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Ladies & Gentlemen first of all can I say what a delight it is to be back in San Diego – very much my favourite US city.
A couple of years ago at the Flight Test Safety Workshop in Seattle, Mark Hussey asked me where I thought the next workshop should be – unhesitatingly I said San Diego. A day or so later he stood up and made the announcement that the 2006 event would be in Atlantic City adding as a side comment – “it’s alright Roger, Atlantic City isn’t that far from San Diego”. Now, my US geography is not particularly good but it’s certainly not that bad and I am very glad to say that we have made it in 2007.
If you look up “keynote” in the Oxford English Dictionary you will find words like “defining, crucial, significant” – but with an audience such as this it would be somewhat conceited of me to claim such an interpretation. I have therefore categorized my own rationale of a keynote address – that of “setting the scene”. 
And it would be an easy for me just to list the mistakes I’ve made, state where I went wrong, where I have added risk, or suffered the consequence of badly managed risk over the 30 odd years or so I have been in this business. I could then simply suggest to you to avoid such things.
That would be wrong for two reasons – firstly, you would find it excruciatingly boring but perhaps more importantly, whilst the core activity of flight test has perhaps not changed significantly over that period of time, the circumstances under which we carry out our line of work certainly has; and this is my theme this morning.
However, before I really start rambling on you will have to humour me a little whilst I attempt to give a bit of advice. And if this is the only thing you recall from this Keynote Address then fine – this is the Keynote or “the theme”.
This is the fifth flight test workshop I have attended and I suspect this one will not be significantly different to previous events. During the formal presentations, the workshop sessions and socially, you will be surrounded by experts within this specialisation of ours, experts with similar problems but with sometimes very different perspectives, and probably, different solutions to those same problems. Moreover, those experts will vary in experience from perhaps actually being non-experts through to those at the very top of the profession. I urge you to make the most of this opportunity, to ask questions, to argue, to debate, to put forward your own viewpoint. In essence to contribute - this is a priceless opportunity to spread and receive the good word - make the most of it!
Turning now to those changes in the flight test environment I referred to earlier. From my perspective there are 3 issues which although were always present, perhaps did not have such an overwhelming bearing on our activities in the days gone past when I was jumping in and out of cockpits a little more often than I do now. Paradoxically, these issues are not core to the specialisation and I have to say that it is the response that I occasionally see that worry me somewhat. Note I said the response – not the actual issues which, to a greater or lesser degree will always be there and will always need to be actively managed. It is sometimes the style of new management, and the impact of that style, which generates the concern. 

I accept that management of risk is not easy and it could be said that we are in a risky business but for the purpose of this debate I would like to identify and discuss those 3 issues. These are of course only 3 of a greater and complex number which you have to manage, but nevertheless, they seem to surface in my mind more often than others. 
They are:
· commercial and operational pressures

· increasing safety culture and the duty of care conundrum

· the enigma whereby in the UK at least [and I suspect it is similar elsewhere] most flight test accidents occur during the low risk phase of our operations 
The commercial & operational pressures have always been with us and will stay with us so long as we remain in this business. I say commercial and operational because they are different and not mutually exclusive. Commercial to get a product out on time and on cost to meet budgets and timescales which sometimes have been set years previously by people not core to the business. And operational because the front line [whether it be an airline or a combat squadron] is yelling for a bit of kit or a capability it wanted yesterday. The impact on the flight test organisation and its management of very complex programmes result in external pressures which clearly have a direct bearing on risk.
How many times have we flown on a Friday afternoon in poor weather to get a specific job done against the artificiality of the calendar, when we deemed that it was unacceptable to fly in that same poor weather earlier in that same week? Such a state of affairs needs no further amplification from me. But both these pressure are increasing – commercialism because of tighter budgets and timescales coupled with modern, innovative [and how I hate that word] management processes and over-complex and [sadly] indirect and sometimes confused management and command chains. Operational because certainly in the military, the nature of our now well established asymmetric threats in the Middle East and elsewhere, against which we are fielding platforms and systems which were designed and released during a largely inert and static cold war. This state of affairs generates continuous calls for new and urgent operational capabilities in order to meet that unpredictable threat. 
I have no clever answer to all this merely for such pressures to be recognised, shared and embraced [even owned] by all in the management or command chain however indirect that chain might be. This includes politicians, government departments, the procurement agencies, the manufacturers, budget holders and project offices, commanders and managers and yes – even flight test personnel.
Turning now to my second point; the conundrum of managing risk, duty of care and safety cases. Our safety processes both identify and enable us to manage risk, and that of course is exactly why, over the years, they have been established, refined and enhanced. However, from my perspective we are now at risk of occasionally using models followed to somewhat questionable levels. There is I believe a set of circumstances whereby, if we are not very careful, such processes can actually add to risk or perhaps at a lesser degree, diminish the awareness of risk. The model I see is that we spend a lot of time going through processes whereby senior and even more senior people get involved authenticating a process with the result that those lower down the management or command chain i.e. the practitioners, can be led to believe that because a formal process has been completed, it’s bound to be safe - after all, it’s been “signed off” by those upstairs. 
This is of course a false-hood; the completion of a risk assessment does not necessarily make anything safer. If done well it can alert the players and managers to individual risks, allow those risks to be ameliorated. But if done badly it merely confuses the issue and can mislead the hands-on flying supervisory chain; and the risk is probably still there. 
I am suggesting that the trend over recent years has been to shift the accountability from the practitioners to the supervisors and regulators and I have certainly seen this in the air display business where I am still active in a pseudo-supervisory role. We have to be very careful we are not seeing a change of emphasis from the hands-on flying supervisory level of managing flight test risk to the detached regulatory level with its strategic emphasis on ensuring “ducks are in a row” rather than the more effective management at the tactical or sortie by sortie level by key people with “the knowledge”.
In moving on to my third point, I suggested to you a few minutes ago that in the UK at least and over more recent time, most flight test accidents have occurred during the low risk phase of our operations rather than the high risk end. Since I have been in the flight test business and in UK MoD [DoD] and associated civilian contractor/MoD flight test activity, we have lost some 36 aircraft and sadly 24 people. However, only 3 of those 36 losses and 1 of the 24 fatalities have actually occurred during what I would describe as high risk flight test sorties. These three were:
· an unexpected departure off a high alpha external configuration validation sortie resulting in successful double ejection
· the loss of control during an asymmetric handling investigation resulting in a successful ejection 
· a structural failure during a flutter envelope expansion sortie which resulted in a successful ejection but which sadly, was followed by a drowning in particularly rough seas and high winds – i.e. the one fatality
Does the loss of the other 33 aircraft and 23 people during flying which could be classified as routine point towards the fact that we are over-relaxed, less focussed and not sufficiently “aroused” during that routine flying? Or is it because the additional safety management processes which are applied to high risk activities are, notwithstanding what I said earlier, in fact effective. I believe it is the former in that we could at times be accused of being over-relaxed, under-stimulated and perhaps not sufficiently focussed when flying routine non-threatening sorties. It is a thought, and it is certainly my personal belief, but I leave it to you to form an opinion. 
Had I been giving this Keynote Address two weeks ago I would now be drawing to a close. However, I recently listened to a senior official in the UK’s Defence Procurement organisation who amongst other things talked about the continuous problem of defence contracts coming in late and over budget. He stated that a review had taken place looking at those UK defence projects which had come in late and over budget during the period of the last 10 years or so. He suggested that regardless of the type of programme which went wrong, three things repeatedly emerged and I immediate linked the three things to my experience of UK flight test accidents and incidents:
· firstly, and he used the word knowable [if that is a word] suggesting that in investigating the problem it was unusual if anything emerged which was not known or should have been known before and/or during the project lifecycle
· secondly, that “process” does not prevent things going wrong
· thirdly, that people are the strength in getting things right in the first place and/or getting things back on track when things have gone wrong
Transferring those thoughts from a defence project to a flight test sortie [which after all is a mini-project in its own right] and with a little bit of massaging, we finish up with a not dissimilar set of decisive factors I previously outlined.
· that the accident contributory factors and circumstances are usually known to us – there are few surprises

· that “process” will not necessarily prevent accidents

· and that people are your strength

Indeed the whole gamut of flight test safety is up to you; whether you use the Swiss cheese model or that single link in the chain it is, in the final analysis, people in this room who have the most effective influence. 
And here finally, I restate what I said a few minutes ago when I mentioned the keynote or the setting of the scene for this event. I implore you, go out and both spread and receive the good word and make the most of your time here; sermon over.
And yes, I am glad to be in San Diego.
RHB
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