results from that gap.
The protocol for the interview involved: a) the review of the information letter (Appendix A); b)
completion of the consent form (Appendix B); and c) background questionnaire (Appendix C). The
consent form explained the purpose of the study and how the researcher planned to manage and
protect research data. The consent form also noted whom to contact for any concerns with the
research project. The background questionnaire captured some basic background information such
as years of experience, license endorsements on types of aircraft, and general working history (e.g.
years with the organization).
The organization’s incident database was searched to identify prototypical aircraft maintenance
incidents that had a contributing factor associated with the procedures. Eight prototypical situations
were selected (Appendix D). The incident report and the documented procedures for the selected
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maintenance tasks were obtained and reviewed. Interviews were conducted with Quality Assurance
Inspectors and AMEs to verify and accurately describe the prototypical situations as per the
procedure and how the task is normally completed in practice.
Team leaders were interviewed using two prototypical situations of their choosing to explore the
research question. This was done to enable the researcher to begin the interview with a contextual
look at the performance of aircraft maintenance work using descriptions familiar to the team leaders.
Team leaders were then asked open-ended questions about how they reconcile the tension between
having to close the gap and understand the gap and what creates safety in aircraft maintenance,
given the gap they had just identified in the prototypical situations. This was done to enable the
researcher to transition the interview from a focus on aircraft maintenance tasks and practices to a
focus on what behaviours and supervision strategies result when these gaps exist. Interviews ended
following the principles of theoretical saturation (Flick, 2006). The Interview Protocol is shown in
Appendix E.
The data collected and analysed included technical and contextual descriptions of prototypical
situations and interview notes from the team leader interviews. Interviews were recorded by hand
and handwritten notes were transcribed into individual team leader reports. The data were organized
and analysed using the interview protocol and the contextual analysis frame which was drawn from
the literature review:
1. What factors contribute to AMEs not following the procedure
a. features of the worker;
b. features of the work;
c. outcome of performance;
d. characteristics of procedures (e.g. good procedures, under-specified procedures,
over-specified procedures, and safety net procedures); and
e. goal conflicts.
2. How do you, personally, reconcile the tension between having to close the gap between
procedure and work (given expectations from management and regulatory requirements) and
understanding that gap (due to pressure from above to get the job done and pressure from
below to be efficient)?
3. What for you creates safety? Following procedures, intelligently adapting or applying
knowledge and experience to work using a combination of both?
The analysis of the team leader interview transcripts guided the development of a description of how
team leaders understand the phenomenon of not following procedures and an explanation for how
team leaders reconcile the tension between having to close the gap between procedure and work and
understanding that gap. The results and discussion are included together in subsequent chapters to
make as obvious as possible the researcher’s interpretation of the qualitative research results. The
discussion of the results with respect to the current theories and empirical data allowed for analysis
across the sub-research questions. Future areas of research and limitations of the study were
identified.
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PROTOTYPICAL SITUATIONS
The majority of team leaders selected tasks 1, 2, 7 and 8 to describe. The practice of each task in the
field is described. The researcher collated these descriptions from the transcripts of the team leader
interviews. The documented procedures for each task are listed and the details are included in the
appendices. The last description is an incident investigation summary that was associated with each
task. These prototypical situations highlight the gap between practice and procedure.
Task 1
Task 1 was ‘Defect Resolution and Installation of an Electric Trim Servo on a King Air C90’. In
practice, the majority of the team leaders outlined the following steps.
1. Reconfirm the defect by trying to duplicate on the ground.
2. Based on evidence, decide maintenance action to perform.
3. Locate the procedures in the manual and review.
4. Gain access to area.
5. Obtain the tools needed.
6. Obtain the parts needed.
7. Disconnect the flight controls.
8. Change the trim servo.
9. Reconnect the flight controls.
10. Confirm defect resolved.
11. Do travel checks.
12. Do independent inspection (with flight controls, have one AME inside and one AME
outside and have them communicate action and reaction. Switch places and do it again).
13. Write down the work in the Condition and Correction sheet.
14. Sign-out the aircraft.
The documented procedures for this task include the following references. Copies are located in
Appendix F:
1. MCM Procedure 30 – Work Performance Procedures
2. Pitch Trim Servo – 1C469-6-456 Parts Group IX
3. Drawing No. 69D1179
In the incident scenario, the following took place. The electric trim servo was replaced to rectify a
defect that stated the trim wheel was jerky in auto flight. Three AMEs were involved in replacing the
trim servo. AME1 connected the control cables and safety hardware from the elevator trim servo.
AME3 removed the malfunctioning elevator trim servo and installed the replacement servo. AME1
then reconnected the control cables and safe-tied the connections. AME2 inspected that the control
cables were routed correctly and the safety locking was correctly installed. AME1 then operated the
trim wheel mechanically by hand from inside the aircraft and AME2 verified that the up and down
movements of the trim surface were responding correctly and recorded the travel range in both
directions. The mechanical trim functioned correctly and normally.
The direction check of the electric trim wheel was not completed by AME2 as he was completing an
Independent Check of the mechanical portion of the trim system only.
AME3 functionally checked the trim wheel for smooth operation with one hand operating the
switch and the other on the trim wheel, which was the rectification for the original defect of "trim
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wheel jerky". He focused on correcting the snag and not on the electric trim system for sense of
direction and travel. The electric trim system was not checked for sense of direction.
AME1 did not know or expect that the trim servo could be wired backwards when received. AME2
recalled later that the trim servo could run backwards and should have been checked on installation
but was focused on fixing a specific defect; trim wheel jerky. AME3 was aware that the servo could
be wired incorrectly and that it should be verified for moving in the proper direction after
installation. He had received training on this particular unit 25 years previously. AME3 followed the
instructions in the Century Flight Systems manual but did not see the instructions for rewiring the
servo to change its direction as these instructions are only found in the wiring diagram and
installation drawings.
A senior pilot completed a test flight, although not required. This is partially because vacuum
pressure is used in the autopilot and aerodynamic forces in flight may affect the elevator. Prior to
flight, the team leader mentioned to the pilots that these trim servos have been known to work
backwards.
The travel limits were recorded on paper but not entered in the technical record as part of the
independent check as per MCM Procedure 30.4. The pilots who completed the test flight also failed
to detect the incorrectly responding trim wheel until airborne.
Summary of the Gap
The procedures instructed the AME to confirm the configuration of the trim servo that had arrived
from the manufacturer prior to its installation because, it notes, the trim servo can arrive configured
(wired) for another aircraft configuration. Without the benefit of these procedures because they
were located in an obscure wiring diagram necessary to be used during the first installation only, the
AMEs involved installed the trim servo without verifying the configuration of the wires. In this case,
knowledge about an unusual circumstance was hidden in an obscure first time installation procedure
where it would not be accessed by AMEs conducting a replacement. This example demonstrates
some of the ambiguity around the documentation of aircraft maintenance procedures and the many
different manuals, diagrams, instructions, notes, training materials and other sources that comprise
aircraft maintenance procedures.
Task 2
Task 2 was ‘Heavy Maintenance Landing Gear Functional Checks (combined with Thrust Reverser
Deployment Checks and Brake Bleeding on a Cessna Citation II Aircraft)’. In practice, the team
leaders who have supervised or done this task outlined the following steps.
These tasks are accomplished as part of a phase 5 (heavy maintenance) inspection. At this point in
the check, the aircraft is already on jacks. The landing gear functional checks need to be done with
the aircraft in a simulated air condition. The thrust reverser deployment check and the brake bleed
need to be done with the aircraft in an on ground condition. Normal practice is to take one task at a
time and set up the aircraft for that condition.
1. Print off maintenance manual procedures and use as a check sheet.
2. Complete landing gear functional check as per procedure in simulated air condition with
squat switches secured out of the way.
3. Complete thrust reverser deployment check as per procedure in on ground condition using
squat switches.
4. Complete brake bleed as per procedure using squat switches.
15

5. Document work completed.
Note: One team leader indicated that whenever there are many tasks going on at one time that a
leader must be designated to take care and coordinate AMEs and work. Anything that is
disconnected needs to be flagged visually (P8).
The documented procedures for this task including the following references. Copies are located in
Appendix F:
1. MCM Procedure 30 – Work Performance Procedures
2. Model 550 Maintenance Manual (Rev 28) Task 32-01-00-710
3. Model 550 Maintenance Manual (Rev 28) Task 78-31-00-710
4. Model 550 Maintenance Manual (Rev 28) Task 32-42-09-710
5. Model 550 Maintenance Manual (Rev 28) Task 32-42-00-710
In the incident scenario, the following took place. A C550 aircraft undergoing a heavy maintenance
inspection required numerous landing gear functional checks and thrust reverser deployment checks.
These are normally carried out at the same time once hydraulic power is available and prior to the
landing gear functional checks. The aircraft was on jacks at the time these checks were carried out.
AME1 and AME2 were on the complete inspection and two others joined that day from other
crews, AME3 and AME4, were brought in on overtime on a Sunday to carry out the required
maintenance. No team leader was present for completion of these checks and no one was officially
appointed as acting team leader. AME2 was to assist AME1 with the landing gear operational
checks. AME3’s task was to complete an independent inspection on the flap system while AME4’s
task was to complete engine work and cowl the engines. AME3 and AME4 were also to assist with
other tasks as necessary.
The first task was to carry out brake bleeding procedure per the maintenance manual chapter 32-4200 (5B) with aircraft on jacks, using the squat switch to simulate an on ground condition. The
second task was to carry out landing gear functional test task 32-01-00-710. At this time it was
decided by AME1 to leave both squat switches in the disconnected position, in anticipation of the
third task, 78-31-00-710 Thrust Reverser Operational Check. Gear functional checks where initiated
and during the gear swinging process AME3 advised AME1 that the gear squat switch was
disconnected and at that point AME1 stated that he believed it was not a problem.
Following numerous gear swings the right hand gear squat switch contacted the gear actuator
causing damage to the actuator and breaking the switch. The disconnecting of the squat switches for
brake bleeding constitutes a non-routine maintenance procedure that was in violation of the
Maintenance Control Manual Section 9.13, which states in part… “when components or aircraft
systems are disconnected during a non-routine maintenance procedure (i.e. the Instructions for
Continued Airworthiness do not direct that the component or aircraft system be disconnected),
technical record entry shall record the condition of the aircraft and a warning tag or highly visible
flag shall be attached to the component or system that was disconnected. The warning tag or flag
must be visible from outside the aircraft, ensuring that if it were forgotten, it would be visible during
an aircraft walk around…” The organization uses an alternate method of activating the squat
switches; instead of using a floor jack, the squat switches are disconnected and physically positioned
to simulate aircraft on ground condition.
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Summary of the Gap
The procedures indicate the tasks are done separately in the correct condition (on ground or off
ground). However, the procedures also allow an alternate way of doing the task provided all of the
details are documented in the Condition and Correction Sheet. Administrative safety nets like flags
and tags must always be used to clearly identify removed or disconnected parts. In headquarters
during heavy maintenance checks these tasks are sometimes done concurrently. At regional aircraft
maintenance bases, these tasks are normally done separately. In this particular case, the heavy
maintenance inspection was behind schedule. The AMEs were working overtime on a weekend. In
the interests of efficiency they sequenced the tasks together using an alternate way of doing the task
but did not secure a disconnected part resulting in damage. By sequencing these tasks together the
AMEs gained efficiency but introduced new, unanticipated risks.
Task 7
Task 7 was ‘Defect Resolution and Reassembly Error on a Fuel Check Valve’. There were two
different practices identified.
Practice #1: the team leaders outlined the following steps.
1. Diagnose the defect by trying to duplicate on the ground.
2. Trouble shoot based on most recent maintenance performed, evidence and experience.
3. If unsuccessful, trouble shoot based on procedures in the manual
4. Decide maintenance action(s) to perform.
5. Obtain the tools needed.
6. Obtain the parts needed.
7. Perform maintenance action.
8. Confirm defect resolved.
9. Do independent inspection or critical task inspection if necessary.
10. Write down the work in the Condition and Correction sheet.
11. Sign-out the aircraft.
Practice #2: some of the team leaders stated that it would be replaced, and not disassembled,
inspected and reassembled. However, some of the team leaders stated that they would have
disassembled and reassembled it, but in a proper workspace, with the diagram open, and the work
documented.
There are no documented procedures for this task, only the illustration of the parts and parts
numbers. This part is to be replaced, not repaired.
1. Illustrated Parts Catalogue 250-C20 Series 73-20-00 Fig 01
In the incident scenario, the following took place. The helicopter was loaded, fuelled and on the
heli-pad for departure. As the pilot attempted to lift off from the helicopter platform, he noticed
that he had a large torque split between the two engines. He reduced the power, attempted another
application of power and found that the #1 engine would only produce 60% torque and 90.5% N1
thrust setting. Both engines were shut down and a visual inspection of the N2 thrust linkage on #1
engine which revealed no abnormalities. The flight was cancelled and the helicopter moved back
into the hangar for further troubleshooting where it was discovered, days later, that the fuel check
valve had been incorrectly assembled and was restricting the fuel flow to the fuel nozzle. The
troubleshooting took longer than expected as the information regarding the fuel check valve was not
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recorded in the technical record, was not passed on verbally and the individual who carried out the
work was away from base. Analysis concluded that fatigue was a factor.
Summary of the Gap
The organization’s procedures indicate this component (the fuel check valve on an MBB BO 105
helicopter) is a component that is replaced and not repaired. There is a diagram of the component in
the maintenance manual but no procedures to disassemble it and reassemble it. The team leaders
had different views on whether the correct action was to disassemble and reassemble the unit or to
replace the component. This example demonstrates some of the ambiguity around the different
experience and knowledge brought to bear on aircraft maintenance work given the diverse
backgrounds of the AMEs.
Task 8
Task 8 was ‘Routine Maintenance Oil and Filter Change’. The majority of the team leaders outlined
the following steps.
2. Get CAMP card.
3. Drain the oil reservoir to facilitate the inspection and cleaning of the filters.
4. Inspect and clean filters.
5. Replenish oil reservoir.
6. Sign-off the CAMP card.
7. Make entry in journey logbook.
8. Release aircraft.
The documented procedures for this task including the following references. Copies are located in
Appendix F:
1. MCM Procedure 30 – Work Performance Procedures
2. Sikorsky Aircraft S-61N Maintenance Manual – Filters – Maintenance Practices
In the incident scenario, the following took place. During the pre-flight inspection, the pilot noted
that the main landing gear reservoir was empty. Earlier during the day the aircraft was undergoing
routine maintenance, (inspection & cleaning of the main landing gear filters). The AME who drained
the oil reservoir to facilitate the inspection and cleaning of the filters, forgot to replenish the
reservoir. During the completion of the task, the AME was distracted (minor disruption) and upon
return to the aircraft, the AME forgot to replenish the reservoir. The aircraft was released for flight
operations with an empty oil reservoir.
Summary of the Gap
The AME skipped a step by reentering the task sequence a step further than he was when he
returned following an interruption. The procedure was accurate and available, however, this is a
routine maintenance task that is done very often. AMEs do not consult maintenance procedures for
these kinds of tasks because they know the procedure and they know the task. The gap here is that
in this case the AME suffered a skipped step following a distraction. This case demonstrates the
fallibility of human attention and how this well-known human limitation interacts with skill-based
action sequences of routine tasks.
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FEATURES ASSOCIATED WITH NOT FOLLOWING PROCEDURES
Using the prototypical situations as a starting point for discussion, all twelve team leaders explained
there are differences between practice and procedure. However, there was no overwhelming bias to
the features of the worker or the features of the work. Results from the interview data analysis
suggest that team leaders attribute not following procedures to a variety of factors.
Features of the Worker
A number of aspects related to the features of the worker contribute to how AMEs use procedures.
“It’s [interesting] to study why people don’t follow the manual. Frankly I don’t know why they
don’t. They should” (P2). (Please note P2 refers to interview data associated with participant 2. The
same format applies for all twelve participants and will be used throughout the Results and
Discussion chapters).
The most cited reason that AMEs do not follow procedures is that they do not need to use the
documented procedure when they know the procedure. Many maintenance tasks are done
repetitively and routinely and AMEs have much experience and knowledge of these tasks (e.g. “I’ve
done it a thousand times, I don’t need the manual” (P6)). They know the task, they know what to do
and they know how to do it and therefore referring to the documented procedure to complete a task
they have memorized is inefficient. One team leader labeled this laziness, but he qualified it by
saying only success (i.e. saving time accomplishing the task to the benefit of the organization) is
intended by not following the steps in the manual or not using the manual while doing the work
(P1). He also explained as an AME he had a desire to look like a hero, to demonstrate how good he
was at his job by not needing the manual (P1). AMEs also assume these procedures have not
changed therefore they do not need to refer to the manual (P2). There is often a modified way or a
more efficient way. Sometimes AMEs are thinking ahead, coordinating work in a more efficient way
(P11). In these cases they are actually deviating from the procedure whether the procedure is
referred to or not.
One team leader explained AMEs take things apart to trouble shoot problems or defects, they fix it,
and then they put it back together. AMEs try to understand how things work. If they understand
how it works they do not have to use a procedure (P1). Knowledge and experience mean they know
what to do and how to do it and therefore no longer need a procedure to step them through the
task. It was also explained that AMEs use photos and diagrams more than written procedures
because AMEs and aircraft maintenance work tend to be more visual and spatial (P6, P7, P12). One
manufacturer understands these abilities and has put much more emphasis and information on its
diagrams to support this use of its procedures. Other manufacturers, especially manufacturers of
older aircraft and associated manuals are much more focused on the written procedures so if an
AME uses a diagram as his procedure he can miss information (P5). That said, in one of the
prototypical situations, there was critical information written as a note on a supplemental diagram
and not in the written procedures, which were consulted and followed (P1, P10).
One aspect that was described by many of the team leaders was the development of individual and
team habits. The team leaders explained that an AME’s initial training, apprenticeship, and first few
years as a licensed AME shape how he uses procedures for the duration of his career. AMEs who
learn from those who respect the procedures tend to practice with respect for the procedures (P2,
P5, P7). AMEs who learn from those who work around procedures, take shortcuts, and work as
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individuals and not in a team tend to perform maintenance work without procedures (P2, P5, P7).
Furthermore, AMEs who spent the start of their careers working solo, in the bush without a base,
without the manuals, with no one but themselves to answer to, with one primary job - ensure that
aircraft can fly – never used the manuals (therefore the procedures) and have always been successful
(P5, P10). Two team leaders explained some AMEs never transition from working independently
without adequate resources to working in teams with adequate resources (P5, P10).
The team leaders explained different bases use procedures differently. Some bases have a strong
commitment to using manuals and following procedures whereas other bases do not. Local norms
are established. This is the case at a number of bases where it is normal to use the manuals (P1, P2
P8). At some bases the use of administrative safety nets is normal and has become practice (P1, P2,
P8). At other bases where the team has not adopted such practices, some individuals have learned to
use the administrative safety nets because they have experienced errors. Experience has
demonstrated to these individuals that using administrative safety nets will save you from errors (e.g.
flagging, tagging, returning from an interruption and starting 3 steps before where you think you left
off, documenting work which are all documented in MCM Procedure 30 – Work Performance
Procedures) (P7).
Some team leaders explained the issue of not following procedures was directly related to attitude
(P7), and disrespect for supervisors and managers (P7). Some AMEs are fed up, demoralized and
just do not care anymore (P7, P8, P10). This suggests that when moral is low and relationships
between AMEs and management breakdown, that one outcome can be procedural nonconformance. A number of team leaders also explained individual human performance factors such
as distractions, attention, fatigue, stress, and a lack of competence can contribute to an AME not
following the procedure (P1, P5, P7, P9, P12).
One interesting feature identified that was not described in the literature was that team leaders who
have experienced the aftermath of accidents first hand have a greater respect for procedures and
their use (P1, P5, P7). These team leaders explained that their direct experience witnessing and
working in the clean-up and investigation efforts following aircraft crashes lowered their risk
tolerance and increased their respect for all aspects of accident prevention, including prescriptive
procedures.
Features of the Work
The criticality of the component or system being worked on contributes to AMEs following
procedures or not. For example, procedures are referred to and attentively followed more for tasks
relating to flight controls or infrequent, heavy and complex tasks like rotor changes, than for routine
tasks like changing a tire or daily inspections (P3, P5, P6). All team leaders explained that any work
done on critical components or systems like flight control rigging is done by strictly following the
documented procedure.
Another factor that contributes to variability in following procedures is having proper tools and
facilities (P1, P2, P6, P8). Operational settings are often different than manufacturing settings where
limits and other specific details were decided and written into the maintenance manual procedures.
“AMEs need to know what it takes to make this aircraft fly in its natural habitat” (P6). Location and
context are important factors. The presence or absence of maintenance manual procedures, the
environment whether in a hangar or in the bush away from base, the support you have (e.g. quality
assurance inspectors, supervisor, avionics, structures or other specialties) all affect how the
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procedures are applied. AMEs need to be able to think and apply procedures. AMEs need to be able
to decide if it makes sense (P8).
An improvement or change to a part that occurs without update to the manuals causes AMEs to
deviate sometimes because there is no guidance on how to install this new or modified part (e.g. the
procedure required the removal of a part so that another part could be installed near it. The
manufacturer improved the part so that the adjacent part did not need removal but the procedure
was not updated) (P5, P10).
Annoyances such as limited access to materials, equipment, manuals, technical library, parts,
workshops, Internet for reference and other normal maintenance resources on off hours and on
weekends can create workarounds (P11). Barriers like these slow everything and people come to say
why bother. Frustration with barriers to doing the work creates distraction and stress (P11). “One of
the hardest parts of our job is finding technical research” (P11). In addition, the lack of system
defenses to counteract or reduce the incidence of fatigue, distractions, interruptions, and other
normal human limits can also contribute to AMEs not following procedures (P1, P2, P3, P6, P8).
The age of the aircraft is a feature of the work. The aircraft used by this organization are between
20-40 years old, parts are becoming difficult to obtain, and the aircraft are very modified due to the
work of the organization and the specific operational and safety requirements that support the
operation. This is a common feature of aircraft operators who fly commuter, air taxi, and aerial work
operations and less common of aircraft operators with scheduled airline service. The complexity of
the modifications makes it very difficult to identify and access all the procedures associated with
these modifications. The procedures and paperwork (e.g. manuals, service bulletins, technical
bulletins, drawings) are, for the most part, managed manually by the AME on the floor who is in the
position of least access to records and under time pressures (P6, P7, P8, P10, P11, P12). This can
make it difficult to identify the correct procedures to follow and to access all of them in a timely
manner when performing aircraft maintenance work.
Characteristics of the Procedures
All twelve team leaders explained AMEs deviate from procedures when the procedure as
documented cannot be followed, is incorrect, or is located in many different documents requiring
much time for finding the references. Sometimes there are no procedures. As aircraft get older,
sometimes defects are very difficult to trace and resolve (P11). In some cases, procedures do not
outline how to do the task, rather just what to do. “As we gain experience and knowledge we can
apply [this knowledge] but we often don’t share it so it can look like an individual is deviating when
it is the whole system” (P12).
Maintenance manuals can be confusing and complex. Maintenance manuals contain legal language,
references to other manuals and documentation, and multiple documents to consult (Maintenance
Control Manual, Manufacturer Maintenance Manuals, Illustrated Parts Catalogues, service bulletins,
Service Difficulty Rerports, etc). Some documents are in paper format, some documents are on the
Internet, some documents are on CD, some documents are on the Intranet with passwords, some
documents are on network drives (P5, P6, P8, P11). Different manufacturers write their manuals
differently. Some manuals tell you every detail (e.g. Bombardier Challenger) and some state only the
high-level task to do (e.g. de Havilland Twin Otter).
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Manuals routinely contain mistakes, inaccurate data, and broken references (P5, P11, P3, P11). In
one case, a team leader explained a situation where two AMEs worked through the procedure with
the maintenance manual only to get to a place in the task where the procedure could not be
performed as written. The sequencing was wrong. They consulted an out of date version of the
manual, and discovered that a number of procedural steps were removed in the revision. It was
obvious that the old way of doing the task would have worked with this particular aircraft but they
would have been deviating from procedures. The manuals themselves, their design, location,
structure, focus on text versus images, etc., contribute to following the procedures. Some
manufacturers have adapted their manuals to support the AMEs preference for diagrams and one
manufacturer has taken advantage of the visual and spatial abilities and tendencies of AMEs and
improved the diagrams in their manuals to allow visual and spatial procedure following (P3, P8, P10,
P11).
One interesting note that was raised by half of the team leaders is that AMEs sometimes add
administrative safety nets such as undocumented procedures, that are good ideas but sometimes
these get them into difficulty (P1, P2, P5, P6, P7, P11). A good example of this is when the Shift
Maintenance Manager replaced the old bolts before Flight 528 departed Birmingham for Spain
(Introduction Chapter). Another example is an AME who changed a part because it looked worn,
but was not at its limits yet, closed the compartment where he replaced the part incorrectly which
resulted in an in-flight engine shutdown and an emergency landing.
Goal Conflicts
In some cases it takes more time to find the procedure in the manual than to do the actual
maintenance task from start to finish (e.g. filling an oil reservoir). In some cases, it takes much
longer to complete the maintenance task using the procedure than with out the procedures (e.g. one
team leader explained a daily inspection of a particular helicopter takes 4 hours with the procedure,
1.5 hours without the procedure, largely due to the sign-offs and the sequence of the tasks) (P6).
Using manuals can consume time and result in less time to fix the aircraft. “We don’t have time to
know everything, just do it. Is it good enough to work?” (P2). It was also explained that AMEs are
‘can do’ people. “Often we have experience where the machine must fly; and we make it fly” (P10).
There is also a client focus to the work of aircraft maintenance.
We try to keep the customer happy. Sometimes we circumvent the manual to save
the time to come down, open the book, look, walk back across the floor, back up.
Lots of opportunity for distraction. If we are going to delay it must be a valid delay.
To the two new guys we hired ‘you might have heard we do things fully by the book.
There is only one way to do maintenance and that’s the right way. I also know you
will bring your common sense and experience to work’. It’s normal to practice with
common sense and experience but I can’t sanction not using the manual (P6).
That said, in other parts of this organization, in some cases, it is more accepted to tell the pilots that
they have to wait for an aircraft. This is not the case in all operations or situations (P1, P2).
Time pressure when it is present can lead to short cuts, but most of the time short cuts are not
problematic. The shortcut is an effort to be efficient (P1). AMEs deviate from procedures when goal
conflicts occur and they follow more procedures when the work tempo is more appropriate (all 12
participants). The manual protects AMEs (from themselves). It is easier to do it right once than fix it
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afterwards (P2). It was, however, explained that aircraft maintenance is not black and white (P11). In
some cases, in private industry, AMEs were rewarded for not using the manual and for time savings
that was achieved (P1).
New Factors
Aircraft design, maintenance procedures, practices and manuals differ by aircraft type. Helicopters
are complex machines that have many moving and vibrating parts. Procedural details go with the
complexity of the aircraft, within wing type. The team leaders explained fixed-wing manuals are
more specific and better written generally than rotary-wing manuals (P1, P2, P5, P10). Rotary-wing
AMEs typically spend the start of their careers working solo, in the bush, with one job; to ensure
‘their’ helicopter can fly. Fixed-wing AMEs typically spend the start of their careers working in a
small team, their time located near bases, and working with other AMEs (P2). The team leaders
explained there are some differences in the procedures themselves and the practices of AMEs with
respect to procedures that are associated with aircraft type (fixed-wing or rotary-wing).
Another new factor, the transition to electronic procedures, was also identified as contributing to
AMEs not following procedures. In recent years there has been a transition to the publishing of
traditional maintenance manuals to electronic formats. In some cases Portable Document Format
(PDF) versions of traditional manuals are made available via CD, network folder or the Internet. In
some cases, maintenance manuals are being transitioned and upgraded as HTML manuals with full
computer-based search-ability and usability. Electronic procedures have fewer standards about how
they are organized and notes that reference other documents needed to comply with the procedures
cannot be made on electronic procedures.
The transition to e-docs and electronic manuals poses a new opportunity and risk to aircraft
maintenance organizations. Inactive paper copies become out of date, but continue to be used with
warnings to support the use of electronic manuals. User IDs and passwords are difficult to manage.
Training (in navigation, computer use, typing, etc.) has not been widely provided. Access to
computer terminals can be limited or located far away from the aircraft and practice of maintenance.
User friendliness and standards of design of electronic aircraft maintenance documents seems nonexistent. These barriers contribute to electronic manuals not being used and procedures not being
followed. This change is a significant change in how manuals and procedures will be used and could
contribute to how procedures are used.
Discussion
The prototypical situations provided a contextual starting point for a discussion with frontline
supervisors concerning the issue of not following procedures and the gap between procedure and
practice. All twelve team leaders explained there is a gap between practice and procedure. The
results indicate that team leaders do not blame ‘not following procedures’ on any one thing. In fact,
blame, they explained, is associated with actions that intend to cause harm. AMEs do not intend to
cause harm when they deviate from procedures. Team leaders see blindly following the procedures,
when it does not make sense to follow the procedure (e.g. when the procedure is wrong, the data is
accurate), as more problematic than deviating in such cases because blindly following a procedure
that does not make sense or does not fit the specific context present is inefficient, ineffective and
can be unsafe. AMEs intend positive results when they deviate from procedures. A more
appropriate word to use, in place of blame, given the sentiment of the team leaders is attribute. To
what do team leaders attribute not following procedures?
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Evidence was found for four factors cited in the literature: features of the worker, features of the
work, characteristics of procedures and goal conflicts. The one exception was outcome of
performance; outcome was not a factor associated with the attribution of following or not following
procedures in this study. The data suggest team leaders associate more with AMEs than with
management and their involvement in maintenance work makes them more aware of the complexity
of performing aircraft maintenance in the current system.
From the perspective of the team leaders interviewed in the study, AMEs and the team leaders view
deviating from selected procedures (where it makes sense given the features of the work and the
characteristics of the procedure) and not referencing the documented procedure in repetitive and
routine situations while they work, as a normal part of aircraft maintenance work. These findings are
consistent with McDonald (2006), McDonald, et al. (2002) and Daly, et al. (1997). There are a few
examples cited by the team leaders where AMEs tried to follow the procedure as documented and
could not complete the task because the procedure was wrong or the data was inaccurate. This
provides some evidence to support the claim that proceduralization does not necessarily guarantee
safety in complex, dynamic systems (e.g. Dekker, 2005; Hollnagel, 2003; Rasmussen, 1997; Snook,
2000; Wright & McCarthy, 2003). However, the examination of the incident database did not
identify any cases where an AME followed a procedure explicitly and was involved in an occurrence.
It is likely, given the types of prototypical situations presented, that AMEs deviate from an
unworkable procedure before completing the unworkable procedure making the dataset almost
impossible to generate. This provides more evidence for the phenomenon of intelligent adaptation
discussed in Cook and Nemeth (2006), Dekker (2005), and McDonald (2006).
It would seem that team leaders form an organizational bridge between workers and management.
However, in practice team leaders are much closer in work and perspective to the workers. Team
leaders are members of the frontline maintenance team and as such view themselves as part of that
team. The literature about not following procedures and natural, intelligent adaptation of work in
practice is presented as a dichotomy between workers and management. Given that the team leaders
identify themselves closer to the workers than with management, they share a similar perspective
with the workers concerning not following procedures. It also seems that team leaders are acutely
familiar and aware of the complexity of performing aircraft maintenance in the current system and
therefore they cannot attribute not following procedures solely to the features of the worker.
Aircraft maintenance is complex, dynamic work. To perform aircraft maintenance work safely within
the constraints of time, resources and the functional work environment it takes many different
methods of managing risk. One chief (next higher management level to the team leaders) in a
discussion external to the formal interviews with team leaders, expressed significant respect for the
use of aircraft maintenance procedures as a defence against making errors and ultimately signing out
an unsafe aircraft. At the same time he explained that in some situations the procedures do not fit
the task to be done. The context of aircraft maintenance must always be discussed when discussing
the factors that contribute or detract from creating safety in this environment. Researchers
sometimes take an extreme view to make a point or to push research to question underlying
assumptions. Practitioners work in the real environment with all the goal conflicts and varying
quality and quantity of resources. Research on the hangar floor must respect and aim to understand
the complexity in the real world, even as it tries to make improvements.
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BRIDGING THE GAP
Analysis of the prototypical situations and the team leaders’ responses to the prototypical situations
demonstrates that team leaders understand that a variety of factors contribute to how aircraft
maintenance work is accomplished. The team leaders work with the AMEs directly and as a team.
The team leaders form a part of the maintenance team therefore they are present when the
maintenance work is done. They see first hand when a procedure cannot be or is not followed. They
are knowledgeable of the gap between procedure and practice, where it exists.
The team leaders perceive the tension between management and workers that results from the gap
between procedure and practice. On one aspect they were consistent in how they manage this
tension; team leaders work to close the gap by working with manufacturers when the problem is
with the manufacture’s procedure. This is an industry-wide issue (Goglia, 2010). Interactions with
manufacturers to amend or correct procedures are a time consuming and necessary task of the team
leader’s role. A tension arises here for a number of reasons. First in this and many other aircraft
maintenance organizations, an older fleet of aircraft is maintained. In cases like this it is normal that
the manufacturer no longer supports the aircraft in terms of parts and procedures. For example, the
King Air C90A fleet use a GPS unit that is no longer supported by the manufacturer (procedures
and parts). The simple solution is to replace the units with modern versions. However, avionics
upgrades require substantial work to obtain funding and approvals, procure parts and equipment,
remove and reconfigure panels and the electronics behind the panels and testing before the aircraft
is ready to fly again. With a fleet of 14 aircraft this is a massive undertaking as work like this must
also be sequenced with heavy maintenance overhauls to have the least operational impact.
Three different situations emerged from the interviews with team leaders concerning the tension
between management and team leaders that results from the gap between procedure and practice.
Relationships cannot be proven with an exploratory study of this design. However it is important to
explain the strategies employed in identified situations that team leaders use to bridge the gap
between procedure and practice and how they perceive management behaves in these situations.
In situation 1, operational tempo was moderate and few goal conflicts existed. Team leaders used a
variety of strategies to bridge the gap between procedure and practice and tension between
management and workers was described as low. In situation 2, operational tempo was higher and
more goal conflicts existed. AMEs worked within a larger gap and tension between management and
the workers and team leaders was described as moderate. In situation 3, operational tempo was
moderate and few goal conflicts existed except where paperwork was concerned. Team leaders used
a variety of strategies to bridge the gap between procedure and practice and tension between
management and workers was described as low, with the exception of paperwork.
Situation 1
The team leaders described situation 1 as having a moderate operational tempo, few goal conflicts
and low tension between management and workers. In this situation, team leaders used a variety of
strategies to bridge the gap between procedure and practice, when such gaps existed. The study
design cannot identify if it is the situation that drives the actions of the team leaders, or if the team
leaders’ actions create the conditions of the situation, but it is important to describe their activities in
these situations.
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Team leaders in situation 1 use planning, communication and coordination to manage management
expectations and to create a moderate work tempo that allows for sufficient time to work. (P1, P2,
P4, P5). Planning includes strategic scheduling of audits, inspections and overhauls and local
planning and coordination of work tasks on a monthly, weekly, and sometimes daily basis through
computer and paper-based planning and regular meetings with AMEs and management. In these
cases it was explained that staffing levels are appropriate for the work that exists.
Team leaders in situation 1 apply supervisory skills. Through reinforcement and clear expectations
to AMEs, these team leaders have procedures followed, yet still recognizing the complexity of
aircraft maintenance and the presence of a gap in some cases (P1, P2, P8). When there are lots of
AMEs working together, the team leaders explained the most important thing to do is coordinate
through the use of procedures. When procedures cannot be followed it is critically important to
coordinate through communication of deviations using a documented format to provide a record
that can flow between shift changes (P8). Team leaders also get to know their staff; their technical
strengths and weaknesses, their personal situations, their personality, their ability to work with
others, and they use this knowledge of the situation to coordinate work appropriately (P4, P5, P8).
Team leaders in this situation also try to lead by example and provide teaching and mentoring where
necessary (P2, P7). In some cases, a team leader will increase oversight depending on the size and
scope of the maintenance task and the criticality of the system (P4, P8).
Team leaders in this situation are very active about addressing the situation when the documented
procedures are problematic. The team leaders work with the manufacturer to have the procedures
updated. This can be problematic when the manufacturer no longer supports the maintenance
manuals because the aircraft type is an older generation (P2). These team leaders have knowledge of
the organization, and the roles and responsibilities of different experts within the organization.
Enlisting the help of experts (e.g. quality assurance inspectors, technical librarians) facilitates the
solving of procedural problems (or potential gaps) quickly and efficiently (P2). Tam leaders also
explained that they augment the documented procedures with notes specific to the aircraft (P5).
Often they take photos, measurements, and make notes to exactly put the aircraft back together the
way it was pulled apart (P2, P3).
Team leaders in this situation also use administrative safety nets in their normal work and ensure
AMEs are using the administrative safety nets too. The use of safety nets (flagging, tagging, making
entries in the Condition and Correction Sheet which documents work done and any deviations
made, quality assurance, parts shelves organized, tools controlled and organized, when interrupted
start back three steps) allows AMEs to bridge the gap, when there is a gap between the documented
procedure and what needs to be done (P2).
When there is insufficient time or when the procedures are inaccurate, problematic, or ineffective, it
is the team leaders’ perception that management understands the gap rather than puts pressure on
the team leader to close the gap. “I understand the gap, my manager understands the gap, his
manager understands the gap. We do our best. AMEs are not deliberately not following procedures”
(P1). In situation 1, through a combination of situational factors and strategies used by team leaders
in these situations the gap between procedure and practice, where it exists, seems to be managed.
Situation 2
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The team leaders described situation 2 as having a higher operational tempo, more goal conflicts and
more tension between management and workers. In this situation, AMEs worked within a larger
procedure-practice gap.
Team leaders in situation 2 explained that they recognize the tension, however it does not bother
them. It exists and it is normal, “The disconnect on procedures doesn’t bother me; it’s a part of the
business” (P6). In these situations, the tension is mostly in the form of deadlines, timelines and ways
to share information. The team leaders explained that in these situations, management arranges
deadlines without much input from the working level. “In every single thing they do they foster that
attitude, for example, team leaders being involved very late in overhaul planning process” (P7). In
these situations, team leaders feel management sets the schedule then plans how to meet the
schedule. One team leader explained: “they [management] don’t treat maintenance as an equal
partner” (P12). It is situational, as the client sets the operational tempo.
Team leaders in these situations feel the pressure from above, however, they explained they are
resistant to it and supervise and manage their AMEs accordingly. Some strategies these team leaders
use to assure themselves that maintenance work is done well include applying direct oversight to
specific maintenance work depending on the criticality of the work task and knowing and working
directly with their individual AMEs (P6, P12). “I usually review the procedures to a big task before I
assign it to an AME. I also consider and ensure communication about how one task on the aircraft
will affect another in terms of safety and unintended damage” (P12).
Situation 3
The team leaders described situation 3, similar to situation 1 (e.g. moderate operational tempo, few
goal conflicts and low tension between management and workers) with one key exception. Where
paperwork is concerned, a substantial goal conflict exists that creates some tension with
management, but the most tension is created with the quality assurance department and the
regulatory authority.
In this situation, the team leaders explained the tension (given pressure from above to comply with
procedures) and the pressure from below (to understand the daily working context) centers on
documenting maintenance work. The tension is strongest between the regulatory authority (as
enforced by the quality assurance division) and the team leaders. “Too much of my time is spent
doing paperwork at the expense of supervising” (P5). This team leader explained that there is a
transition happening within the regulatory authority. The regulatory inspectors are transitioning
from technical inspectors who had much domain knowledge to general inspectors who have only
enough knowledge to look for exact maintenance work documentation. “It takes a lot of time to
reference exactly the way the general inspectors need it written” (P5). This team leader explained,
“these general inspectors are driving strict, unintelligent procedure following because they don’t
have the knowledge and experience to understand the complexity of the system” (P5). These team
leaders regularly deliver well-maintained aircraft, however, they do not agree paperwork is associated
with safety therefore they feel little tension. They do not always heed the documentation and
paperwork requirements.
Discussion
It was hypothesized that team leaders reconcile the tension between having to close the gap between
procedure and work (due to pressure from management for procedures to be followed) and
understanding that gap (due to pressure from AMEs to adapt to the situation) by evaluating the
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situation and actively managing the tension. The results explain that team leaders understand the gap
between procedure and practice. The results also explain that in some situations, team leaders
manage tension between workers and management, created from this gap, by bridging the gap using
a variety of strategies. In some situations, they ignore the tension and this can widen the gap
between procedure and practice for the AME and create tension between the workers and
management.
It is possible that in the first situation described, there are adequate resources and few goal conflicts
and these conditions provide adequate time to bridge the gap between procedure and practice and to
manage any tension between management and workers. In situation 2, the higher operational tempo
and greater goal conflicts reduce the time and resources available. The lack of resources may
contribute to a breakdown in communications between management and workers, which
contributes to the tension between them. This is consistent with the theoretical descriptions outlined
by Dekker (2005) and McDonald (2006) and the empirical findings outlined by Daly, et al., (1997).
AMEs achieve organizational goals in an environment of scarce resources and organizational goal
conflicts. In doing so, they sometimes adapt their work practices to be efficient and safe. Sometimes
this reduces the expected effectiveness of standardization thought to be brought about by strictly
following procedures. The fact remains; AMEs cannot always strictly follow the procedures.
In situations where the operational tempo is moderate and goal conflicts are low, team leaders
manage the tension between management and workers concerning the gap with supervisory skills
and practices. It is unknown yet if it is through their supervisory practices that they achieve a
moderate operational tempo and reduce goal conflicts or if the situation itself drives how they
manage the gap. In situations where the operational tempo is high and more goal conflicts are
present, team leaders explained they ignore the tension, creating a larger gap for the AME to
“maximize capacity utilization but doing so safely, meeting technical requirements, but also
deadlines” (Dekker, 2005).
AMEs are often promoted from within an organization into management levels. One of the reasons
why the gap is understood and accepted is because, the team leaders and empirical evidence explains
(e.g. Daly, et al., 1997), it is a normal aspect of aircraft maintenance. All AMEs have lived with the
gap between procedure and practice in an environment of scare resources and goal conflicts. The
failure of Alaska 261’s elevator jackscrew and the crash that ensued is a key example of how normal
practices that drift away from prescribed procedures slowly can affect the ability to recognize that
there is something wrong with the way things are normally done (Dekker, 2005).
It was also hypothesized that performance outcome should sway the tendency to close the gap and
understand the gap, resulting in a dynamic and context dependent supervisory job. As was explained
earlier, performance outcome was not something the team leaders discussed in the interviews and
therefore performance outcome seems not to affect team leaders. As was explained earlier this could
be due to how close the team leaders are to the work and the AMEs. Another possible explanation
is that the design of the study did not adequately study the contribution of performance outcome.
This will be discussed more in the section of the limitations of the study.
Lastly it was expected that the same factors that contributed to AMEs not following procedures
(features of the worker, features of the work, quality of procedures, and goal conflicts), were
involved in how team leaders reconciled the tension. The results suggest that the same factors are
involved. For example in situation 1, team leaders bridge some of the factors, namely the features of
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the work and goal conflicts. Whereas in situation 2 and 3, team leaders are affected by the features
of the work and goal conflicts which contribute to a widening of the gap between procedure and
practice and tension between workers and management.
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THE CREATION OF SAFETY IN AIRCRAFT MAINTENANCE
Having led the team leaders from context specific to increasingly conceptual questions, the question
“What creates safety?” was asked. The question was elaborated to focus their answers: “Is it strict
procedure following or intelligent adaptation or some combination?” It is worth repeating here that
AMEs do not intend to cause harm when they deviate from procedures. AMEs intend positive
results when they deviate from procedures. The responses of all twelve team leaders to the question
“What creates safety?” focused on a combination of procedure following and intelligent adaptation.
Most explained that the system helps but that it really comes down to “the professionalism” of the
AME (P5). Procedures create a prescribed path to perform a task and inside this path, what achieves
the work is human cognition and action.
The team leaders were very consistent in their explanation that the individual creates safety in
aircraft maintenance work through their professional conduct of work. The team leaders described
professionalism as knowledge and experience around applying the procedure when appropriate, and
how to manage when a procedure is incorrect, inaccurate, dispersed in multiple documents, is
missing data or attachments or there is insufficient time to get the task completed by the book.
Furthermore, the professionalism of all involved including senior managers, managers, supervisors,
AMEs and clients contribute to the creation of safety (P1, P4, P12). “In a modern aircraft
maintenance organization you need to apply your experience and knowledge to decide, document,
communicate locally and with the system about aircraft maintenance work, and especially
deviations” (P10). Experience is necessary. One team leader explained given the system “that we’ve
made so complicated and complex, people make things safe in spite of the system” (P12).
Every team leader cited communication and coordination as critical to creating safety in aircraft
maintenance. Communication and coordination create safety in that these activities involve team
leaders setting and communicating expectations, work standards, consequences for not meeting
standard, coordinating work between AMEs around and in the aircraft, working together as a team,
and doing what is supposed to be done (P7, P9). Aircraft maintenance engineers as a group tend to
work very independently and therefore communication and coordination skills and practices are very
important (P10, P12). In addition, depending on the task, AMEs will work independently on a task
or together as a small team, but as a group they are all working to make the aircraft airworthy and
this takes a lot of communication and coordination to accomplish the work and to do so safely.
The team leaders were consistent in their explanation of the features of the work that help AMEs
work safely. Administrative safety nets like the Condition and Correction Sheet helps bridge any
gaps between procedure and practice by providing a place to document what else other than what
the procedure says to do, why, how and by whom. The team leaders resourcefully use other groups,
for example the quality assurance division or the technical library, to locate information, references,
accurate data, communicate with manufacturers and the regulator. They also expressed that the
quality of the facilities (e.g. the hangar, their tools, any safety equipment) contribute. Training was
also mentioned. Lastly planning and scheduling were cited as activities that contribute to safe work.
This last point is important because as was discussed earlier, planning is an activity team leaders use
to create enough time for the work to be accomplished.
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Discussion
The literature explains from the worker’s perspective, that the AME’s role is to apply judgment
founded on his/her knowledge, experience and skill, to get the job done (McDonald, 2006). The
behaviour of AMEs is consistent with the emerging local practices that enable the management of
goal conflicts. These achievements are important to the organization and AMEs are rewarded for
successful outcomes (McDonald, 2006). Workers adapt to the local context of the situation
including the resources available and successfully complete work most of the time (Cook & Nemeth,
2006).
In a recent study by van der Lely (2009) that explored the gap between procedure and practice in
commercial flight operations, it was concluded that aircrews are subconsciously forced to bridge the
gap between procedure and practice because the procedures do not synchronize with the dynamic
reality of the environment. It was also concluded that in the wake of procedural under-specification,
requisite imagination, sensitivity to dynamic variety and having experiences with both good and bad
occurrences creates a foresight, which aircrews use to make their risk assessments in order to create
safety. The resilience of flight crews expressed itself through the need for them to extemporize, even
invent procedures to accomplish multiple active goals simultaneously and to manage the negative
side effects of procedures. The study concluded by explaining that the industry is leaving this work
to the aircrews themselves by not training them in these skills and allowing these situations to exist
without sufficient respect or understanding by management. Eventually this process will ultimately
break at a point where the sharp end is unable to cope with the diverse constraints and pressure
exercised upon them (van der Lely, 2009).
The findings of the present study are consistent with the findings of van der Lely’s (2009) research,
yet from a frontline supervisor’s perspective. The team leaders explained that planning,
communication, and coordination, skills, experience, and knowledge all contribute to AMEs
performing aircraft maintenance work safely. Standardization is important, but so too is human
cognition and action to manage the normal work context. Van der Lely’s (2009) research
recommends the industry rethink its approach to equipping aircrews with training only to follow
procedures and consider equipping aircrews with skills and knowledge about coping with diverse
constraints and pressure. Aircraft maintenance is a different domain with a different work context
and given the findings are similar between these two studies, it is important to consider the strategies
that can be used to further improve the safety of aircraft maintenance work.
The interview data explain that aircraft maintenance work is a complex undertaking and work
practices do not always follow prescribed procedures. From the team leaders’ perspective many
factors are involved in the creation of safety, but it is largely the AME who balances production and
safety goals given the system in which he/she works. Team leaders understand the gap and the
situational and individual factors that contribute to the gap. When operational tempo is moderate
and goal conflicts are few, the system appears to work better. This points to a multifaceted approach
to improving aircraft maintenance work that involves making improvements with respect to the four
key factors studied: a) the features of the worker, b) the features of the work, c) the quality of
procedures, and d) goal conflicts.
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CONCLUSION
There exists a gap between procedures and practice in some situations in aircraft maintenance work.
Procedures are one aspect of safe work in an aircraft maintenance organization as they contribute to
standardization, coordination, communication and consistency. However, the work context (e.g.
goal conflicts) and design of the system (e.g. features of the work) create situations where the human
must use the procedure as a resource for action. Effective organizational communication and
coordination is necessary for the system to function well and safely. In addition, the skills,
knowledge, abilities and experience of AMEs and team leaders contribute to bridging the gap
between procedure and practice.
Analysis of the prototypical situations and the team leaders’ responses to the prototypical situations
demonstrates that team leaders understand that a variety of factors contribute to how aircraft
maintenance work is accomplished. The team leaders relate and work with the AMEs directly as a
team. The team leaders are knowledgeable of the gap between procedure and practice, when it
exists. The results demonstrate that the team leaders understand how work is done.
The results demonstrate that the myth about how work is accomplished has much to do with the
situation in which the work takes place. The team leaders perceive the tension between management
and workers that results from the gap between procedure and practice in different ways and they
employ different strategies to manage the gap depending on the situational factors present.
Team leaders believe professionalism, explained as knowledge and experience around applying the
procedure when appropriate (most of the time), and how to manage when a procedure cannot be
used to accomplish the work given the constraints (some of the time), creates safety in aircraft
maintenance. The creation of safety in a pursuit like aircraft maintenance depends on both
standardization and maintaining a certain degree of flexibility and capacity to adapt to the work
context. From the team leaders’ perspective, people close and bridge the gap. The findings from this
study provide a starting point for future research and practical projects to focus on improving the
context of work and further equipping AMEs and team leaders to manage the gap when it is
present.
Practical Steps to Create Safety in Aircraft Maintenance
Planning, Communication and Coordinating
In some situations, team leaders use planning, communication and coordination to ensure sufficient
resources (time, people and aircraft parts) are available to support the work being done safely, to
keep everyone involved (senior managers, middle managers, other team leaders, AMEs and clients)
apprised of the status of aircraft maintenance work, and to coordinate the work and the workers.
Long term (e.g. maintenance scheduling) and short term (e.g. Monday morning meetings with team)
planning ensures sufficient resources are available for the job. Regular and timely communication
with all stakeholders allows for the management of expectations and thereby reduces goal conflicts.
Communication also reduces the goal conflicts. Coordination is another piece that supports the
complex work that is aircraft maintenance. Team leaders coordinate work tasks with knowledge of
the constraints and demands of the clients, the knowledge, experience, and wellness of AMEs, and
knowledge and experience of the aircraft and the work.
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From a safety management perspective, it is important that the entire management structure be
involved in the planning, communication and coordination of aircraft maintenance work and that all
managers recognize how their efforts with respect to planning, communication and coordination
contributes to reducing goal conflicts. Working collaboratively through management layers bridges
the management worker gap by ensuring goal conflicts are resolved early or prevented entirely.
Incident Investigation
One area where progress can be made is in the investigation of aircraft maintenance incidents. Work
group norms (contributing factor Maintenance Error Decision Aid (MEDA) form) and issues
associated with the use of aircraft maintenance information (contributing factor MEDA form)
should be investigated in detail to understand and document the context around such actions. This
research has demonstrated the contextual basis associated with why AMEs deviate from procedures
and it is important for making progress to understand and document this context following
incidents so that corrective actions can address the organizational factors that contributed.
Improving Procedures
Anarea for improvement concerning procedures is to improve the accountability of manufacturers
for correcting procedures when problems and inaccuracies are identified. Currently there is little
regulation or protocol concerning how manufacturers correct and update procedures, how often
they do this and how long they have to correct identified problems (Goglia, 2010).
Limitations of the Research
Qualitative research methods are often used to study a topic in detail to understand a phenomenon
or situation. It is possible that these findings are not transferable to other aircraft maintenance
organizations. However, valid qualitative research methods were applied and the results are
consistent with other similar research conducted in other organizations providing some assurance
that the findings can be generalized to other organizations.
Another limitation of the research design is that it focused solely on team leaders. Research into the
perceptions and views of the AMEs, middle managers and senior managers was beyond the scope of
this research project and therefore, only the team leaders’ perspective is elaborated. The gaps could
be better explained and identified with a research project that is sufficient in size and scope to
explore the perspective and views of all aircraft maintenance participants, including clients.
Lastly, qualitative research is predominantly exploratory or explanatory in design. Relationships
cannot be proven with a research design of this nature. These exploratory findings identify areas for
additional research to ascertain the direction of the relationship concerning the factors involved and
actions of the team leaders in managing the different prototypical situations discussed in the chapter
on Tension between Management and AMEs given the Gap. Despite this limitation, it is important
to understand and describe the situational and individual factors that contribute and the actions and
assessments of team leaders.
Areas for Further Research
Effects of the Gap
McDonald (2006) and Dekker (2005) describe a double bind situation in which AMEs can find him
or herself. They explain when time and resources are limited, managers seem most concerned with
success or failure of the job rather than how the outcome was achieved (Dekker, 2005; McDonald,
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2006). Managers take for granted that the workers performed in accordance with the procedures.
There is often shock and disapproval when an investigation identifies practices that deviated from
the prescribed procedures. Management does not admit openly and may not realize that many times
before, the same way of working resulted in the successful outcome they needed and rewarded.
McDonald (2006) and Dekker (2005) go on to explain to achieve a successful outcome in the local
context, workers often must adapt. If they do not adapt and cannot get the job done, management
often views them as difficult, disruptive, or incompetent. With repeated episodes, an employee who
does not fit in the organization may be let go from the organization. When the outcome is
successful, workers feel proud of their accomplishment and management rewards them for
achieving the goal. When the process fails, an investigation into the occurrence often finds that
workers did not adhere to the procedures. The recommended corrective action is for the worker to
follow the procedures. Workers experience a double bind; they can follow the procedures, or get the
job done. This leaves workers in an impossible situation.
Only one team leader in the present study described the situation of being placed in a double bind. It
is unknown why only one team leader has experienced this situation, however the researcher
supplies two explanations. It is possible that this situation is rare and that it only happens to
individuals who demonstrate exceptional skill and knowledge of aircraft maintenance such that they
can accomplish the task management desires and that being able to meet the demands of
management is valued by the AME. Alternatively, it is possible that the research design was not
sensitive enough to elicit this information from the other team leaders.
As this is an important effect of the myth about how work is done and the tension between
management and workers given the gap between procedure and practice, the researcher
recommends work continue to explore this area.
Electronic Procedures
Electronic procedures pose a new opportunity and risk for aircraft maintenance organizations. Many
larger aircraft maintenance organizations have made the transition already, however they have the
size and financial resources to provide the electronic and computer infrastructure, including the
transition of paper-based internal procedures to electronic means. These large organizations also
benefit from the fact that they are working on modern aircraft whose manuals are mostly published
electronically. Smaller organizations do not necessarily have such resources and often these smaller
organizations are working with aircraft that are much older. In the subject organization the aircraft
are decades old and the diversity of manuals is vast. There are many advantages of electronic
procedures, however new skills with respect to navigation and searching in electronic documents,
and new infrastructure with respect to the presence and accessibility of computers and printers are
important considerations to support this transition.
Much has been learned about the design and display of technical documentation in electronic format
(e.g. Woods & Dekker, 2001). The researcher recommends any organization transitioning to a new
technology consider the human factors aspects of such a transition and that the organization works
to manage the transition taking into account human abilities and limits and the knowledge that exists
about managing this kind of transition well.
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Appendix A: Information Letter for Participants

The Team Leader View of the Performance of Work
Dear <insert name here>,
My name is <name of researcher> and I work in Safety Services.
I am a Human Factors Specialist, which means I specialize in understanding and improving human
performance in complex systems, like aviation.
You recently met me during the classroom portion of our Introductory SMS training.
In light of our Maintenance Error Decision Aid findings and a general interest in the topic, I began
reading about the issues around the use of procedures in aviation, and specifically in aircraft
maintenance. I’ve read that:
Management believes procedures are always followed;
Yet I’ve also read (and through our own data observed) that workers often do their best to follow
the procedures but they can’t always do so and in some cases they adapt or use alterative practices.
In some cases the investigation report points to the AME not following procedures as the root
cause, however, there is no further analysis about why the procedures were not followed.
In 1997, Daly, Corrigan and McDonald (researchers in Ireland who were studying aircraft
maintenance organizations (AMOs) in Europe) conducted a study that explored the use of task
procedures in aircraft maintenance.
286 AMEs completed questionnaires after they had completed a work task.
34% of respondents reported not following the official procedure for the task.
The most common reason given was that there was an easier way than the official method (45%)
followed by 43% saying there was a quicker way.
Daly, et al.’s (1997) research provides evidence of a gap between procedure and work, however this
study did not elaborate on management’s perspective of the gap.
I am specifically interested in learning is how team leaders see this gap.
Do team leaders mainly blame not following procedures on features of the work and its environment or
on the features of the worker?
Is this view dependent on the situation, the task, the procedure, etc.?
Who supports the research?
Approval for this research study was obtained from Senior Management and Regional Managers.
Interviews will be conducted during regular working hours and are considered regular work.
The interview data are collected within the scope of our safety management system, including within
the scope of our safety policy and non-punitive reporting policy.
This research project is undertaken with the goals to manage risk, learn and continually improve.
The guiding principles for this research project are included in Section 3 Safety Oversight, 3.2
Proactive Hazard Identification, 3.2.3 Safety Study.
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Appendix B: Informed Consent Form
Informed Consent Form
Date: <enter here>
Study Name: The Team Leader View of the Performance of Work
Researchers: Heather Parker (MASc) and Eder Henriqson (PhD Candidate)

Sponsors: xxxx
Purpose of the Research: The purpose of this research project is to develop a description of how
team leaders understand the phenomenon of not following procedures and explain how team
leaders reconcile the tension between having to close the gap between procedure and work and
understanding that gap.
What You Will Be Asked to Do in the Research: I am seeking your voluntary participation in a 6090 minute interview where I will ask you for your insight concerning AMEs and their use of
procedures. To study this topic I have selected 4 prototypical maintenance tasks (FW or RW) for
which normal practices exist and for which we have had incidents.
1. First I will ask you to sign a consent form indicating your voluntary participation in this
study.
2. Second, I will ask you to complete a short background questionnaire.
3. Third we will discuss the prototypical situations and the factors that you believe were
involved in how the task was practiced.
4. Forth I will ask you some questions regarding how you supervise in this context.
Risks and Discomforts: We do not foresee any risks or discomfort from your participation in
the research.
Benefits of the Research and Benefits to You: Individually, you will benefit from participating in this
research project by contributing your experience and knowledge to this important topic. Collectively as
an organization, we will benefit from applying what we learn through this research project to improving
the selection of corrective action following incidents, the development of procedures and their use in our
organization.
Voluntary Participation: Your participation in the study is completely voluntary and you may choose to
stop participating at any time. Your decision not to volunteer will not influence the nature of the
ongoing relationship you may have with the researcher or supporters of the research either now, or in
the future.
Withdrawal from the Study: You can stop participating in the study at any time, for any reason, if you
so decide. Your decision to stop participating, or to refuse to answer particular questions, will not affect
your relationship with the researcher or any other group associated with this project.
Confidentiality: All information you supply during the research will be held in confidence and unless
you specifically indicate your consent, your name will not appear in any report or publication of the
research. Your data will be safely stored in a locked facility and only research staff (Ms. Parker and Mr.
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Henriqson) will have access to this information. Confidentiality will be provided to the fullest extent
possible by law.

1. The identities of participants will be protected by the assignment of a participant number
and the destruction of the any information linking the participant’s name with the participant
number at the completion of the study by June 30, 2010.
2. A transcript of your interview will be written and sent to you for verification and approval
for inclusion in the study. Remember all interview data will be de-identified, coded and
aggregated for analysis. Your transcript will not be included as part of the report.
3. Prototypical situations that have been formally investigated and analysed through our safety
reporting process and the MEDA investigation methods will be used as a basis for
discussion.
4. Two informants will review the final thesis report to look for any information that has the
potential to identify a participant.
5. Quotations will only be used the permission of the individual and would cite their participant
number.
Questions About the Research? If you have questions about the research in general or about your
role in the study, please feel free to contact Dr. Sidney Dekker either by telephone at +46 435445434 or by e-mail (Sidney.Dekker@tfhs.lu.se).
This research has been reviewed by Dr. Sidney Dekker, Professor of Human Factors and System Safety
at Lund University, Eder Henriqson, Ph.D. (in progress) at Federal University of Rio Grande do Sul,
UFRGS, Brazil, with collaborative period in Lund University School of Aviation, Grantee of
Brazilian Education Agency (CAPES), and senior management.
Legal Rights and Signatures:
I (fill in your name here), consent to participate in (insert study name here) conducted by (insert investigator name
here). I have understood the nature of this project and wish to participate. I am not waiving any of my
legal rights by signing this form. My signature below indicates my consent to participate.
Signature
Participant

Date_____________________________

Signature ______
Principal Investigator

Date_____________________________
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Appendix C: Background Questionnaire
Background Questionnaire
Please describe your professional background in the table below.
Qualification and Experience
Number of years licensed as an AME?

Years (Rounded up)

Endorsement?

Number of years employed with our organization?
Number of years employed in another government
operator?
Number of years employed in private industry?
Number of years working as a Team Leader?
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Appendix D: Prototypical Situations

Prototypical Situations
Task 1: Electric Trim Servo Replacement on a C90 King Air Airplane (QA 2009-12)
Defect resolution
Procedures obtained
Part was received wired for a different installation than for the C90 and this known, but abnormal
wiring was not detected through checks resulted in the airplane flying with the electric trim control
reversed.
Task 2: Landing gear functional checks, thrust reverser deployment checks, and a brake bleeding on
a Cessna Citation II Airplane (QA 2008-11)
Routine maintenance
Procedures obtained
The three checks were sequenced in a routine, but not documented or approved way and a step to
secure a switch was missed prior to swinging the landing gear which resulted in damage to the switch
when it moved into the gear swinging area.
Task 3: Engine Overheat Warning System Check on a Challenger Airplane (QA 2009-09)
Preventative maintenance (following a defect resolution)
Procedures obtained
On closing the compartment where he did the work, the AME inserted the pit pin (that secures the
cowl strut bar in the closed position during flight) upside down. This combined with undetected
wear on the pit pin enabled the pin to release during flight, interrupting fuel flow and resulting in
loss of fuel to one engine and an in-flight engine shutdown.
Task 4: Inspection of the Aileron Control Cable Tension on a Twin Otter Airplane (QA 2008-08)
Routine maintenance
Procedures obtained
The task is done by one AME instead of two AMEs due to organizational and environmental
factors and therefore, some of the steps have been modified. An unrelated task (removal of the
cannon connector) was completed to gain access to the aileron control cable to accomplish the main
task of checking and adjusting the tension in the aileron control cables. The cannon connector was
not reconnected and power resulting from that connector was lost, interrupting the autofeather test
the next day.
Task 5: Float Packing and 180 Day Inspection of Floats on a Bell 206L Helicopter (MEDA QA
2007-07)
Routine maintenance
Procedures obtained
Previous 180-day inspection was done without inflating the lines to the floats and therefore a
previous error (packing the floats with a kink in the line) was not detected.
Task 6: Preparation of the Liferaft for Installation on a BO-105 Helicopter (MEDA QA 2007-04)
Routine maintenance
Procedures obtained
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Cord to inflate the liferaft from the CO2 cylinder was improperly attached to the CO2 container
resulting in the liferaft not inflating during an emergency rescue.
Task 7: Fuel Check Valve Replacement on a BO-105 Helicopter (QA 2009-07)
Unknown
Procedures obtained
A fuel check valve was disassembled, cleaned, reassembled and installed in the helicopter. Fuel check
valves are normally replaced, and not disassembled, cleaned, reassembled and reinstalled, however
many maintenance parts are maintained this way.
Task 8: Routine maintenance (cleaning, inspection, and re-installation of the oil filters) on an S61
Helicopter (QA 2009-05)
Routine maintenance
Procedures obtained
An AME was interrupted from the task of cleaning, inspecting, and re-installing the oil filters on an
S61 helicopter. When he returned from dealing with the interruption he skipped the step in the
procedure to refill the oil reservoir.
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Appendix E: Interview Protocol

Interview Protocol
Prior to or upon arrival to the interview, the team leader will complete a consent form and
background questionnaire. The consent form will explain the purpose of the study and how the
researcher will manage and protect research data. The consent form will also note who can be
contacted for any concerns with the research project. The background questionnaire will capture
some basic background information such as years of experience, endorsements, and general working
history (e.g. years with our organization, years with other government operator, years with private
industry).
PART 1:
The interviewer will present to the team leader a card with the following information:
Task 1: Maintenance Task 1
1. Procedure: <to be documented>
2. Normal Practice Successful: <normal description>
3. Normal Practice Incident: <incident description>
•

This is how it has been described to me that this task is done. Is this correct or can you offer any further
description? Do you see a gap between procedure and work with this task? Can you tell me in practice how
this task is done? How different is this than how the procedure says to do it?

The interviewer will then ask the team leader:
•

Can you explain to me why the task was done this way in the incident case? Is the incident related to this
gap?

If necessary the interviewer will prod the team leader:
•
•

What factors contribute to AMEs not following the procedure (i.e. context of work, features of the individual,
procedural characteristics, goal conflicts)?
What contributes or is at the heart of the gap? Is it the worker? The task? The procedures? The
environment?

The interviewer will repeat the exercise with a second prototypical situation of the team leaders
choosing.
•

Are there any other cases that you want to share that demonstrate the gap?

PART 2:
The interviewer will then present to the team leader:
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•
•

•
•
•
•
•

You are a frontline supervisor – how do you manage the gap? Is there a tension? How do you manage the
tension?
Given what you’ve just explained to me with respect to a number of specific cases, how do you, personally,
reconcile the tension between having to close the gap between procedure and work (given expectations from
management and regulatory requirements) and understanding that gap (due to pressure from above to get the
job done and pressure from below to be efficient)?
Is management sometimes firm, directing ‘the procedures must be followed’? If yes when?
Is management sometimes focused on the schedule, directing ‘the truck is here’ or ‘the machine must be
available’?
How tightly or loosely do you supervise your team?
Do different factors affect how close your AMEs follow the procedures (i.e. difficult tasks, unfamiliar tasks,
familiar tasks, during audits, program validations, when things are really busy, immediately following an
occurrence, etc.).
Do different procedures affect how close your AMEs follow the procedures (i.e. safety nets, poor procedures,
good procedures, usefulness and usability of manuals and documents, etc.)?

PART 3:
•
•

What for you creates safety? Following procedures, intelligently adapting or applying knowledge and
experience to work using a combination of both?
What changes would you see that could improve the safety of our operations, concerning the use of procedures?

If there is still time remaining, the interviewer will close with the question:
•

You were once an AME on the floor. How did you see the gap then? Have you changed your understanding
given your move into a supervisory role? Can you elaborate on the factors that contributed to this change in
perspective?
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Appendix F: Procedures

Maintenance Control Manual - Procedure 30
Procedure 30 outline work performance procedures that apply to all aircraft maintenance work in
the subject organization.

Table Of Contents - Procedure No. 30
30.0 Work Performance Procedures
30.1 General
30.2 Safety Wire On Cannon Plugs
30.3 Torque Seal Use
30.4 Independent Check Requirements
30.5 Critical Task Requirements
30.5.1 Fire Zone Lines
30.5.2 Fuel Tank Air Vent Lines
30.5.3 Fuel Tank Access
30.5.4 Static Ports and Pitot Openings
30.5.5 MBB BO-105 N2 Control System Integrity
30.5.6 Mast Nut
30.5.7 Bell 206 Series Disk Pack Couplings
30.5.8 Bell 212 Cargo Hook Rigging
30.5.9 Post Heavy Maintenance Inspection
30.5.10 Other Critical Tasks
30.5.11 Critical Task Sign-Off Requirements
30.6 Occurrences - Fuel Quality Sampling
30.7 Aircraft Ground Operations
30.8 Aircraft Dispatch Requirements
30.9 Static Electricity
30.10 Electrostatic Sensitive Devices (ESD)
30.11 Made Repair Parts
30.12 Post Wash Inspection
30.13 Use of Teflon Tape in Pitot-Static Systems
30.14 Avionics Wiring Modifications
30.0 WORK PERFORMANCE PROCEDURES
30.1 GENERAL
This procedure outlines Aircraft Services' requirements to meet work performance rules contained in CAR
571.
30.2 SAFETY WIRE ON CANNON PLUGS
All cannon plugs (except for self-locking designs) in the engine compartments, that have provisions, must
be safetied with a minimum gauge of safety wire. If it is not a maintenance manual requirement to
lockwire
and the locking mechanism is lost, the lock wiring of the cannon plug can be carried as a deferred
item until the next Ops Check. For all other locations on the aircraft, it is an ASD “standard maintenance
practice” that when possible, all cannon plugs designed with provisions will be safetied as stated above.
30.3 TORQUE SEAL USE
Following any disassembly of flight / engine control system or “B” nuts of lines in a fire zone, including
APU enclosure, torque seal is to be applied.
More specifically, following any disassembly, removal and re-installation of:
• bolts, nuts, etc., used in flight and engine control systems, and
• B-nuts of oil, fuel, hydraulic and pressurized pneumatic lines within the fire zone, including APU
enclosure.
Torque seal is to be applied to all attachment hardware of the finished assembly as a witness after they
have been assembled and tightened to the appropriate torque prior to any function / leak check. Torque
seal is not required on any "B” nut (or similar connection device) or flight / engine controls that have
provisions for a locking device and the locking device has been installed, after work is performed. Any
hardware that does not have a locking device such as a control surface travel stop jam nut or lines within
the fire zone, including APU enclosure, must have torque seal installed after being torqued.

As an ASD “standard maintenance practice” when possible, torque seal is to be applied to any “B” nut
regardless of location, as a witness after they have been assembled and tightened to the appropriate
torque prior to any function / leak check. Torque seal is not required on any "B” nut (or similar connection
device) that have provisions for a locking device and the locking device has been installed, after work is
performed.
30.4 INDEPENDENT CHECK REQUIREMENTS
The following are the minimum work performance standards for completing independent checks. In
addition to the CAR 571.10 requirements for the independent check of the affected system for correct
assembly, locking, and sense of operation, following any maintenance that could have an affect on the
basic rigging of the affected system, the inspection shall also include the verification of the parameters
specified by the applicable maintenance instruction such as clearances, interferences and range of travel.
Note: The final fits, clearances or limitations as specified by the maintenance instruction shall be
documented on the applicable technical record (i.e. work card, Condition and Correction sheet,
etc.) as part of the task signoff.
30.5 CRITICAL TASK REQUIREMENTS
The following are the minimum work performance standards for tasks deemed critical and therefore
requiring a Critical Task sign-off:
30.5.1 Fire Zone Lines
Following any disassembly, removal, and re-installation of lines within the fire zone (including APU
enclosure), this visual inspection and functional check must be completed to ensure that the line is
installed in accordance with the Maintenance Manual. Refer to Appendix One of this Procedure for fire
zone diagrams.
The intent of this requirement is to ensure the security of critical installations within the fire zone and
includes all oil, hydraulic, fuel, and pressurized pneumatic lines. The requirement encompasses both a
visual and a functional check. For all unsafetied “B-nuts”, the individual who performs the work is
required to install torque seal as they have been torqued. The inspection is a visual inspection for
conformity and confirmation of safety wire, locking devices and torque seal on the B-nuts.
Any B-nut found without torque seal will require the person performing the critical task inspection
to verify its torque with a wrench. Secondly, a functional check shall be carried out to ensure there are
no leaks; this functional check will be performed at the normal maximum operational pressures of the
system, except when extenuating circumstances do not permit normal maximum operational pressures to
be obtained.
Caution: This critical task inspection is a visual only confirmation for the installation of safety wire,
locking devices and torque seal on B-nuts. The inspection does not confirm torque values
where a visual indicator exists. For this reason, it is very important that the visual reference be
applied at the time the connection is torqued and not as a task at the end of the job. This later
practice has been found to lead to untorqued connections being marked or safetied, and then
goes undetected by the critical task inspection.
For the purposes of this requirement, a B-Nut is defined as a type of tubing nut that is used to hold a
piece of flared tubing to a threaded fitting. B-nuts are used with a sleeve that is slipped over the tubing
before the tubing is flared. The B-nut forces the sleeve tight against the flare, which seals against the
flare cone of the male fitting. Although this definition is biased towards a solid line, the use of the term
Bnut
applies to all hoses and tubing whether flexible or solid.
30.5.2 Fuel Tank Air Vent Lines
When fuel tank air vent lines have been blocked for the purposes of carrying out pressure or vacuum
tests, or during aircraft washing or painting, visual inspections are to be carried out to ensure that they are
cleared on completion of such operations.
30.5.3 Fuel Tank Access
When maintenance involves internal access to the fuel tank, prior to the access panels being installed, a
visual check is to be carried out to ensure the tank is clean and free of contaminates, tools, rags, etc.
30.5.4 Static Ports And Pitot Openings
Whenever a pitot static system has been leak tested or functionally exercised for maintenance reasons, a
visual check is to be carried out to ensure all static ports and pitot openings are free from any

obstructions.
30.5.5 MBB BO-105 N2 Control System Integrity
When an N2 Teleflex cable is disconnected at the forward engine firewall for any reason, two persons
shall carry out a functional check of the engine N2 control system. With the main rotor blades unfolded,
one person at the controls will move collective up and down while the second person visually verifies
actual movement of the governor control lever. Prior to flight the pilot shall perform a functional check of
the engine N2 control system.
30.5.6 Mast Nuts
Whenever a mast nut is removed for any reason, upon reinstallation the mast nut will be inspected for
correct locking.
30.5.7 Bell 206 Series Disc Pack Couplings
After each installation of a disc pack coupling 32721-1, a second person will verify the minimum torque
required for the fasteners and ensure torque seal is applied. As this is an alternate means of compliance
with the BHT-206A/B-SERIES-MM-1 Section 5-00-00 requirements, this is a mandatory inspection and
must be completed prior to flight. If the inspection is not completed prior to flight, then MAPS must be
contacted immediately and the torque check programmed as per the Bell requirements.
30.5.8 Bell 212 Cargo Hook Rigging
Following installation of the cargo hook or after any maintenance that could have affected the basic
rigging of the cargo hook, an inspection will be made to verify the required clearances and alignment
marks are correct.
30.5.9 Post Heavy Maintenance Inspection
As part of the final completion of each Heavy Maintenance Inspection, the Person of Primary
Responsibility (PPR) must ensure a final overview inspection of the aircraft is completed using the Post
Heavy Maintenance Inspection Check Sheet ASD-P30-01. This inspection must ensure that all work has
been completed as recorded in the technical record; the aircraft is airworthy and operationally configured
for dispatch. Refer to MCM Procedure No. 9 – Technical Records for instruction on the required entry.
30.5.10 Other Critical Tasks
Any other critical tasks as required by any contracted Air Operator’s MCM.
30.5.11 Critical Task Sign-Off Requirements
CRITICAL TASK REQUIRED CERTIFYING AUTHORITY
Fire Zone Lines Any ACA or appropriately endorsed LCA
Fuel Tank Air Vent Lines Appropriately endorsed ACA or LCA
Fuel Tank Access Any ACA or appropriately endorsed LCA
Static Ports and Pitot Openings Appropriately endorsed ACA or LCA
MBB BO-105 N2 Control System Integrity Appropriately endorsed ACA or LCA
Mast Nuts Appropriately endorsed ACA or LCA
Bell 206 Series Disc Pack Couplings Appropriately endorsed ACA
Bell 212 Cargo Hook Rigging Appropriately endorsed ACA
Post Heavy Maintenance Inspection Appropriately endorsed ACA
30.6 OCCURRENCES - FUEL QUALITY SAMPLING
In the event of an occurrence where fuel quality could be a contributing factor, the PPR is responsible to
ensure that a fuel sample is taken, labelled, and quarantined. The control and the release of the sample
is the responsibility of the Responsibility Centre Manager (RCM) directly responsible for the aircraft.
30.7 AIRCRAFT GROUND OPERATIONS
Aircraft shall be handled and operated within the following standards:
a) Following any disassembly, removal, and re-installation of flammable lines, the ground operator shall
ensure a fire watch is posted adjacent the effected area of the aircraft at the first startup and as
further felt necessary. Special diligence and alternate emergency procedures shall be established
when the aircraft’s fire extinguishing systems have been compromised
b) Where the standard latching devices on panels and cowlings have been compromised, all ground
handlers and operators are responsible to ensure alternate measures are taken to preclude wind and
operation damage.
30.8 AIRCRAFT DISPATCH REQUIREMENTS

The following standards apply:
MBB 105 - When cargo hook operations are being carried out, prior the first flight of the day and
immediately following each aircraft refuelling, a visual and tactile inspection of the cargo hook
assembly is required. Check the cargo hook, suspension system and emergency release
cable for condition, security and operation (manually and electrically). Particular attention
should be paid to the swage ends of the emergency release cable. As there is often little
visual evidence that the emergency release cable swaging has failed, a physical pull is
recommended to reveal a slipped swage. In addition, verify that the red witness mark on the
mechanical arm lines up with the red witness mark on the housing.
30.9 STATIC ELECTRICITY
Static electricity is a constant problem and must be considered a major safety consideration by all
personnel engaged in any activity associated with an aircraft or aeronautical product. To reduce the risk
of accident resulting from static electricity the following policies must be adhered to:
a) aircraft being refueled, defueled, undergoing maintenance or parked within the hangar shall be
grounded. Grounding methods shall be in accordance with the manufacturer's requirements; and
Note: Where the aircraft has been disassembled to the point where the sources of ignition have
been removed (e.g. fuel cells), the requirements of a) do not apply.
b) personnel working on or adjacent to aircraft areas, which contain flammable materials, must wear
footwear that does not contain metal cleats, nails, studs etc.; and
c) when considered necessary by the supervisor responsible for specific projects, personnel will be
advised to wear anti-static parkas and/or overalls.
30.10 ELECTROSTATIC SENSITIVE DEVICES (ESD)
Many electronic aircraft components manufactured today are sensitive to static electricity discharge. To
ensure these sensitive components are not damaged while in storage or on installation or removal, the
precautions of MCM Procedure No. 19.5 – Stores and Purchasing shall be adhered to.
30.11 MADE REPAIR PARTS
In accordance with AWM 571.06, when a repair to an aircraft requires a “made repair part”, the following
standards will apply:
a) the requirements of AWM 571.06(5)(a), (b), (c) and AWM 571.06(6) or MCM Procedure No. 39.15
shall be adhered to, and
b) the process or data used to establish the attributes of the part shall be referenced in the technical
record entry, and
c) the “made” part shall be marked with indelible ink using the part number specified in the type design
with the prefix ASD. In addition, the shop work order number shall also be indicated. When there is
no manufacturer part number specified in the IPC, then the repair part shall be marked with a part
number consisting of ASD and the work order number/condition and correction sheet report number.
For small parts where it is not possible to show this information on the part, the technical record will
include the required information.
30.12 POST WASH INSPECTION
A post wash inspection is required when an aircraft is washed by a non-ACA, and the requirement will be
recorded in the journey logbook as a defect. The post wash inspection is a visual check to ensure all
static ports and pitot openings are free from any obstructions and that any installed covers or plugs
installed e.g. APU inlet plug, have been removed.
30.13 USE OF TEFLON TAPE IN PITOT-STATIC SYTEMS
If the fittings are not damaged and are torqued properly, the use of Teflon tape should not normally be
required to prevent system leaks. However, some fittings are nylon with coarse threads (Cessna 182,
206), and some are tapered pipe fittings, so the thread surfaces in contact to form a seal might not be
sufficient to prevent leaks. In these cases Teflon tape may be used, if required to eliminate a leak,
ensuring that the following procedure is followed when applying it to the fittings, to prevent any
obstructions to the orifices, or ingress of foreign material into the internal parts of the instrument or lines.
Wrap the tape (maximum of 3 wraps) by starting two threads back from the orifice end that will be

inserted into the mating fitting, or instrument. Ensure that the tape is tightly bound to the fitting to prevent
unwrapping as the fitting is tightened into it’s mating fitting. Wrap the tape in a direction that it will tend to
tighten up onto the fitting as it is screwed into place, most unions are usually right hand thread, so putting
the tape on in the opposite direction will ensure that the tape tightens onto the union.
30.14 AVIONIC WIRING MODIFICATIONS
When on-aircraft avionic wiring modifications are performed, the following process will be utilized to
standardize the procedure used to control the progression of the modification:
a) Wiring drawings will be issued to personnel who are removing, relocating or installing wires
on an aircraft.
b) There will be two sets of drawings maintained, one by the Team Leader and one at the
aircraft.
c) The following color coding will be utilized at all times to show when a wire has been removed,
added, relocated, rung out or power checked in order to show job status:
i) Removals – orange
ii) New installed or relocated – blue
iii) Ring outs – green
iv) Power checks – pinks
d) The individual performing the work is to sign off the drawing showing the work they have
carried out on a daily basis. All working drawings are to be returned to the Team Leader or
designated location (i.e. aircraft working copy binder) at the end of the workday. Once
weekly, or at the frequency requested by the Team Leader, the master drawing copy shall be
updated to reflect the current status of work.
e) Upon receiving, revised drawings shall be entered into the appropriate binder (M Mechanical, D - Details, R - Rework, W - Wiring, drawings) and an entry made into the binder
log. Upon insertion, the drawing shall be reviewed to identify relevant changes and to ensure
all deviations / alterations from the previous copy are incorporated, if not, they must be
carried forward and identified.

Maintenance Manual Procedures for Task 1 – Defect Resolution and Installation of
an Electric Trim Servo on a King Air C90
These procedures and diagrams are the procedures for installing and electric trim servo
on a King Air C90 aircraft. Parts Group IX + 3 drawings.

Maintenance Manual Procedures for Task 2 – Heavy Maintenance Landing Gear
Functional Checks (combined with Thrust Reverser Deployment Checks and Brake
Bleeding on a Cessna Citation II Aircraft)

These procedures and diagrams are the procedures for conducting the landing gear
functional checks combined with thrust reverser deployment checks and brake bleeding
on a Cessna Citation II aircraft. Procedures 32-00-710 (Landing Gear Hydraulic Systems
Adjustment/Test), and 78-31-00-710 (Thrust Reversers Operational Test), 32-42-09-710
(Emergency Brake System Operational Test), and 32-42-00-710 (Antiskid Brake System
Operational Check).

Maintenance Manual Procedures for Task 8 – Routine Maintenance Oil and Filter
Change

These procedures describe how to remove and install oil filters on the aircraft. (Filters –
Maintenance Practices).

