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Foreword

Preface

By CAF

By HAFI

The RSAF’s safety journey has spanned over
50 years. We have made much progress from
our early days as a fledging Air Force with
little experience in managing training and
operations, to the RSAF of present that is a
full spectrum, integrated and ready fighting
force with a stellar safety track record. This
did not occur by chance. Generations of airmen
and airwomen worked hard to develop a
strong safety culture over many years. It is
up to us to continue their legacy and achieve
Mission Success, Safety Always.
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We celebrate the centennial edition of our
safety magazine in this issue of FOCUS. We
have certainly come a long way since our
first issue was published in 1978, when the
idea of a RSAF safety newsletter was mooted
in April 1977 by two RSAF officers in their
newly established positions in the Accident
Prevention Office (APO).

This issue marks the centennial issue of the
RSAF FOCUS magazine, and the story of the
RSAF’s safety journey would not be complete
without acknowledging the important role
that FOCUS has played in promoting safety
awareness and accident prevention. I would like
to congratulate the FOCUS editorial teams,
past and present, for achieving this significant
milestone, and extend my heartiest thanks for
their continual efforts in advocating and
promoting safety awareness in the RSAF. I
also commend the writers who have contributed
to FOCUS articles. They exemplify our culture
of open reporting, and their sharing has helped
strengthen our safety systems and prevented
potential accidents.

and safety culture, to emphasise the importance
of strong fundamentals, and to remind our
personnel to guard against complacency and
beware of the mundane. Safety must always
come first as we push to greater heights in
achieving mission success, and I am certain
that FOCUS will remain an important avenue
for airmen and airwomen to share their safety
lessons and information.

While we can take pride in our safety
achievements, we cannot afford to rest on
our laurels. Maintaining high safety standards
is something we all have to keep working on
together. Over the past few months, we used
the opportunity that the SAF-wide safety
timeout provided to review our safety systems

I look forward to FOCUS achieving many more
milestones in the years ahead as the editorial
team explores new media platforms to broaden
our outreach and engage our airmen and
airwomen. Let us continue to strive in
achieving our goal of zero accident together.
Above All!
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APO was the predecessor of what is now
known as Air Force Inspectorate (AFI). Back
then, safety was seen as an afterthought, a
hindrance and one that was incompatible with
operational effectiveness. Changes to any
training, maintenance or operational procedures
were primarily based on “blood priority”, when
someone was either seriously hurt or killed
before remedial action was taken. Any attempt
to alter this mindset was viewed as being
restrictive to operations, ineffective, and a
needless waste of time and effort in getting
the job done. It required a considerable effort
from our leadership to drive and instil the
safety initiative into every RSAF personnel
before the idea of safety complementing
operations slowly took root. This was where
the RSAF’s safety journey truly began.
One of APO’s key tasks in its early beginnings
was to reduce the number of accidents by
educating our personnel on the importance
of safety. This was done through the
dissemination and sharing of safety information
and lessons learnt to our personnel, which
eventually birthed our very first FOCUS safety
newsletter. Similar to how APO has evolved and
expanded into AFI today, FOCUS has also seen
a transformation from its humble beginnings
of an ad hoc newsletter publishing foreign
safety articles to a small audience, into a regular
publication today boasting a wide range of
articles, featured in a professionally designed
and eye-catching magazine. FOCUS is now
circulated to all RSAF local and overseas units

and detachments, and also showcased to a
wide aviation audience, including Civil Aviation
Authority of Singapore and Air Forces around
the world.
In this issue of FOCUS, we have specially
prepared articles contributed from our senior
commanders, past and present. Commanders
play a pivotal role in permeating our safety
policy and culture through their direct
influence over our airmen and airwomen.
For a robust safety culture to be prevalent,
command emphasis needs to be established
and reiterated periodically. It is my hope that
these articles continue to remind us the
importance of safety in the RSAF.
My appreciation goes out to the men and
women of the RSAF who have tirelessly
contributed and made a difference for being
strong advocators of our safety theme
“Mission Success, Safety Always”. Continue to
build on the good work and I look forward to
another 100 issues of our FOCUS magazine!
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Adaptation of LG (Ret) Bey
Soo Khiang’s Speech at
the RSAF Annual Safety
Conference 2018
How time flies indeed! I still recall myself hosting
the Open House for our 25th Anniversary in Paya
Lebar Air Base (PLAB), and it seemed like it was
just yesterday. I am not sure how many of you
can recall this, or how many can recall the PLAB
of yesteryears – the “Mango Tree” café that
served roti prata for breakfast, or the beautifully
shaded tree lined boulevard that led to the
roundabout, for example. PLAB has seen a lot
of changes, from my days in 122 SQN, up to
being Base Commander, PLAB, and still continues
to change. And it is on this theme that I want to
share today – Change, and our Safety Culture.

the fighter squadrons chose to send, while
keeping the better ones in the squadron.
Professionalism in FTS and in the wider RSAF
was low – pre-flight briefings were short and
sometimes non-existent. Planned take off times
were not taken seriously at all – instructors
would keep the students waiting. It was not
uncommon for my SF-260 instructor to show
up half an hour late, after keeping me waiting
in full flight gear under the sun, in the open.
Other instructors would ask their students
to “start up the fan” first and get the student
to taxi by the Squadron Command Post to

I joined the RSAF in 1977 as a pilot trainee,
because I wanted to fly. My other option was
to join the Commandos, and things would have
turned out very differently, I’m sure. Back then,
in our fledgling Air Force, we had a lack of
good people. So we had to appoint principals
as base commanders, borrowed from SIA
Engineering Company for our logisticians. The
Flying Training School (FTS) back then also had
many foreign instructors, and I am quite sure
that they were not the best from their respective
air forces. Even our local instructors too, who
were trained by the British, were mostly what

pick them up. With some perseverance and
a lot of sweat, I managed to graduate, and, in a
practice that is unheard of today, I stayed back
as a Qualified Flying Instructor (QFI). During that
period, the RSAF needed pilots, and FTS was
expanding; but, in the process of chasing numbers,
we compromised standards and quality. For
example, we re-enrolled previously-failed pilot
trainees.
The Air Force back then, was a fighter pilots’
Air Force. Not far off from what you see in the
movies, like Top Gun. The gung-ho culture was
AUG 2019
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very evident – daring to break the rules and “do
what you want” were part and parcel of daily
operations. Pushing the boundaries was macho.
One of our few A1-rated QFIs in the RSAF and
a Hunter pilot, recounted to me how we lost a
pilot because a tasking came in late in the day
for a Fighter Recce mission, as the Squadron
was shutting down, yet one pilot stood up to
take it, and the last they heard from him was “
descending to 500ft over Horsburgh”. In training,
we would go up for a planned training sortie,
suddenly hear “I have control” in the middle
of the sortie, and watch as our instructors
engaged in unplanned “dog fights”. Fighter
squadrons would plan for 8 versus 8s – bear
in mind, this was in the days that the aircraft didn’t
have radars, and all fights were within visual
range. Low-level flying often ended up as daring
each other to fly lowest competition. “Bottle
to throttle” was also common – drinking was a
sign of manhood. The squadron management
knew about this, but did nothing, even after
several accidents. So if you look at our earlier
mishaps, you will see quite a fair bit of Mid-Air
Collisions and Ground Collisions, even with
trainer aircraft such as the Strikemaster aircraft.
In addition to this, ops-logs interface was non-
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about 1996/1997 – and we’ve lost 2, and the
last loss occurred more than 10 years ago.
Just pause to think about this – for the first
twenty years, we lost, in terms of fighter
numbers, almost the same number as our
entire F-16 fleet today.

Early pioneer RSAF pilots in a discussion prior to flight.

existent – the pilots said to the logs “I break, you
fix”. So they would slam the throttles without
understanding the impact on the engines. And
this was before we had advanced engines
with data downloads – so, plenty of accidents
resulting in engine failures as well.
So if you take a look at our RSAF mishap data
in our earlier years, the picture is a sombre one.
For the first 20 years from 1970 to 1990, we
lost, in terms of fighter numbers, almost the
same number as our entire F-16 fleet today.
This count doesn’t even include trainers and
helicopters, which will easily double the number.
For comparison, the RSAF has operated the
F-16C/Ds for more than 20 years now – from

It’s not just the headline losses that are
important. I was Head Air Operations from
1988 to 1992, and during my tour, crisis
management was the norm. I’m sure all of us
are familiar and aware with this today - each
time there was an accident, we would have
to suspend flying for investigations to be
carried out. Depending on the complexity of
the issue, the groundings could be for a
week or two while the logs addressed the
possible causes. We would need to pull senior
people out of their jobs to form Board of
Inquiries (BOIs) and Commission of Inquiries
(COIs), which degraded supervision. Flying
currency would be affected by this pause,
and after that, we would need to build up
the operational tempo to bring the pilots
back to currency before we could embark
on tougher training. And depending on the
cause of accident, we would have to remove
the pilots from active duty and punish them
accordingly, even in a civilian court. We would
have to deal with the negative publicity, which
was challenging as we needed Singaporeans

to have confidence in our defence. So,
operationally, the RSAF was constantly working
to take one step forward, but having to take
two steps back each time an accident
happened. To me, this was very unproductive
use of time. Too much time spent on firefighting, instead of thinking and planning
and moving the RSAF forward.
Most significantly to me as a commander, such
accidents also sapped the morale of the people.
Unnecessarily. Each time we attended the funerals
of fellow pilots and servicemen, seeing the
grief of their loved ones, were an emotional
trauma. As a commander, trying to explain to
the family of the lost pilot why it happened,
why they are going to continue with life
without a husband, grow up without a father,
was most difficult. Especially if you knew, as
a commander, that the accident was entirely
preventable. Some of you may recall the
Super Puma AS332 helicopter accident in
Taiwan, where the helicopter flew into the
side of a mountain. This accident hit me the
hardest, because I knew the pilots quite well.
As the Chief of Air Force (CAF) then, I felt that
I had failed to take care of my men. To me,
they reported to work every day to train for
war, and I had failed in my duty to ensure
that they trained safely, so that they could
return to their loved ones every day.

AUG 2019
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Beginning of Zero Accident
So this was how Zero Accidents started. I started
asking myself questions, going back to basics.
I asked myself - Have we lost sight of overall mission
to deter? Each accident erodes deterrence. If we
cannot be safe, how does it reflect on our
capability? If our own Singaporeans have low
confidence in the RSAF, how can we even be a
deterrent? If the RSAF is critical in the defence
of Singapore which lacks strategic depth, the
situation is surely unacceptable. Even before we
started fighting the war, we had already lost 50
fighters, so our peacetime exchange ratio with
respect to our potential threats must look quite
bad. How do we change and turnaround from
what is obviously an unsustainable path?
At the individual level, the whole idea of training
in peacetime is to deter and when deterrence
fails, be there on the first wave. But you will
not be there if you kill yourself during training.
Then the training is in vain. Even if we are there
8
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on the first wave, we want to win decisively.
And we need to do that with minimum
attrition. So, counter-intuitively, especially at
that time, training realistically in peacetime also
means doing it safely to minimise losses so
as to preserve lives and assets as that is the
way we have to operate during war.
For an Air Force with such `gung-ho’ culture
and with such historical safety records, how do
we improve our safety performance? Back
then we could have adopted an incremental
approach which is to gradually lower our
safety targets over time. This was obviously
more realistic. But this means that we are
openly saying that we are prepared to accept
more lives and assets being lost. Is this
acceptable? Let me ask you in the audience –
how many aircraft, per year, do you think is
an “acceptable” rate of loss in peacetime? 1? 2?
At one per year, this would mean that we would
crash an entire fleet over the course of its
30 - 40 year life cycle, so think about that.

And such a target was and still is, totally
illogical to me. Assuming that I accept the
target of say 1 accident per year, and if that
accident happens in January, then as we
Singaporeans say, “Then how”? It means that
from February to December, my target must
be zero accident so that I can meet the target
of one accident per year. If I can do that for
11 months, why can’t I do that for 12 months?
Also, how do I translate such a target to the
ground? Do I, for example, say that I can
accept one accident due to pilot error,
which actually means that the maintenance
and engineering people have to target for
zero accident? Or vice versa. So I was led
to the conclusion that as a commander,
we must have zero accident as the target
in peacetime, in the same way that I would
also target for ZERO attrition during war.
Today, business consultants will tell you
that this is called a “Big Hairy Audacious Goal” –
it is clear, compelling, serves as a unifying
focal point, but is also regarded as

impossible, until achieved. Unfortunately,
having such a goal and a vision also
means that implementation is tough; buy-in
is critical.

Challenges - Changing Our
Mindsets (The “Why”)
My first challenge was to gain the acceptance
of senior commanders of the RSAF and bring
about a MINDSET change in the senior
commanders who were going to lead the roll
out of our safety targets and programs. Many
of them, including the Head of Air Force
Inspectorate, had mentally accepted that if you
fly, you will have an accident one day. It is a
question of time or statistic. And looking at the
historical statistics at that time, zero accident
seemed impossible and therefore unrealistic.
Even though they seemed convinced on the
deterrence value, they were hesitant because
the target seemed too lofty, and failure seemed
inevitable.
AUG 2019
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So I asked them a simple series of questions.
One - Did we have an accident yesterday?
If we didn’t, why can’t we do what we did
yesterday today so that we have zero accident
day? And if we can repeat this 7 times, we
have a zero accident week. And if we do that
for 52 weeks, we have zero accident year.
So I told my Flight Commanders’ Conference
(FCC) members, let’s not focus on the target of
zero accident at the end of the year but on the
effort to have zero accident every day. Studies
have shown that accidents are mostly caused
by human error, so if we zoom in on this every
day, sort it out, we should start to do something
right. We need to have a mindset that says
“Do it right first time, every time, all the time”.
Finally, I told my FCC that even if we do not
achieve zero accident, we as commanders can
have a clear conscience, and say that we did
everything possible to prevent an accident.
So even if we failed, we know that we have tried
our very best. And that is all I ask. Giving it the
best shot.

10
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And so we began our journey towards a zero
accident Air Force. At that time, I was not sure
whether the senior commanders fully accepted
my line of reasoning, or they had no other
options, or that they were just waiting for
a deluded transport pilot Chief to retire.
Unfortunately for them, I became Chief of
Defence Force for another 5 years and the
RSAF could not get rid of my nagging. But
judging from the actions of the CAFs after me
and the many years of zero accident after I
finally retired, I am convinced that indeed the
mindset change and cultural transformation
took place in the RSAF. I think this is really
the credit of the RSAF leadership and the
servicemen. Early successes of achieving zero
accident from 1995 to 2000 also reinforced
the self-belief. Today, as I am told, the
zero-accident target is almost taken for
granted, and safety is part of the DNA of
every airman and airwoman. It has taken
a long time to change our mindsets, but
collectively, we have.		

Challenges - How Do We Do
It? (The “How”)
After changing their mindset, I next faced the
problem of how.
We had improved our engineering standards
after the A-4 crisis, and the logs community
had continued to move ahead significantly with
our training in US in Peace Carvin (PC) I and II.
The United States Air Force (USAF) have a
very systematic approach to safety, and this
immersion in the USAF culture made our people
become a lot more professional and less
gung ho. BG Lim Yeow Beng, who was
Senior Maintenance Officer (SMO) PC 1 at the
time and later became Head of Air Logistics,
told me that that the logistics system was
revamped to adopt the USAF’s maintenance
policies and practices, and this immersion also
made our engineers and technicians a lot
more competent. However, the operations were
still lagging. Our F-16 mid-air collision in 1991
showed how ex-hunter aircraft pilots, who
grew up in a gung-ho culture, continued to
want to win at all cost, even violate Training
Rules and safety bubbles. And we needed to

do this quickly, as we were expanding our wings
globally – we were moving FTS to Royal Australian
Air Force (RAAF) Pearce Air Base, for example.
So we needed to roll out initiatives to help
people down the line to prevent any accident.
It is one thing to have a Big Hairy Audacious
Goal and ask every man to do it right the
first time, but it is another thing to ask if the
processes, work procedures, and the likes are
even correct in the first place. Where to start?
So I asked the senior commanders to provide
what they thought would cause the next
accident and to ask the same question down
the line, and what actions they would take
to prevent the accident from happening. We
would then follow up on the actions even if it
meant having to stop flying for a day or two.
So, `pretend’ that an accident has happened,
do a pretend BOI and take all the actions to
follow up on the recommendations of the
pretend BOI to prevent another accident.
Once it is done, we then go on to the next
`pretend’ accident. And it kept going. This way
we do not have to pay the price of loss of lives,
assets, deterrence capability, public support and
reputation.
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We also improved our understanding of how
accident happens and improved our Core
Values. Actually if you go through all the past
BOI reports, you would know that it is not easy
for accidents to happen. Accidents happen
when there is perfect alignment of a series of
errors or defects. All you need is for someone,
anyone, in the team to pick up the error or
defect and stop it from being passed on,
changing an accident to a near-accident – we
call this the “Swiss Cheese model” today. This
is why team work is very important, because
it is synergistic with safety. For this reason, we
also revitalised the RSAF Core Values at that time
and introduced 2 new values that are unique
to the RSAF, in Team Excellence and Safety.
So telling our people to do it right “first time,
every time, and all the time” will ensure that
each one does not make a mistake to pass it
on, and as part of the team, one should also
not accept any defect or error when they see
one. This is also consistent with the other
values of discipline, professionalism, and caring
for each other.
We also rolled out a few tools that helped.
One of the tools we rolled out at that time is
the Risk Assessment Matrix (RAM), which I
heard is even being developed into an app for
Motor Transport. Implementing it for flying was
challenging - it gave the perception that we
are very risk averse, that everything we want to
do needs to be assessed for risk, and as a result,
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some missions that had too high a risk, should
not be carried out. Some felt that this curbed
operational development. I am not denying that
this could happen on the ground. Like a
pendulum, when the changes are transformative,
the pendulum can over swing or at least
be perceived to. I accept that criticism. But
for me at that time, Zero Accident was
itself a foundational operational development
to enhance our deterrence capability. Hence,
integrating RAM into our operations development
process would provide us a good foundation
to develop safety in a deliberate manner –
operational boundaries should be pushed, but in
a systematic and well-thought out manner.
In fact, if you examine the data, we have very
few accidents during developmental exercises
and operations. Our past accidents tended to
happen during routine training missions when
our level of alertness to accidents was lowered.
This is because there was, and still is, the ‘I
have done that many times’ syndrome. So
bottom line is that I do not agree that our
focus on safety has adversely affected our
operational capability. The fact is that the RSAF
is a much more capable air force since 1995 and
we had 16 years of zero accident since then.
This remarkable fact speaks for itself.
Besides roll out of RAM, we also rolled out
open reporting. Officially. Because prior to this,
the form of open reporting in the RSAF was

called “bar talk” – where people were more
comfortable talking after a few beers of how
they managed to ‘get away’ with an accident.
So we rolled out official open reporting, which
in itself, opened up a Pandora’s box.

happen even after that, the fact that you
have exercised due diligence and care by
going through a rigorous risk assessment,
would be mitigating reasons for decision on
punishment.

One of the key questions we faced was how
to handle errors or mistakes. Well, we could
have given immunity from punishment for open
reporting of mistakes with no consequential
loss of lives or assets, on the basis that such
sharing and transferring of the lessons learnt
help to prevent an accident.

On this note I just want to state that this is a
difficult topic which I’m sure every CAF has
grappled with: how to handle mistakes / errors
which leads to an accident. This was a big
controversy with the pilot’s union when I was
in Singapore Airlines (SIA). The union advocated
a ‘blame free’ culture on the basis that being
human we all make mistakes and therefore
pilots cannot be blamed for any accidents.

However, it is a more difficult issue to handle
when the mistakes actually result in loss of lives
and assets. In the extreme, for example, the pilots
involved in the UH-1H helicopter Rappelling
Accident in 1990 which led to loss of lives
were charged in the civilian court. This is the
reality that we face daily, aviation accidents can
have disastrous consequences, and therefore
the potential of facing criminal prosecution
is present. You would recall that the pilots
of the Singapore Airlines SQ006 accident in
Taiwan were nearly charged in court in
Taiwan.
So that meant it was even more imperative
that we embed the zero accident mindset and
practices in our people. First, this would help
prevent any accident through rigorous risk
management and a strong safety culture with
team excellence. Second, should an accident

For me, a ‘blame free’ culture has no accountability
for what is going on. For professionals like
pilots, who are trained to do the job and paid
handsomely as well, there must be accountability.
It is the same for other profession or vocation.
In as much as one expects to be rewarded for a
good job done, there must be consequences for
messing it up. Major General (RET) Raymund Ng
was in SIA at that time and after much deliberation,
we established what we call a ‘Just Culture’.
Such a culture meant if investigations
revealed that the mistakes were made because
of negligence or wilfully breaking Standard
Operating Procedures, then the pilots concerned
should be held fully accountable. However, if
the mistakes were due to an error in judgement,
which can be due to performing a task
which the person is not yet trained to do,
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or due to inadequate information given at the
point in time when decision has to be made,
obviously the punishment would be very
different, even nil.

Where Do We Go From
Here?
We have come a long way in the RSAF in our
safety journey. The record speaks for itself.
To do this, while having the global training
presence, undertake Humanitarian Assistance
and Disaster Relief (HADR) operations at short
notice, and excelling in professional exercises,
is the envy of many other professional Air
Forces. But where do we go from here on?
I have three key takeaways for everyone to
deliberate on.
First, the ZERO accident mindset is fundamental
starting point to achieving zero accident,
and this must continue. This mindset must
manifest in each one of us a sense of
vulnerability - the sense that accident can
happen to us anytime, and anywhere, if we
let our guard and alertness down. Remember,
zero accident is an endless journey and not
a destination. Because once we think we
have arrived, complacency will set it, and we
open ourselves to accidents.
Second, in order to keep embedding the zero
accident mindset, tools like RAM and open
reporting are important, and we must continue
to emphasise on them. Other tools may replace
them but I increasingly see the risk-rewardcalculation as fundamental to your decision
making at your place of work every day. From
the tactical level to the strategic level. We must
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continue to ask ourselves hard questions - is this
a “good to have” task, or a “must do” task. If it
is a good to do, then you may not want to do
if the risk is disproportionately high in relation
to the benefit. If it is must do, then you have
to pay more attention and take more effort
to reduce or even eliminate risk that will
lead to an accident. And escalation to the next
level of command or taking an independent
view to verify the assessment maybe necessary.
This may slow down operational development
process but taking half a step at a time is
certainly much better than taking a step
forward and then 2 steps backward after an
accident.
Third, we need to be even more on our guard.
I would submit to you that we have already
accumulated a lot of deterrent dividend from
the many years of zero accident, and an
accident in the near future would be a lot
costlier in terms of erosion of that dividend.
I still believe that zero accident for RSAF is a
fundamental operational capability, enhancing
deterrence and providing a foundation upon
which other operational capability can be

developed. We must continue to develop operationally but gone are the days when we have to do it
double quick time. Gone also are the days of
unlimited budget. Would you allocate money
for initiatives that continue to prevent accident
like simulator training or would you allocate
money for more advanced equipment? Your
resolve to strive towards zero accidents will be
severely tested in your budget allocation.
In conclusion, I hope I have given you the
background for why and how we started the
zero-accident journey. At the end of today, if
you forgot all that I have said, just remember
that when you go back to your place of work,
aim to do it right “first time, every time, all the
time”. Because you shouldn’t accept any lower
standard, when your life, and your men’s lives
are concerned. Do not accept anything that
is not done right even though you are not
the one who did it incorrectly. In the spirit of
professionalism, call it out and get it rectified
before you pass it down to the next person.
That way you can play a part in achieving the
zero accident targets. Your family and loved ones
need you back safely after a day of hard work.
And remember zero accident starts with me.
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found myself preaching safety several times
a day – at the Start-of-Day brief, End-of-Day
brief and at each mission brief/debrief that I
sat in. Safety was always on our radar and,
in time, became part of our DNA.

What’s So Great About
RSAF Safety?

When a football team achieves a spectacular
second-half recovery, it is usually credited to
the manager’s half-time tactical changes and
pep talk. For the RSAF, the then Chief of Air Force,
Lieutenant General (LG) (Ret) Bey Soo Khiang,
deserves much of the credit.

BG (Ret) Wong Huat Sern
Dy Inspector General
SAF Inspector-General Office
“What’s so great about RSAF safety?” This is a
question I’ve often asked myself, both when I
was in the Air Force and while serving in MINDEF’s
Safety and Systems Review Directorate.
The answer depends greatly on when the
question was asked. When I was a pilot trainee
in the early-1980s, the answer would have been
“Simi safety?” (A local slang for “What Safety?”) or
something less polite. Our safety record was pretty
bad back then. It was the era of rapid expansion,
during which the RSAF’s pilot production expanded
beyond what our training, logistics and safety
systems could digest. By the time I left Flying
Training School, three fellow trainees had lost
their lives in air accidents, two others had
ejected and survived with spinal injuries, while a
further three had crash-landed and walked away.
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How did this happen? How did the Air Force
turn things around? Football fans among you
will be familiar with the cliché that football is
a game of two halves. Your team can play play
abysmally in the first half and then perform
magnificently in the second half. Liverpool fans,
in particular, will fondly remember the team’s
spectacular comeback against AC Milan in
2005 and Barcelona in 2019.

It had been even worse in the 1970s. Our Air Force
Inspectorate’s (AFI) records show that there were
27 aircraft accidents between 1973 and 1976.
Our pioneers truly lived dangerous lives. I was
told by a couple of them that morale was at
times so low that numerous pilots chose to
walk away from their flying careers.
Things changed dramatically in 1994. Up to 1994,
in the first 25 years of our existence, the RSAF
suffered close to a hundred aircraft accidents and
fifty aircrew fatalities. In the 25 years after 1994,
the aircraft mishap rate dropped sharply, by almost
90%. More remarkably, the Air Force sustained
only one fatality due to air accidents between
1994 and 2019. 50 fatalities in the first half, one
in the second half - it was indeed a remarkable
turnaround.

Command emphasis was the first key factor
behind the turnaround. LG (Ret) Bey, supported
by his commanders and department heads,
made safety his top priority. There was, initially,
scepticism and resistance, even amongst senior
officers and mid-level commanders. Over time,
however, everyone could see that the Chief
was serious. It was clear that each of us
had to lead, follow or get out of the way.
As more and more people took alignment,
safety became increasingly entrenched
throughout the chain of command.

We grew to understand what Safety as a
Core Value meant. Commanders began to
pay attention to encouraging, recognising and
rewarding those with the right safety attributes.
Conversely, it became clear that people who
didn’t care about safety or who allowed their
standards to slide would be held accountable.
COs of low-performing units were admonished.
Errant pilots or operators were taken to task.
Some people found their performance bonuses
or promotions affected. This may sound harsh
but the logic is sound. If someone is unable
to live up to a core value, whether it is leadership,
discipline, ethics or safety, it is his commander’s
duty to take action.
The RSAF is not alone in linking safety to
performance. I recently found that numerous
leading companies have done the same. The
RSAF is not alone in linking safety to
performance. I recently found that numerous
leading companies have done the same.
Sembcorp Industries, for example, pegs its annual
staff bonuses to safety outcomes. Everyone in
the company will be hit with a 10% cut in staff
bonus if there are any fatalities in a particular
year. Shell, besides linking bonuses to safety
outcomes, has further promulgated 12 safety rules
which must be strictly observed. Personnel who
breach any of the rules are liable to be dismissed!

The formations and squadrons followed through
on the commanders’ intent by making safety
integral to our daily routine. As Commanding
Officer (CO) of a flying squadron in 1994, I
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It was vital for the safety drive to be a sustained
effort and not a one-off campaign. After LG (Ret)
Bey left, successive generations of Air Force leaders
continued to demand exceptionally high safety
standards. They understood that the safety culture
can erode quickly if people sense that the level of
emphasis is waning.
This constant attention to safety – by the RSAF
leadership, throughout the chain of command,
integrated into our daily routine and sustained
over time – has led to a high degree of safety
ownership amongst our airmen. Safety ownership means that we believe in keeping ourselves
and our buddies safe. It is something drilled into
our people from Day 1. It is not something we do
only when our supervisors are watching.
I have, on numerous occasions, heard people
describe the RSAF as being “anal” about safety.
I consider this a compliment. It is not easy to be
deeply committed to something as uncool as
safety. The fact that the Air Force is able to do,
it speaks volumes about our professionalism,
discipline and determination. People are willing to
obsess over details, conduct detailed risk analyses
and ask many “what ifs”, before embarking on a
task. After the task, they would conduct thorough
debriefs to discuss lessons learnt and go over near
misses. Long before the advent of Facebook, we
would post our experiences “online” (or to be exact,
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on the Safety Information System), where other
members of the Air Force tribe would read about
them and offer their comments. All this is hard work.
It would be so much cooler if we could jump out
of our cockpits and head straight to the mess for a
few drinks.
What about the concern that our quest for zero
accidents would cause us to be too safe and
compromise our ops effectiveness? This was indeed
a reservation raised by a number of people, myself
included, back in 1994. As it turned out, we were
wrong. Being safe and avoiding accidents allowed
us to make steady progress rather than, in LG (Ret)
Bey’s words, “having to take one step forward and
two steps back” every time an accident happened.
By 1999, our people were participating routinely
in high-end exercises like the United States Air
Force’s (USAF) Exercise Red Flag and the US
Army’s Joint Readiness Training, where we
proved that we could perform as well as our
foreign partners. It was a far cry from where
we were in 1994. For the first time, we had
the confidence to claim to be World Class
People and a First Class Air Force.
A new series of challenges came our way after
the turn of the millennium. The new normal
included a surge of current ops, including post9/11 counter–terrorism operations and large-scale
overseas missions like Operation Flying Eagle

2004. Then, in 2006, the RSAF embarked upon
Project Phoenix, a massive restructuring effort that
saw us transform from our old airbase-centric
structure to today’s task-based configuration. Each
of these endeavours was a significant test
for our people and our safety system. As
it turned out, the foundation that was laid
between 1994 and 2001 proved to be sound.
We were able to live up to our safety tagline Mission Success, Safety Always.
In football, the game ends after ninety-odd minutes,
when the referee blows the final whistle. In the
business of national defence, however, there is
no final whistle. Even as we celebrated RSAF 50
on a high in 2018, we knew we had to stay
focused on the next leg of our journey.
		
Fortunately, the formula that got the RSAF to
where we are will continue to serve us well.
I trust that the Air Force will continue providing
strong command emphasis on safety, encouraging
safety ownership at all levels and integrating
safety into our daily routines. This will help keep
safety deeply embedded in our DNA. And that,
ultimately, is what makes RSAF Safety not just
good but great.
My congratulations to the RSAF and to AFI for
reaching the Focus 100 milestone.
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BG (Ret) Wong Huat Sern
is the Deputy Inspector General in
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Chief of Air Force Safety Award

On 7 May 2019, ME3 Wong Keen San was a static
station IC for an IPPT at AFTC. After completing his
duties, ME3 Wong voluntarily stayed behind to
provide support for the conduct of the 2.4km run,
when he observed that a participant had laid down
to rest on the track after completing his run. ME3 Wong
initially approached the participant as he was a
safety hazard to the other runners and himself.
However, he noticed that the participant was fatigued,
and showed signs of disorientation and weakness.
Suspecting the participant was suffering from heat

stress, ME3 Wong immediately called the on-site
medic and applied the AVPU. When the participant was
not able to answer any of his questions, ME3 Wong
immediately directed the medic to measure the
participant’s temperature, and assisted removing the
participant’s clothing and applying of the cooling
pads as his body temperature was found to be
high and still rising. The participant was immediately
evacuated to PLAB Medical Centre for medical
attention, where his body temperature recovered
to normal after the administration of Body Cooling
Unit treatment.

CAF Quarterly Safety Forum

Changi Air Base (West) Auditorium
25 Jul 2019

ME3 Wong demonstrated excellent safety awareness
in his timely recognition and application of the AVPU
on the suspected heat stress victim. His actions
prevented the participant’s condition from deteriorating
further. For his actions and professionalism, ME3 Wong
was awarded the Chief of Air Force Safety Award.
								

Outstanding Safety Award
On 27 Feb 2019, MAJ Augustine
Wan, with pilot trainee CPT Soh
Jia Ming, led a flight of two
Hawk advanced jet trainers
from NATO Flying Training in
Canada (NFTC) for a Basic
Fighter Manoeuvre training
sortie.

On 8 Apr 2019, ME3 Frank Koh was walking from
the flight line when he heard an unusual sound
coming from the rotors of a CH-47 that was taxiing
for take-off. He immediately highlighted his
observation to the Squadron Executive Officer (SXO),
and returned to the flight line to monitor further
as the aircraft immediately returned upon the SXO’s
instruction. When the aircraft returned to the
dispersal, the Flight Engineer on board was dispatched
to investigate the source of the unusual sound
and confirmed that the rotors were emitting a
faint unusual sound. The aircraft was then shut
down uneventfully, and it was later discovered
that one of the blades on the forward rotor
head had a de-bonded blade skin measuring
2.4 inches wide and 1.2 inches deep, which would
have further deteriorated if not for ME3 Koh’s
expeditious intervention.
ME3 Koh’s ability to pick up the unusual sound
was highly commendable as the CH-47’s counter
rotating rotors generate a very high noise level
and the faint unusual sound was not easily
detected by the aircrew. For demonstrating a high
degree of professionalism, situation awareness and
safety instincts, ME3 Koh was awarded the
Outstanding Safety Award.
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While manoeuvring at 9,000ft,
the aircrew heard a loud
bang from the aircraft’s engine, with the engine
instruments and warning systems indicating symptoms
of an engine compressor stall. MAJ Wan swiftly levelled
the aircraft’s attitude, terminated the training, and
carried out the relevant Critical Action Procedures
(CAPs). As the aircraft descended through 6,000ft
and not in the groove height to any diversion airfield,
MAJ Wan manoeuvred the aircraft to Cold Lake
Air Base while carrying out the Immediate Relight Drill.
During the emergency, CPT Soh assisted MAJ Wan
with the CAPs and checklist, and also maintained
situation awareness to navigate the aircraft to the
air base despite the loss of some avionics. The engine
eventually recovered, and MAJ Wan climbed and
flew the aircraft to Cold Lake Air Base via a straight-in
Precautionary Forced Landing approach and landed
the aircraft uneventfully.
MAJ Wan displayed a high level of competency with
the handling of the critical emergency, which ensured
the safe and successful recovery of the aircraft.
CPT Soh, although a pilot trainee, was composed and
provided effective CRM and assisted MAJ Wan with the
emergency drills and navigation to the air base. For their
professionalism and decisive actions in recovering
the aircraft safely, they were both awarded the
Outstanding Safety Award.

Annual Safety Workshop
Heli Group
Annual Safety
Workshop
SBAB Officers’ Mess
20 Jun 2019

C3
Annual Safety
Workshop
PLAB Officers’ Mess
3 Jul 2019
GBAD
Annual Safety
Workshop
Air Force Training
Command
4 Jul 2019
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FOCUS JOURNEY

FOCUS MAGAZINE ROLL OF HONOUR
Chairman

...Changes over the years

1978 - 1986

2003 - 2011

Our first edition of FOCUS
magazine was printed
in 1978 by the then
Accident Prevention
Office. At that time,
FOCUS was published
on an ad hoc basis only.

Fourth change in our
front cover design. The
layout of the magazine
has became more
colourful and vibrant. A
specific safety theme
was also adopted for
each issue.

1986 - 1990

2012 - 2015

First change in our cover
design. The magazine
was published regularly
on a quarterly basis.
However, its cover and
contents took on various
styles and layouts.

Fifth change in our front
cover design. The FOCUS
quiz questions were
replaced by the FOCUS
crossword puzzle.

MAJ N P Sharma
15/12/1982 to
16/07/1984

LTC Fu Chun Hsien
16/07/1984 to
09/09/1988

LTC Lim Joo Eng Jimmy
08/09/1988 to
16/12/1990

LTC Lee Wai Hong
17/12/1990 to
31/01/1994

COL Wong Lai Choong
01/10/1996 to
13/02/2000

COL Wong Nin Jee
14/02/2000 to
10/10/2002

COL Ong Chin Ho Adrian
11/10/2002 to
05/06/2005

COL Ng Chee Keong
30/11/07 to
25/04/2011

COL Aw Kwee Siong
26/04/2011 to
13/01/2014

COL Chionh Ka-Wei Philip
14/01/2014 to
30/07/2018

COL Kuharajahsingam
31/01/1994 to
30/09/1996

COL Teoh Keng Hin Kevin
06/06/2005 to
29/11/2007

COL Yew Heng Siong
31/07/2018 to
present

Editor

1990 - 1994

Second change in our
front cover design. The
magazine began to adopt
a consistent layout and
style. A running issue
number was also used
to keep track of the
magazine.

1994 - 2002
Third change in our front
cover design. The overall
design of the magazine
also moved from the
newsletter format to a
more magazine format
and style.
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2015 - 2017

Sixth change in our front
cover design. The size of
the magazine was reduced
to be more handy for
reading. 4 Pics 1 Word
was included in the
magazines to engage &
garner interest amongst
our readers.

2017 - present
Seventh change in our front
cover design. To enhance
our safety promotional
outreach, the last page of
the magazines include
perforated lines for an easy
cut out of safety wallpapers
and messages which can
be used as safety posters.
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OUR SAFETY JOURNEY
The Beginning

Start of the Safety
Journey

Birth of AFI

A4 Crisis: The Building of
a Quality Air Force

The RSAF
Safety Logo

Safety Taking Flight

The Singapore Air Defence Command
(SADC) was formed in 1968 to
build a credible Air Force, in view
of the impending
withdrawal of the
British Forces by
1971. The rapid
build up of the
Air Force was a complex and arduous
journey. With no local experience
yet to manage the various training
and operations, operators had to learn
and build their expertise from scratch,
often through trial and error. In the
process of building operational
capacity, a higher tolerance for risk
was inevitably accepted as the norm.

The APO’s focus was to reduce
accidents through Safety Education,
through the sharing of safety
information and lessons learnt.
However, it proved to be an uphill
task initially. Safety was seen
as a hindrance, incompatible with
operational effectiveness. It took a
considerate effort from the RSAF
leadership to drive the initiative
home to the units before the idea
of safety complementing operations
slowly took root. Alongside the
accident prevention efforts through
Safety Education,
the RSAF’s safety
newsletter was
mooted and the
first
“FOCUS”
magazine was
published in 1978.

After 5 years of steady progress,
the Accident Prevention Office was
expended and renamed as Air Force
Inspectorate (AFI). Established in
1981, AFI’s role was to promote safe
air and ground operations, as well
as to facilitate operational evaluation
of RSAF units. To reflect the scope
of activities undertaken and the
corresponding increased responsibility,
4 sections were created to manage all
safety related matters for the RSAF.

In 1985, the first of a series of accidents
on the A4 Skyhawk occurred.
Collectively, the events led to what
was termed as the A4 Crisis. It raised
serious questions about the safety
and quality of the air force’s
operational readiness. This was very
serious as plans to build up the RSAF
hinged on the operationalisation of
the A4. Although the root cause of
the problems was due to the preexisting conditions in the aircraft, the
lack of deep technical and operational
expertise was also contributory to
the accidents.

The first Safety Logo
was unveiled in 1986.
A wise bird of prey, the
Safety Owl possesses
the attributes of vision,
hearing and inquisitiveness
to discover where action
is required to protect the well-being
of all material and men of the RSAF.

The RSAF saw a surge in its growth
in the early 1990s, which saw the
introduction of weapon systems and
capabilities. Safety likewise took on a
greater responsibility to assure that
capabilities were developed safely.

It was not until later, when training
and operations began to stabilise,
that SAFETY started to come into
focus. Under the Director of Air Staff,
the Accident Prevention Office (APO)
was formed in 1977 to manage
flight safety.

Over the years, AFI went through
three organisational restructures in
1985, 1991 and 1992. In 2006, AFI
underwent its 4th reorganisation,
with sizable roles and responsibilities
added to its portfolio.

Eventually, the RSAF successfully
overcame the crisis - The re-engineering
efforts saw the A4 refitted with a
new F404 turbofan engine, and the
need to strengthen the depth of
technical expertise of the RSAF
technicians.
The RSAF came out of the A4 crisis
and continued to journey on to
achieve operationalisation. Drawing
from the lessons learnt from the
crisis, the Air Force saw a move
towards
a
higher
level
of
professionalism and standards which
grew from strength to strength.

The second RSAF
Safety Logo was
adopted in 1996.
The word “RSAF”
in the logo represented the key
characteristics of the Air Force,
namely leanness, potency, maturity
and competency. It is supported
by one of the key pillars and core
values of the RSAF, represented by the
block and word “SAFETY”.
The third RSAF
Safety Logo was
adopted in 2003.
The four accelerating aircraft are
stylised to demonstrate the dynamism
and strength in RSAF’s continued
quest to achieve Zero Accidents in
all our operations individually as well
as a system.
Most importantly, the tagline
“Mission Success, Safety Always”
encapsulates the essence of the
safety culture of the RSAF. Safety is
embraced as a key indicator of
operational capability, and is integrated
and pervasive in all aspect of RSAF’s
operation and training.

Human Factors
Focusing on Human Factors, safety
programs such as Risk Management
and Crew Resource Management were
key programs that continue to help
to reduce human error related
incidents and accidents.
Open Reporting
It serves to share the presence of
hazards and human errors by warning
fellow operators of the threats and
associated risks.
Safety Seminar
Started out as the Safety Management
Seminar for the squadron command
team, this periodic event evolved
into the current CAF Quarterly
Safety Forum (CQSF). Hosted by HAFI,
and with CAF as the Guest of
Honour, CQSF is a dedicated forum
for the RSAF leadership to discuss
and disseminate safety
issues and information
to our personnel.
		
Safety Day
The Bases and Squadrons declared days
as Safety Day for units to reflect,
examine and address potential safety
issues in their units. The initiative
later proliferated into what it is
today as the dedicated monthly RSAF
Safety Day.

“Safety” and “Team
Excellence” As RSAF Core
Value
The RSAF’s efforts to
inculcate a safety
culture were taken
a step further with
the promulgation of
“Safety” and “Team
Excellence” as the
two additional RSAF Core Values.
With emphasis from the highest
levels of the RSAF leadership, the
two Core Values were introduced
in 1993 to supplement the existing
seven Core Values which were
introduced in 1987.
“Safety” was a clear signal that the
RSAF leadership was determined to
intensify the command emphasis on
safety and do everything necessary
to institutionalise the safety culture.
“Team Excellence” was borne out of
the idea that the “Quality Air Force”
would only be brought about by
individuals working together to
achieve the RSAF’s mission.

The RSAF Safety
Principles

The RSAF Safety
Policy Refined

The Journey Ahead

In order to establish the foundation of
a safety culture that permeates every
individual, the RSAF developed the 4
Safety Principles in 1997 to encapsulate
the fundamental beliefs of accident
prevention. In 2005, a thorough
review of our safety philosophy
was conducted and our 4th principle
was refined to clearly emphasise the
shared responsibility of safety.

In 2017, the RSAF Safety Policy was
reviewed to ensure that policy was
concise and easily understood by all
RSAF personnel. The refined RSAF’s
Safety Policy Statement expresses
the RSAF’s beliefs and commitments
to safety, and serve to align the
safety efforts of all our members. This
revised policy was signed by the
Senior Commanders at the RSAF Annual
Safety Conference in March 2018.

At the turn of 21st century, the RSAF
has developed a credible air defence
capability. Today, the RSAF is a full
Spectrum, Integrated and Ready
fighting force. It is fully capable to
meet its mission in keeping our skies
safe, 24/7, and it can fight as a team
alongside the Army and the Navy.

Principle #1: Zero Accident Is An
Achievable Goal

RSAF SAFETY POLICY
Safety is a Core Value of our RSAF.

Principle #2: Zero Accident Is An
Indicator Of Operational Capability

It is integral to mission success and
anchored on our professional
competencies.

Principle #3: Incident Reporting Is
Mandatory For Accident Prevention
Principle #4: Safety Is An
Individual, Team, and Command
Responsibility

We believe that
“Zero Accident is an Achievable Goal”.
We actively embrace an openreporting culture in the interest of
accident prevention.
Safety is an Individual, Team, and
Command responsibility.
We take ownership of ensuring the
health and safety of ourselves and our
teammates.
Our safety motto
“Mission Success, Safety Always”
signifies our pursuit for operational
and safety goals at the same time,
all the time.

The strong, positive safety culture and
good safety records of the RSAF is
the envy of many. As the RSAF
continues to enhance it’s operational
effectiveness, accident prevention must
continue to be a priority. We must
administer the Safety Management
System well, continue to build on
our strong safety culture, and embrace
the RSAF Safety Principles diligently,
to achieve Zero Accidents.

What Has Building a Shared
Vision got to do with
Improving Safety?
BG Gan Siow Huang
Chief of Staff-Air Staff (COS-AS)
HQ RSAF
Commentary by COS-AS:
“I wrote this article 11 years ago when I was a Squadron CO. My subsequent experiences in various
exercises, operations and events such as Exercise Torrent, RSAF50, and as Commander Air Power
Generation Command (APGC) reaffirmed my belief that a strong vision is key to achieve our mission
successfully and safely. A shared vision shapes the way we go about achieving our mission, create
structures and processes, prioritise our tasks, look out for fellow team members and take charge of
our own safety. Having a strong shared vision is easier said than done in reality. We must strive towards
it to achieve Mission Success, Safety Always!”
This article was originally featured for FOCUS 54 in 2008 and is reproduced for this special issue
as the lessons inside are still pertinent today.

The RSAF’s safety vision tagline of “Mission
Success, Safety Always” aptly describes our
desire to have zero accident whilst achieving
mission success in our daily work. In this
essay, I would like to focus particularly
on the need for a shared vision in the
squadron for accident prevention. Specifically,
I would like to suggest that a shared vision
in the squadron is necessary to increase
the “survival instinct” in our people, thereby
reducing potential mishaps caused by
human factors.
Why do human errors occur repeatedly
despite multiple safety nets being put in
place to arrest such errors? There are many
causes of human errors as we have seen
in the past incidents – individual operator
being weak in fundamentals, lapse
in concentration, fatigue, complacency,
inadequate pre-mission preparation, lack of
understanding of procedures, and so on. To
arrest human errors, several layers of safety
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nets have been introduced over time.
Some of the common safety measures include
enhanced supervision, checklists, additional
training, fine-tuning SOPs, and leveraging on
technology to improve situation awareness
of our operators. These measures often
suggest that there are latent flaws in our
current way of doing things. How often,
however, do we reflect on the vision of
the squadron when we analyse the causes
of a safety incident caused by human errors?
On 8 Aug 2007, 203 SQN submitted a FAIR
on an incident involving a Fokker 50 entering
WSD4 (Pulau Pawai Firing Range) under the
control of an FIS (Flight Information Service)
controller from 203 SQN. The FIS controller
had erroneously thought that WSD4 was
inactive and allowed the Fokker 50 to
transit through the danger area. Fortunately,
at that moment, the Tengah Approach
controller who was controlling the fighters
planned for air-to-ground firing in WSD4,

noticed the Fokker 50 heading towards the
danger area and directed the fighters to
temporarily cease their operations before the
Fokker 50 entered the area. Consequently,
there was no safety compromise. Immediately
following that incident, an interview was
conducted with the FIS controller concerned
and the squadron conducted an End of
Day Debrief (EODD) to share the lessons
learnt. Preliminary squadron investigation
concluded that the primary cause of the
incident was attributed to human error on
the part of the FIS controller as he had
mistakenly thought that WSD4 was inactive
despite various explicit indicators available
to him on the actual status of WSD4 before
the Fokker 50 entered the area.
The RSAF Safety Timeout on 16 Aug 2007
provided 203 SQN an opportunity to
discover the importance of having a shared
vision in our strive to improve safety

in our operations. To better understand
the underlying causes of the Fokker 50
incident mentioned above, we used various
established Human Factors (HF) models to
analyse the actions of the FIS controller
involved. The case study discussion reinforced
the need for proper task prioritisation
even during lull traffic situations, developing
good work habits, strong Crew Resource
Management (CRM) between the controller
and his/her assistant, as well as team work
among the controllers (Tengah Approach
and FIS, in this case).
The squadron reflected further on why these
seemingly vital attributes were missing in the
FIS controller and his assistant during that
incident. We used the Levels of Perspectives
framework to diagnose the remedial actions
taken by the squadron to prevent recurrence
of the incident. Figure 1 illustrates the
Levels of Perspectives framework.
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In the preliminary investigation that took place
on 8 Aug 2007, the squadron mainly analysed
the incident at the “event” level. We examined
the sequence of activities leading to the Fokker 50
entering WSD4 and concluded that it was
primarily caused by a lapse on the part of
the FIS controller. The FIS controller had failed
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to register the information passed to him earlier
by his assistant on the actual status of WSD4;
neither did he notice the C2 system display
that reflected the real-time status of WSD4.
What was most puzzling was that the controller
involved was a relatively experienced CAT A
controller whom one would not expect to
make such fundamental skill-based errors.
It appeared that he had let his guard down
in a relatively light traffic intensity situation.
To send a strong message to the rest of
the squadron that such fundamental skill
errors in air traffic control could have grave
consequences, the FIS controller was given
informal punishment. Separately, the squadron
introduced an additional SOP to enhance
the C2 system display of the real-time status
of WSD4 to increase the situation awareness
of the controllers. These two actions were
the squadron’s immediate response to prevent
future recurrence of the incident; and our
action mode was mainly “reactive” in nature.
However, how sure were we that these measures
would prevent recurrence of such incidents?

We then proceeded to examine if there was a
“pattern” or trend based on past incidents and
whether the event on 8 Aug 2007 reinforced
the pattern (see Figure 1). There were previous
occurrences of breakdown in ATC coordination
when FIS handled Fokker 50 (during the recovery
phase) transiting or holding in Tengah Control
Zone or Paya Lebar Control Zone. The higher risk
of breakdown in traffic separation when two
separate aircraft/formations in the same segment
of airspace were under different control agencies
was recognised by 203 SQN back in 2005.
The squadron had then promulgated a Squadron
Operating Instruction (SOI) that required FIS
to hand over control of Changi arrival aircraft
(viz. Fokker 50, KC-135 and F-16D+) to Tengah
Approach and Paya Lebar Approach Controllers
whilst the aircraft transit Tengah and Paya Lebar
Control Zones respectively. Technically speaking,
as the Fokker 50 in the 8 Aug 2007 incident was on
the outbound leg of its flight, the FIS controller
did not flout the SOI when he coordinated with
Tengah Approach to keep the aircraft under
his control while transiting the Tengah Control

Zone. Shouldn’t 203 SQN then extend the
scope of the above-mentioned SOI to Changi
departures transiting through Tengah and Paya
Lebar Control Zones? Some would argue that
this should have been obvious to the
controllers if the rationale (of single control
agency) behind the original SOI had been
understood correctly. Yet, there were others
in the squadron who were not convinced that
reviewing the SOI would prevent recurrence
of such incidents as they felt that it would be
more effective to emphasise the fundamentals
in ATC coordination and strengthening basic
controlling skills of the controllers.
Not certain if we had found the real solution
to prevent recurrence of the 8 Aug 2007 incident,
we started examining the “systemic structure” of
the FIS control position (see Figure 1). We asked
ourselves if there was an inherent problem in
the way the FIS controller’s job scope had been
designed. Was the FIS controller’s span of
control too wide or his workload too high, thus
making the controller more prone to human errors
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compared to other control positions in the
squadron? If yes, the squadron would need
to review the overall controllers’ manning
configuration. To streamline the workload of
the FIS, possible options included offloading
some of its responsibilities to other control
positions, and/or creating new control positions.
Such options, if adopted by the squadron,
would be in the “creative” action mode as
they sought to shape individual behaviours
through structural changes. Based on empirical
data, out of a total of 26 FAIRs filed by
203 SQN since Jan 2004, 15% (equivalent
to 4 FAIRs) was attributable to FIS. Of these
4 FAIRs, only one occurred when traffic intensity
and workload of the FIS were relatively high.
We concluded that redefining the job scope of
FIS would not necessarily reduce human errors
for that control position.
1
2
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After analysing the systemic structure, we
proceeded to reflect on the “mental models” in
the squadron (see Figure 1). “Mental models are
the images, assumptions, and stories which
we carry in the minds of ourselves, other people,
institutions, and every aspect of the world. Like a
pane of glass framing and subtly distorting our vision,
mental models determine what we see.”1 To this
end, the RSAF believes that “Zero Accident is an
Achievable Goal”. But how realistic is this goal if
our operators are required to make real-time
decisions and take measured risks in their daily
work? Many would believe that human factor
is probably the greatest obstacle to achieving
zero accident. Paradoxically, humans are key to
achieving zero accident and it takes a strong
safety culture for this mental model to be
shared by everyone in the squadron. Adapting
the definition by Alston2,

“Safety culture is the enduring value and priority placed
on safety by everyone in every group at every level of an
organisation. It refers to the extent to which individuals
and groups will commit to personal responsibility for safety,
act to preserve, enhance and communicate safety concerns,
strive to actively learn, adapt and modify behaviour
based on lessons learned from mistakes.”
In other words, a strong safety culture
perpetuates the “survival instinct” at every level in
the squadron. A strong safety culture, however,
is tightly related to the squadron vision that is
anchored on its core values and core purpose.
While core values are the guiding principles for
our behaviour and thoughts, the squadron’s
core purpose reflects the importance of our
work and the real reasons for our existence in
the RSAF and SAF. Most importantly, the vision
serves to bind our people together and generate

a sense of commitment to one another and to
the squadron’s mission. In effect, having a
shared vision creates an environment where
commanders, teams and individuals take full
ownership of their work and continuously
generate ideas and initiatives to keep the
squadron’s operations going, i.e. in a “generative”
mode of action (see Figure 1). In this regard,
building a shared vision in the squadron is vital
to increasing the “survival instinct” in our
people, hereby reducing potential mishaps
caused by human factors.
The Levels of Perspectives framework suggests
that commanders should focus more on building
a shared vision as the corresponding action
mode (generative) carries the highest leverage.
However, this does not mean that the other action
modes (reactive, adaptive, creative, reflective)

Peter Senge et al, The Fifth Discipline Fieldbook, New York: Currency and Doubleday, 1994, p. 235.
Greg Alston, How Safe is Safe Enough?, Hampshire: Ashgate Publishing Limited, 2003, p. 60.
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in the lower levels of perspectives (event,
pattern, systemic structure, mental model) are
unimportant. On the contrary, it is important
for issues to be examined at every level to
find the most effective solution. At times, a
combination of various action modes may be
required to take care of both short term and
long term needs. For example, rewards and
punishments, which may be viewed as reactive
responses to individual events, can sometimes
be the most practical means of shaping
behaviour while the longer-term solutions
(if required) are being thought through before
implementation.

While supervision provides the “Check & Balance”,
additional layers of supervision may result in operators
being over-reliant on their supervisors.
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In conclusion, as experienced by 203 SQN
during the Safety Timeout, it took time and
collective effort to fully dissect the causal
factors of a seemingly straightforward HF
incident. Immediately after an incident has

occurred, the usual human tendency is to
quickly fill the gap or “plug the hole”. Such
problem-solving action mode may bring
about temporary relief to the problem,
but may not eliminate the problem completely.
Worse, it may create another set of problems
over time. For instance, adding layers of
supervision may unintentionally result in
our operators becoming over-reliant on the
supervisors. To this end, the Levels of
Perspectives framework essentially served as a
diagnostic tool for understanding problems.
Through reflections on the issues at different
levels of perspectives, the squadron gained better
awareness of the wide spectrum of actions
that could be considered to reduce HF
incidents. Most importantly, it helped us realise
the importance of building a shared vision
given our desire to achieve zero accident
every time, every day.
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Personal Reflections on
Our RSAF’s Safety Culture
COL (DR) Benjamin Tan
Chief Air Force Medical Officer
Introduction
As we celebrated the RSAF’s 50th year
anniversary last year, there were many
achievements which were worthy of
celebration. One such achievement was
our impressive safety record. One will
have to go back 9 years to 2010 for
the last Class A mishap in which we
lost a manned aircraft. The emergency
crash-landing of the Apache AH-64
helicopter in an open field in Woodlands
was the result of an extremely rare
occurrence of twin-engine failure from
the corrosion of anti-ice start bleed
valves. Both aircrew were able to walk
out of the aircraft uninjured, and it
was their flawless execution of the
aircraft emergency procedures which had
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averted far worse outcomes. This was
the perfect demonstration of our safety
culture in action.
To identify the last Class A mishap in which
aircrew life was lost, one would need to go
back to 2004, in which one of our F-16s
crashed during a night training sortie in
Arizona, USA. The investigations concluded
that the accident was solely attributed
to human factor; the pilot’s inability to
recover the aircraft was due to G-loss of
consciousness or spatial disorientation. This
was a very painful but important lesson
which we must never forget. It is also why
our pilots must always take their training
seriously, be it in the Human Training
Centrifuge, Spatial Disorientation Trainer
or during training sorties.

What Have We Done Right?
If we were to identify the watershed event
in our safety journey, that would be the
“A-4 Skyhawk crisis” - a dark period in our
history with an unprecedented loss of lives
and aircraft. Sometimes, it takes a crisis to
appreciate the problems and fundamentally
change the status quo. The Chinese characters
for crisis are “危机”, an amalgamation of
two characters representing “danger” and
“opportunity”. We were blessed to have
courageous and determined RSAF leadership
that, in the thick of a crisis, was able to
leverage this opportunity to fundamentally
change the way we embraced safety, and
had painstakingly built a system to sustain
an enduring safety culture for many years
to come.
While the A-4 Skyhawk accidents could
largely be attributed to the old engines, the
problems and solutions were not confined
to the engineering realm; due to the series of
accidents, a sense of mistrust arose between
the pilots and technicians / engineers.
This was resolved with the subsequent
strengthening of ops-log integration,
which leveraged on a strong sense of
interdependence between the operational
and logistic domains, to achieve mission

success. The RSAF leadership also took
this opportunity to embed a strong safety
culture across the RSAF through the use
of clear communication and the construct
of safety supporting structures. First, we
included “safety” as a RSAF core value and
this accorded “safety” the highest level of
priority in the RSAF. Second, we articulated
the safety philosophy that “zero-accident is
an achievable goal” and this sought to
instil a sense of mission and purpose
in our people. Third, safety officers were
embedded across the layers of the
organisation, down to the individual units.
Fourth, we mandated open reporting so
that lessons learnt from incidents and
near misses would be shared across the
RSAF. Fifth, tough measures were taken
against those who did not abide by the
safety regulations, especially those who
continued with gung-ho attitudes and
broke bottle-to-throttle rules. Last, we
were able to communicate the inseparable
relationship between safety and mission
success, and this has been beautifully
encapsulated through the Air Force
Inspectorate’s motto “Mission Success,
Safety Always”. Everyone in the RSAF was
able to understand that without the
needful attention toward safety, mission
success and hence deterrence cannot be
possibly achieved for the RSAF.
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Have We Arrived Yet?
The belief that we have arrived at the pinnacle
of safety is a very dangerous idea to hold.
LG (Ret) Bey Soo Khiang, in his speech at
the RSAF Annual Safety Conference 2018,
reminded us all that “zero-accident is an
endless journey and not a destination...
once we think we have arrived, complacency
will set in, and we open ourselves to
accidents.” Imagine this: if today, we decide
to remove “safety” as a core value because
we truly believed we have arrived, would
we have the discipline and verve to
continue this safety journey for the next
50 years? Can we just rely on our existing
safety processes and excellent track record
to continue keeping us safe? The answer is,
quite obviously, no.
Personally, I don’t think we would have come
so far if we had not introduced “safety” as
a core value in the RSAF, among many other
initiatives. By openly declaring that safety
is core to our business, the relentless pursuit
and continued emphasis on safety over
successive generations was a critical factor
for our longevity in safety outcomes. However,
we must never take this success for granted.
This safety culture can vanish once we
have announced that we have arrived.
It is for this reason that I sometimes disagree
with the saying that “safety is in our DNA”.
While we want to believe that safety has
been so deeply ingrained such that safety
is in our very cells that sustain life and that
it is what defines us as a person and an
organisation, the fact remains that safety is not
an inherent and immutable trait of our people
and organisation. Once we believe that safety
is truly in our DNA, then we would be setting
ourselves up for a reality check. Safety is not
an innate human trait handed down by our
very genes; it is in fact a highly desired
but unnatural state which needs constant
work and nurturing, for people at all levels
to believe and practice. For that to happen,
there must be well designed structures and
deliberate top-down actions to shape our
people’s mindsets toward safety.
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Why is safety a natural fault line? Aren’t we
all rational people capable of performing safe
acts independently? Well, safety becomes
an issue for the inexperienced when starting
out, and is later a concern when complacency
sets in. When we go about performing tasks
which have been routinised over time, it is
natural to let our guard down. And that
is fundamentally a natural human behaviour a flaw you might call. In fact, I believe
that the way we run our lives and perform
our daily tasks are all governed primarily by
the rule of convenience. What this means is
that we often find the most efficient way to do
things, and in the process, we subconsciously
re-calibrate our perception of risks based on
past experiences. If nothing bad happens and
work is completed in a more efficient manner,
even though short cuts were taken, we
readily justify our acts as safe based on the
absence of an accident. This perception is
however erroneous as we know how
accidents occur; the ‘holes in the Swiss
cheese’ must be aligned before accidents
occur. Hence, the absence of an accident
does not mean our acts are safe. Sometimes,
it may just well be that we had been lucky
that the ‘holes in the Swiss cheese’ were not
aligned!

unifying focal point and collective target
for everyone in the RSAF to address this
paradox. While we can all appreciate that
this is a statistical improbability, the framing
of this clear goal provides a simple yet
effective communication tool for all
commanders to reach the last man on the
ground. This helps to shift our mindsets on
safety; to create something positive and
tangible that everyone can collectively strive
toward, instead of letting the ‘hard work
required to achieve nothing’ stay silent in
the background.

occur. When the environment and processes
are made so safe, it is natural human
tendency to let our guard down. Over time,
we increase our risk-taking behaviour, and
allow convenience to rule our lives. It is
therefore very easy for humans to be lulled
into a false sense of security; through the very
safe environment we have built over time.
We will find that this presents in many forms,
particularly in our routines and the seemingly
mundane tasks that we do. Once we choose
to ignore or deny the risks in our work,
this is when complacency has succeeded.

Second, the creation of a safe environment
paradoxically paves the way for unsafe acts to

To effectively combat this paradox, we must
constantly remind ourselves of the many near

The Paradox of Safety
Fundamentally, I view safety as a paradox and allow me to explain this from a few
perspectives. First, safety is measured by
the ability to avoid accidents and negative
outcomes; and that means it is accomplished
when nothing happens. Hence, when we ask
our people to focus on safety, this is naturally
interpreted as “working to achieve nothing”,
quite a paradox in itself. This is diametrically
different to what most of us would be
accustomed to, which is to work hard toward
a tangible target. Indeed, the epitome of
safety, some might argue, is to not do
anything at all! That however would be
tantmount to mission failure.
It is therefore not surprising that the zeroaccident goal was conceived to serve as a
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Hence, it is crucial to always review existing
processes and documents, and to critically
analyse what is important and therefore
needs to be retained, and what should be
removed as they only serve to add on more
work and more ‘human factor’ risks. For this,
we will need good commanders with the
clarity of thought and gumption to do what
is right. While there will be perceived risks
when processes are removed, what is more
important is that the processes removed
have been assessed to be unnecessary, based
on strong fundamentals, sound logic and
collective wisdom.

The 10 Rules I Have Learnt
About Safety

misses in our environment through open
reporting and deep reflection. Commanders
play an important role in constantly
reminding the potential pitfalls and
unsafe aspects on day-to-day operations,
and that these constant reminders cull
our people to constantly reflect on their
work and the associated safety risks.
Third, the visible and immediate measures
taken to enhance safety can paradoxically
seed the development of an unsafe
environment. Put simply, the short-term
solutions to address safety can sometimes
become the problems which undermine
safety in the long term. One simple example
of this is the layering of more processes,
checklists and additional steps in response
to a human factor related incident or
accident. Following any incident, it is natural
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to layer on additional steps and processes
requiring more human intervention to
address a safety lapse. On paper, these
additional processes appear to serve as
constructive steps toward preventing the next
accident. While this may be the solution in
certain situations, more often than not,
these additional steps merely serve as
increased workload and distraction away
from other (and sometimes more important)
aspects of operations. Over time, when
safety manuals get too bulky to read and
checklists too long to conduct checks within
the given time, these additional measures
encourage people to find expedient solutions
and take strategic short cuts in their work.
Remember that convenience is the rule of
life, and hence the more inconvenient we
make of our work environment, the more
ways people will find to overcome them.

Now with a better understanding of these
safety paradoxes, should we maintain or strive
to further improve the RSAF safety culture?
I believe that we can be better than where
we are today. Right now, we can say that
our safety fundamentals are well in place,
but there are gaps that we need to fill up.
This would require even more effort and
commitment from all, banding closer together
in order to grow stronger in safety.
Hence, allow me to share 10 safety rules
which I have found useful when making
better decisions on safety issues over the
years. As we reflect on safety in RSAF, I hope
these rules can serve as focal points to
consolidate your own personal thoughts
and convictions on safety. Together, we
will bring the RSAF into the next level in
safety culture and excellence.
Rule #1: Safety is First and Foremost a
Command Responsibility
In the RSAF, we believe that safety is a
command, team and personal responsibility.
However, I feel that safety must first and
foremost be a command responsibility.
Primarily, commanders must ensure that the
necessary systems and structures are well
in place to enforce and encourage safety
behaviours on the ground. Next, commanders

are also responsible for setting the tone
on safety. They must spend sufficient time
on the ground, cultivating people under
their charge to adopt correct safety
mindsets and attitudes, to internalise safety
at the individual level and then forging
together to strengthen team safety.
However, even in the best efforts, accidents
can happen. In such situations, commanders
must first accept responsibility and understand
how and why the accident had occurred,
so as to share lessons learnt to the rest of
the RSAF. It is easy to find fault with
individuals who have committed mistakes
and opine the mistakes as unacceptable;
however in doing so, the commander would
have unknowingly distanced himself from
his men and would appear to absolve
himself from his command responsibility.
Hence, safety is first and foremost a
command responsibility - the commander’s
influence on safety is prodigious and his
responsibility absolute.
Rule #2: Commanders Must Understand
Natural Human Behaviour
Commanders need to understand these three
natural human behaviours:
First, it is natural human behaviour to allow
convenience to rule our lives. This has been
explained in the preceding paragraphs, and
that it is the primary rule in which how most
people would lead their lives.
Second, because of the relatively safe
environment that we live in today, many
of us lose our safety instincts over time
and no longer carry out the necessary
calculation of risks for our daily tasks. This
loss of safety instinct becomes apparent
when the junior airmen join our ranks and
carry out military work with little appreciation
of the risks at hand. Without explicitly
explaining the potential risks to them,
we have failed in our duty to communicate
safety to the last man on the ground.
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Hence, the Risk Assessment Matrixes (RAM)
instituted by the RSAF forces us to think about
and continuously assess the risks present in
our work. We must take RAM seriously, to
explain and convince our people the need for
this undertaking, even when proceeding with
seemingly mundane tasks.		
				
Third, it is natural human behaviour to
overestimate one’s ability while underestimating
the ability of others. This is essentially complacency
rearing its ugly head. We must be more
perceptive and conscious of our safety mindsets
and behaviours, and listen to the people
around us to better identify complacency
when it has set in surreptitiously.
These three natural human behaviours are in
force every day – the more we recognise and
understand them, the better we will get in
countering these forces.
Rule #3: Safety is a ‘People Business’
Due to advancements in engineering, human
factors account for more than 90% of all
accidents in aviation today. This has led many
to opine that people are the weakest link
in safety. However, if we are able to see
weakness as opportunity, then it is not
difficult to believe that people are the most
adaptable link in safety; with sufficient
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engagement and effort, people can become the
strongest link.
As commanders, we must understand our
people well - their weaknesses and strengths,
to effectively strengthen the ‘people’ factor
in safety. We also need to be sincere,
inquisitive and helpful, while avoiding relying
on micro-management as a form of
safety assurance. Micro-management erodes
trust in the long term and does not contribute
toward enduring safety structures and cultures.
Therefore, we must unceasingly engage and
connect with people under our charge as
well as to support, trust and empower
them. This engagement will strengthen the
‘people’ link so that it becomes the strongest
link in safety.
It is with this conviction that I view safety
essentially as a ‘people business’. The more
investments we put in our people, the more
returns we will get in safety currency.
Rule #4: Strengthening Fundamentals is the
Solution
If safety is a business involving people, then
strengthening the fundamentals of our people
is often the solution that will unlock its full
potential. Often, when we train our people,
we teach them the ‘what’ and ‘how’ to do

things, but seldom spend time in explaining the
‘why’ to them. Similarly, orders, directives and
manuals often capture the ‘what’ and ‘how’ only,
not the ‘why’. This is when commanders and
instructors on the ground have to spend time
to explain the ‘why’ to our people.
This is a precious way of paying it forward in
safety; to nurture our people’s interest in
questioning current day assumptions and
strengthen their ability to come up with innovative
solutions based on strong fundamentals. We
should remember that these documents were
written by people, based on known assumptions
at the time of writing. Sometimes, circumstances
and contexts may have evolved and these
documents could require updates.
Once we decide to neglect the art of teaching
the ‘why’ over a few generations, it will come
to a time when senior people in our workforce
will no longer know nor understand the basis
of our orders, directives and manuals. To elucidate
the ‘why’ after the wisdom has been lost will be
a mammoth undertaking, and may never be
fully recovered in some instances.
Rule #5: Focus on Discipline and Mindfulness
in our People
To prevent accidents from happening, our people
must have the quintessential qualities of discipline

and mindfulness. Discipline is about “doing
things right the first time, all the time” and
“doing the right things even though they may
be more inconvenient or painful to do so”.
Discipline very often falls prey to laziness and
expedience, and it is important that commanders
continue to instil high standards of discipline
in our people to achieve good safety
outcomes.
Mindfulness is the ability to be fully present when
undertaking the task at hand and remain perceptive
to the operating environment, while not being
overly reactive or overwhelmed by the
surroundings which have no relevance to the
task. However, mindfulness often yields easily
to distraction in an increasingly fast-paced
environment. Hence, it is vital that commanders
continue to emphasise the need to be mindful
and teach our people how to be mindful.
Rule #6: Safety and Team Excellence Go
Hand in Hand
The RSAF introduced the core values of Safety
and Team Excellence simultaneously in 1993.
While safety can be achieved purely from
personal mastery in some fields of work,
safety must always be tightly coupled with
team excellence for the RSAF. This is because
it takes a large team of airmen to ensure that
our planes operate safely in the skies.
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Hence as commanders, we should be wary of
threats to team excellence – personal interests,
ego, power, suspicion and second-guessing
– and we should eradicate them as soon as
these threats are spotted in our organisation.
Without team excellence, it is natural to
gravitate toward working in silos as it is the
more convenient and efficient way to work.
However, these tendencies create large cracks
in organisational safety.
Hence, team excellence as a core value is critical
for the RSAF as it generates shared outcomes
across the various communities and drives the
collective efforts on the ground to achieve both
safety and mission success as a team effort.
					
Rule #7: Honesty is the Best Policy
Honesty is a prerequisite for trust. How honest
we are depends on how willing are we to open
report. It is not instinctive to openly share one’s
mistakes with everyone, especially when no one
else knows about the mistake, or that open
reporting may result in undesirable consequences
and unnecessary scrutiny. It is during such
situations when “creative writing” may be
introduced to buffer the impact of such
consequences when we open report.
If we have been guilty of any of the above, we
would then have been less than honest with
ourselves. In fact, we probably have deprived
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the entire RSAF of extracting full value of the
real lessons to be learnt. It is therefore timely
to always remind ourselves that honesty is the
best policy in safety. And the reason why we
open report is primarily to share the lessons
learnt to everyone in the Air Force, not because
we have been coerced to do so.
As commanders, our people look up to us as
bastions of honesty. An excessive “blaming”
culture and the introduction of “creative writing”
in the vetting of FAIRs and GAIRs can severely
undermine our people’s perception of our priorities
and the open reporting system. Hence in safety,
honesty is the best policy and that we lead by
example in this regard.
Rule #8: Every Incident is a Learning Opportunity
In the RSAF, every incident is a great learning
opportunity for the individual, unit and
organisation. We should not view them as
unfortunate events but as opportunities to
identify the causes and lessons learnt to
prevent future incidents from happening. Hence,
we should always study each incident deeply
and share the correct lessons through open
reporting. When the whole organisation learns
maximally from every incident, we grow a lot
stronger in safety as an Air Force.
However, should we downplay FAIRs or GAIRs
in order to minimise attention and criticism,

this will detract us from the true intent of open
reporting and undermine our entire learning
process. In today’s climate whereby ‘Just Culture’
is practiced, honest mistakes made by individuals
commensurate with their training and ability
would not warrant punitive action; a complete
disregard for the rules and regulations on the
other hand will. Hence, we can definitely afford
to treat every incident as a learning opportunity.
Rule #9: Audits are Free Health Checks
The word “audit” can sometimes conjure panic
and fear for some people; in fact, audits are
synonymous with final school examinations for
some units! I view audits differently; instead, it
must be viewed as a health check. Painstakingly
preparing for an audit is akin to living healthily
just prior to a health check. When the health
check is over, there is a tendency to revert back
to unhealthy ways of living. This approach is
incorrect. Eventually, the body will reveal its
true state of health and this may be irreversible.
The real purpose of audits is to provide a
snapshot assessment and feedback on the
state of the health of the unit. If all processes
and documentation have been diligently
performed and checked on a daily basis, there
is really no need for an “all hands on deck”
approach to prepare for audits. If the processes
and documentation cannot be performed in

a timely manner, it is important to know the
reasons, be it unwieldly processes on the ground,
a period of extremely high tempo for the unit,
or just poor discipline on the ground.
The RSAF has recently introduced “no notice
audits” in an incremental manner and its
intent is to allow our personnel to know and
understand their unit’s true state of health.
These free health checks are meant to prevent
our people from excessively preparing for audits
and aims to shift our mindsets from “reacting
to a health check for fear of what it might
reveal” to one that is about “good health
promotion and disease prevention”. If we live
healthily and exercise regularly all the time,
we should have no fear of these free health
checks.
Rule #10: Safety is a Way of Life
Safety must be a way of life; it must be
omnipresent. This means that we focus on
safety at all times, even when no one is
watching and even when it is not required
by regulation. Once we make safety a way of
life, we will have a strong team with correct
safety mindsets. We will be able to better
identify the latent risk factors at work, constantly
questioning the assumptions and strengthening
our fundamentals, while thinking of ways to
close up any safety gaps.
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However, if people put on the “safety cap”
for work only and remove it for everything
else, they have not fully internalised the
correct safety mindset. As a result, there might
be repeated lapses and mistakes as safety is
only supported by rule following and rote
memorisation of Standard Operating Procedures.
Therefore, it is important to ask ourselves if
we have truly internalised safety as a way of
life, or if we just practise safety for the sake
of it.

Producing FOCUS
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COL (DR) Benjamin Tan is the
Chief Air Force Medical Officer.
He joined the RSAF in 2003 and
has held numerous command
and staff appointments, including
Commanding Officer of 1 Medical
Squadron and Head, Crew Safety
and Flight Environment Branch.
He is a dual-accredited medical
specialist, and serves as a
Consultant in Aviation Medicine
and Ophthalmology in the SAF.
He is deeply passionate about
matters relating to aviation and
organisational safety, and is proud
to be in the RSAF.

EDITOR

I hope the sharing of my 10 safety rules will
be useful in generating your own safety ideas
and that you will find your own rules to bring
safety to the next level at your workplace.
I wish every success in your safety efforts.
Mission Success, Safety Always!

ABOUT THE AUTHOR

CHAIRMAN

As we celebrate the centennial issue of FOCUS,
I look back with pride on the excellent safety
record that the RSAF has achieved. Every airman
in the RSAF has contributed significantly to our
collective success over the years. As we continue
our safety journey as an Air Force into the
next 50 years, I wish that we continue this
remarkable journey as a tightly-knit organisation
and scale new heights by working on the
intangibles.

MEMBERS

Conclusion

In its early days, FOCUS was a newsletter produced on an ad hoc basis, containing many foreign
safety articles. Articles then were painstakingly typed out using typewriters and images were
drawn by hand. Today, FOCUS is produced quarterly in a professionally designed magazine, and
mainly consists of articles shared by our RSAF personnel. Computer software applications are now
used to produce the visually appealing images and text. Though the laborious work done by our
pioneers have been much reduced, producing this magazine today is still by no means an easy feat.
The current FOCUS editorial team, consisting of regulars and NSFs, meet routinely to discuss each
magazine issue’s safety themes and articles that would be featured in it. During these meetings,
articles submitted by our RSAF personnel would be discussed, proof-read, and vetted on its
suitability to our safety themes. Once the themes and articles have been finalised, the editorial
team would work closely with the design company to arrange the selected articles and images
into a draft magazine layout. The magazine layout would then be reviewed and edited.
When everything has been finalised and approved, the layout would then be sent for publishing
and delivery to all local and overseas RSAF units!
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